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RESEARCH STUDY OPERATIONAL IMPACT ANALYSIS

Please note that in addition to filling out this Operational Impact Analysis, the research application

process involves submitting 7 hard copies and 1 electronic PDF version of your completed proposal to

the Research Ethics Board Office (S213) of St. John’s Rehab Hospital. 
The proposal itself will ensure the following elements are included: Introduction, literature review, methodology, explanation of clinical relevance, budget information, project time line, references, client information sheet, informed consent sheet, appendices, and a curriculum vitae (not to exceed 4 pages in length) of all participating investigators.

N.B. - Electronic Submission of this form is preferred.

Name of Study: _______________________________________________________________________
Name(s) of Principal Investigator(s) and Associated Institutions: _____________________________
Contact Information:

Phone: __________________
Fax: _________________
E-mail: _____________________________
Co Investigators and Associated Institutions: _____________________________________________
Funding Sources: ____________________________________________________________________
Other Institutions Involved in this Research: ______________________________________________
Does this research proposal have Research Ethics Board (REB) approval? 
(Yes  ( No

If yes, please attach copy of REB approval letter.

Comments: __________________________________________________________________________
Patient Population / Program Impact

( Amputee
( Cardiac 
( Transplant
( Trauma

( Burns
( Complex Care
( Neuro
( MSK

Other Service or Patient Population Affected: _____________________________________________

Outpatient
(
( Inpatient : _______________________________________________________
Please attach patient protocol summary outlining involvement/requirements of patients involved in this

research project.

Number of patients affected: __________________________________________________________
• Proposed research start and end date: __________________________________________________
• Will this research take patients away from SJRH therapy/care?
( Yes 
( No

If yes, how long? ____________________________________________________________________
• Time of day for patient testing: ________________________________________________________
• Length of testing for each patient: ______________________________________________________
• Need for transportation to other facilities? 
( Yes
( No

How is transportation scheduled? ______________________________________________________
Any cost reimbursement?
( Yes 
( No

Privacy Protocol

In compliance with the Personal Health Information Protection Act (2004) (PHIPA) and the PHIPA Health Order #003 (HO-003), all Personal Health Information leaving the premises of St. John’s Rehab Hospital on a mobile device (e.g. laptop, Blackberry) for any purpose, including research activities, must be encrypted.

Personal Health Information (PHI)

(Refers to information in any form that concerns an individual’s health, medical history or past

or future medical treatment, and is in a form that enables or could enable the individual to be

identified).

1) Indicate how data containing PHI will be protected against breaches of privacy (i.e. locked

cabinets, password protected, encrypted). __________________________________________
2)  If by mobile device, (e.g. laptop, Blackberry) indicate encryption method. _________________
3)  Indicate if PHI will be leaving St. John’s Rehab Hospital. ________________________________
4) Indicate which organizations and/or individuals will have access to PHI. ___________________
Patient Identifiers

1) Indicate the patient identifiers that will be used. ________________________________________
2) Indicate how research patients will be contacted. _______________________________________
Storage of Information

1) Indicate how and where information will be stored (paper or electronic or both). _____________
2) Indicate how long information will be kept after the close of the study. _____________________
3) Indicate how data will be destroyed once the storage date has expired. ____________________
Pharmacy Impact

(N.B. Fees may be charged for services)
• Process map of where medication orders originate and tracked for subjects __________________
• Medications needed: _________________________________________________________________
• Who will provide these medications? ___________________________________________________
Pharmacy personnel needed? 
( Yes
( No
If yes, for what time commitment?: _____________________________________________________
Storage requirements for medications? 
( Yes
( No
If yes, please explain: ________________________________________________________________
• Reimbursement schedule for St. John’s pharmacy staff? 
( Yes
( No

If yes, please explain: ________________________________________________________________
• Clearly identify the process for tracking adverse events and communication to REB/organization
etc… ______________________________________________________________________________
• Identify the “auditing process” for medication and adverse events (whom, how, when) _________














__

Labs Impact

(N.B. Fees may be charged for services)
• What laboratory testing is required? ____________________________________________________
• Which laboratory will process samples? ________________________________________________
• How costed? _______________________________________________________________________
• Transportation required? 
( Yes
( No
If yes, who provides and how costed? __________________________________________________
Diagnostic Imaging Impact

(N.B. Fees may be charged for services)
• What DI needed / provided? ___________________________________________________________
• Who will interpret and report results? ___________________________________________________
• How costed? _______________________________________________________________________
• Transportation required?
( Yes
( No

If yes, who provides and how is it costed? _______________________________________________
Other Areas of Impact

(N.B. Fees may be charged for services)
If there is an impact on any of the areas below (including ethical considerations), please check and

explain further. Include reimbursement schedules as applicable:
( Admissions: 
__________________________________________________________________
( Central Supply: 
__________________________________________________________________
( Physicians: 
__________________________________________________________________
( Nursing: 
__________________________________________________________________
( Allied Health: 
__________________________________________________________________
( Decision Support:
__________________________________________________________________
( Environmental Services: _____________________________________________________________
( Equipment:
__________________________________________________________________
( Food Service:
__________________________________________________________________
( Health Records:
__________________________________________________________________
( Information Technology: _____________________________________________________________
( Management & Administrative Support: ________________________________________________
( Medical Surgical Supplies: ___________________________________________________________
( Public Relations:
__________________________________________________________________
( Security:
__________________________________________________________________
( Sisters (Pastoral Care): ______________________________________________________________
( Space:
__________________________________________________________________
( Volunteers:
__________________________________________________________________
( Other:
__________________________________________________________________
Adverse Events
Specify the process for reporting adverse events to St. John’s REB. (Describe or attach.) ________
Dissemination of Results
Is there a commitment and process to present findings to St. John’s staff and acknowledge

SJRH involvement? 
( Yes
( No

Please describe how you will present findings to St. John’s staff and acknowledge the

involvement of St. John’s in publications and presentations. ________________________________














__

Name/Signature: _______________________________ Date: __________________________________
For St. John’s REB / Management Use Only

Number of other projects involving same patient population and service

Details: _____________________________________________________________________________
All requested documents have been provided? 
( Yes 
( No

____________________________________________________________________________________
Areas of Concern or Follow-up:

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
REB Recommendation:

( Recommend Approval

( Recommend Approval, once areas of concern addressed and/or documents provided.

Details: ______________________________________________________________________________
( Do Not Recommend Approval Details: ___________________________________________________
____________________________________________________________________________________
Signature _________________________ 
Date: ______________________________________
Program Director Approval / Non-approval of Project:

( Approved

( Approved, once areas of concern addressed and/or documents provided.
Details: ______________________________________________________________________________
( Not Approved Details: ________________________________________________________________
____________________________________________________________________________________
Signature _________________________ 
Date: ______________________________________
Tel: 416-226-6780


Fax: 416-224-3193


285 Cummer Avenue


Toronto, ON M2M 2G1


www.stjohnsrehab.com
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