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ABOUT US 

 

Our Mission 
 

As a Catholic organization, we faithfully continue the healing Mission of Jesus, and 

respond to the needs of the whole person – body, mind, and spirit. 

 

Our Vision 

 

Lead the Community in creating centers of excellence in wellness and aging. 

 

Our Values 
 

Service Integrity Dignity Excellence 

 

IMPORTANT INFORMATION 

 

St. Joseph’s Continuing Care Centre is a 64-bed complex continuing care hospital.  

Our focus is on providing rehabilitative and supportive care to our patients, with 

the goal of transitioning them to a lower, more appropriate level of care.  

 

Patients admitted to the programs at SJCCC will be expected to work with the 

inter-professional team to establish goals regarding functional improvement.  

These goals will determine the rehabilitation program required for discharge 

back to the community.  Our three streams of care are described in detail at the 

end of this handbook. 

 

Once functional goals have been reached or a plateau in functional improvement 

has occurred, options for discharge are discussed.  Options include: 

 Home 

 Home with support from family or Community Care Access Centre (CCAC) 

 Retirement home 

 

Discharge to Long Term Care is not possible from St. Joseph’s Continuing 

Care Centre.  

If Long Term Care placement is required, application through the CCAC will be 

required.   Patients will be discharged home to wait for placement in LTC. 
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Upon admission, staff will meet with the patient and/or substitute decision-maker to 

have consents signed, including level of medical intervention.  An assessment will be 

completed by the individual members of the interprofessional team. 

 

The patient and team will establish individual goals to work towards for discharge.  A 

discharge date will be established based on the patient’s goals and functional ability. 

A care conference will be held to review the discharge plan, and provide patients and 

their families with the opportunity to ask questions and clarify any of their concerns 

with the inter-professional team.    

 

The length of stay for our programs is: 

 Less than 8 weeks for Geriatric Rehab Unit 

 Less than 12 weeks for Assess/Restore Unit 

 Greater than 12 weeks for Medically Complex Unit 

 

Patient responsibilities 

1. Active participation in the rehabilitation program developed with the inter-

professional team.  

 

NOTE: Rehabilitation takes place in the patient’s room, on the unit, and in 

the rehab gym.  

 

2. Active participation in activities of daily living.  This involves: 

• Getting dressed in your own clothes; 

• Ambulating to the dining room for meals at pre-established times; 

• Participating in establishing goals for discharge; and, 

• Participating in discharge planning, with family involvement where necessary. 

 

What to bring 

 Loose-fitting and comfortable clothing 

 Well-fitting and comfortable shoes with a rubber sole for activities 

 Toiletries such as shampoo, soap, toothpaste, toothbrush, razors, brush/comb, 

Kleenex and deodorant 

 A bag for storing dirty laundry (Note:  Laundering of personal clothing is the 

responsibility of the patient or family.  There is a domestic washing machine 

available on-site, please speak with our Volunteer Services Coordinator for more 

information). 

 Walkers or wheelchairs labeled with the patient’s name.  Discussions about power 

mobility devices will be held on a case by case basis. 

 Watch or small clock radio (Note:  The clock radio must be inspected by our 

environmental services staff to ensure that it is CSA approved before use.) 
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What to leave at home 

 Furniture 

 Electrical appliances including hair dryers, curling irons, bar refrigerators, heaters, 

humidifiers, electric blankets, heating pads, kettles, coffee makers, microwaves, 

toasters, extension cords, etc. 

 Personal vehicle 

 Pets 

 Food 

 Grain-filled bags (e.g. Magic bags) and hot packs 

 Raised toilet seats 

 

Patient Valuables 

St. Joseph’s Continuing Care Centre  will not be responsible for lost or stolen items. 

To ensure protection from loss or theft of valuables, St Joseph’s Continuing Care 

Center recommends that each patient bring only a minimum required amount of items 

to be kept on hand in their room at any time. Patients are encouraged to keep monies, 

valuables such as jewellery and personal papers in safekeeping with family or at 

home. 

 

Visiting hours 

Visiting hours are from 8 a.m. to 9 p.m. seven days per week.  We ask that visitors be 

respectful of therapy times and schedules.  

 

Leaves of absence (LOAs) 

Patients who are able are free to leave the building to go out with family and friends 

for social activities or appointments in the community. Please inform nursing staff 

in advance of your plans to go out.  In order to organize medications and supplies and 

to ensure plans do not conflict with any scheduled appointments or treatments, a 

minimum of 3 days notice must be provided during regular business hours for any 

overnight leave. 

 

Discharge time 

Discharge from the facility will occur between 10:00 and 11:10 a.m. 

 

Transportation 

Family will be responsible for escorting patients to off-site appointments or tests.  If 

they are unable to do so, then they may hire a private service (fees apply). The Unit 

Assistant can arrange transportation through the private service at the request of the 

family.  All patients will be assigned Handi-Transit numbers on admission to assist 

with any transportation needs.



OFFERED PROGRAMS 
 

Page 6 of 8 

 

Assess Restore Unit 
 

Service Definition 
 

A CCC based program for individuals who have experienced a decline in health 

status and have the capacity for further functional and cognitive improvement.   

 

These individuals have completed the acute phase of their hospital care, or are in the 

community and have been identified by their care provider as being high risk for 

hospitalization and needing timely assessment of their functional and medical status.  

Following a comprehensive assessment, an individualized plan of care and 

rehabilitation is developed to restore their functional ability and maximize overall 

health status.  The patient is assessed on an ongoing basis to identify the most 

appropriate discharge environment in the community.   

 

Patients admitted to the Assess and Restore Unit may be described as follows: 

 Exacerbation of chronic conditions resulting in functional decline 

 Mild stroke, pneumonia, frailty, or prolonged illness that required an extended 

hospital admission and/or resulted in functional decline, 

 General deconditioning due to medical setback, 

 Older adults with orthopedic conditions, such as fractures or joint 

replacements.  
 

 

Service Description 
 

Expected length of stay: 

 

Maximum of 12 weeks  

Individuals requiring a longer length of stay will be 

considered on an individual basis. 

 

Rehabilitation schedule: 

 

Participation in scheduled rehabilitation activities a 

minimum of 60 minutes daily, which includes 

Physiotherapy, Occupational Therapy, and Recreational 

Therapy.  Patients are also expected to participate in their 

daily care. 
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Geriatric Rehabilitation Unit 
 

Service Definition 
 

A CCC based program that provides medical and functional rehabilitation for frail 

older persons (generally 65 and over) experiencing failure to thrive and who cannot 

tolerate the intensity and frequency of a regular rehabilitation program.  These 

patients require inpatient management of geriatric conditions that threaten their 

ability to return to the community (e.g. falls, delirium, depression, incontinence, 

malnutrition, polypharmacy, pain).   

 

 

Service Description 
 

Expected length of stay: Less than 8 weeks  

Rehabilitation schedule: Participation in scheduled rehabilitation activities a 

minimum of 90 minutes daily, which includes 

Physiotherapy, Occupational Therapy, and Recreational 

Therapy.  Patients are also expected to participate in their 

daily care. 

 

 
 

Medically Complex Unit 

 

Service Definition 
 

A CCC based program that serves the needs of adults living with a chronic or 

progressive condition, and whose potential for improvement is limited.  These 

individuals have multiple comorbidities and interventions that cannot be 

accommodated in the community or long-term care setting.  This population may also 

include individuals requiring more than 12 weeks of slow-paced rehabilitation, or 

those who meet the program criteria and require palliation.  The interprofessional 

team works with patients and their families to develop and strive for goals that 

support quality of life, maintain maximum functional ability, and address short-term 

and long-term care needs. 

 

Service Description 
 

Expected length of stay: Greater than 12 weeks  

Rehabilitation schedule: Based on individual goals and ability to participate in 

therapy activities. 
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CONTACTS 

 

 

If you have questions about our programs, please contact: 

St. Joseph's Continuing Care Centre  705-674-2846 

 


