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SURVEY SUMMARY 

St. Joseph’s Continuing Care Centre - Sudbury (SJCCC) has strengths in many areas. 

■ The board of directors is complimented for focusing on governance and strategy, yet 
maintaining a close connection to the patients and a demonstrated understanding of the services 
provided by the organization. 

■ The senior leadership, operational, and corporate services teams demonstrate a truly patient-
centred approach and commitment to the mission and values of the organization in their day-to-
day work. 

■ The organization is recognized for its dedicated efforts to improve the culture and focus on staff 
health and well-being. 

■ The facilities are exceptionally clean and well maintained, with demonstrated attention to detail; 
for example, with the organization’s preventative maintenance and painting programs. 

■ Through its work order system, availability, and proximity, the support services staff 
(technology, maintenance, facilities) is responsive, which is much appreciated by the clinical 
staff. 

■ The organization maintains experienced and qualified personnel who are dedicated and 
demonstrate a strong commitment to the core values and mission of the organization. The 
interdisciplinary treatment teams exhibit professionalism, enthusiasm, and compassion while 
thoroughly addressing the physical, communicative, cognitive, leisure, and functional needs of 
the patient served and their families. 

■ Comprehensive therapeutic recreation services are an integral part of the interdisciplinary team 
and provide a valuable service for the patients served. These services are readily available and 
add creativity and diversity to the treatment plans that assist the patient served to achieve 
his/her real life. 

■ Therapy, nursing, and medical services are well integrated for a smooth, efficient model of 
service delivery. An integrated interdisciplinary approach is reflected throughout all activities, 
including 24-hour rehabilitation nursing, with a number of mechanisms to facilitate 
communication among team members between shifts and on weekends. 

■ The observed staff interaction with patients is warm, friendly, and caring on the unit. Patients 
served are treated with a high degree of respect and dignity and expressed that needs are 
addressed in a timely manner. 

■ The facilities are well designed to facilitate the rehabilitation process. The physical plant, 
particularly the rooms and nursing station, is spacious, clean, bright, and well laid out. The 
facilities provide an environment that is conducive to rehabilitation and recovery, especially the 
Healing Garden, Relaxation Room, and beautiful views from each and every room. 

■ Patients served throughout the organization report high levels of satisfaction with the staff and 
services provided. They express that plans are based on individual and family needs and that 
staff members assist with problem solving service concerns and guide them in their self-
advocacy efforts. A family-centred philosophy is reflected throughout the programs and services. 
It is evident that patients hold the staff in high regard. The staff is clearly committed to positive 
outcomes and demonstrates compassion and a commitment to quality services. 
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SJCCC should seek improvement in the area(s) identified by the recommendation(s) in the 
report. Any consultation given does not indicate non-conformance to standards but is 
offered as a suggestion for further quality improvement. 

On balance, it is evident that SJCCC provides excellent rehabilitation services to frail, elderly 
residents from its community and is dedicated to ongoing quality improvement. Patients and family 
members express satisfaction with the services provided and report optimal patient outcomes. The 
organization has areas for improvement, including the implementation of the standards for limb 
loss, enhancing governance policies, conducting and analyzing unannounced tests of all emergency 
procedures on each shift, further analysis of data, and sharing outcomes information. SJCCC 
appears to have the ability and the willingness to make the improvements in the areas identified in 
this report. 

St. Joseph’s Continuing Care Centre - Sudbury has earned a Three-Year Accreditation. The 
organization is recognized for its efforts to provide quality rehabilitation services and is encouraged 
to remain current with the CARF International standards as it address the areas for improvement 
noted. 

 

SECTION 1. ASPIRE TO EXCELLENCE® 

A. Leadership 

Description 

CARF-accredited organizations identify leadership that embraces the values of accountability and 
responsibility to the individual organization’s stated mission. The leadership demonstrates corporate 
social responsibility. 

Key Areas Addressed 

 Leadership structure 

 Leadership guidance 

 Commitment to diversity 

 Corporate responsibility 

 Corporate compliance 
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Recommendations 

A.5.c. 

A.5.d. 

The organization has developed a comprehensive cultural competency plan; however, it was only 
recently developed and has not been fully implemented yet. It is recommended that the cultural 
competency and diversity plan be reviewed at least annually for relevance and updated as needed. 

 

B. Governance 

Description 

The governing board should provide effective and ethical governance leadership on behalf of its 
owners’/stakeholders’ interest to ensure that the organization focuses on its purpose and outcomes 
for persons served, resulting in the organization’s long-term success and stability. The board is 
responsible for ensuring that the organization is managed effectively, efficiently, and ethically by the 
organization’s executive leadership through defined governance accountability mechanisms. These 
mechanisms include, but are not limited to, an adopted governance framework defined by written 
governance policies and demonstrated practices; active and timely review of organizational 
performance and that of the executive leadership; and the demarcation of duties between the board 
and executive leadership to ensure that organizational strategies, plans, decisions, and actions are 
delegated to the resource that would best advance the interests and performance of the organization 
over the long term and manage the organization’s inherent risks. The board has additional 
responsibilities under the domain of public trust, and as such, it understands its corporate 
responsibility to the organization’s employees, providers, suppliers, and the communities it serves. 

Key Areas Addressed 

 Ethical, active, and accountable governance 

 Board composition, selection, orientation, development, assessment, and succession 

 Board leadership, organizational structure, meeting planning, and management 

 Linkage between governance and executive leadership 

 Corporate and executive leadership performance review and development 

 Executive compensation 
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Recommendations 

B.5.a.(3) 

B.5.a.(5) 

The governance policy addresses leadership performance evaluation; however, it is recommended 
that the governance policy include formal annual written review of executive leadership performance 
in relation to professional development and opportunities. 

B.6.a. 

B.6.c.(1) through B.6.e.(1) 

B.6.e.(3) 

B.6.e.(5) 

B.6.e.(6) 

Although the governance policies include a policy that addresses executive compensation as well as a 
separate document outlining the pay for performance and how it is structured annually, it is 
recommended that the governance policy include a written statement of total executive 
compensation philosophy; the defined total compensation mix, up to and including, as warranted, 
base pay, incentive and benefit plans, and perquisites; total compensation references to market 
comparator data and functionally comparable positions; and a documented process that outlines 
terms of compensation arrangements, names of board members on the committee who approved 
the compensation decision, disclosures of conflict of interest if any, and annual review of executive 
compensation records. 

 

C. Strategic Planning 

Description 

CARF-accredited organizations establish a foundation for success through strategic planning 
focused on taking advantage of strengths and opportunities and addressing weaknesses and threats. 

Key Areas Addressed 

 Strategic planning considers stakeholder expectations and environmental impacts 

 Written strategic plan sets goals 

 Plan is implemented, shared, and kept relevant 

 

Recommendations 

There are no recommendations in this area. 
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Consultation 

■ Although the strategic directions are public facing on the website, the organization is encouraged 
to share its strategic plan documents and achievements using other media and in other locations 
to inform its patients, potential patients, referral sources, and the community. 

 

D. Input from Persons Served and Other Stakeholders 

Description 

CARF-accredited organizations continually focus on the expectations of the persons served and 
other stakeholders. The standards in this subsection direct the organization’s focus to soliciting, 
collecting, analyzing, and using input from all stakeholders to create services that meet or exceed the 
expectations of the persons served, the community, and other stakeholders. 

Key Areas Addressed 

 Ongoing collection of information from a variety of sources 

 Analysis and integration into business practices 

 Leadership response to information collected 

 

Recommendations 

There are no recommendations in this area. 

 

E. Legal Requirements 

Description 

CARF-accredited organizations comply with all legal and regulatory requirements. 

Key Areas Addressed 

 Compliance with all legal/regulatory requirements 

 

Recommendations 

There are no recommendations in this area. 
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F. Financial Planning and Management 

Description 

CARF-accredited organizations strive to be financially responsible and solvent, conducting fiscal 
management in a manner that supports their mission, values, and annual performance objectives. 
Fiscal practices adhere to established accounting principles and business practices. Fiscal 
management covers daily operational cost management and incorporates plans for long-term 
solvency. 

Key Areas Addressed 

 Budget(s) prepared, shared, and reflective of strategic planning 

 Financial results reported/compared to budgeted performance 

 Organization review 

 Fiscal policies and procedures 

 Review of service billing records and fee structure 

 Financial review/audit 

 Safeguarding funds of persons served 

 

Recommendations 

There are no recommendations in this area. 

 

G. Risk Management 

Description 

CARF-accredited organizations engage in a coordinated set of activities designed to control threats 
to their people, property, income, goodwill, and ability to accomplish goals. 

Key Areas Addressed 

 Identification of loss exposures 

 Development of risk management plan 

 Adequate insurance coverage 

 

Recommendations 

There are no recommendations in this area. 
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H. Health and Safety 

Description 

CARF-accredited organizations maintain healthy, safe, and clean environments that support quality 
services and minimize risk of harm to persons served, personnel, and other stakeholders. 

Key Areas Addressed 

 Inspections 

 Emergency procedures 

 Access to emergency first aid 

 Competency of personnel in safety procedures 

 Reporting/reviewing critical incidents 

 Infection control 

 

Recommendations 

H.7.a.(1) 

H.7.b. through H.7.d. 

Although fire drills are completed monthly across shifts, there is no evidence that other 
unannounced tests of all emergency procedures are being conducted on each shift annually. It is 
recommended that unannounced tests of all emergency procedures, including actual or simulated 
physical evacuation drills, be completed at least annually on each shift. The unannounced tests 
should be analyzed for performance that addresses areas needing improvement, actions to be taken, 
results of performance improvement plans, and necessary education and training of personnel and 
be evidenced in writing, including the analysis. 

H.10.a. through H.10.b.(8) 

Although the organization reports no trends within the incidents, it recommended that a written 
analysis of all critical incidents be provided to or conducted by the leadership at least annually that 
addresses causes, trends, actions for improvement, results of performance improvement plans, 
necessary education and training of personnel, prevention of recurrence, and internal and external 
reporting requirements. 

H.11.b.(3)(a) 

Although there are some posters on the units emphasizing infection prevent procedures, the 
organization is urged to implement procedures for infection prevention and control that include 
guidelines for addressing these procedures with patients served. As there are signs suggesting that 
people wipe down the keyboards for patient use on the unit, it is suggested that the organization 
supply these wipes. 
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H.13.a.(1) through H.13.b.(3) 

Although regular in-house health and safety inspections are occurring regularly, and external service 
providers inspect specialized equipment, it is recommended that comprehensive health and safety 
inspections be conducted at least annually by a qualified external authority that result in a written 
report that identifies the areas inspected, recommendations for areas needing improvement, and 
actions taken to respond to the recommendations. 

 

I. Human Resources 

Description 

CARF-accredited organizations demonstrate that they value their human resources. It should be 
evident that personnel are involved and engaged in the success of the organization and the persons 
they serve. 

Key Areas Addressed 

 Adequate staffing 

 Verification of background/credentials 

 Recruitment/retention efforts 

 Personnel skills/characteristics 

 Annual review of job descriptions/performance 

 Policies regarding students/volunteers, if applicable 

 

Recommendations 

There are no recommendations in this area. 

Consultation 

■ Although the policy contains procedures to deal with performance issues or concerns, up to and 
including termination of the placement, the organization might consider including some of that 
information in the orientation manuals provided to students and volunteers. 

 

J. Technology 

Description 

CARF-accredited organizations plan for the use of technology to support and advance effective and 
efficient service and business practices. 
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Key Areas Addressed 

 Written technology and system plan 

 Written procedures for the use of information and communication technologies (ICT) in service 
delivery, if applicable 

 Training for personnel, persons served, and others on ICT equipment, if applicable 

 Provision of information relevant to the ICT session, if applicable 

 Maintenance of ICT equipment in accordance with manufacturer recommendations, if 
applicable 

 Emergency procedures that address unique aspects of service delivery via ICT, if applicable 

 

Recommendations 

There are no recommendations in this area. 

 

K. Rights of Persons Served 

Description 

CARF-accredited organizations protect and promote the rights of all persons served. This 
commitment guides the delivery of services and ongoing interactions with the persons served. 

Key Areas Addressed 

 Communication of rights 

 Policies that promote rights 

 Complaint, grievance, and appeals policy 

 Annual review of complaints 

 

Recommendations 

K.4.a. through K.4.b.(3) 

The organization is urged to conduct a written analysis of all formal complaints annually to 
determine trends, areas needing performance improvement, and actions to be taken. 

Consultation 

■ It is suggested that the resolution process and timeframes for the complaint process be included 
in the patient handbook and communicated to the patients upon admission when their rights are 
being reviewed with them. 
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■ The organization might also consider posting the concern/complaint forms and processes on 
the bulletin boards or in the patient common areas, such as the dining room, lounges, or 
recreation activity areas. 

 

L. Accessibility 

Description 

CARF-accredited organizations promote accessibility and the removal of barriers for the persons 
served and other stakeholders. 

Key Areas Addressed 

 Written accessibility plan(s) 

 Requests for reasonable accommodations 

 

Recommendations 

There are no recommendations in this area. 

 

M. Performance Measurement and Management 

Description 

CARF-accredited organizations are committed to continually improving their organizations and 
service delivery to the persons served. Data are collected and analyzed, and information is used to 
manage and improve service delivery. 

Key Areas Addressed 

 Information collection, use, and management  

 Setting and measuring performance indicators 

 

Recommendations 

M.5.d. 

The organization has just begun to collect data about the patients following discharge. SJCCC 
should collect data regularly at a point(s) in time following services. 

M.6.b.(3) 

The organization should measure service delivery performance indicators in the area of service 
access. 
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M.7.a. 

M.7.b. 

The organization has information regarding source data; however, it is recommended that the 
organization determine for each service delivery performance indicator to whom the indicator will 
be applied and the person (s) responsible for collection of the data. 

 

N. Performance Improvement 

Description 

The dynamic nature of continuous improvement in a CARF-accredited organization sets it apart 
from other organizations providing similar services. CARF-accredited organizations share and 
provide the persons served and other interested stakeholders with ongoing information about their 
actual performance as a business entity and their ability to achieve optimal outcomes for the persons 
served through their programs and services. 

Key Areas Addressed 

 Proactive performance improvement 

 Performance information shared with all stakeholders 

 

Recommendations 

N.1.b.(2)(c) 

N.1.c.(1) through N.1.c.(3) 

The written analysis should also analyze performance indicators in relation to performance targets in 
the service delivery area of service access. The analysis should identify areas needing performance 
improvement, result in an action plan to address the improvements needed to reach established or 
revised performance targets, and outline actions taken or changes made to improve performance. 

Consultation 

■ There are quality boards located on the units and in the reception area that highlight some of the 
performance information. It might be beneficial for the organization to present some of its 
performance results utilizing other media, such as print, social media, and brochures; other 
promotional materials; and public events that could include seniors’ events and health fairs to 
market its services and educate the community. 
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SECTION 2. THE REHABILITATION AND SERVICE 

PROCESS FOR THE PERSONS SERVED 

A. Program/Service Structure for all Medical Rehabilitation Programs 

Key Areas Addressed 

 Scope of the program and services 

 Admission and transition/exit criteria 

 Team communication 

 Provision of services to any persons who require ventilatory assistance 

 

Recommendations 

A.12.a.(1) 

A.12.a.(2) 

A.12.b.(2) through A.12.b.(3)(e) 

It is recommended that the organization provide documented personnel training at orientation and 
at regular intervals that includes information on the social/cultural issues of the patients and 
performance measurement, management, and improvement, including development of the 
performance improvement system, performance tools, data collection methods, comparative data, 
and use of outcomes information. 

A.15.a. through A.15.e.(5)(c) 

The organization is urged to conduct a written analysis at least annually of all denials and service 
referrals that are determined to be ineligible. It should also conduct a written analysis of all 
interrupted services that addresses causes; trends; actions for improvement; results of performance 
improvement plans; and necessary education and training of personnel, payers, and regulatory 
agencies. 

 

B. The Rehabilitation and Service Process for the Persons Served 

Key Areas Addressed 

 Scope of the program services 

 Appropriate placement in and movement through the continuum of services 

 Admission and ongoing assessments 

 Information provided to persons served for decision making 
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 Team composition 

 Team responsibilities and communication 

 Medical director/physician providing medical input qualifications and responsibilities 

 Discharge/transition planning and recommendations 

 Family/support system involvement 

 Education and training of persons served and families/support systems 

 Sharing of outcomes information with the persons served 

 Physical plant 

 Records of the persons served 

 

Recommendations 

B.9.b.(3)(b) through B.9.b.(3)(d) 

Although occupational therapy can address some of the needs of the patients in the areas of 
communication and function, the organization should provide personnel with the competencies 
necessary to evaluate and facilitate the achievement of predicted outcomes related to cognition, 
communication, and function such as patients with dysphagia and other swallowing problems. 
Currently, speech-language pathology is only available on a consult basis and therapy is not offered 
as part of the plan of care. It is evident that patients who at or near the time of admission needed 
evaluation and treatment of dysphagia and cognitive issues. 

B.30.a.(1) through B.30.b. 

It is recommended that the program provide education and training to patients with limb loss that 
addresses prevention related to recurrence of the impairment, injury, or illness; potential risks; and 
complications due to impairment. Primary healthcare should also be addressed. 

B.34.a. through B.34.c.(2) 

The program is urged to determine whether each patient has a system in place to record personal 
health information to provide to healthcare providers and/or in case of an emergency. If the patient 
served has a system or tool in place, the program should assist with updating relevant personal 
health information. If the patient does not have a system or tool in place, it is recommended that the 
program provide education on the importance of having such a system or tool to the patient, family, 
or support system and assist the patient served to develop a system or tool to record personal health 
information. 
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B.36.b.(1) 

B.36.b.(2) 

B.36.b.(4) through B.36.b.(6) 

B.36.b.(8) 

B.36.b.(9) 

B.36.b.(18) through B.36.b.(25) 

Depending on the needs of the patents, the program is urged to provide written discharge/transition 
recommendations that address aging issues, behaviour, substance misuse, cognition, communication, 
educating and training, emergency preparedness, precautions, psychosocial issues, recreation and 
leisure, relationship issues, resource management, risks, safety issues, and secondary prevention. 

B.38.a.(1) 

B.38.a.(2) 

B.38.a.(6) 

B.38.a.(8) 

B.38.b. 

It is recommended that the program provide information from the performance measurement and 
outcomes management system to the patient served that addresses, at a minimum by relevant 
diagnostic category, the characteristics of the patients served, the number of patients served within a 
stated period of time, the effectiveness of the program, unplanned transfers to acute medical 
facilities, and other information as requested by the patients served. 

 

D. The Rehabilitation and Service Process for Specific Diagnostic 
Categories 

Key Areas Addressed 

 Provision of services to any persons with limb loss, acquired brain injury, or spinal cord 
dysfunction 

 

Recommendations 

D.1.a.(1) through D.1.o.(9) 

Depending on the needs of the patients served, the program should provide or make arrangements 
for limb loss education regarding self-management, including management of secondary 
complications; skin care; prosthetic options; fit of the prosthesis; accuracy of information received 
regarding prosthetic issues; peer support; family/support system support; prosthetic and orthotic 
services; pedorthic services; environmental modification; provision of durable medical equipment 
and training in its use; psychological services; sexual counselling; specialty consultants; substance 
misuse counselling and treatment; smoking cessation; and strategies that address health and medical 
issues, including diabetes management, pain management, regular preventative foot care, limb care, 
cardiovascular management, risk reduction, wound care, skincare integrity, fitness and exercise 
promotion, and nutrition. 



 

16 

D.2.a. through D.2.d. 

Depending on the needs of the patients served, the program should provide or arrange for 
diagnostic services, including the areas of vascular disease, diabetes management, trauma, and 
oncology. 

D.3. 

It is recommended that personnel who treat patients with limb loss demonstrate competencies in 
amputation management. 

D.4. 

The program is urged to access local, regional, provincial, national, or international networks or 
agreements to facilitate specialized amputation management. 

 

SECTION 3. PROGRAM STANDARDS 

A. Comprehensive Integrated Inpatient Rehabilitation Program 

Inpatient Rehabilitation Program - Hospital (Adults) 

Key Areas Addressed 

 Preadmission assessment 

 Privileging process 

 Appropriate placement in the continuum of services 

 Secondary prevention 

 Rehabilitation nursing services 

 Rehabilitation physician/medical services and management 

 Program-specific information-gathering requirements 

 Information gathering regarding durability of outcomes 

Note: Recommendations, consultation, and exemplary conformance in this section of the report do not include those 
specific to specialty programs included in the survey. If specialty program accreditation was sought, the relevant specialty 
program section of the report includes recommendations, consultation, and areas of exemplary conformance for all 
portions of Section 3 of the standards manual that were applied to the specialty program.  
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Recommendations 

A.2.a.(1) through A.2.a.(6) 

A.2.b.(6) through A.2.c.(3) 

It is recommended that the organization develop written policies and procedures that address 
physician services, including who provides medical management for the patients; who provides 
rehabilitation management for patients; when these are not the same physicians, mechanisms for 
communication, coordination, and collaboration; primary responsibility for medical management, 
including description of the role and responsibilities of the attending physician, description of the 
roles and responsibilities of other physicians who provide concurrent medical services, physician 
availability, and appropriate medical decision making; availability of the rehabilitation physician or 
his/her designee 24 hours a day, 7 days a week; and access to consulting physicians to treat 
continuing, unstable, or complex medical conditions. Policies and written procedures should be 
developed for rehabilitation nursing services, including assessment, implementation, and planning, as 
well as critical decision making regarding pain, rehabilitation issues, skin integrity, prevention of 
further disability, medical complications, and adverse events in the care of patients with limb loss. 

A.16.b.(1) through A.16.c.(5)(c) 

To assess the durability of outcomes achieved, the program should systematically gather information 
on patients, including activity, environment, health status, and participation, and at least annually 
address performance in relationship to established targets in each area; trends; actions for 
improvement; results of performance improvement plans; and necessary education and training of 
patients, families/support systems, and healthcare providers. 

 

 


