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OVERVIEW 
 
Mackenzie Health is a dynamic regional healthcare provider serving the 
communities across western York Region and is comprised of two acute 
care hospitals, the Mackenzie Richmond Hill Hospital and the Cortellucci 
Vaughan Hospital. Initially opened as a pandemic response hospital on 
February 7, 2021, Cortellucci Vaughan Hospital has since opened as a 
full-service hospital on June 6, 2021, with both sites operating a full-
service emergency department, core services such as Surgery, Medicine, 
and Critical care, along with specialized programs such as Woman & 
Child, Mental Health, and Integrated Stroke. The Reactivation Care 
Centre, in addition to our extensive range of community-based locations 
and services, continue to provide additional support to our local 
communities. Guided by a vision to create a world-class health 
experience, Mackenzie Health has an unrelenting focus on dedicated 
patient care and is proud to serve one of the fastest growing and most 
diverse communities in Canada with more than 550,000 residents. 
     
Mackenzie Health’s Quality Improvement Plan (QIP) for 2022/23 
continues to support our journey to “create a world class health 
experience” by ensuring safe, timely access to care for all those within our 
community and supporting smooth transitions for patients throughout 
the healthcare system. As in past years, our QIP is developed in 
consideration of past and current performance and is informed by 
feedback from our patients and families, staff, and best practices 
including Accreditation Canada Standards’ Required Organizational 
Practices. 
 
 
DESCRIBE YOUR ORGANIZATION'S GREATEST 
QI ACHIEVEMENT FROM THE PAST YEAR 
 
Zero Harm Journey & Quality Aims 
 
Despite the ongoing COVID-19 pandemic, Mackenzie Health has been 
able to design and implement a system-wide, multi-faceted, and 

interdisciplinary patient safety program that has led to a substantial 
increase in patient safety incident reporting with a simultaneous 
reduction in patient harm across specific quality aim areas, such as 
patient falls with injury, pressure injury, and CLABSI rates and improved 
specimen handling practices. These interim results have demonstrated 
that that this approach has led to a progressive improvement in our 
patient safety practices. With our objective of creating a “zero harm”, we 
have designed a patient safety improvement program that (1) engages 
leadership for support, (2) employs patient safety framework that is 
tailored to the organization’s nuances, (3) identifies and monitors 
specific quality aims, (4) uses a standardized review process for patient 
safety incidents, and (5) communicates progress to staff in real time, 
shown in Figure 1 below. 
 
Figure 1. 

 
 
 
 
 
We have also observed substantial improvements across several of the 
priority quality aims identified in our strategy for cultural and process 
design. For example, the patient falls with injuries rate has declined from 
an average of 1.5 falls with injury per 1000 patient days in 2020/21 to 
1.0 in 2021/22 (April to December 2021). The pressure injury rate has 
decreased from 3.4% in 2020/21 to 1.3% in 2021/22. The rate of central 
line-associated blood stream infections (CLABSI) has dropped from 
5.11% to 4.48% per 1000-line days. Finally, the loss of an irretrievable 
specimen rate, which had a baseline of approximately once every 3 
months in 2019, has been zero since January 2020. These changes are 
depicted in Figure 2 below. 
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Figure 2. 

  
 

  
 
IPAC Safety Coaches  
  
The COVID-19 pandemic highlighted some opportunities for 
improvement in the Infection Prevention and Control (IPAC) practices 
across the organization. Our goal was to engage, empower, and grow 
the capacity of direct care staff in and to increase compliance with IPAC 
best practices and to decrease healthcare-associated infections. In 
March 2021, the IPAC Safety Coaches program was introduced to the 
organization, led by two (2) Infection Control Practitioners (ICPs). The 
role of the IPAC safety coach included promoting IPAC best practices, 
supporting IPAC initiatives, and conducting IPAC compliance audits.  
 
Despite significant hospital challenges including staff shortages, 
increased volume of admissions and acuity of patients, over fifty (50) 
direct care staff volunteered and joined the IPAC Safety Coaches 
program. Weekly meetings that consisted of education and discussion 
of various IPAC-related topics were held with the IPAC safety coaches. 
The program provided a mechanism for direct care staff to develop 
ownership and accountability for IPAC practices at the point of care and 
early identification of potential IPAC concerns. Hand Hygiene 

compliance and the Personal Protective Equipment (PPE) donning and 
doffing indicators have continuously improved since the 
commencement of the program as illustrated in Figure 3. 
 
Figure 3. 

 
 

 
Mackenzie Health has created a robust process to ensure adherence 
to practices around the use of Personal Protective Equipment (PPE). 
Audits are completed electronically on all patient care units and data 
is easily accessible to direct care staff, managers, and others across 
the organization. Staff members are encouraged to complete the 
PPE education modules annually through MyLearning. We have met 
our QIP PPE target of 84% compliance for the last fiscal year and 
have increased our target to 88% for this next fiscal year. Figure 4 is 
an example of real time data available through the dashboard. 
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Figure 4. 

 
 

 
This past year, Mackenzie Health, in partnership with health care 
technology leader Philips, became one of the first hospitals in Canada to 
implement a new fully digital pathology platform. By digitizing 
pathology samples and sharing with experts through online networks 
(instead of preparing and sending slides by courier for reading and 
reporting by a pathologist), patients receive faster and more accurate 
diagnosis and treatment. 
 
 
COLLABORATION AND INTEGRATION 
 
Professional Practice Model 
 
Mackenzie Health’s Professional Practice Model was developed through 
a collaborative process to define and shape our guiding principles. The 
Professional Practice & Education Team engaged over 500 individuals, 
33 care teams and included 1,655 survey returns as part of this process, 
with representation from all interprofessional teams including Nurses, 
Registered Respiratory Therapists, Registered Dietitians, Physicians, 
Rehab team, Pharmacist, Social Workers, Patient Care Managers, Nurse 

Educators, Patient Care Coordinators and more. The feedback received 
identified the most prominent themes that shaped the principles for 
Leading for Excellence in Caring model which will be the driving force of 
clinical care at Mackenzie Health. 
 
Figure 5. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Ontario Health Team 
  
Mackenzie Health is part of the Western York Region Ontario Health 
Team (OHT), which is comprised of 16 member organizations across the 
primary care, home and community service, mental health, acute, long-
term care, and palliative sectors. The OHT aims to improve coordination 
of care for patients through integrated care programming, starting with 
a focus on frail older adults. Over the past year, Mackenzie Health has 
worked closely with OHT partners to deliver, implement, and plan for 
new integrated care initiatives.    
 
The MackenzieHelps program, which supports patients transitioning 
from hospital to home after their acute admission, continues to actively 
support patients in both its base and high intensity supports (Plus) 
program. Original partners include Mackenzie Health, SE Health and 
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CHATS (Community and Home Assistance to Seniors). Recently, Leap of 
Faith Together (LOFT) was added as a partner to provide behavioural 
supports for patients with higher intensity needs.  Upon discharge from 
the hospital, patients receive a 72-hour care plan (as shown in Figure 6) 
that includes detailed instructions on resuming regular day-to-day 
activities.  Patients also receive a visit from a member of their care team 
within 24-hours to assess their home situation and develop a care plan 
centred on the patient’s goals. 
 
Figure 6. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Supporting our Community Partners 
 
The Mackenzie Health’s IPAC Hub and Community Support Team 
continues to work with more than 120 congregate care settings across 
Western York Region to ensure residents in long-term care, retirement 
homes and other congregate care settings remain supported 
throughout the pandemic. Our team continues to maintain high 
numbers of on-site education, with an average of 120 education/audit 
sessions per month to staff and essential caregivers to sustain best 
practices in keeping residents as safe as possible and minimizing the 
spread of infection.  

During the peak of COVID-19 Wave 5 the region had 100% (10/10) of 
our LTC homes, 60% of our retirement homes (14/20) and 41% (36/86) 
of our group homes experiencing an Omicron COVID-19 outbreak. To 
support responsive outbreak management, the Hub collaborated with 
York Region Public Health to identify and provide PCR swab tests within 
the group home sector; between the months of December 2021 to 
January 2022, a total of 2,067 PCR swab tests were administered to staff 
and residents in the group home sector to help mitigate the spread of 
COVID-19. In addition, targeted on-site IPAC audits continue to be 
provided to all congregate settings, particularly those identified by 
Public Health to be at risk in managing their outbreak.  
 
The IPAC Hub leads IPAC Community of Practice discussion sessions bi-
weekly for both the Long-Term Care and Retirement sectors, and holds 
quarterly webinars tailored specifically to the group home sector. These 
collaborative information sharing sessions provide opportunities to 
share best practices, ask questions and reinforce Ministry/Public Health 
guidelines. Participants include: facility representatives, Public Health, 
Ontario Health - Home & Community Care and the hospital’s Infectious 
Disease physician. Since April 2020, our IPAC Hub has acted as a 
resource for the community congregate homes and is continuously 
working to build capacity within these settings through education, 
regular audits and training to empower the Infection Prevention and 
Control champions at each site.  Our collaborative approach is the key 
to our IPAC Hub success and has helped to solidify partnerships within 
our Western York Region OHT.  
  
Publications   
 
Despite the COVID-19 pandemic, our teams continue to focus on 
establishing news methods in achieving high quality care and exemplary 
professional practice. This resulted in three (3) approved publications 
last year on Virtual Connecting Amid COVID-19: Mackenzie Health’s 
Experience; Towards Zero Harm: Mackenzie Health’s Journey & 
Designing; and Implementing a “Zero Harm” Falls Prevention Program: 
A Quality Improvement Study.  
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PATIENT/CLIENT/RESIDENT PARTNERING AND 
RELATIONS 
 
Opening Cortellucci Vaughan Hospital  
 
Mackenzie Health marked a significant milestone in our history on 
February 7, 2021, by opening Cortellucci Vaughan Hospital as a 
pandemic response with an exclusive focus on creating additional ICU 
and acute care capacity. Mackenzie Health helped alleviate capacity 
pressures faced by hospitals across Ontario as they managed near full 
ICUs and increasing COVID-19 cases. In the first 4 months of operation, 
over 500 patients were transferred to Cortellucci Vaughan Hospital from 
hospitals across the Greater Toronto Area as part of the Incident 
Management System (IMS) to support the province’s COVID-19 
response efforts. Since June 6, 2021, Cortellucci Vaughan Hospital has 
opened as a full-service acute-care hospital. Emergency department 
volumes have been steady since opening and has increased significantly 
during the peak of Wave 5. 
 
 
Providing Award-Winning Stroke Care to Patients  
 
The York Region District Stroke Centre team received the 3M Health Care 
Quality Team Award from the Canadian College of Health Leaders. The 
award recognized the team’s quality improvement efforts to reduce the 
time for patients to receive the lifesaving drug called tissue plasminogen 
activator (tPA) which breaks apart the clot and helps restore blood flow 
to the brain. Patients now receive this medication in nearly half the time 
compared to previous data (reduced from 53 to 27 minutes); more 
patients also experience less severe strokes and have better functional 
outcomes. 
 
Vaccine Clinic at Cortellucci Vaughan Hospital 

 
In response to the province’s vaccination strategy to provide increased 
access to the community, Mackenzie Health operated the largest 
COVID-19 vaccination program at Cortellucci Vaughan Hospital 
between December 2020 and July 2021 and was the first hospital in York 
Region to administer a COVID-19 vaccine. Since opening the clinic, our 
team has more than 97,000 doses of the COVID-19 vaccine. 
 
 
WORKPLACE VIOLENCE PREVENTION 
 
Mackenzie Health is committed to the prevention of workplace violence 
across the continuum of care (staff, patients, volunteers, and visitors) to 
ensure a safe environment through its Workplace Violence Prevention 
Policy and Program. As we continue to standardize actions relating to 
prevention of workplace violence, Mackenzie Health will continue the 
mandatory indicator for Number of Workplace Violence for 2021/22. 
 
Staff are provided with training on identifying and reporting hazards and 
incidents related to workplace violence in the RL Safety Reporting 
System. Managers/supervisors are offered training on how to 
investigate incidents and document actions to prevent recurrence. The 
organization conducts annual risk assessments to identify all potential 
sources of violence and implement measures to eliminate or mitigate 
risk. The intent of regular review is to identify new or elevated risks 
resulting from changes in facility design, workflow, and recommended 
actions to be taken to address these risks.   

 
The Joint Health and Safety Committee and the Workplace Violence 
Committee meet regularly to identify and discuss the implementation of 
continuous improvement to the Workplace Violence Prevention 
Program. The organization continues to add and expand the depth of 
its awareness and education programs through Safety Talks, Practice 
Pearls, e-learning modules, Corporate Onboarding, Interprofessional 
Orientation, as well as courses on de-escalating and managing violent 
behaviours. The Learning and Organizational Development team, in 
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collaboration with key stakeholders across the organization, created and 
launched a customized de-escalation mandatory training program in 
November 2021 that all staff are required to complete online. Staff in 
direct patient care and services roles will be required to participate in 
additional training, depending on their work environment and level of 
risk associated with interacting with and treating patients. Professional 
Practice, in collaboration with Occupational Health and Safety and 
Clinical Informatics, has built and continues to improve upon 
behavioural risk assessments, risk interventions and care planning tools 
in the Electronic Medical Record, EPIC. This allows nurses to identify and 
treat violent behaviours in patients while implementing protective 
measures for all staff. 
 
Health and Safety of Workers  
 
A major focus at Mackenzie Health has been the collaboration between 
senior leaders, employees & physicians to improve the safety of all staff, 
including the prevention of workplace violence incidents. A high priority 
this past year has been to address the persistent threats to the health 
and safety of healthcare workers resulting from COVID-19 including 
raising cases of workplace violence incidents. Mackenzie Health 
undertook several initiatives to protect and support staff in the 
workplace, such as implementing physical distancing and barrier 
protection in shared spaces, enhancing PPE organizational standards 
and reusable respirator disinfection program, conducting mask-fit 
testing for all employees and physicians for N95 respirators in order to 
mitigate supply shortage, developing a COVID-19 Organizational Safety 
Plan and the development and implementation of the Workplace 
Violence De-escalation Training Program. 
 
 
VIRTUAL CARE 

 
While it was necessary to close our hospitals to visitors to keep our 
patients and staff safe as Wave 5 surges through the community, we 
understand how challenging it is for families wanting to stay connected 

to their loved ones in the hospital. That’s why we redeployed non-clinical 
staff to our patient care units to support virtual calls between patients 
and their families, who have helped dozens of families and patients 
connect through private one-to-one virtual visits on tablets made 
available to patients at all our care locations.  
 
Figure 7. 

Patients like Anton who is receiving care at Cortellucci Vaughan Hospital, 
have been able to connect with their families virtually and Anton’s family 
says it has made a world of difference in his recovery. 
“Mackenzie Health has allowed us to keep Grandpa safe from possible 
viral illness during his recuperation from surgery while also allowing us 
to stay in touch virtually via Zoom – encouraging him, loving him and 
supporting him in his time of need,” say Anton’s grandchildren. “This has 
been his difference maker to recovery, seeing us on the screen, being 
there in the room with him in a way that makes him feel valued and 
important, as he is to us! We love Grandpa! With Mackenzie Health’s 
creative solution to connecting patients with their families, they elevate 
their patients’ recovery with optimism and courage.” 
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Next Steps 

Mackenzie Health will continue with QIP last years 2020/21 indicators. 
As outlined in the workplan, we will continue our efforts in managing 
COVID response, improving quality indicators, supporting long-term 
care homes, and enhancing our staff & patient experience. 

EXECUTIVE COMPENSATION 

Mackenzie Health has a comprehensive executive performance- 
based plan. The plan has an allocated pay for performance 
percentage that exceeds the industry average and extends to the 
Director level and above. 

The performance-based plan is linked to the achievement of 
strategic goals and objectives and includes patient centered service 
excellence QIP targets. Total compensation, benchmarked to 
market rates of peer hospitals, equals base salary plus 
performance-based pay, also referred to as ‘at risk’ pay. The at risk 
pay component is:  

• up to 15% of base pay for the President and Chief Executive
Officer (CEO)

• up to 15% of base pay for the Executive Leadership Team
reporting directly to the CEO (Executive Vice President, COO &
CNE; Vice President, Strategy and Program Support Services;
Vice President, People Services & CHRO; Vice President, Finance
& CFO; and Vice President, Public Affairs & Stakeholder
Relations and Chief Communications Officer)

• up to 15% of base pay for the Vice President, Medical Planning
and Chief of Staff (COS)

All management staff complete an annual Accountability Agreement 
incorporating organizational targets, program targets, and individual 

targets. The Accountability Agreement objectives further align with the 
QIP. 

CONTACT INFORMATION 

Maya Sinno 
Director, Quality, Patient Safety & Patient Experience 
905-883-1212 ext. 7581
Maya.Sinno@MackenzieHealth.ca

March 24, 2022

Fay Lim-Lambie

Altaf Stationwala

Azi Boloorchi

mailto:Maya.Sinno@MackenzieHealth.ca


AIM   Measure                 Change         

Issue Quality 
dimension Measure/Indicator Type Unit / 

Population 
Source / 
Period 

Organization 
Id 

Current 
performance Target Target justification External 

Collaborators 
Planned improvement 
initiatives (Change Ideas) Methods Process measures Target for process 

measure Comments 

M = Mandatory (all cells must be completed) P = Priority (complete ONLY the comments cell if you are not working on this indicator) C = custom (add any other indicators you are working on) 

Theme I: 
Timely and 
Efficient 
Transitions 

Timely 

The time interval 
between the 
Disposition Date/Time 
(as determined by the 
main service provider) 
and the Date/Time 
Patient Left 
Emergency 
Department (ED) for 
admission to an 
inpatient bed or 
operating room. 

M 
A 
N 
D 
A 
T 
O 
R 
Y 

Hours / All 
patients 

CIHI NACRS, 
CCO / April 
2021 - 
December 
2021 

701* 35 hours 26 
hours 

Mackenzie Health will use 
this indicator to improve 
patient flow. The 22/23 
target will remain the 
same as 21/22 due to 
ongoing 
demands/uncertainty of 
the pandemic 

  

1) Develop and 
implement a mechanism 
to manage patient 
volumes 

1.Formulate a task force 
with key stakeholders 
across both sites (Pt Flow, 
ALC/discharge planning, 
medicine, ED, quality, 
physician)  
2.Conduct current state 
analysis 
3.Understand process 
variation across both sites 
and develop a plan to 
address the gaps   

1. Percentage of 
milestone 
completion 
2. Percentage of 
milestone 
completion of 
current state 
analysis  
3. Percentage of 
action plans that are 
completed 

1. Taskforce with 
key stakeholders 
formulated  
2. 100% completion 
of current analysis   
3. 100% completion 
of action plans  

New 
improvement 
initiative to 
address 
unanticipated 
patient 
volumes at 
both sites. 

Theme II: 
Service 
Excellence 

Patient-
centred 

Percentage of 
complaints 
acknowledged to the 
individual who made a 
complaint within 2 
business days 

C % / All 
patients 

In house 
data 
collection / 
April 2021 - 
December 
2021 

701* 100% 98% 

Mackenzie Health will 
continue to focus on 
improving complaints 
acknowledged to the 
person who made the 
complaint within two 
business days. 

  

1) Strengthen the 
function of Patient 
Relations. 

1. Increase the staff 
capacity by hiring another 
1.0 FTE Patient Relations 
Coordinator.  
2. Streamline complaints 
process to make it more 
efficient  

1. Number of 
recruited patient 
relations 
coordinators  
2. Percentage of 
patient relations 
files open for more 
than 60 days 

1. 1 FTE Patient 
Relations 
Coordinators 
recruited  
2.  80% of patient 
relations files will be 
resolved within 60 
days 

Improvement 
initiative 
maintained for 
22/23 

2) Disseminate 
communication on the 
Patient Relations 
function to all staff, 
physicians, and 
leadership and engage 
stakeholders in 
complaint resolution  

1. Develop and implement 
a communications plan 
across Mackenzie Health 
that engages stakeholders  

1. Percentage of 
nursing units and 
medical 
departments that 
have received the 
communication on 
the revised Patient 
Relations function 

1. 100% of nursing 
units and medical 
departments will 
have received the 
communication on 
the patient relations 
function 

Improvement 
initiative 
maintained for 
22/23 

Percentage of 
respondents that 
responded "yes" to 
the following 
question: During your 
hospital stay, did 
nurses and doctors 
include you and/or 
your family in making 
decisions by 
respecting your 
choices? 

C 
% / 
Discharged 
patients  

Vocantas 
automated 
phone 
survey / 
April 2021 - 
December 
2021 

701* 90% 90% 

Mackenzie Health 
continues to work 
towards improving 
patient satisfaction 
utilizing real-time 
feedback survey results. 

  

1) Expand our Patient 
Partners Program to 
increase patient/family 
engagement in hospital 
committees and 
initiatives 

1. Continue to recruit 
Patient Partners  
2. Engage Patient Partners 
in Organizational 
Committees  
3. Engage Patient Partners 
in Organizational Quality 
Aims  
4.Partner with patient 
Partners to co-design 
services and initiatives 

1. Number of 
recruited patient 
partners  
2. Percentage of 
Committees related 
to the Quality 
Governance 
structure that 
patient partners are 
participating in 
3.Percentage of 
Organizational 
Quality Aims that 
patient partners are 
participating in 
4. Number of 
initiatives that 
patient partners 
have successfully 
contributed  

1. 20% increase in 
the total number of 
Patient Partners  
2. 80% of the 
patient partners are 
actively 
participating in 
Quality Governance 
committees  
3. 80% of the 
patient partners are 
actively 
participating in 
organizational 
Quality Aims 
4. At least five (5) 
initiatives/projects 
codesigned with 
patient partners   

. 
Methods 
updated and 
initiative to be 
completed in 
2022/23. 

2) Explore leading 
practices for patient 
satisfaction/experience 
tools that are valid and 
reliable 

1. Select a valid and 
reliable patient 
satisfaction/experience 
tool that is consistent with 
Accreditation Canada  
2. Implement the selected 
patient 
satisfaction/experience 
tool organizationally 

1. Percentage of 
milestone 
completion   
2. Percentage of 
programs utilizing 
the new tool 

1. 100% milestone 
completion  
2. 80% of programs 
are utilizing the new 
tool 

Methods 
updated and 
initiative to be 
completed in 
2022/23. 

3) Create and advance a 
holistic understanding of 
service excellence that 
embraces patient 
experience as well as 
other key dimensions of 
performance. 

1. Develop the definition 
and narrative of service 
excellence for MH 
2. Co -design with 
stakeholders and patient 
partners an organizational 
wide training curriculum 
including Universal 

1. Milestone 
completion of 
service excellence 
definition  
2.Milestone 
completion of 
training curriculum 

1.100% milestone 
completion of MH 
service excellence 
definition  
2.100% milestone 
completion training 
curriculum  

 Methods 
updated and 
initiative to be 
completed in 
2022/23. 



Relationship Skills Training 
to Promote Service 
Excellence  
3. Implement a train-the-
trainer workshop 
4. Provide Training to 
relevant leaders and 
frontline staff 

3.  Number of staff 
trained in train the 
trainer module   
4. Percentage of 
staff train in 
universal skills 
 

3. 20 staff trained in 
train the trainer 
module  
4. At least 20% of 
targeted staff 
received training on 
universal skills 
 

Theme III: 
Safe and 
Effective 
Care 
  
  

Effective 

Percent of 
unscheduled repeat 
emergency visits 
following an 
emergency visit for a 
mental health 
condition. 

P % / ED 
patients 

CIHI NACRS 
/ July 2020 
– June 2021 

701* 20% 18% 

Mackenzie Health will 
focus on reducing the 
number of repeat mental 
health visits to the 
emergency department. 
 
The 22/23 target will be 
to reduce revisits by 10% 
from the performance 
period of July 2020 to 
June 2021).  
 
The “current 
performance” displayed 
does not include data 
from the last 2 quarters 
of the fiscal year (Q2 & 
Q3 21/22), due to the 
availability of the data 
from an external source.  

  

1) Review current state 
of repeat mental health 
visits to the emergency 
department and 
implement improvement 
strategies to reduce 
revisits 

1. Collaborate with 
decision support to 
retrieve real-time internal 
data that is actionable 
2. Conduct a current state 
analysis on repeat mental 
health visits to the 
emergency department to 
identify improvements 
needed 
3. Develop & implement 
targeted interventions to 
identified gaps 

1. Internal revisit 
reports generated 
on a monthly basis 
2. Percentage 
completion of 
current state 
analysis  
3. Number of 
interventions 
implemented 

1. Actionable report 
generated every 
month 
2. 100% of 
completion of 
current state 
analysis  
3. At least 2 
interventions have 
been implemented 

Methods & 
measures 
updated.  
Initiative 
maintained & 
to be 
completed in 
2022/23. 

2) Implement an 
Emergency Department 
diversion program for 
mental health patients in 
collaboration with York 
Support Services 
Network  

 1. Retrieve relevant data 
from YSSN and conduct a 
current state analysis on 
referrals made to YSSN 
(frequency, type of 
patients, impact of 
referrals) 
2. Develop & implement 
targeted interventions to 
identified gaps 

1. Percentage 
completion of 
current state 
analysis  
2. Number of 
interventions 
implemented 

1. 100% of 
milestone 
completion 
2. At least 2 
interventions have 
been implemented 

Methods & 
measures 
updated.  
Initiative 
maintained & 
to be 
completed in 
2022/23. 

Medication 
reconciliation within 
24 hours of admission: 
Percentage of 
admissions where all 
of the patient's 
medications were 
reconciled 

C % / All 
inpatients 

In house 
data 

collection / 
January 
2021 - 

December 
2021 

701* 55 70 

Mackenzie Health will 
focus on improving 
compliance with 
medication reconciliation 
on admission by 
implementing more 
robust reliability 
structures.  
The 22/23 target has 
been changed based on 
the amended indicator. 
The new indicator is 
“Medication 
Reconciliation to be 
completed within 24 
hours of admission” 
compared to the previous 
indicator of “Medication 
Reconciliation on 
admission.” 

  

1) Establish clear 
accountability for 
individual practitioners, 
pharmacists and unit 
leadership related to 
admission medication 
reconciliation. 

1. Provide physician 
training on Medication 
Reconciliation and 
develop mandatory 
MyLearning training 
module. 
2. Unit pharmacist to 
attend bullet rounds to 
discuss barriers to 
medication reconciliation 
completion  

1. Percentage of 
physicians that 
completed the 
MyLearning module 
2. Percentage of 
bullet rounds 
attended but unit 
pharmacists 

1. 100% of 
physicians 
completed the 
MyLearning module 
2. 100% of bullet 
rounds attended by 
unit pharmacists  

Methods & 
measures 
updated.  
Initiative 
maintained & 
to be 
completed in 
2022/23. 

2) Disseminate 
expectations for 
medication reconciliation 
organizationally 

1. Develop and implement 
robust internal 
communication plan 
about medication 
reconciliation.  

1. Percentage of 
unit leadership and 
medical 
departments that 
received 
communication on 
medication 
reconciliation  

1. 100% of unit 
leadership and 
medical 
departments 
received 
communication on 
medication 
reconciliation 

Initiative 
updated and 
maintained to 
be completed 
in 2022/23. 

3) Enhance the 
pharmacist’s role to align 
with their scope of 
practice to facilitate 
medication reconciliation 
completion 

1. Develop & implement a 
prescribing policy that 
optimizes pharmacists’ 
scope of practice 
2. Train pharmacists on 
the new prescribing policy 
3. Monitor compliance 
with prescribing policy 

1. Percentage of 
milestone 
completion and 
policy published 
2. Percentage of 
pharmacists trained 
on the new 
prescribing policy  
3. Percentage of 
compliance with 
prescribing policy 

1. 100% milestone 
completion and 
policy published in 
policy manager 
system 
2. 100% of 
pharmacists trained 
on the new 
prescribing policy  
3. 100% of 
pharmacists trained 
will be compliant 
with the policy 

Methods & 
measures 
updated.  
Initiative 
maintained to 
be completed 
in 2022/23. 

4) Implement medication 
reconciliation 
Accreditation 
requirements in selected 
ambulatory clinics 

1. Develop workplans to 
address identified gaps in 
selected clinics (9 clinics 
total).  
2. Implement and 
standardize 

1. Percentage of 
clinics with 
workplan  
2. Percentage of 
ambulatory clinics 
with standardized 

1. 100% of clinics 
have an actionable 
workplan  
2. 100% of selected 
ambulatory clinics 
will have a 

Initiative 
maintained to 
be completed 
in 2022/23. 



BPMH/medication 
reconciliation process 
across selected 
ambulatory clinics 

BPMH/medication 
reconciliation 
process.  

standardized 
BPMH/medication 
reconciliation 
process 
implemented 

Rate of Central Line-
Associated Primary 
Bloodstream 
Infections (CLI) in the 
Intensive Care Unit 
(ICU). Number of ICU 
patients with new 
central line-associated 
primary blood stream 
infection per 1,000 
central line days 

C 
Rate per 
1,000 / ICU 
patients 

In house 
data 
collection / 
April 2021 - 
December 
2021 

701*  4.48 3.06 

Mackenzie Health's goal 
is to reduce the number 
of CLI's in the ICU. The 
22/23 target will remain 
the same as 21/22.  

  

1)  Reinforce the 
compliance with 
evidence-based insertion 
and maintenance 
bundles in the Intensive 
Care Unit (ICU) 

1. Optimize maintenance 
bundle and CVC LDA 
documentation  
2. Educate ICU staff and 
physicians on adapted 
protocols/processes as it 
relates to insertion and 
maintenance bundles  
3. Develop and implement 
a maintenance audit 
structure 

1. Percentage 
utilization of 
physician insertion 
template 
2. Percentage of ICU 
staff and physicians 
who have received 
education on the 
new practices  
3. Increase 
compliance with 
maintenance of 
Central Lines 

1. Increase 
compliance with 
insertion template 
by 10% 
2. 100% of ICU staff 
and physicians will 
receive education 
on the new 
practices  
3. Increase 
compliance with 
maintenance of 
Central Lines by 
10% 

Initiative 
expanded and 
to be 
completed in 
2022/23. 

2) Optimize data 
accessibility both in real 
time and retrospectively 
to monitor and improve 
performance as it relates 
to CLABSI prevention 

 1. Collaborate with EPIC 
to build a dashboard in 
Tableau to display real-
time performance metrics 
(i.e. dressing maintenance, 
line location, dwell days)  
2. Collaborate with IPAC to 
build a template to 
standardize the review of 
all CLABSI 

1. Percentage of 
sites with available 
performance 
dashboard  
2. Percentage of 
CLABSI reviewed 
using template 

1. 100% of sites with 
available 
performance 
dashboard 
2. 100% of CLABSI 
reviewed using 
template 

Initiative 
expanded and 
to be 
completed in 
2022/23. 

Safe 

Number of workplace 
violence incidents 
reported by hospital 
workers (as defined by 
OHSA) within a 12-
month period. 

M 
A 
N 
D 
A 
T 
O 
R 
Y 

Count / 
Worker 

Local data 
collection / 
January 
2021 - 
December 
2021 

701* 104 200 

Mackenzie Health's goal 
is to continue working on 
reducing the number of 
workplace violence 
incidents. Recognizing 
that Mackenzie Health is 
now a two-site model, 
the target has been 
increased to 200 for 
22/23 as compared to the 
previous year target of 
100. 

  

1) Promote governance 
and leadership structure 
that supports reporting 
of workplace violence 
incidents 

1. Ensure the Hospital 
Workplace Violence 
Committee takes every 
reasonable effort to 
identify all potential 
sources of violence with 
the focus on eliminating or 
mitigating risk  
2. Promote Crises 
Management Team 
offered through EAP 
Program to respond to 
team members who were 
impacted by safety events 

1. Percentage of 
committee 
meetings attended  
2. Percentage of 
events being 
addressed through 
Crises Management 
Team 

1. 100% of 
committee 
meetings attended  
2. 10% increase in 
service utilization 
rates for EAP 
services 

 Ongoing 

2) Assess the physical 
environment and 
operations for risk to 
ensure the workplace is 
safe for all employees 

1. Complete the Annual 
Workplace Violence Risk 
Assessment at all sites and 
address gaps identified in 
the Annual Workplace 
Violence Risk Assessment 
through the 
implementation of 
corrective/preventive 
actions   

1. Rate of 
compliance with the 
Annual Workplace 
Violence Risk 
Assessment   

1. 100% completion 
rate of Annual 
Workplace Violence 
Risk Assessment by 
December 2022  

 Ongoing 

3) Reduce workplace 
violence incidents 
resulting in healthcare 
and lost time claims 

1. Provide continuous 
education to managers on 
the investigation of all 
incidents to implement 
corrective/preventive 
measures  
2. Monitor results of de-
escalation training 
implemented in 2021 for 
front line staff in high-risk 
areas and across the 
hospital  

1. Percentage of 
managers educated 
on the investigation 
process 
2. Percentage of 
trained staff in de-
escalation technics    

1. 100% of new 
managers educated 
on incident 
investigation and 
prevention 
2. 80% of staff in 
high-risk areas are 
trained in de-
escalation technics   

 Methods 
updated and 
initiative 
maintained to 
be completed 
in 2022/23. 

Falls with injuries in all 
patient populations: 
The rate of patient 
falls resulting in injury 

C 

Rate per 
1,000 patient 
days / All 
patients 

In house 
data 
collection / 
April 2021 - 

701* 1.00 1.00 
Mackenzie Health's Goal 
is to reduce the number 
of falls with injuries.  

  

1) Implement a process 
to ensure compliance 
with the falls risk 
assessment tool (MORSE) 

1. Review the current 
compliance rates with the 
MORSE falls risk 
assessment tool  

1. Percentage of 
reviewed unit 
compliance rates  

1. 100% of unit 
compliance rates 
reviewed 

Measures 
updated.  
Initiative 
maintained to 



per 1000 patient 
days." 

December 
2021 

The target for 2022/23 
will be to reduce the rate 
of falls with injury per 
1000 patient days to 1.0 
or below.  

2. Identify and implement 
strategies to improve 
compliance with the 
MORSE tool  
3. Identify and implement 
a structure for continuous 
dissemination of MORSE 
Falls Risk compliance 
reports to the unit 
leadership 

2.  Number of 
strategies 
implemented to 
improve compliance 
with MORSE tool 
3. Percentage of 
unit leadership with 
access to MORSE 
compliance rates 

2. At least one 
strategy 
implemented to 
improve compliance 
with MORSE tool 
3. 100% of unit 
leadership with 
access to MORSE 
compliance rates 

be completed 
in 2022/23 

2) Optimize access to 
validated and real-time 
falls with injury data 

1. Establish an alignment 
between the Electronic 
Medical Record (EMR) and 
the Safety Incident 
Reporting system to 
accurately reflect falls 
with injury.  
2. Implement a process 
that ensures all levels of 
falls are reported in the 
patient safety reporting 
system  
3. Ensure that the Quality 
Dashboards display real-
time falls with injury data 

1. Number of 
reports generated 
on monthly basis to 
compare EMR to 
incident report 
rates.   
2. Percentage of 
falls reported in the 
incident 
management 
system  
3. Percentage of 
units displaying falls 
with injury data on 
the quality 
dashboards 

1. Comparison 
report generated on 
monthly basis.   
2. 100% of falls 
reported in EPIC are 
also reported in the 
incident 
management 
system 
3. 100% of units 
display falls with 
injury data on their 
quality dashboards 

Measures 
updated.  
Initiative 
maintained to 
be completed 
in 2022/23 

3) Optimize falls 
prevention strategies for 
patients identified as at 
risk for repeat falls 

1. Identify and implement 
method to identify 
patients with repeat falls 
2. Explore opportunities to 
create specific care-plans 
for patients identified as 
high risk for repeat falls 

1.  Percentage of 
patients who have 
been identified as at 
risk for repeat falls 
2. Percentage of 
patients identified 
as at risk of repeat 
falls with care plans 
in place 

1. 100% of patients 
that experienced a 
fall during 
admission are 
flagged  
2. 100% of patients 
identified as at risk 
of repeat falls have 
a care plan in place 

Measures 
updated.  
Initiative 
maintained to 
be completed 
in 2022/23 

4) Develop and 
implement a falls 
prevention audit 
structure 

1. Establish a structure to 
conduct falls intervention 
audits  
2. Implement auditing 
structure for falls 

1. Percentage of 
units that have real-
time access to falls 
audit results in 
tableau  
2. Number of falls 
audits conducted 
per unit per month   

1. 100% of units 
have real-time 
access to falls audit 
results in tableau 
2. 8 preventative 
falls audits 
conducted per unit 
per month    

Measures 
updated.  
Initiative 
maintained to 
be completed 
in 2022/23 

Hospital acquired 
pressure injury stage II 
and above in all 
inpatient populations: 
The rate of hospital 
acquired pressure 
injuries stage II and 
above over the total 
number of inpatient 
admissions. 

C % / All 
inpatients 

In house 
data 
collection / 
April 2021 - 
December 
2021 

701* 1.33 1.33 

Mackenzie Health's goal 
is to reduce the hospital 
acquired pressure injury 
rate.  
The target for 2022/23 
will be to reduce the rate 
of hospital acquired 
pressure injury to 1.33 or 
below. 

  

1) Optimize pressure 
injury prevention 
strategies based on 
Braden scores 

1. Explore and implement 
a process for pressure 
injury prevention based 
on risk assessment score  
2. Monitor compliance 
with pressure injury 
prevention interventions 
based on score 

1. Number of 
prevention 
strategies 
implemented 
2. Percentage of 
compliance with 
pressure injury 
prevention based 
on Braden score 

1. At least 1 
prevention strategy 
implemented  
2. 90% compliance 
with pressure injury 
prevention 
interventions based 
on Braden score 

Initiative in 
progress and 
maintained to 
be completed 
in 2022/23. 

2) Increase capacity of 
clinical educators and 
bedside nurses to 
manage non-complex 
pressure injuries 

1. Roll-out education to 
address knowledge gaps 
and support ongoing 
learning 
2. Monitor compliance 
with workflow 

1.  Percentage of 
staff that received 
education  
2. Percentage of 
stage 1 & 2 pressure 
injuries managed at 
the unit level 

1. 100% of targeted 
staff completed the 
MyLearning module  
2. 20% increase in 
management of 
stage 1 or 2 
pressure injuries at 
the unit level 

 
Initiative in 
progress and 
maintained to 
be completed 
in 2022/23. 

3) Establish a sustainable 
mattress and bed 
replacement program 
across the organization. 

1. Implement an 
organizational 
mattress/bed inspection 
and replacement strategy.  
2. Monitor compliance 
with mattress inspection 
and mattress replacement 
strategy 

1. Percentage of 
mattresses 
inspected across the 
organization 
2. Percentage of 
damaged 
mattresses that 
have been replaced 

1. 100% of 
mattresses will be 
inspected across the 
organization  
2. 100% of damaged 
mattresses have 
been replaced 

Initiative in 
progress and 
maintained to 
be completed 
in 2022/23. 



  Rate of compliance 
with PPE practices C 

% compliant/ 
total 

observations 

In house 
data 

collection 
701* 84% 88% 

Mackenzie Health's goal 
is to increase the PPE 

compliance rate by 5% 
from current 

performance by end of 
fiscal 2022/2023 

  

1) Expand IPAC Safety 
coaches’ program 

1. Extend IPAC safety 
coaches program across to 
all inpatient units  
2.Expand safety coach 
program to non-clinical 
areas 
3. Build capacity of IPAC 
champions by engaging 
them in the corporate 
IPAC committee meetings  

1. Percentage of 
inpatient units with 
designated safety 
coaches 
2.Percentage of 
non-clinical areas 
with safety coaches 
3. Percentage of 
corporate IPAC 
committee 
meetings that 
included an IPAC 
champion  

1. 100% of inpatient 
units with safety 
coaches.  
2. 100% of selected 
non-clinical areas 
have an assigned 
IPAC champion 
3. 100% of 
corporate IPAC 
committee 
meetings included 
an IPAC champion 

Initiative 
expanded and 
to be 
completed in 
2022/23. 

 
2) Build leadership 
accountability for PPE & 
HH compliance data 

1. Create awareness and 
education to leadership  
2. Explore opportunity to 
showcase PPE compliance 
results on unit level 
quality boards.  
3. Disseminate results at 
unit huddles and program 
committee meetings and 
work on action plans  
4.  Promote manager 
accountability of unit 
specific data  

1. Percentage units 
that received 
awareness and 
education 
2.  Percentage of 
quality dashboards 
displaying PPE 
Compliance data.  
3. Percentage of 
units huddling with 
incorporated 
compliance data.  
4.Percentage of 
units that achieved 
the minimum 
monthly audit 
target 

1. 100% of units 
received awareness 
and education on 
expected practice 
2. 100% of quality 
dashboards 
displaying PPE 
Compliance data.  
3. 100% of units 
using compliance 
data at safety 
huddles. 
4. 100% of units 
achieved the 
minimum monthly 
audit target (30 
counts) 

Initiative in 
progress and 
maintained to 
be completed 
in 2022/23. 

3) Implement annual PPE 
education through 
MyLearning for all 
Mackenzie Health staff. 

1. Update annual 
requirement of training 
for all Mackenzie Health 
staff 

1. Percentage of 
staff that have 
completed the 
annual PPE 
MyLearning module 

1. 100% of staff will 
have completed the 
annual PPE 
MyLearning module 

 Ongoing 

4) Explore opportunities 
to optimize the use of 
Centrak for hand hygiene 
data collection and 
dissemination. 

1. Conduct current state 
analysis 
2. Develop project plans in 
collaboration with key 
stakeholders  

1. Percentage 
completion of 
current state 
analysis 
2. Percentage of 
identified gaps that 
have a 
corresponding 
action plan 

1. 100% milestone 
completion  
2. 100% of 
identified gaps have 
a corresponding 
action plan 

New 
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