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This document is intended to provide health care organizations in Ontario with guidance as to how they can develop a quality improvement plan.  While 

much effort and care has gone into preparing this document, this document should not be relied on as legal advice and organizations should consult with 

their legal, governance and other relevant advisors as appropriate in preparing their quality improvement plans. Furthermore, organizations are free to 

design their own public quality improvement plans using alternative formats and contents, provided that they submit a version of their quality 

improvement plan to HQO (if required) in the format described herein. 
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Overview  

St. Joseph’s Continuing Care Centre (SJCCC) is committed to delivering exceptional health care every 

day, with an emphasis on continuing care, and rehabilitative care.  We fulfill this commitment by 

integrating the following elements into our approach to quality improvement: 

 
Our core values  

As a Catholic health organization, we have chosen to adopt four core values – Service, Integrity, Dignity 

and Excellence.  These values guide our approach to care and act as the foundation to all of our planning 

activities and decision making practices.   

 

Our 2015-2018 Strategic Directions  

We have five strategic directions, each of which is rooted in our core values.  These are: 

1. Focus on patients first 

2. Lead in quality and safety 

3. Inspire and engage our people 

4. Optimize resources 

5. Engage community 

 

Our Annual Quality Improvement Work Plan 

Each year, we develop a Quality Improvement Plan that builds on the momentum of our improvement 

efforts to date.  The plan: 

 Includes challenging but realistic targets for improvement (and the justification for choosing 

those targets); 

 Identifies the initiatives that we have planned to help us achieve those targets; and, 

 Outlines how executive compensation is linked to the achievement of the targets that we have set.   

 

Our Lean Management Philosophy 

As a matter of priority, we continue to work toward a culture where quality is entrenched in who we are 

and what we do.  Our work toward this end involves: 

 Maintaining focus on our Lean management philosophy; 

 Educating staff about our strategic goals and helping them to understand how these relate to our 

core values and this Quality Improvement Plan; 

 Educating our staff about the quality improvement tools and resources available to them; 

 Continuously enhancing our performance measurement, reporting and monitoring practices;  

 Working toward full conformance with CARF’s accreditation standards; and, 

 Routinely reviewing and/or updating our annual Quality Improvement Plan. 

 

Our Other Planning Processes 

When choosing our quality improvement targets and initiatives, we consider the following:   

 The terms of our current Hospital Services Accountability Agreement; 

 Our budgets;  

 Our operational plans; 

 CARF’s Medical Rehabilitation accreditation standards;  

 Information related to our patient relations processes; 

 Aggregated results from Patient Discharge Surveys submitted the previous year; 

 Aggregated results from Family Discharge Surveys submitted the previous year; 

 Aggregated results from our annual Medically Complex Unit Satisfaction Survey;  

 Aggregated results from our annual Staff Satisfaction Survey; and, 

 Aggregated critical incident data. 
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*CARF is a private, non-profit organization that accredits health and human services across the lifespan 

and continuum of care.   

 

For 2018-2019, we aim to:  

1. Focus on the following indicators suggested by HQO utilizing our own in house data: 

a. Patient Experience: “I know what to do to manage my condition after I leave the 

hospital” 

b. Patient Experience: “I would feel comfortable recommending St. Joseph’s Continuing 

Care Centre to friends or family” 

c. Alternate Level of Care; broken out by ARU, GRU and MCU 

d. Work place violence; number of incidents reported 

e. Health links; % of patients referred to Health Links 

 

2. Improve patient and staff safety by improving our level of hand hygiene compliance; raising 

staff immunization levels and compliance with our internal immunization policy; and, increasing 

the percent of staff with a current mask fit-test on file.   

 

3. Optimize our organizational effectiveness by addressing challenges related to staff attendance; 

improving staff satisfaction; and effective utilization of resources. 

 

4. Promote an integrated and patient-centred approach to care by continuing to educate our 

staff about ethical decision making; continuing to provide spiritual and religious care services and 

programming; monitoring patient experience using surveys and Patient Rounding sessions; and, 

strengthening our community partnerships.  

 

QI Achievements from the Past Year 
 

The focus of QI efforts in 2016/17 was to improve the continuity of care through implementation of 

primary assignment for RNs, RPNs, Rehabilitation staff, and a fixed MRP model for the physicians.  This 

laid the groundwork for the QI efforts in 17/18: evolving the Geriatric Rehabilitation Unit and the overall 

rehabilitation philosophy in the organization.  This evolution involved the following: 

 Close collaboration with the North East Specialized Geriatric Centre to engage and recruit a 

Geriatrician one day per week to work with the patients in the GRU and further develop the 

interprofessional team in the Geriatric Rehab Unit.   

 Creation of a dedicated Clinical Leader position to support the work of the Geriatrician and the 

interprofessional team in the GRU. 

 Involving the MRP for the GRU in weekly rounds with the team and Geriatrician. 

 Establishing a relationship with Toronto Rehab Institute to explore opportunities to implement 

their Patient-Centred Rehabilitation Model at SJCCC, with the support of their team.   

 Implementation of a revised process for communicating with new admissions regarding their 

estimated discharge date from the time of bed offer through to their discharge home. 
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 Cross-pollination of rehab staff with the North East Specialized Geriatric Centre (NESGC) 

through shadowing opportunities for SJCCC Clinical Leaders, and two one-year temporary full-

time positions at NESGC for an SJCCC Occupational Therapist and a Clinical Leader. 

 Enhancement of the Nursing Restorative Program to ensure patients are in a 24/7 rehab 

environment.  This resulted in an average of 88% of patients in 2017 being on at least two nursing 

restorative programs.   

Patient Engagement 
The organization actively engages patients and utilizes feedback provided to assist in the development of 

the Senior Friendly Hospital plan and QIP change ideas. The ways that patients are engaged are:   

 Inviting patients and/or their family members to share their experiences with the Board of 

Directors;  

 Through an in-house Patient Discharge Survey;  

 Conducting face-to-face discussions with patients (Patient Rounding); 

 Through an in-house Family Discharge Survey;  

 Through an annual in-house survey for long stay patients; and 

 By encouraging patients to share their compliments and quality improvement ideas using the “We 

Care What You Think” forms that are posted in the reception area.  

 

Collaboration & Integration  
SJCCC’s inter-professional team collaborates with its community partners to identify and resolve 

challenges within the health care system.  Our partners include: 

 Ministry of Health and Long Term Care (MOHLTC) 

 Northeast Local Health Integration Network (NE LHIN)  

 Ontario Hospital Association (OHA) 

 Health Sciences North (HSN) 

 Northeast Specialized Geriatric Centre (NE SGC) 

 Extendicare York – Convalescent Care Program (CCP) 

 Providence Health Care  

 Independence Centre and Network (ICAN) 

 Toronto Rehabilitation Institute 

 

As a result of these collaborations,  SJCCC continues to play a vital role in the health care system through 

the provision of slow-paced rehabilitative care – one which develops individual goals for discharge, 

provides support during medical recovery and provides rehabilitative care to transition patients back to 

independent living or to a lower level of care.  This slow paced rehabilitative care: 

 Improves the flow of patients through the system; 

 Decreases the number of ALC patients in the system;  

 Decreases number of clients awaiting long-term care; and  

 Decreases length of stay in acute care. 

 

In 2018/19, we will continue to work with our partners to enhance inter-organizational relationships and 

services within the regional continuum of care. 
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Engagement of Leadership, Clinicians and Staff 
We engage our staff at the individual level 

We actively encourage our staff to: 

 Seek informal feedback from persons served, colleagues (paid and unpaid) and other 

stakeholders; 

 Provide feedback during the Performance Appraisal process;  

 Identify services or processes that require improvement and share their ideas with the 

management team via the All Ideas Matter program as appropriate; 

 Complete the annual Staff Satisfaction Survey; 

 Participate on project-specific quality improvement working groups which use CQI and Lean 

tools as appropriate; 

 Participate in Senior Leader Rounding and Dialogues for Mission sessions;  

 Participate in the Mentorship program; and 

 Take advantage of training opportunities related to quality improvement. 

 

 

We engage our staff at the departmental level 

We have three departments – Clinical Services, Support Services and Corporate Services.  Each 

department meets monthly to monitor indicators related to its function within the organization and current 

quality improvement initiatives. The targets for these indicators are chosen based on our historical 

performance and provincial/national benchmarks (when available and as appropriate).  Each department 

head is trained to use quality improvement tools/methods and is expected to use these with their 

respective staff to develop, implement and monitor quality improvement activities. 

 

We engage our staff at the inter-departmental level 

Representatives from each department meet monthly as a Quality Council.  The Council reviews 

departmental indicators and outliers and discusses both departmental and inter-departmental quality 

improvement initiatives. As above, quality improvement tools/methods are used to address issues as they 

arise.  

 

We engage our staff at the management level 

Our Operational Leadership Team: 

 Recommends management-level indicators and appropriate targets on an annual basis and reflect 

these in a quality improvement work plan;  

 Assesses performance data for management-level indicators and monitor action plans for outliers  

on a quarterly and annual basis; 

 Monitors the efforts of site-specific Quality Councils and identifies opportunities for 

collaboration or recommends further improvement initiatives as appropriate; and, 

 Promotes a culture of safety and continuous quality improvement by: 

o Making evidence-based decisions; 

o Explaining to staff how change can positively affect their daily work and benefit the 

persons served; 

o Engaging staff in finding solutions to gaps in quality; 

o Publicly recognizing individuals and teams who identify a gap in quality and actively 

participate in a quality improvement initiative; and, 

o Encouraging staff to attend training opportunities. 
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Our Caring Beyond the Moment Team:  

 Focuses on excellence in resident and patient care and improving the organizational work place 

culture by:  

o Conducting quarterly Resident and Patient rounding sessions and creating work plans 

based on feedback;  

o Conducting quarterly Staff Rounding by Senior Leaders with all staff at all departments 

and levels and creating work plans based on feedback;  

o Promoting the staff Rewards & Recognition Program;  

o Educating the team at monthly meetings;  

o Providing education to staff on targeted subjects such as Words that Work, Service 

Recovery and Cultural Competency; and 

o Reviewing and analyzing the team’s initiatives to ensure they are meeting their 

objectives.  

 

Our Senior Management Team: 

 Ensures that the human and financial resources required to support quality improvement 

initiatives are available, including a dedication person who is responsible for quality. 

 Approves annual quality improvement plan. 

 

We engage members of our Board of Directors at the governance level 

Our Board sub-committees: 

 Monitor outliers among management-level indicators and recommend further remedial action as 

appropriate; 

 Provide feedback on the performance measurement system overall and the management-level 

indicators chosen;  

 Analyze trends in our performance over time; 

 Ensure that quality improvement initiatives are evaluated; and, 

 Report on quality initiatives to the Board of Directors through the chairs of the board committees. 

 

More specifically, the: 

 Quality Committee of the Board monitors performance and action plans related to patient-centred 

care and safety.  It also reviews the minutes of the site-specific Quality Councils. 

 Executive & Finance Committee of the Board monitors performance and action plans related to 

the financial health, human resources and operations of the organization.   

 Mission and Spiritual and Religious Care Committee of the Board monitors performance and 

action plans related to the role of the Chaplain. 

 Ethics Committee of the Board monitors performance and action plans related to ethics and 

research. 

 The Medical Advisory Committee monitors the quality of medical diagnosis, care and treatment 

provided, as well as, clinical roles, the medial resource plan, the medical quality assurance 

program and the system of recurring quality of care issues. 

 

The Board of Directors: 

 Ensures that a continuous quality improvement philosophy is embedded in the organization’s by-

laws, strategic plan, position descriptions and other internal processes. 

 Reviews and approves the annual quality improvement plan and monitors the organization’s 

progress toward achieving the objectives of the plan.  

 



 7 

Population Health and Equity Considerations 
The majority of the patients served by SJCCC are frail elderly at the highest risk for visiting the 

emergency department or admission to long-term care.  

 71% of SJCCC patients are 75 years of age or older; 40% of patients are 85 years of age or older. 

 The majority of the patients require management of one or more chronic conditions:  80% have 

hypertension, 34% have atrial fibrillation, 33% have diabetes, 32% have atherosclerotic heart 

disease, 30% have chronic obstructive lung disease, 30% have arthritis, 28% have gastro 

esophageal reflux disease, and 27% have depression. 

Program planning and quality improvement efforts are focused on enhancing the rehabilitative care 

programs available to this patient population.  There are several key partnerships and initiatives that have 

been undertaken to target the needs of this frail elderly population: 

 Health Sciences North (HSN) – work has been underway for several years to refine the referral 

process from acute care to bedded levels of rehabilitative care.  We are in the final stages of 

implementation, which has resulted in the SJCCC Patient Flow Coordinator being on-site at HSN 

to work with the inpatient teams to identify, assess, and transfer appropriate patients. 

 HSN, NESGC, NE LHIN, Rehabilitative Care Alliance (RCA) – Work is underway to align the 

rehab programs in Sudbury with the Bedded Levels of Care Framework from the RCA.  

 CMHA – A relationship was established with Canadian Mental Health and Addictions, who is 

responsible for implementing and maintaining the Health Links program in Sudbury.  A referral 

pathway is being established to identify SJCCC patients at the time of admission who will benefit 

from a Coordinated Care Plan to facilitate a successful discharge back to the community. 

 

As an organization we look to strive for equity and ensure that we continually work both within ourselves 

and with each other to create a system that meets the unique needs of all of our persons served, staff, 

volunteers and visitors. To this end, we have committed to start with educating our managers in the 

following ways: 

1. Cultural education series from CARF: This 8 part series touches on all aspects of culture, age, 

gender, sexual orientation, gender expression, disability, spiritual belief, socio-economic status, 

and language.  

2. Indigenous Cultural Safety: This is education funded by the NELHIN. It will help our 

organization to better understand the history of Aboriginal people and the legacy of residential 

schools and to learn approaches to deliver health services in a culturally safe manner. 

3. Mental Health First Aid: This education improved our managers’ mental health literacy and 

provided the skills and knowledge for them to better manage potential or developing mental 

health problems in themselves or others.  

We are also committed to providing culturally competent health care by formalizing our existing work 

into a cultural diversity and competency plan. The focus of our plan is multifaceted: 

 To become more respectful and accepting of our diversities; 

 To promote diversity and inclusion in all that we do; 

 To commit to cultural awareness and competency training for our staff and volunteers; 

 To build a more robust and integrated diversity approach that enhances organizational culture; 

and 
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 To include issues of diversity, equity and inclusion as fundamental to mission fulfillment and 

organizational excellence. 

 

Access to the Right Level of Care – Addressing ALC Issues 
 Work is underway with system partners to align the bedded levels of rehabilitative care with the 

Bedded Levels of Care Framework from the Rehabilitative Care Alliance.  This will ensure that 

all patients with modifiable functional decline are offered an appropriate level of rehabilitative 

care. 

 An ALC escalation process is in place to ensure ALC designation is only used as a last resort. 

 A repatriation agreement is in place with HSN to allow patients who are designated ALC at 

SJCCC after rehabilitative care to be returned to HSN to await long-term care placement, in 

exchange for another patient who could benefit from rehabilitative care.  Patients deemed ALC at 

SJCCC are presented at HSN’s ALC rounds prior to initiating the repatriation agreement to 

ensure all avenues for successful discharge to the community have been explored. 

 The SJCCC Patient Flow Coordinator attends ALC Rounds at HSN to identify potential patients 

for rehabilitative care.   

 87.5% of Geriatric Rehabilitation (GRU) patients and 76.1% of Assess Restore (ARU) patients 

are returned to independent living in the community following rehabilitative care. 

 A 1.0 FTE Care Coordinator from Home and Community Care is embedded in our organization 

to assist with arranging services in the community in preparation for discharge.  Funding has just 

been secured to pilot an additional 0.6 FTE Care Coordinator in 18/19 to facilitate timely and safe 

discharges.  

 A Geriatrician visits the GRU one day each week and a Physiatry referral process is in place with 

Providence Healthcare in Toronto.  This access to specialist services will assist in addressing 

patient needs in a more timely manner, potentially decreasing length of stay. 

 Full time Social Worker and Discharge Planner is in place at SJCCC. 

 VP Clinical Services sits on the Sudbury ALC Steering Committee to discuss system solutions 

 Staff from SJCCC collaborated with system partners to complete the ALC avoidance framework 

for post-acute care and addressed the identified gaps 

 Efficient and streamlined process for referral to rehabilitative care is in the final stages of 

implementation.  This work with system partners resulted in the SJCCC Patient Flow Coordinator 

assessing patients onsite at HSN rather than making a program accept/reject decision based on a 

paper-based application process. 

 The SJCCC Quality Council set new stretch targets for the ARU and GRU to attempt to decrease 

the LOS, thereby decreasing the ALC days for patients waiting in acute care for rehabilitative 

care. 

 

 

Opioid Prescribing for the Treatment of Pain and Opioid Use 

Disorder 
We complete medication reconciliation on admission, and de-prescribe as appropriate. We have also 

implemented a new comprehensive pain assessment.  

 

Staff Safety & Workplace Violence 
The organization is committed to the prevention of workplace violence and to providing a working 

environment free from workplace violence. Our Workplace Violence Prevention policy identifies the 

definitions of workplace violence and the roles and responsibilities of each employee and each level of 
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management in the organization for prevention and corrective action. Workplace Violence incidents are 

reviewed by Administration at the Quality Committee of the facility and the JOHS Committee as they 

occur. These incidents are also reviewed by the Senior Leadership Team for discussion of risk, or 

recommendations regarding further steps in resolution and prevention. Information from the Quality 

Committee is reviewed quarterly at the Quality Committee of the Board to make the Board aware of the 

items being addressed by the Quality Committee of the facility.  

 

The Senior Leadership Team understands the need for its commitment and assures that it will make every 

reasonable effort to provide a safe and healthy work environment that meets or exceeds the legislative 

guidelines. 

 

The organization consults with the JOHS committee and the following legislation governing workplace 

violence in Ontario including: 

 Occupational Health and Safety Act, 1990, 

 Criminal Code of Canada, 1985, 

 Ontario Human Rights Code, 1990, 

 Workplace Safety and Insurance Act, 1997, 

 Compensation for Victims of Crime Act, 1990, and 

 Regulated Health Professions Act, 1991. 

 

In addition:  

 Workplace Violence policies and education are reviewed and completed annually;  

 GPA (Gentle Persuasive Approach) training is provided 9 months out of the year and as part of 

the general orientation process for new hires;  

 A Workplace Violence survey is completed annually;  

 Whistleblower Protection policy/procedure is reviewed annually;  

 WHMIS education is completed annually;  

 Internal Site Inspections are completed on a monthly basis, and reviewed at the monthly Joint 

Occupational Health and Safety meetings;  

 Workplace Violence reports reviewed at the Joint Occupational Health and Safety meetings; and  

 Any safety concerns can be brought forward to any Joint Occupational Health and Safety member 

and/or the committee.  

 

Contact Information 
Amanda Martel 

Quality/Risk Planner 

amartel@sjsudbury.com 

 

Performance Based Compensation 
Our Pay for Performance Compensation policy outlines how our executives are held accountable for 

achieving the targets set in our Quality Improvement Plan.  The executives who are accountable for our 

performance are the:  

 Chief Executive Officer; 

 Vice President Corporate Services/Chief Financial Officer;  

 Vice President Clinical Services/Chief Nursing Officer; and, 

 Chief of Staff. 
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10% of each executive’s compensation is linked to performance as follows: 

Quality Dimension Quality Indicator Weighting 

Safety Hand hygiene compliance before patient contact 2% 

Effectiveness Total Margin (consolidated) 2% 

Patient-centered Patient Experience: Percent of Patients who would recommend the facility 

to others 

2% 

Patient Experience: I know what to do to manage my condition after I leave 

the hospital 

2% 

Integrated Discharges due to enhanced functional ability 2% 

Total 10% 

Achievement of all targets would result in 100% payout.  Attainment below 100% will result in payout as 

outlined in our Pay for Performance Compensation policy. 

 

 

Other 
2018/19 will bring some significant changes to SJCCC, the impact of which has not yet been determined: 

 The MOH&LTC made the decision to remove SJCCC from the group of hospitals that are part of 

the HSFR strategy.  SJCCC will be funded similar to small hospitals. This will result in 100% 

global funding, effective April 1
st
, 2018. 

 We are currently waiting for approval from the MOH&LTC for the addition of a Class E hospital 

designation (SJCCC is currently class G).  This is expected to have a positive effect on the ability 

to bill insurance companies for preferred accommodation.   

 SJCCC is actively working with system partners, including the NE LHIN, to align our programs 

with the rehabilitation, short-term complex medical management, and long-term complex medical 

management levels of care, as per the Bedded Levels of Care Framework from the Rehabilitative 

Care Alliance. 
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Sign-off 

It is recommended that the following individuals review and sign-off on your organization’s Quality 

Improvement Plan (where applicable): 

 

I have reviewed and approved our organization’s Quality Improvement Plan: 

 

Board Chair Paul Marleau  

Quality Committee Chair Marion Briggs  

Chief Executive Office Jo-Anne Palkovits  

 

 
 

 


