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Ontario Health Teams are integrating care 
and using equity-based population health 
approaches to deliver better health 
outcomes, and provide better experiences 
for patients. 

What this means for patients:
• Easier transitions from one provider to 

another
• Improved access to care, including 

primary care

= Improved patient outcomes



Connect, coordinate and modernize our province’s 

health care system

Implementing health system changes, leading the 

health systems within each region, funding health 

care providers and monitoring health care 

performance

Local health and community care providers work as 

one coordinated team to provide the right care at the 

right time for patients

Consolidation of formal LHIN 

home care functions into  HCCSS, 

including one shared service 

organization provincially. 
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We envision a community 
where people access seamless 

and integrated services to 
ensure the health and 

wellbeing of our diverse 
populations Inclusive Connected Accessible Adaptable

Local Focus Safer Space Embrace
Ambiguity





CND OHT follows a collective impact 
model with a focus on participatory 
and collaborative planning, decision 
making and strategy. 

This graphic provides an overview of 
the various committees and groups 
that work together to support the 
OHT.

A small staff support team provides 
administrative and project 
coordination support for these groups. 
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Encounters

Unique
Patients

Connected to a 
Primary Care 

Provider

Emergency 
Department 
Diversions

Apply lessons learned to the next priority population (frail 

older adults) and upcoming integrated care pathway work

• Build upon experiences with rapid collaboration during 

the pandemic.

• Centre primary care in the design and implementation of 

OHT projects.

• Leverage partner strengths to embed an equity lens.

• Optimize use of digital health tools to facilitate cross-

organizational communication and data collection. 

Said they would have gone to the ED if this
clinic didn't exist

Felt their needs were addressed

Were satisfied with the care that they received

Carry out the evaluation framework, aligned with the 

Quintuple Aim, to inform the next steps of re-launch.

Local solutions to local needs.



cndoht@langs.orgcndoht.com



KW4 OHT

Tara Groves-Taylor
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Territory Coverage
The map highlights the KW4 Ontario Health Team (OHT) 

coverage area including 2/3 cities part of the Waterloo Region. 

KW4 represents Kitchener, Waterloo, and the Townships of 

Wellesley, Wilmot and Woolwich. Neighbouring OHTs include 

Cambridge North Dumfries and Guelph Wellington

41 Partners
The current partnered organizations (and growing) include: 

• Hospital

• Home and Community Care (SPO & HCCSS)

• Mental Health and Addiction

• Community Health Centre

• Long-Term Care Home

• Nurse Practitioner Led Clinic

• Primary Care (FHT)

Cross-Industries Collaboration
Having varying industries vested in a common health care 

focus, collaboration, and support across the different industries 

including education, technology, healthcare, grassroots, etc. 



Integrated Care
The Path Forward:

Primary

Care
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Ministry/Ontario Health Priorities



Improving Patient Outcomes through OHTs



Modernizing Home Care



Primary Care Network
A clinical network of primary care clinicians 

within an OHT working together in new 

ways to support provincial and local primary 

care priorities, providers and the care of 

patients.

Primary Care Advancement:

Foundation for Change

Together Primary Care Networks form the 

foundation of an advanced and integrated 

health system.

Ontario Health Team

Primary Care Network



Integrated Care through

Population Health Management 

and Equity Approaches

01

GOALS
Enhance care planning and delivery and outcomes for initial target population(s) based on local drivers.
Design and implement population health interventions for additional target populations aligned with
provincial direction and built on broadened OHT partnerships.
Implement enhanced approaches to partnering with patients, families, and caregivers in execution of the
Population Health Management and Equity plan.

Patient Navigation and Digital 

Access02
Implementing patient navigation supports and report on patient utilization.
Report on progress expanding access to Online Appointment Booking (OAB) in primary 
care settings.
Report on progress enhancing virtual care maturity and access.

Collaborative Leadership, Decision 

Making and Governance03
Report on progress implementing Patient, Family and Caregiver Strategy.
Develop and implement an enhanced governance model and processes that align with 
provincial direction(s) (additional indicator added by OHT) Initiatives.

Primary Care Engagement and 

Leadership04
Develop and implement a model and process(es) to enable primary care providers to have 
a collective voice in OHT activities and Ontario Health (OH) tables.
Develop and implement a plan to connect additional primary care providers and other 
clinicians to the OHT.

COVID- 19 Response and Recovery05 Develop and implement a plan for COVD-19 response and recovery in alignment with 
provincial direction.

OHT Sustainability06 Create a sustainable OHT that will continue to meet the needs of the KW4 community and 
support system transformation.

PRIORITIES



Strategic Planning Overview



Thank you!

info@kw4oht.com


