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MESSAGE FROM THE
EXECUTIVE DIRECTOR

As the year comes to a close, | would like to extend warm season’s
greetings to our community, partners, and health care providers
across KW4. This time of reflection allows us to acknowledge the
collective effort and collaboration that continue to strengthen
health care in our region.

Over the past year, the KW4 Ontario Health Team has made
meaningful progress in improving access to care, strengthening
system navigation, and advancing equity across the health system.
From supporting primary care attachment through Health Care
Connect, to launching equity-focused initiatives and strengthening
partnerships across community, hospital, and primary care sectors,
this work reflects a shared commitment to delivering integrated,
patient-centred care.

As we look ahead to the new year, | will be passing the reins of the
Executive Director role to Brenda Vollmer, who will serve as Interim
Executive Director. Brenda brings deep experience and a strong
understanding of our local health system, and | am confident she
will continue to guide this work with care and collaboration.

It has been a privilege to serve as the inaugural Executive Director
of the KW4 Ontario Health Team. | am deeply grateful to our
partners and community members for their trust, dedication, and
ongoing commitment to improving care for the people we serve.
Warm regards,

Ashnoor Rahim




GOVERNANCE UPDATES

ONTARIO AUDITOR GENERAL'’S
REPORT

On December 2, 2025, the Auditor General of Ontario released the
2025 Annual Report.

The report details performance results based on audits focused on:
e Oversight of Access to Primary Care
e Oversight of Medical Education in Family Medicine
e Oversight of Physician Billing
e Supply Ontario: Personal Protective Equipment (PPE)
e Resource Productivity and Recovery Authority
e Operation of the Environmental Bill of Rights, 1993.
e Review of Government Advertising
e The Public Accounts of the Province of Ontario

A summary of some of the key takeaways from each audit in the
2025 Annual Report is available at this link. The full report is
available at this link.

Annual Report
2025
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https://www.auditor.on.ca/en/content/news/25_newsreleases/nr_AR_en25-04.pdf
https://www.auditor.on.ca/en/content/annualreports/annualreports.html

COMMUNICATIONS & ENGAGEMENT

VISIT FROM ONTARIO HEALTH
PRESIDENT & WEST REGION
LEADERSHIP

On December 16, 2025, several KW4 OHT partners hosted Matt
Anderson and Nicole Robinson to showcase the wonderful work
being done in our community.

e The Waterloo Region Health Network (WRHN) Cancer Centre was
delighted to provide a tour of the facility and to have a
thoughtful discussion about the hospital's priorities and the
positive impact on patients and the broader community with
Matt Anderson and Nicole Robinson.

e The Woolwich Community Health Centre (WCHCO was pleased to
provide Nicole Robinson with a tour of the St. Jacob’s location,
and to speak to the unique client base they serve.

e The Waterloo Region Nurse Practitioner Led Clinic hosted Matt
Anderson and Nicole Robinson at their Pioneer Park site. The
history of the NPLC, stories of their growth over the past few
years, their successful proposals, their specialty services and their
impact on the broader health system through partnership were
all shared.

WCHC |
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COMMUNICATIONS & ENGAGEMENT

HEALTH CARE CONNECT
OUTREACH UPDATE

Ontario Health West has recently launched a series of success
stories to showcase successful initiatives from OHTs and Primary
Care Networks that have contributed to reducing the Health Care
Connect (HCC) waitlist. KW4 OHT is proud to share that our ongoing
commitment and success was featured in OH West's first series. In
KW4, 98% of patients on the HCC list since January 1, 2025, have now
been referred or removed.

0 HT success story | gZ;HREB:iR.n WATERLOO, WILMOT, WOOLWICH AND WELLESLEY (K\W4)

Contacts: Ashnoor Rohim, Executive Director (Ashnoor rahim@kwgohl cal, Ov. Scoll Laing. PCN Board
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COMMUNICATIONS & ENGAGEMENT

HEALTH CARE CONNECT
OUTREACH UPDATE CON’T

Outreach efforts for HCC continue to expand across the KW4
community and beyond, with measurable engagement across
community partners and regional health system partners. To date,
hundreds of posters have been distributed through the KW4 OHT
Clinician Summit, Healthcaring KW, and seniors-focused events in
Waterloo and Wilmot.

HCC outreach was also featured in the YMCA of Three Rivers
Community Connections mailing, helping expand awareness among
a diverse community audience. Electronic outreach included sharing
promotional materials with approximately 100 recipients across KW4
OHT members, CAC members, and governance partners, with an
additional 75+ targeted outreach emails sent to community centres,
faith-based organizations, libraries, school boards/newcomer
centres, pharmacies, and other local partners across the KW4%
region.

In support of broader system collaboration, KW4 OHT shared
multilingual and editable HCC promotional materials with Ontario
Health West, coordinated by the Lead, Health Equity & System
Transformation, who facilitated circulation across West Region
Ontario Health Teams.

Through this outreach, HCC materials were shared with the
following OHTs: Guelph Wellington OHT, Central North Durham OHT,
Burlington OHT, Greater Hamilton Health Network, Brant
Community Healthcare System OHT, North East Simcoe OHT, Sarnia
Lambton OHT, West Erie OHT, Chatham-Kent OHT, Western OHT,
Elgin OHT, Huron Perth & Area OHT, Oxford OHT, and Brightshores
OHT.

In addition to these OHT partnerships, we shared HCC materials with
Dr. Jane Philpott, former federal Minister of Health, and current
leader of Ontario's Primary Care Action Team, a provincial initiative
focused on connecting all Ontarians to primary care, to support
alignment with broader primary care access goals.




COMMUNICATIONS & ENGAGEMENT

WILMOT SENIORS FAIR

On Wednesday, November 19, the KW4 Ontario Health Team (OHT)
proudly participated in the Wilmot Seniors Information and Active
Living Fair 2025, alongside 34 esteemed community partners,
including:

e Community Care Concepts of Woolwich, Wellesley, and Wilmot

¢ Woolwich Community Health Centre

e Waterloo Regional Health Network (PREVENT Clinic and Cancer
Screening)

e Alzheimer Society

e Hospice Waterloo Region

e Independent Living Waterloo Region

The event welcomed more than 100 attendees and offered seniors a
valuable opportunity to explore local health and social supports
available within Wilmot Township. Participants also enjoyed an
engaging presentation on “Aging Healthy in Every Way" by Dr.
Nicole Didyk, Geriatrician and Associate Professor at McMaster
University.

KW4 OHT presented information on Health Care Connect (HCC). HCC
supports KW4 OHT's goals and provincial priorities around primary
care attachment and equity. Through the HCC program, people can
register online or by phone.

We also provided information on chronic disease prevention and
management including important information on prevention tips,
common symptoms, risk factors, and relevant community resources
to help support healthier living in our community.

We extend our sincere gratitude to our hosts, Community Care
Concepts of Woolwich, Wellesley, and Wilmot, for making this event
a sug:ﬁc_es!

KW/
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COMMUNICATIONS & ENGAGEMENT

LAUNCH OF INFOGRAPHIC:
PROVIDING SAFE DIABETES
CARE WITH INDIGENOUS OLDER
ADULTS

Diabetes and the of L
An Indigenaus Dider Adu

On December 4, 2025, the Diabetes with Indigenous Older Adults
working group hosted the official launch of the infographic
Providing Safe Diabetes Care with Indigenous Older Adults. The
session, titled ‘“Integrating Indigenous Learnings into Clinical
Practice,” aimed to highlight key messages and practical actions
from the infographic, demonstrate the application of a Two-Eyed
Seeing approach in clinical care, and emphasize humility, trust-
building, and community engagement in working with Indigenous
Peoples. It targeted specialists, primary care and diabetes providers,
and other health professionals involved in diabetes care.




COMMUNICATIONS & ENGAGEMENT

LAUNCH OF INFOGRAPHIC: PROVIDING
SAFE DIABETES CARE WITH
INDIGENOUS OLDER ADULTS CON’T

The session highlighted practical ways to apply the infographic in
clinical practice, including:

4 )
Centering Indigenous voices by actively listening to patients and

involving them in their own care decisions.
\. J

é N
Avoiding generalizations, recognizing the diversity among

Indigenous Peoples, and tailoring care to each individual’'s

experiences and priorities.
. J

( )
Supporting, not directing, cultural identity, acknowledging that

it is not the role of health care providers to advise Indigenous
patients on reclaiming cultural identity, but rather to offer
resources and create a safe, supportive space if they choose to

explore it.
G J/

é )
Acknowledging power imbalances by using one’s professional

voice to create space for patients to be heard, respected, and
treated with dignity, rather than to instruct or impose solutions.
Allowing Indigenous clients to identify what matters most to

them.
. J

( )
Providing non-blaming care, recognizing systemic and historical

factors that impact health rather than placing responsibility solely
on the individual.
\. J

The infographic is positioned as a practical tool to support action on
the Truth and Reconciliation Commission (TRC) Calls to Action,
emphasizing the responsibility of health systems and providers to
foster culturally safe care environments.

View and Download Infographic Here

9
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https://mcusercontent.com/6df4a284412215336a272901e/files/29baa308-d73f-287e-ae8e-08256266328f/Infographic_Providing_Safe_Diabetes_Care_with_Indigenous_Older_Adults_Digital.pdf

COMMUNICATIONS & ENGAGEMENT

KW4 OHT CLINICIAN SUMMIT -
CONNECTED CARE: BRIDGING
PRIMARY AND SPECIALTY
HEALTH

On December 11, 2025, KW4 OHT was pleased to host over 50
healthcare leaders and clinicians who came together to strengthen
collaboration between primary care providers, specialists, and
hospital leadership.

The attendees learned about many exciting developments across
our region including the launch of the new KW4 Prenatal Clinic,
Health Care Connect, and the impacts of their feedback on the
development of the Waterloo Region Health Network Strategic Plan.
Participants also contributed to brainstorming the essential features
and requirements for the future of integrated health care in KW4,

A big thank you to all participants
and partners for their commitment
to building a more connected and
patient-centered healthcare system. | KWA wowsr KW e

KITCHENER Kw4 WATERLOO KWWA

WATERLOO

WATERLOO
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COMMUNICATIONS & ENGAGEMENT

LAUNCH OF THE KW4 PRENATAL
CLINIC

The KW4 OHT is excited to share that the new KW4 Prenatal Clinic
launched in October 2025. The KW4 Prenatal Clinic provides early
prenatal care for patients who do not currently have a primary care
provider. Care is provided by a multidisciplinary team including
family physicians, nurse practitioner, midwives, and medical
residents, offering coordinated, patient-centered care for those who
are unattached to a primary care provider.

This collaborative initiative between the Waterloo Regional Health
Network (WRHN), Centre for Family Medicine Family Health Team
(CFFM), and KW4 Ontario Health Team ensures that every pregnant
patient in our region can access timely, high-quality prenatal care
from their first trimester until transfer to an obstetrician for third-
trimester care.

This innovative model was developed
to address the growing number of

unattached patients and to help - .
manage capacity challenges across KW4 Prenatal Clinic
primary and obstetric care. This is a Giinic Hours: Monday to Friday

8:30 AM - 4:00 PM

great example of various sectors working
together to improve care in KW4.,

Sparked by a conversation at the et oot 05 P oo (N,
June 2025 Clinician Summit, pathways
were developed and further refined
during a PCN Clinical Facilitation event
in September, culminating in the launch
of the clinic in October.

Located at 25 Joseph Street in Kitchener

Ontario Health has recognized the KW4
Prenatal Clinic as a “one-of-a-kind”
solution to improving access to early
antenatal care in our community.

Learn more here: Prenatal and Pregnancy Support | KW4 Prenatal
Clinic

N



https://www.kw4oht.com/blog/kw4-prenatal-clinic
https://www.kw4oht.com/blog/kw4-prenatal-clinic

PMO/PROJECT UPDATES

PALLIATIVE MODELS OF CARE
|@°

The Palliative Model of Care for Communities (Adult) Initiative supports a Clinical
Coach to work with the Ontario Health Regional Implementation Team to
implement the Adult Community Model of Care. This initiative also includes the
provision of palliative care education to primary care providers from community
organizations participating in the implementation of the Adult Community Model
of Care.

The Health Services Delivery Framework serves as a guide for transformational
change to improve palliative care in Ontario. The Model of Care approach rethinks
the organization, integration, and delivery of health services for a patient
population as they progress along a care pathway.

This Palliative Model of Care initiative focuses on community settings and applies
to individuals in their usual place of residence, including Adults living in the
community, Residents of long-term care homes (LTCHs), and Indigenous
communities.

Centre for Family Medicine Family Health Team, Community Healthcaring
Kitchener-Waterloo, Hospice Waterloo Region, KW Habilitation, Region of
Waterloo Paramedic Services, Waterloo Region Health Network, Woolwich
Community Health Centre

7 c . 12



PMO/PROJECT UPDATES

PALLIATIVE MODELS OF CARE

2025-26 UPDATES:

e Since the start of this fiscal year, our Clinical Coach has
onboarded eight organizations and completed eight Community
Organization Assessment Tools (COATs). These assessments help
identify competency gaps, determine education needs, and
support practice change through coaching, mentorship, and
qguality improvement approaches. The goal is to strengthen local
teams and transform the delivery of palliative care in the
community.

e Additionally, seven organizations have completed their second
follow-up COAT since the beginning of the fiscal year.

e The Palliative Care Toolbar, an Electronic Medical Record tool
designed to assist clinicians and local palliative care outreach
teams, has recently been revised and is now available for use.
Amplify Care has engaged interested organizations to
understand how the tool fits into their existing workflows. Learn
more about the Palliative Care EMR tool for TELUS PS Suite

7 c . 13


https://www.amplifycare.com/tool/palliative-toolkit-for-telus-ps-suite/
https://www.amplifycare.com/tool/palliative-toolkit-for-telus-ps-suite/

PMO/PROJECT UPDATES

SEAMLESS CARE OPTIMIZING
PATIENT EXPERIENCE (SCOPE)

OBJECTIVE:

The aim of the SCOPE program is to support primary care providers to navigate
the health system through a single centralized and standardized point of access
(both community and hospital resource navigation). The SCOPE program
provides real-time consultation and support for complex and urgent patients.

The SCOPE program works in tandem with the SCOPE Black Health Initiative
(SCOPE BHI) which aims to improve access to care for Black communities. SCOPE
BHI focuses on equipping primary care providers and specialists with streamlined
navigation to local health and social resources, while prioritizing the co-design of
culturally responsive care pathways. These pathways are grounded in
community-identified needs, lived experience, and identified service gaps,
supporting more equitable and culturally save care delivery.

Waterloo Regional Health Network (WRHN), Primary Care Clinical Advisors

In July 2025, SCOPE BHI successfully launched a Mental Health Pathway for Black
Youth.

o This pathway connects youth to regional mental health supports, including
Kind Minds Family Wellness (KMFW), Inner Compass Well-being, and
Camino Wellbeing + Mental Health, strengthening coordinated access to
care across the region.

o Primary care providers and patients are supported by a dedicated
interdisciplinary team, including Nurse Navigators and a Social Worker, who

provide real-time guidance, care coordination and system navigation.

o This team helps create a safe, caring, and culturally responsive environment,
while supporting timely access to appropriate services.

A< . ) N/




PMO/PROJECT UPDATES

SEAMLESS CARE OPTIMIZING
PATIENT EXPERIENCE (SCOPE)
CON’T

UPDATES:

In July 2025, SCOPE BHI successfully launched a Mental Health Pathway

for Black Youth.

e Early engagement with providers indicates improved clarity around
referral pathways, increased confidence in navigation of mental
health supports, and enhanced continuity of care for youth and
families.

e Planning and development of the Cardiac/Heart Failure Pathway
under the broader SCOPE Program began in late August and is
currently ongoing, with a targeted launch by end of fiscal year.

e The Cardiac-SCOPE Pathway core objectives include:
o Improving congestive heart failure (CHF) management by bridging
gaps between primary care and specialty services

o Optimizing the use of existing resources, like Nurse Practitioners
(NPs), and established clinical infrastructure

o Enhancing proactive management and follow up for patients with
CHF

o Reducing avoidable emergency department (ED) visits and
hospitalizations through early intervention, coordinated care, and
improved access to clinical expertise

Overall, the SCOPE program continues to advance integrated, equity-
focused system navigation, supporting both providers and patients while
contributing to improved care coordination, patient experience, and
health system sustainability.

7 c . 15




PMO/PROJECT UPDATES

BREAST CANCER SCREENING

OBJECTIVE:

The Breast Cancer Screening Quality Improvement Plan initiative seeks to
increase mammography rates in KW4 with a focus on our priority
neighbourhoods through public outreach and provider education.

Community Care Concepts, Community Healthcaring KW, City of Waterloo, KW
Habilitation, Independent Living WR, Immigration Partnership, New Vision Family
Health Team, Waterloo Wellington Regional Cancer Program, Waterloo Regional
Health Network (WRHN), Woolwich Community Health Centre.

The Public Outreach team collaborated with the Chronic Disease Public Outreach
team to engage with more than 15 local organizations, fostering meaningful
connections and sharing valuable resources. These conversations provided
important insights into community needs, and plans are underway for several in-
person sessions scheduled for early 2026. This team has also attended several
events around the region, spoken with almost 400 people, and has connected
individuals to supports, enabling access to mammogrames.

The Provider Education team conducted a comprehensive survey that highlighted
key perspectives and needs among primary care providers in supporting their
patients. Building on these findings, the team is curating existing digital tools and

exploring the most effective ways to make these resources easily accessible to
providers.




EQUITY & SYSTEM INTEGRATION

ST. MARY’S FOOT CARE CLINIC

The newly opened St. Mary's
Foot Care Clinic provides
access to free foot care for
everyone (even those without
a health card). The clinic
supports anyone in the
community of Kitchener
Waterloo and provides a
range of services delivered
by certified nurses.

Free foot care clinic

Clinic Details & Toenail trimming and filing & Education on foot hygiene and care
& Callus and corn care i Advice on proper footwear
& Foot health assessments & Screening for circulation or skin issues
& Diabetic foot checks

Locat’on. Tuesday and Thursday | December 16, 2025
St. Joseph Church, 10 a.m.-4 p.m. to March 31,2026

. . Closed Christrmas Doy and New Year's Day
148 Madison Ave. S, Kitchener

Schedule your free appointment today!
1-B77-611-0669

Hours:
Tuesdays and Thursdays,
10 a.m. -4 p.m.

Dates:
December 16, 2025 - March 31, 2026

To make an appointment, call 1-877-611-0669, drop-ins are also
welcome.

Please help us spread the word and ensure our community has
access to essential foot care.

If you have any questions about this program, please contact
Michelle Zivanovich at mzivanov@stjhc.ca

\ / !
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EQUITY & SYSTEM INTEGRATION

VIRTUAL URGENT CARE |
OUTREACH

Virtual Urgent Care is a service that gives children and youth (and
families) timely access to urgent medical care and advice for non-
life-threatening health concerns through secure online visits using
a smartphone, tablet, or computer.

In response to this request to promote Virtual Urgent Care for
children and youth, we shared this program through our
Community Newsletter and across key social media platforms,
including Instagram, X, and LinkedIn.

To further support system alignment and informed decision-
making, the information was also shared broadly with KW4 OHT
member organizations, and the Community Advisory Committee
(CAC), reaching over 100 system leaders, partners, and community
representatives.

\ / "


https://www.urgentcareontario.ca/child-youth/

EQUITY & SYSTEM

INTEGRATION

ONTARIO HEALTH AT HOME -
FALL/WINTER 2025
VACCINATION SERVICE |

OUTREACH

KW4 OHT supported the
promotion of the

Ontario Health at Home
Vaccination Service for
Fall/Winter 2025, which
provides in-home
vaccination for individuals
who are unable to attend
community clinics due to
medical, functional, or
mobility-related reasons.
The service helps ensure
access to publicly funded
seasonal vaccines during
the fall and winter months.

Information about this
service was shared through
the Community Newsletter
and on social media
platforms, including
Instagram, X, and LinkedlIn.
It was also distributed to

Ontario
Health atHome

Vaccination Service for Fall/Winter 2025
Information for Health System Partners

From October 2025 to March 2026, Ontario
Health atHome will support homebound patients
under gur cang to receive immunization against
three respiratory diseases - influenza, COVID-19
and RSV, We will also contact patients under aur
care who meet the RSV eligibility criveria,

Ontario Health atHome care coardinators. will
help patients (or their substitute decision makers
or caregivers) explore all available options to
receive the vaccines. Dptions may include:

= Public health, primary care, family health
tearns, community health centres, pharmacy

= Community paramedicine, retirement
hemes, others offering in-home vaccination

= Ontario Health atHome contracted nursing
service providers through in-home visits or
local community nursing clinics. Service will
depend on vaccine serum and nursing
provider availability in each eligible patient's
vicinity.

Health System Partners

If you hirve patients who are currently receiving
Ontaric Health atHome services and may benefit from
wacire counseling or service, please refer the patient
10 OLar bsarm, pér your reguiar proceds.

If yous harve 2y questions, phesse call 310-2222
(area code not nequired)

Eligibility Criteria for Influenza,
COVID-19, RSV Vaccine Service

Must be an active patient with Ontario Health
atHome wha:

= Has valid Ontario health card

= ls gurrently receiving at krast one service
from Ontario Health atHome — e.g., care
coordination, nursing, therapy, persenal
suppert services

= s clinically homebound, OR mobile and able
to attend a nursing clinic for RSV vacdnation

= Muets NAC), Public Health or Ministry of
Health eligibility guidelines for pfluenza,
COVID-19 or RSV

* Has provided consent for vaccination

* Iz without known contraindications to
regeive a vaccine

# s able 1o access eMErgency service in the
event of emengency, if needed

*  Nurse will administer ane, two or all three
VACLIES, e patient’s wishes

= additionally, a caregiver who resides with a
dinically homebound patient may be eligible
o receive vaceine service during the same
appointment as the clinically homebound
patient

Oetaber 2015

Ontarie Health atHome | 310-2222 | ontarishealthathome.ca

KW4 OHT member organizations, and the Community Advisory
Committee (CAC) to support consistent awareness across the
health system and community partners.

19



https://www.ontariohealthathome.ca/blobohahprod4cd80afe1b/wp-content/uploads/2025/10/OHaH-HSP-Info-Sheet-Vaccine-Program.pdf
https://www.ontariohealthathome.ca/blobohahprod4cd80afe1b/wp-content/uploads/2025/10/OHaH-HSP-Info-Sheet-Vaccine-Program.pdf
https://www.ontariohealthathome.ca/blobohahprod4cd80afe1b/wp-content/uploads/2025/10/OHaH-HSP-Info-Sheet-Vaccine-Program.pdf

