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1.  Executive Summary  
 

The Nurse Practitioners’ Association of Ontario (NPAO) was founded in 1973 as the professional 

voice for nurse practitioners (NPs) in Ontario to advocate for integration of NPs into the health 

care system to enable accessible, high quality health care of individuals, families and 

communities.  NPAO leads legislative, regulatory and policy change enabling NPs and addresses 

social, political, environmental and economic issues related to the delivery of NP services. 

 

On June 5, 2012, NPAO hosted a one day Research Think Tank meeting to: 

Objective 1: Identify key NP-related qualitative and quantitative research questions across 

the continuum of care required to inform the Ministry’s goals for the Excellent Care for All Act 

and Ontario’s Action Plan for Health Care. 

 

Objective 2: Identify the indicators necessary to assess the value of NPs in improving high 

quality, safe, cost-effective care across the continuum. 

 

Objective 3: Identify, with respect to NP-related research questions, data currently collected, 

gaps in primary and secondary data requirements, and barriers to collecting required data as 

well as opportunities for increasing relevant and valid data collection. 

 

Fifty-eight participants including representatives from the Ministry of Health and Long-Term 

Care (MOHLTC), Local Health Integration Networks (LHINs), Health Quality Ontario (HQO), the 

Canadian Institute for Health Information (CIHI), researchers, policy advisors and practitioners 

were invited to attend the Think Tank meeting to brainstorm these objectives and make 

recommendations on next steps.  

Dr. Adalsteinn Brown discussed the major policy trends driving the use of evidence and 

indicators in health care (e.g., providers are responsible for costs and quality of care, 

independent agencies such as LHINs are responsible for decisions, and providers must focus on 

patient and public expectations). Ontario’s health care system faces rapidly growing costs, 

increasing patient demands, an aging population and an increase in the prevalence of chronic 

disease. At the same time, integration is occurring across sectors (e.g., regionalization in LHINs); 

there is increased provider accountability for cost and quality (e.g., activity-based funding); a 

focus on continuous quality improvement (CQI) and total quality management (TQM); increased 

patient choice; and a focus on scorecards and report cards.  Policy-makers are connecting the 

cost and quality agenda through evidence hoping this will build a sustainable health care system. 

It is important to note that this will require integration and widespread capacity for 

improvement and a strong link between evidence and improvement will depend on alignment 

between strategy and measurement. With strong clinician engagement based on evidence, it is 

possible to improve performance and reduce variations in outcomes. 
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NPs are completely compatible with the non-profit, right place right provider and integrated 

focus of the Action Plan and there is a large body of research evidence that substantiates the 

contribution of NPs to safe, effective, high quality care. Although it is important to understand the 

role of the NP in the patient journey, data on NP workload and health care utilization are not 

consistently collected making it difficult to determine the contribution of NPs across the health 

care system. To move forward, it is important to integrate routinely collected NP-specific 

encounter data with administrative data for system planning and monitoring as part of an overall 

data collection strategy. The minimum data collection for Nurse Practitioners should include 

reasons for each encounter or diagnoses. Patients and providers should also be surveyed on a 

regular basis as they are in the U.K.    

 Capacity currently exists to analyze the data at a reasonable cost through organizations such as 

ICES. Additionally, measures of performance should be developed using indicators and 

benchmarks. The logic model could be used to identify the inputs and identify the impact NPs 

have on the system (outputs).  Indicators should be developed to align with the needs of key 

stakeholders e.g. MOHLTC, LHINs, should take into consideration components of a logic model 

and existing frameworks e.g. CIHI, LHINs and should ensure quality is a central component to 

align with Excellent Care For All Act (ECFAA). 

 

There is an increasing focus on health system monitoring of quality of care based on evidence 

and data organized around the patient experience. It is important for research questions and 

indicator development to align with ministry and LHIN goals and to develop the capacity and 

infrastructure to support indicator development that focuses on all dimensions and players in the 

health care system. Leaders need to meet and discuss benchmarks and best practices.  

 

Summary of Recommendations 

Data Collection 

 Data should be collected for NPs across the continuum of care (e.g., primary care, acute 

care, LTC, home care); 

 Routine service encounter information for patients seen by NPs across the continuum of 

care should be linked to administrative datasets (e.g. National Ambulatory Care Reporting 

System, Discharge Abstract Dataset, OHIP, Ontario Drug Benefit, census ) to facilitate both 

NP-focused research and performance measurement; 

 Data should be available electronically rather than paper based; 

 Data collection should include a case mix adjustment tool to facilitate the understanding of 

the value of NPs including patient outcomes and cost effectiveness; 

 Data should include information on both patient diagnoses and provider – otherwise it is 

difficult to understand activity and outcomes; 
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 Data collection and analysis should assess the patient experience and should include 

patient surveys as stipulated in ECFAA; 

 Data collection should include a survey of NPs; 

 Data should be collected to examine the value of the extra time NPs spend with patients. 

 

Research and Indicators 

 Data collection, indicators and research should meet the needs of the MOHLTC, LHINs and 

providers; 

 Indicators that are developed should align with the ministry’s vision, be system focused, 

fit within the Triple Aim framework (experience, health outcomes, per capita costs), be 

regularly tracked, be transparent and publicly reported and be SMART– Specific, 

Measurable, Attainable, Relevant and Time bound; 

 Evidence-based indicators should be developed including input, output, outcome 

measures;  

 Benchmarks should be developed based on consensus of key stakeholders; 

 Analysis should assess equity beyond socioeconomic status by including language and 

mobility (consider deprivation index used by CPHI); and 

 Research should include a knowledge translation plan across the timeline of research 

projects. 

 

Next Steps 

 NPAO will strike a Working Group to facilitate next steps in terms of NP-related research 

questions and key indicators to track NP services for ongoing health system monitoring.  

 Think Tank participants will be surveyed to assess their interest in 

participating/facilitating in next steps. 

 

The research questions identified as most important by Think Tank participants focused on the 

value of NPs in terms of better patient outcomes and cost effectiveness of NPs. The indicators 

most important for the Ministry were service mix and activity data and a full scorecard for the 

nine dimensions of quality. Continuity and coordination of care was identified as the most 

important indicator for LHINs. Real time and appropriate access to information on provider care 

was the most important indicator for providers. The solutions to the current data collection 

barriers were standardization of data across sectors and development of a minimum data set and 

EHR.   

 

As is evidenced by the enthusiastic response to the Think Tank meeting invitation, there is 

opportunity and interest on the part of many researchers and policy makers to implement these 

processes.  
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2. NPAO Research Think Tank Meeting  
 
NPAO hosted a one day Research Think Tank meeting on June 5, 2012 to: 

Objective 1: Identify key NP-related qualitative and quantitative research questions across 

the continuum of care required to inform the Ministry’s goals for the Excellent Care for All Act 

and Ontario’s Action Plan for Health Care. 

 

Objective 2: Identify the indicators necessary to assess the value of NPs in improving high 

quality, safe, cost-effective care across the continuum. 

 

Objective 3: Identify, with respect to NP-related research questions, data currently collected, 

gaps in primary and secondary data requirements, and barriers to collecting required data as 

well as opportunities for increasing relevant and valid data collection. 

Fifty-eight participants including representatives from the Ministry of Health and Long-Term 

Care (MOHLTC), Local Health Integration Networks (LHINs), Health Quality Ontario (HQO), the 

Canadian Institute for Health Information (CIHI), researchers, policy advisors and healthcare 

providers were invited to attend the Think Tank meeting to brainstorm these objectives and 

make recommendations on next steps.  

The agenda for the Research Think Tank can be found in Appendix A. The meeting included 

presentations by a panel in the morning and large and small group discussions in the afternoon. 

The biographies of the panel presenters can be found in Appendix B. Appendix C includes the 

panel PowerPoint presentations. Appendix D contains the list of participants. Appendix E 

includes a summary of the Q & A from the panel discussion. Appendix F highlights a systematic 

review of NP outcomes by Newhouse et al. which was a background document provided to 

participants.  Appendix G includes selected relevant references for NP research and indicators. 

Appendix H reports the electronic voting results of the NPAO Research Think Tank Meeting 

evaluation.  

3. Introduction and Background 
 

What is NPAO? 
The Nurse Practitioners’ Association of Ontario (NPAO) was founded in 1973 as the professional 

voice for nurse practitioners (NPs) in Ontario to advocate for integration of NPs into the health 

care system to enable accessible, high quality health care of individuals, families and 

communities.  NPAO leads legislative, regulatory and policy change enabling NPs and addresses 

social, political, environmental and economic issues related to the delivery of NP services. 
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Figure 1 NPAO Membership, 2001-2012 

 
 

 
Demographics of Nurse Practitioners in Ontario 
Statistics retrieved from http://www.cno.org/en/what-is-cno/nursing-demographics/membership-totals-at-a-glance 
 

Figure 2 NP Specialties in Ontario, 2012     

 
NP Specialties % 

NP – Adult 19 

NP – Pediatrics 8 

NP – Primary Health Care 73 
Total 100 

 
 

Figure 3 Nurse Practitioner Working Status, 2010 and 2011 

 

 2010 
% 

2011 
% 

Full-Time 83   84  

Part-Time 14  14  

Casual 3  2  
Total 100  100  

 
 
 

 

Of the 2,061 NPs in 

Ontario as of May 31, 

2012, 73% of NPs work in 

primary health care.  

 

 

As of May 2012, 

there were 1,399 

NPAO members. 

 

Eighty-four percent of NPs 

were working full time in 

2011 compared to 14% 

working part time. 

http://www.cno.org/en/what-is-cno/nursing-demographics/membership-totals-at-a-glance
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Figure 4 NPs Employed in Nursing in Ontario by Age 2002 and 2011  

 

 
 

NP Employment  
 
Figure 5 NP Employment in Ontario by Sector 2011  

 

 2011 
% 

Hospital  37  
Community  48  

Long-Term Care  3  

Other  9  

Not Specified  3  
TOTAL  100  

 
Figure 6 NP Workforce per 100,000 Population, by Ontario and Canada, 2006 to 2010 

 

 Ontario Canada 

2006  5  3  
2007  6  4  

2008  7  5  

2009  9  6  

2010  11  7  
 
Nursing Database, Canadian Institute for Health Information, May 2012; Statistics Canada, Demography Division, accessed from  
<http://cansim2.statcan.gc.ca/cgi-win/cnsmcgi.pgm?Lang=E&RootDir=CII/&Array_Pick=1&ArrayId=109-
325&C2DB=PRD&ResultTemplate=CII%2FCII>.  

 

The average age of 

NPs employed in 

nursing in Ontario 

was 45.8 years in 

2011 compared to 

43.5 years in 2002. 

 

NPs working in the community accounted 

for the largest sector of employment 

(48%) followed by the hospital (37%). 

In 2010, there were 11 NPs per 

100,000 population in Ontario 

compared to 7 per 100,000 in 

Canada. Both rates more than 

doubled since 2006. 
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Figure 7 NP Workforce: New Registrations and Exit Rates, in Ontario, 2006 to 2010 

New Registration Rates  Ontario 

2007 110 

2008 156 
2009 276 

2010 392 

 

Exit Rates  Ontario 

2006 18 
2007 15 

2008 24 

2009 34 
 
Nursing Database, Canadian Institute for Health Information, May 2012; Statistics Canada, Demography Division, accessed from  
<http://cansim2.statcan.gc.ca/cgi-win/cnsmcgi.pgm?Lang=E&RootDir=CII/&Array_Pick=1&ArrayId=109-
325&C2DB=PRD&ResultTemplate=CII%2FCII>.  

4. NPAO Strategic Plan and the Research Domain 

 
On January 20th-21st 2012, NPAO held their annual Strategic Planning meeting for their Board of 
Directors. The following issues were identified as priorities for the organization:  
 

1. Communications with the Registered Nurses’ Association of Ontario (RNAO) 

2. Communications and visibility  

3. Global considerations  

4. Membership recruitment and retention  

5. Metrics: Outcome measurements  

6. NPAO becoming a negotiating body with the Ministry of Health and Long-Term Care 

7. NPAO influencing public policy  

8. Roles shifting from illness to primary health care programs 

 

Action plans were developed to address each of these eight priorities. These action plans were 

subsequently summarized into four domains (1) Government Relations, (2) Research, (3) 

Member Recruitment and Retention and, (4) Awareness Enhancement.  Tactics and resources 

necessary to achieve these goals were developed for each domain.   

According to CIHI, there 

were 392 new NP 

registrations in Ontario 

in 2010 which is almost 

four times higher than 

2007.  
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Communication Strategy for each Domain 

Figure 8 Four Domains of NPAO 2012 Strategic Plan 

 
  

 

 One of the deliverables for the Research domain was to identify and invite key stakeholders 

across the continuum of care and across disciplines to a one-day meeting to discuss research 

questions and the indicators necessary to assess the value of NPs in improving patient care. The 

NPAO Research Think Tank meeting on June 5, 2012 was the result of this strategic commitment. 
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5. Why are Indicators Important in Health care? 
 
In order to discuss indicators and targets or benchmarks, it is important to define these terms. 
 
Indicator - measures constructed to be comparable over time and across jurisdictions. They 
measure important phenomena that have broader interpretation than the specific measure. For 
example, infant mortality rates are indicators of the overall performance of a country’s health 
care system (The Health Planner’s Toolkit. Module 3, Evidence-Based Planning. Retrieved from 
http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf). 
 
Benchmark - a point of reference for measurement and a standard by which something can be 
measured or judged (The Health Planner’s Toolkit. Module 3, Evidence-Based Planning. Retrieved 
from http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf). 
 
Measure – dimension, quantity or capacity as ascertained by comparison with a standard. 
(Retrieved from http://www.thefreedictionary.com/measure). 

 
As can be seen from Figure 9, the measurement and 
analysis of indicators create the basis for quality 
improvement and prioritization in the health care 
system. Indicators allow the monitoring of 
performance against agreed upon benchmarks to 
improve care. 
 
The key characteristics of indicators are: 

•  Based on agreed upon 
definitions 

•  Sensitive and specific 
•  Valid and reliable 
•  Evidence-based 

 

 

 

Types of Indicators in Health Care  

The Health Planner’s Toolkit. Module 3, Evidence-Based Planning. Retrieved from 

http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf 

 

There are various types of indicators used in health care including: 
• Health indicators are measures that reflect the state of health of persons in a defined 

population. 
• Health system or health care indicators reflect activities that promote health or 

respond to disease such as disease screening rates or average lengths of stay. 

Figure 9  
Interrelatedness 
of Health care, 
Measurement and 
Analysis 

http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf
http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf
http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf
http://www.thefreedictionary.com/measure
http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf
http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf
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• Performance and quality indicators are health system indicators that are designed to 
track specific dimensions of the health services system. Complication rate is an example of 
a performance indicator. 

• Structural indicators provide descriptive information such as the number of beds in a 
facility. 

• Process indicators are commonly used to improve management and quality. Wait times 
may be considered a process indicator. 

• Output indicators are the amount of activity recorded such as surgeries performed or 
meals delivered. 

• Outcome indicators may be difficult to relate directly to the actions of the health care 
system but are nonetheless measures of the system’s goals. Mortality rates, measures of 
population health and complications are examples of outcome indicators.  

 
 
Figure 10 Logic Model for Categorizing Health Indicators 

 

 
 
 

 
 
 
Logic models, shown in Figure 10, are often used for strategic planning and process improvement 

as they allow planners to understand the value of the types of indicators being used. For instance, 

the logic model above illustrates that outcomes depend on outputs, which depend on processes, 

which depend on structures (The Health Planner’s Toolkit. Module 3, Evidence-Based Planning. 

Retrieved from http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf). 

It is important to measure indicators across all components of a logic model and across the 

continuum of care to guide improvement and evaluate improvement activities.  

Health care organizations such as CIHI and LHINs have proposed frameworks to facilitate the 

development of indicators (Figure 11 and 12). 

 
 
 
 
 
  

http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf
http://www.ontla.on.ca/library/repository/mon/14000/263250.pdf
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Figure 11 CIHI Indicator Framework 

 
The CIHI framework includes health status, non-medical determinants of health, health system 

performance and community and health system characteristics as domains.  Within each domain, 

there are categories of indicators that may be measured.  

 

 
 
Retrieved from: Health Indicators 2011: Definitions, Data Sources and Rationale, June 2011, 
Retrieved from, http://www.cihi.ca/CIHI-ext-portal/pdf/internet/DEFINITIONS_062011_EN 
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Figure 12 LHIN Indicator Framework 

The LHIN framework focuses on three key areas: person experience, organizational health and 

system perspective. LHINs overlay priorities (ED/ALC, chronic disease management, mental 

health and addictions, primary care and seniors’ health) and enablers to providing quality care 

(e.g., ehealth and community engagement).  

 

LHIN Health System Performance Indicator Framework Guide, Jan 2011. Retrieved from  
http://www.southwestlhin.on.ca/uploadedFiles/Public_Community 
/Performance/LHIN%20Performance%20Indicator%20Framework%20Guide%20FINAL%20JA
N%202011.pdf  
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Although the CIHI and LHIN frameworks differ in their components, they both stress the 

importance of a comprehensive view of quality, the importance of capturing system level not just 

sector-level results, and the importance of linking measurement to management, policy and 

strategy decisions.  Equity is an overarching principle in both the CIHI and LHIN frameworks. 

Health Quality Ontario has identified nine attributes of quality that should be considered when 

developing indicators which has also been included in the LHIN framework. 

Figure 13  HQO Indicators: Nine Attributes of Quality 

HQO. (2011). Quality Monitor. Report on Ontario’s Health System. Retrieved from 

http://www.hqontario.ca/pdfs/2011-11-lhin_analyses_en.pdf_ 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Indicators should be developed to align with the needs of key stakeholders e.g. MOHLTC, LHINs, 
should take into consideration components of a logic model and existing frameworks e.g. CIHI, 
LHINs and should ensure quality is a central component to align with ECFAA. 

6. Summary of Panel Discussion on Research and Indicators 

 
The Think Tank meeting began with brief presentations from each of six panelists and these are 
summarized below.  Appendix C includes each presenter’s PowerPoint material. 
 
Major Policy Trends Driving the Use of Evidence and Indicators  
(Dr. Adalsteinn Brown, Chair, Public Health Policy, University of Toronto) 
 
There are continuing challenges in managing financial and political pressures in health care. Dr. 

Adalsteinn Brown discussed the major policy trends driving the use of evidence and indicators in 

Nine attributes 
of quality 
identified by 
HQO in the 
Quality Monitor 
(2011). 
 

http://www.hqontario.ca/pdfs/2011-11-lhin_analyses_en.pdf
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health care (e.g., providers are responsible for costs and quality of care, independent agencies 

such as LHINs are responsible for decisions, and providers must focus on patient and public 

expectations). Ontario’s health care system faces rapidly growing costs, increasing patient 

demands, an aging population and an increase in the prevalence of chronic disease. At the same 

time, integration is occurring across sectors (e.g., regionalization in LHINs); there is increased 

provider accountability for cost and quality (e.g., activity-based funding); a focus on continuous 

quality improvement (CQI) and total quality management (TQM); increased patient choice; and a 

focus on scorecards and report cards.  Policy-makers are connecting the cost and quality agenda 

through evidence hoping this will build a sustainable health care system. It is important to note 

that this will require integration and widespread capacity for improvement and a strong link 

between evidence and improvement will depend on alignment between strategy and 

measurement. With strong clinician engagement based on evidence, it is possible to improve 

performance and reduce variations in outcomes. 

 
The Role of HQO in the Development of Evidence-Based Indicators 
 (Dr. Ben Chan, CEO, HQO) 
 
Dr. Chan described the newly launched HQO Strategic Roadmap. Currently, HQO reports the nine 

attributes of quality: access, effectiveness, safety, patient experience, appropriately resourced, 

efficiency, integration, population health, and equity. HQO is mandated to conduct public 

reporting. Future public reporting may include: web-based reporting; coverage of all sectors (e.g., 

primary care, home care, hospital); coverage of all attributes of quality; close to real time 

reporting; reporting by institution, organization and community sub-LHIN level; comparisons 

over time; targets based on evidence-based benchmarks; a simple interpretation mechanism; 

public reporting aligned to other initiatives (e.g., indicator definitions aligned with quality 

improvement plans); accountability agreements; and links to resources for improvement. HQO’s 

vision for future public reporting includes evidence-based benchmarks and alignment of 

definitions and indicators. 

 

Currently, health care professionals are operating without feedback on their performance so it is 

difficult for providers to improve quality. Data are available on the patient experience in 

hospitals; however, data availability in other sectors is inconsistent. Given that ECFAA states that 

patient satisfaction surveys are required from all health care facilities, identification of 

mechanisms to collect these data should be a goal. 

 

The Role of Administrative Data for Research and Development of Indicators 
 (Dr. Rick Glazier, Senior Scientist and Primary Care Program Leader, Institute for Clinical 
Evaluative Sciences (ICES)) 
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Administrative data are routinely collected for system management and accountability. The 

drawback to administrative data is they are not usually designed for research purposes (i.e., they 

are not always rigorous, often not validated, and often miss important information). The 

advantages of using administrative data for research are: the data are population-based (include 

all individuals who have a valid health card and receive health care services), can be linked 

across datasets, and low cost. Linking administrative datasets allows for the analysis of the 

trajectory of patient care through the system. Dr. Glazier described a study in which researchers 

used the Johns Hopkins Adjusted Clinical Group methodology to identify diagnostic groups to 

assess complexity in primary care. Understanding and assessing the complexity of patients seen 

by health care providers will facilitate the assessment of NP cost-effectiveness. The 

administrative data sources used for the study included Registered Persons Database, OHIP, 

Discharge Abstract Database, National Ambulatory Care Reporting System, Ontario Drug Benefit 

Program and census data. 

 
Pan Canadian Primary Health Indicators 
(Michael Terner, PHC Project Lead, CIHI) 
 

CIHI focuses on data standards, data holdings and analytic products. CIHI developed 105 Pan-

Canadian primary health care (PHC) indicators in 2006. There were three objectives of the Pan 

Canadian PHC indicator Project: 

1. To identify priority indicators for policy makers and PHC providers. 

2. To ensure the measures for the priority sets of indicators are standardized, aligned with 

evidence-based guidelines, and are compatible with existing and developing data sources. 

3. To include broad stakeholder input in the updating process to ensure the indicators 

meet the needs of end-users including research and data experts.  

 

The clinical and satisfaction indicators of the pan-Canadian PHC indicators would also be 

relevant to NP-Led Clinics. In the future, CIHI wants to ensure indicators are maintained so they 

reflect best practice, they adapt to changes in priorities and they are updated as gaps are 

identified.  

Nurse Practitioner Research – The Big Picture 

(Dr. Alba DiCenso, Former CHSRF/CIHR Chair in Advanced Practice Nursing, McMaster 
University) 
 
Dr. DiCenso provided a brief overview of the PEPPA framework that was developed to guide the 

introduction, implementation, and evaluation of advanced practice nursing roles (advanced 

practice nursing in Canada includes NPs and clinical nurse specialists (CNSs)). There has been 

substantial research done on the NP role in Canada. With respect to the introduction of the role, 

research has focused on needs assessments, role delineation, and evaluation of NP education 
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programs. With respect to NP role implementation, research has focused on practice pattern 

studies and identification of facilitators and barriers to full role integration. With respect to NP 

role evaluation, a number of controlled studies have been conducted to evaluate NP safety and 

effectiveness. However, as NPs become involved in unique models of care (e.g., Nurse 

Practitioner-Led clinics), new settings (e.g., long-term care (LTC), emergency department), and 

new roles (e.g., NP-anesthesia care), research should be conducted to inform the introduction, 

implementation and evaluation of the new role. 

 

Dr. DiCenso reported on a decision support synthesis completed by her team that consolidated all 

the Canadian literature on advanced practice nursing as well as international review papers 

published between 2003 and 2008. The synthesis has been summarized in a 10-paper special 

issue of the Canadian Journal of Nursing Leadership (December 2010). Her team is currently 

conducting systematic reviews of the effectiveness and cost-effectiveness of Advanced Practice 

Nurses.  Potential future NP-focused research directions include education research (e.g., 

interprofessional education, continuing education), evaluation of communication strategies to 

increase awareness about NPs, health human resource planning research to determine the 

number of NPs needed in the context of interprofessional teams and the expanding role of the NP, 

evaluation of new models of NP care (e.g., NPLCs, NP-anesthesia care), and evaluation of the 

additional value provided by NP care. NP researchers should consider the increased utilization of 

existing administrative databases to address relevant questions. Consideration should also be 

given to conducting a regular national survey of NPs (similar to the National Physician Survey 

(NPS)). While specific research questions may require the time-limited collection of additional 

data, a priority is the identification of indicators to be routinely collected that will permit analysis 

of NP performance in the context of health system monitoring. Consideration should be given to 

creating a working group of key stakeholders (e.g., practitioners, educators, regulators, 

government, employers, and researchers) to identify priority NP-related research questions and 

key indicators to track NP services for ongoing health system monitoring.  

 
Measuring Progress in Health System Performance 
 (Nancy Lum Wilson, Manager (A) - Primary and Continuing Care Unit, MOHLTC) 

 
Two documents frame the government’s direction: 1) the Ontario’s Action Plan for Health Care, 

and 2) The Excellent Care for All Act (ECFAA) (June 2010). The goal of the Action Plan is to make 

Ontario the healthiest place in North America to grow up and grow old. The three guiding 

principles of the Action Plan are: 1) support to become healthier, 2) faster access and a stronger 

link to family health care, 3) the right care, at the right time, in the right place. The guiding 

principles for the ECFAA are: 1) care must be organized around the patient to support his or her 

health, 2) continuous quality improvement is a critical goal, 3) policy, planning and payment must 

support both the quality of health care and the efficient use of resources, 4) quality care must be 
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informed and supported by the very best evidence and standards of care. The system needs to 

shift from hospitals to primary health care and the community to increase sustainability of the 

health care system. Indicators that are developed should align with the ministry’s vision, be 

system focused, fit within the Triple Aim framework (experience, health outcomes, per capita 

costs), be regularly tracked, be transparent and publicly reported and be SMART– Specific, 

Measurable, Attainable, Relevant and Time bound.  

 

There are barriers to collecting and accessing the data.  The current data collection infrastructure 

for NPs in FHTs in Ontario is the Nurse Practitioner Access Reporting (NPAR) initiative which is 

an electronic reporting system that provides patient service encounter information to the 

MOHLTC to support program evaluation and health planning. NPAR was implemented as a pilot 

project in 40 FHTs involving 90 NPs between July 2011 and March 2012. The goals of the NPAR 

pilot project are to: 

 Identify best practices and challenges to inform the broader roll-out of the project to the 

remaining 160 FHTs; 

 Confirm the applicability of the Q codes developed to track the services that NPs are 

providing in the FHTs; and 

 Capture other work done by NPs in the community that may not have been recognized in 

the development of the initial 121 service encounter Q codes. 

 

Currently, there is an external evaluation to measure whether the NPAR pilot project achieved its 

intended goals and to determine future reporting needs. The ministry is also in the process of 

implementing a new data collection system from NPLCs through their EMR. 

LHIN Health System Performance Indicator Framework:  Implications for NPs 
(Mark Edmonds, Director, Health System Integration, Central West LHIN) 
  

The LHIN’s approach to performance measurement is to measure and report on system 

performance using critical enablers for health system development. System performance 

measures are the basis for evidence-based decision making, accountability and the delivery of 

high quality care. LHINs have developed the Health System Indicator Initiative Steering 

Committee (HSII) to establish a coordinated, system-based approach to indicator identification, 

development, maintenance and reporting that aligns with LHIN provincial priorities and the 

Health System Scorecard. The LHIN framework uses a population health approach across the 

continuum and incorporates person experience, organizational health, and system perspective as 

the domains. 

 

Summary of Panel Discussion 

NPs are completely compatible with the non-profit, right place right provider and integrated 

focus of the Action Plan and there is a large body of research evidence that substantiates the 
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contribution of NPs to safe, effective, high quality care. Although it is important to understand the 

role of the NP in the patient journey, data on NP workload and health care utilization are not 

consistently collected making it difficult to determine the contribution of NPs across the health 

care system. To move forward, it is important to integrate routinely collected NP-specific 

encounter data with administrative data for system planning and monitoring as part of an overall 

data collection strategy. The minimum data collection for Nurse Practitioners should include 

reasons for each encounter or patient diagnoses. Patients and providers should also be surveyed 

on a regular basis as they are in the U.K.    

Capacity currently exists to analyze the data at a reasonable cost through organizations such as 

ICES. Additionally, measures of performance should be developed using indicators and 

benchmarks. The logic model could be used to identify the inputs and identify the impact NPs 

have on the system (outputs).   

There is an increasing focus on health system monitoring of quality of care based on evidence 

and data organized around the patient experience. It is important for research questions and 

indicator development to align with ministry and LHIN goals and to develop the capacity and 

infrastructure to support indicator development that focuses on all dimensions and players in the 

health care system. Leaders need to meet and discuss benchmarks and best practices.  

Summary of Recommendations 

Data Collection 

 Data should be collected for NPs across the continuum of care (e.g., primary care, acute 

care, LTC, home care); 

 Routine service encounter information for patients seen by NPs across the continuum of 

care should be linked to administrative datasets (e.g. National Ambulatory Care Reporting 

System, Discharge Abstract Dataset, OHIP, Ontario Drug Benefit, census ) to facilitate both 

NP-focused research and performance measurement; 

 Data should be available electronically rather than paper based; 

 Data collection should include a case mix adjustment tool to facilitate the understanding of 

the value of NPs including patient outcomes and cost effectiveness; 

 Data should include information on both patient diagnoses and provider – otherwise it is 

difficult to understand activity and outcomes; 

 Data collection and analysis should assess the patient experience and should include 

patient surveys as stipulated in ECFAA; 

 Data collection should include a survey of NPs; 

 Data should be collected to examine the value of the extra time that NPs spend with 

patients. 
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Research and Indicators 

 Data collection, indicators and research should meet the needs of the MOHLTC, LHINs and 

providers; 

 Indicators that are developed should align with the ministry’s vision, be system focused, 

fit within the Triple Aim framework (experience, health outcomes, per capita costs), be 

regularly tracked, be transparent and publicly reported and be SMART– Specific, 

Measurable, Attainable, Relevant and Time bound; 

 Evidence-based indicators should be developed including input, output, outcome 

measures;  

 Benchmarks should be developed based on consensus of key stakeholders; 

 Analysis should assess equity beyond socioeconomic status by including language and 

mobility (consider deprivation index used by CIHI); and 

 Research should include a knowledge translation plan across the timeline of research 

projects. 

 

Next Steps 

 NPAO will strike a Working Group to facilitate next steps in terms of NP-related research 

questions and key indicators to track NP services for ongoing health system monitoring.  

 Think Tank participants will be surveyed to assess their interest in 

participating/facilitating in next steps. 

 

As is evidenced by the enthusiastic response to the Think Tank meeting invitation, there is 

opportunity and interest on the part of many researchers and policy makers to implement these 

processes.  

7. Brainstorming and Electronic Voting Results 
 
For each meeting objective, Dr. Adalsteinn Brown facilitated a large group brainstorming 

discussion and then participants broke into small working groups. Once all groups reported back, 

a list of responses was generated and each participant cast one vote electronically to prioritize 

the top answers. The discussion did not address how the research question specifically related to 

ECFAA and the Ministry’s Action Plan.  

 
Objective 1: What are the qualitative and quantitative research questions across the 
continuum of care to assess the value of NPs? 
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Figure 14 Voting Question 1: What are the research questions and priorities to assess the 
value of NPs in achieving high quality, safe, effective care? 

 

 

According to participants, the following were the most important research questions to be 

assessed (n=47): 

 What NP services drive better outcomes?  (23%) 

 How do we understand value of NPs and the impact on teams and leadership? (19%)  

 What is the cost effectiveness of NPs across the continuum of care? (15%) 

 

These three categories accounted for 57% of responses. It is important to note that many of the 

research questions identified as priorities also relate to indicators (e.g., cost effectiveness, patient 

satisfaction, patient outcomes). 

 
The categories with the lowest number of votes were deleted and the following research 

questions were added:   

 How do NPs improve the quality of care?  

 Do NPs improve patient safety? 

 What are roles and relationships between different types of NPs and other clinicians? 

 How do NPs impact teams? 
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Figure 15 Voting Question 2: With the changes to the categories, what are the research 
questions and priorities to assess the value of NPs in achieving high quality, safe, effective 
care? 

 

 

With the modification to the categories of research questions, the research questions identified 

as most important in the first round of voting once again received the highest number of votes. 

Research, therefore, should focus on the value of NPs in terms of improving outcomes and cost 

effectiveness. 

Objective 2: What indicators are necessary to assess the value of NPs?  
(This objective was expanded to what should be collected to address Ministry, LHIN 
and provider needs) 
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Figure 16 Voting Question 3: What indicators should be collected to address the needs of 
the Ministry of Health and Long-Term Care? 

 

According to participants, the following were the most important indicators to be collected for 

the Ministry (n=45): 

 Service mix and activity data for NPs and other clinicians (22%) 

 Full scorecard that matches the 9 dimensions of quality (16%) 

 Cost benefit – impact per dollar (e.g., value added/cost effectiveness) (13%) 

 Timeliness – after hours and home visits ((13%) 

 

These four categories accounted for 64% of responses. Service mix and acuity data are important 

to assess the impact of NPs in Ontario. In order to measure the proposed indicators, primary data 

(NP and other clinician activity) must be linked to administrative data across the continuum of 

care and must take complexity of patients and social determinants of health into consideration.  
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Figure 17 Voting Question 4: What indicators should be collected to address LHIN needs? 

 

 

According to participants, the following were the most important indicators to be collected for 

LHINs (n=45): 

 Continuity and coordination of care (61%) 

 Appropriate resourcing for LHIN population (17%) 

 Transitions of care (15%) 

 

These three categories accounted for 93% of responses.  

 

LHIN priorities should reflect their communities and must address health care issues such as 

ER/ALC, avoidable ED visits and readmissions. LHIN planning occurs at the community level to 

address the needs of the population and includes equity and appropriate resourcing based on the 

population characteristics. The focus for LHINs is accountability and funding so it is a different 

role than the Ministry which is focused on controllership and stewardship (policy and 

accountability). 
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Figure 18 Voting Question 5: What indicators should be collected to address provider 
needs? 

 
 

 

According to participants, the following were the most important indicators to be collected for 

providers (n=45): 

 Real time and appropriate access to information to provide care (31%) 

 Ability to practice to full scope (19%) 

 Communication between sectors (14%) 

 

These three categories accounted for 64% of responses. Indicators for providers should be more 

detailed than what the Ministry or LHINs require, should include organizational health/work life 

(e.g., turnover rate) and should also focus on improving quality of care.  

 

At a system level, it is important to capture and monitor health human resources data for 

planning purposes. There are many issues around timing of services (e.g., timely feedback about 

screening, time for referral, laboratory results and guidelines). There are also issues about access 

(e.g., appropriate care) benchmarks. There was discussion about measuring the impact of NPs in 

terms of avoidable events (e.g., patients who would have been sent to an emergency department 

or admitted to hospital if not seen by an NP). Although difficult to measure, this may be an 

appropriate way to tell the NP story.  
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Objective 3: Identify, with respect to NP-related research questions, data currently 

collected, gaps in primary and secondary data requirements, and barriers to collecting 

required data as well as opportunities for increasing relevant and valid data collection. 

Because gaps in data collection were highlighted in discussions of the other objectives, the final 

discussion generated a list of barriers and potential solutions for data collection and indicator 

development for NPs in Ontario. 

 

Figure 19 Voting Question 6: What are the barriers and solutions to data collection and 
indicator development for NPs across the continuum of care?  

Barrier Solution 

Lack of standardization of data collection 
NP data not available 

Include key stakeholders in data collection 
process 
 
Standardize data collection across sectors (e.g., 
develop Minimum Data Set) 

Limited EMR/EHR Support EHR through ehealth 
Collect information on patient experience 

Current remuneration model (e.g., rostering 
patients to physicians) makes it difficult to 
identify the most responsible provider 
 
Emphasis on data collection based on physician 
payment 
 
Reimbursement incentives paid to physicians 

Ensure data collection process can track health 
care providers including NPs separately 
 
Cultural shift of the data collection focus to 
improve patient outcomes and quality care and 
focus on the client experience  
 
Patients should be registered to model of care 
or most responsible provider 

Lack of outcome indicators for NPs Reengineer data collection to support NPs and 
complexity 

Lack of uptake of legislative changes/lag in 
implementation strategies 

Promote communication and implementation 
of RNAO toolkit 

Resistance to NP full scope of practice Change funding models 
 
Communication with health care providers 
across continuum of care re: full scope of 
practice 

Lack of capacity (outside ICES) to analyze NP 
data 

Foster educational opportunities to develop 
research capacity in Ontario 

Lack of reporting on NP data Encourage reporting of NP data from CIHI, 
NPAR, CHC, and NPLCs 

Lack of leadership for research and indicator 
development 

Collaborate with Ministry and LHINs to ensure 
common vision of research agenda 
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Lack of awareness of NP issues Develop Knowledge Translation strategy to 
encourage understanding of NPs and NP data  

Large volume of data collected but not utilized Target data collection that is useful and 
increase capacity to use existing data 

Lack of data on patient outcomes for NPs Encourage inclusive discussion on outcomes 
Data quality Validate ICD codes and risk adjust indicators 

 
Participants voted on the proposed solutions and the results are shown in the graph below. 
 
 

Figure 20 Voting Question 7: What are the solutions to the barriers for NP data collection 
and indicator development? 

 
 

According to participants, the following were the most important solutions to data collection and 

indicator development (n=45): 

 Standardization of data across sectors (19%) 

 Development of a minimum data set and EHR (17%) 

 Reengineer data collection to support analysis and adjustment of models (14%) 

 Ensure NP contributions are noted in current data sets (14%) 

 

These four categories accounted for 64% of responses.  

 

The research questions identified as most important focused on what NP services drive better 

outcomes and cost effectiveness of NPs. The indicators most important for the Ministry are 
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service mix and activity data and a full scorecard for the nine dimensions of quality. Continuity 

and coordination of care was identified as the most important indicator for LHINs. Real time and 

appropriate access to information on provider care was the most important indicator for 

providers. The solutions to the current data collection barriers were standardization of data 

across sectors and development of a minimum data set and EHR.   

8. Summary by Dr. Adalsteinn Brown 

 There is a strong appetite for information on performance, particularly in the areas of patient 

experience, cost effectiveness, realization of the NP model to scale and scope of practice, 

improved patient management across the continuum of care, and improved team work. There 

is a focus on the patient journey that speaks to the NP's role in patient management beyond 

delegated acts of care. 

 There is also a strong interest in collecting and/or accessing better data through existing 

administrative data collection (e.g., transactional systems like OHIP), surveys of patients and 

providers, and EHRs, ensuring they can collect rich clinical and socio-economic data. These 

data should be organized in a way that describes the impact NPs have on the health care 

system across the continuum of care. It is important to align data collection and analysis with 

ministry and LHIN goals and to develop capacity to address research and indicator 

development in the health care system. 

 There are two potential formats for the communication of performance data for NPs. The first 

is a scorecard or performance report that would likely start at the provincial level and then 

cascade to more granular levels. Scorecards would support quality improvement and 

evaluation. The second is a clear storyline about the impact of NPs on patient care. 

 Reporting and evidence will grow but should be contextualized (e.g., ECFAA, value and cost 

control agenda within government). NPs are in a good position since evidence on 

effectiveness is strong; however the evidence on cost-effectiveness is unclear. 

 NPAO will strike a Working Group to facilitate implementation of the Think Tank meeting 

recommendations (e.g., consider scorecard development and developing NP stories). 

 The collaboration of diverse partners will accomplish the stipulated goals and increase the 

likelihood of success. 
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NPAO Research Think Tank Meeting  
 
 

Tuesday, June 5, 2012 8:30am – 4:00pm 
One King West Hotel & Residence 

Meeting Room: Grand Banking Hall 
 

NPAO Vision 

Transforming health care for Ontarians through Nurse Practitioner innovations. 

 

NPAO Mission 

The Nurse Practitioners’ Association of Ontario is the professional voice for Nurse Practitioners in 

Ontario. Our mission is to achieve full integration of Nurse Practitioners to ensure accessible, high 

quality health care for all. 

 
 

 

 

 
 
 
 

  

 
Meeting Objectives: 

 Objective 1: Identify key NP-related qualitative and quantitative research questions 

across the continuum of care required to inform the Ministry’s goals for the Excellent 

Care for All Act and Ontario’s Action Plan for Health Care. 

 

 Objective 2: Identify the indicators necessary to assess the value of NPs in improving 

high quality, safe, cost-effective care across the continuum. 

 

 Objective 3: Identify, with respect to NP-related research questions, data currently 

collected, gaps in primary and secondary data requirements, and barriers to collecting 

required data as well as opportunities for increasing relevant and valid data collection. 

 Identify key nurse practitioner related qualitative and quantitative research questions across 

the continuum of care required to inform the Ministry’s goals for the Excellent Care for All 

Act and Ontario’s Action Plan for Health Care.  

 

 Identify, with respect to nurse practitioner related research questions, data currently 

collected, gaps in primary and secondary data requirements, and barriers to collecting 

required data. 

 

 Identify the indicators necessary to assess the value of nurse practitioners in improving high 

quality, safe, effective care across the continuum.   
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Agenda  
NPAO Research Think Tank Meeting 

 

8:30 - 9:00  Breakfast 
 

9:00 - 9:15  Welcome, Introductions and Background 

 Daria Parsons – Executive Director, NPAO 

 Claudia Mariano – President, NPAO 
 

9:15 - 11:30  Panel Discussions 
 
   Major Policy Trends Driving the Use of Evidence and Indicators  

 Adalsteinn Brown, Chair, Public Health Policy, University of 

Toronto 
 

The Role of HQO in the Development of Evidence-Based Indicators 
  

 Ben Chan, CEO, Health Quality Ontario 

 
   The Role of Administrative Data for Research and the Development of 
     Indicators  

 Rick Glazier, Sr Scientist and Primary Care Program Leader, ICES  
 
   Pan Canadian Primary Health Care Indicators  

 Michael Terner, Project Lead, Primary Health Care, CIHI  
 

   Nurse Practitioner Research – The Big Picture 

 Alba DiCenso,  Former CHSRF/CIHR Chair in Advanced Practice 
Nursing  

 
   Measuring Progress in Health System Performance 

 Nancy Lum-Wilson, Manager (A) - Primary and Continuing Care 
Unit, MOHLTC 

 
LHIN Health System Performance Indicator Framework: Implications for 
Nurse Practitioners 

 Mark Edmonds, Director, Health System Integration, Central West 
LHIN on behalf of the Health System Indicator Working Group 

 

   Q & A 
 

   Summary  

 Adalsteinn Brown, Facilitator 
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11:30 - 12:15  What are the Research Questions and Priorities to Assess the Value  
   of Nurse Practitioners in Achieving High Quality, Safe, Effective    
    Care? 

 
12:15 - 12:45  Lunch 

 

12:45 - 1:30  What Data/Indicators are Currently Collected and What Should be                                                  
                                        Collected to Address the Ministry and LHIN Needs? 

    
1:30 - 2:30  What are the Barriers to Data Collection and Indicator Development? 
   What are the Solutions across the Continuum of Care? 
   Who can Facilitate Solutions?  

    
2:30 - 2:45  Break 

 
2:45 - 3:30  What are the Next Steps and Recommendations? 

       
3:30 - 3:45  Wrap Up and Evaluation  

 
3:45 - 4:00  Closing Remarks 

 Adalsteinn Brown, Facilitator 
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Claudia Mariano has been the NPAO Board President since 

November 2011. She graduated from U of T with a BScN in 1986, an 

MSc in 1992 and a NP-PHC in 1999. She worked at the East End CHC 

in Toronto and has been at the West Durham FHT in Pickering for 

four years. She has also participated as QA assessor for NPs at the 

College of Nurses. Claudia is a Certified Diabetes Educator and is 

TEACH certified through U of T in Intensive Smoking Cessation. 

 

Daria Parsons has been the Executive Director of NPAO since July 2011. 

She has 28 years of health care experience in the not-for-profit sector as 

an administrator, project manager, epidemiologist, researcher and 

writer. Examples of her experience include the Evaluation of the Data 

Consortium for Eastern Region Community Health Centres,  

Determination of Data Requirements and Access for the Ontario 

Neurotrauma Foundation Board of Directors, development of the Ontario 

and National Trauma Registries, Needs Assessment for the Neurotrauma 

Prevention Surveillance project, organizing the Mild Traumatic Brain 

Injury Summit and developing a provincial strategy and developing the 

Ontario Spinal Cord Injury Informatics Strategy. Daria has led projects to 

develop benchmarks and key indicators for diabetes, spinal cord injury 

and women’s health. She has experience in establishing and managing 

Boards, Advisory Committees, Steering Committees and Working Groups. 

In her ten year tenure as an independent health care consultant, Daria 

has worked with the Ministry of Health and Long-Term Care, Ministry of 

Health Promotion and Sport, the Office of the Chief Coroner, LHINs, the 

Ontario Neurotrauma Foundation, Association of Ontario Health Centres, 

Cancer Care Ontario and hospitals. 
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Dr. Ben Chan is President and CEO of Health Quality Ontario (HQO), 

and a leading figure in health care quality in Canada.  At HQO, Dr. 

Chan oversees an ambitious agenda to evaluate the effectiveness of 

new health care technologies and services, report to the public on 

the quality of the health care system, support quality improvement 

activities and make evidence-based recommendations on health 

care funding.  

In his previous role as CEO of Saskatchewan’s Health Quality 

Council, Dr. Chan was named Canada’s Outstanding Young Health 

Executive in 2006 by the Canadian College of Health Service 

Executives, in recognition of his organization’s pioneering work to 

improve chronic disease management, reduce wait times and 

prevent adverse events. 

Dr. Chan is a former Senior Scientist with the Institute for Clinical 

Evaluative Sciences (ICES), where he authored over 60 academic 

publications. He has worked as a locum general practitioner in 70 

rural communities and 8 provinces and territories across Canada. 

He received his BSc and MD from the University of Toronto, Master 

of Public Health from Harvard and Master of Public Affairs from 

Princeton.  

 

 
 

 
 
 

 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 

 

Dr. Adalsteinn Brown is the chair of the advisory committee for the 

Rossy Cancer Network. He is the Dalla Lana Chair of Public Health 

Policy at the University of Toronto, a Scientist at St. Michael's 

Hospital, and the president-elect of the Canadian Association for 

Health Services Policy and Research. Previously he was the head of 

strategy for the Ontario Ministry of Health and Long-term Care and 

the head of policy and science for the Ontario Ministry of Research 

and Innovation. He was a Rhodes Scholar and was named one of 

Canada's Top 40 under 40 for his work on healthcare performance. 
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Dr. Rick Glazier is a Senior Scientist and Program Lead of Primary 

Care and Population Health at the Institute for Clinical Evaluative 

Sciences. He is a Family Physician in the Department of Family and 

Community Medicine at St. Michael’s Hospital, and a Scientist in its 

Centre for Research on Inner City Health. At the University of 

Toronto, Dr. Glazier is a Professor in the Department of Family and 

Community Medicine (DFCM), and cross-appointed at the Dalla Lana 

School of Public Health. He is an author of 160 peer-reviewed 

publications, a co-editor of Neighbourhood Environments and 

Resources for Healthy Living – A Focus on Diabetes in Toronto: An 

ICES Atlas (2007), and a contributor to Primary Care in Ontario: ICES 

Atlas (2006). Dr. Glazier’s honours include: “Family Medicine 

Researcher of the Year” (2005, College of Family Physicians of 

Canada), inaugural “Research Mentorship” award (2009, DFCM, 

University of Toronto), “President’s Award” for contributions to 

primary care research (2011, North American Primary Care 

Research Group), and the award for “Outstanding Contribution to 

Family Medicine Research” (2011/2012, DFCM, University of 

Toronto). Dr. Glazier’s research interests include primary care 

health services delivery models, health of disadvantaged 

populations, management of chronic diseases, and population-based 

and geographic methods for improving equity in health.   

 

Michael Terner, MSc, is a project lead with the Health System 

Analysis and Emerging Issues branch and works with the Primary 

Health Care program at the Canadian Institute for Health 

Information (CIHI). He has previously worked as a medical writer 

in the clinical drug development industry and as a researcher and 

regulator at several federal government institutions. 
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Alba DiCenso is a Professor in the School of Nursing and the 

Department of Clinical Epidemiology and Biostatistics at McMaster 

University in Hamilton, Ontario, Canada. She is also the Director of 

the Ontario Training Centre in Health Services and Policy Research 

(OTC). From 2001 to 2011, she held the CHSRF/CIHR Chair in 

Advanced Practice Nursing (APN), the mandate of which was to 

increase Canada’s capacity of nurse researchers conducting APN-

related health services research that serves the needs of health 

managers and policy makers. As the OTC Director, she leads a 

consortium of 6 universities working collaboratively with policy 

makers to offer training for graduate students in health services and 

policy research. Dr. DiCenso was the lead author of the Discussion 

Paper that preceded the provincial government’s announcement to 

introduce nurse practitioners in Ontario in 1994, and the lead 

investigator of a series of research studies that introduced and 

evaluated neonatal nurse practitioners in tertiary level neonatal 

intensive care units. She has also studied the barriers and facilitators 

to the integration of NPs in primary health care in Ontario. In 2010, 

she led the completion of a decision support synthesis on Clinical 

Nurse Specialists and Nurse Practitioners in Canada. From 1998 to 

2003, Dr. DiCenso was the lead editor of the Evidence-Based Nursing 

Journal and she is the lead editor of the text, Evidence-Based Nursing: 

A Guide to Clinical Practice published by Elsevier. In November 2008, 

Dr. DiCenso received a Centennial Award from the Canadian Nurses 

Association. In 2010, she became a Fellow of the Canadian Academy 

of Health Sciences and an Honorary Member of the Nurse 

Practitioners’ Association of Ontario. 
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Nancy Lum-Wilson holds a Pharmacy degree from the University 

of Toronto and an MBA from the Ivey School of Business at the 

University of Western Ontario. 

She has a breadth of experience from across the sectors, having 

worked in both community and hospital pharmacy, as well as in 

the pharmaceutical industry, international consulting and now, 

the government.  Nancy was previously Associate Director of the 

Drug Programs Branch, Ontario Public Programs at the Ministry of 

Health and Long-Term Care where she implemented a number of 

key policies, including the pan-Canadian Joint Oncology Drug 

Review process and the Bill 102, “The Transparent Drug Systems 

for Patients Act”.  Most recently, Nancy was lead for the 

development of Ontario’s Comprehensive Mental Health and 

Addictions Strategy which was launched in June 2011 and won an 

award for Outstanding Achievement in the public service. She is 

currently Manager of the Primary and Continuing Care Unit in the 

Health System Strategy and Policy Division of the Ministry. 

 

Mark Edmonds is the Director of Health System Integration for the 

Central West LHIN. Prior to joining the LHIN Mark held senior 

positions at Kingston General Hospital and St Vincent de Paul 

Hospital in Brockville. Mark is a member of the provincial 

Rehabilitation and Complex Care Expert Panel. He holds an 

appointment as Assistant Professor in the School of Rehab Therapy at 

Queens University and is a frequent guest lecturer on Canada’s health 

care system. 
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Q &A from the Panel Discussion 

 
1. Can we measure the value added of Nurse Practitioners in the Ontario health care 

system? 

 
Rick Glazier: We have a long way to go with cost-effective, population planning. We need to 

integrate encounter-based data for NPs. Dr. Walter Wodchis has developed a case mix adjustment 

tool which can allow us to start to understand the value of NPs. We need information on 

diagnoses and provider – otherwise it is difficult to understand activity and outcomes. It is also 

important to measure the added value of other health care providers. It is important to integrate 

routinely collected encounter data that have been case mix adjusted with administrative data. 

The minimum data collection for Nurse Practitioners should include why they are seeing a 

patient or diagnosis; physicians have been documenting this for billing purposes for years. 

2.  What are the steps that allow data to be collected to follow patients across the 

continuum of care? What does this process look like?  

 

Rick Glazier: Data collection can be done on a routine basis by NPs e.g. through CHCs. Physicians 

complete their documentation in 5-10 seconds in the OHIP database using codes from the ICD 

list. Through this process, one or more reasons for each encounter or diagnoses are linked from 

patient and provider. These data can be linked to administrative data. An overall methodology 

needs to be developed for NP data collection.  

 

Nancy Lum Wilson: We need to look at the scope of practice of NPs.  We need to go back to the 

logic model and identify what we are putting into system (inputs). Once you have a better 

understanding of this you can identify the impact NPs have on the system (outputs). To date, we 

do not have a good grasp of this because the scope of practice for NPs is not well defined. If we 

look at OT, PT or pharmacists, their scope of practice is more clearly defined and, as such, their 

impact on the system is easier to measure.  

Alba DiCenso: We know NPs take longer with patients than other members of health care teams. 

We also need to measure the value of the extra time that NPs spend with patients.  

3.  How does equity fit into this? 

Rick Glazier: We do not have perfect data elements in administrative data currently to measure 

equity but have used postal codes to identify that those living in the lowest socio-economic areas 

have the worse health and more limited access to care. ICES is hoping to start linking the new 

health card number with immigration data to identify what country immigrants came from, 

language etc. to better understand equity and immigration.  Hospitals are more interested in 

looking at individual level information i.e. economic, age, SES, health care coverage so they collect 
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individual level data about SES. Enormous disparities have been found, however, there has been 

little action. The research around equity, therefore, is not lacking, it is the response to the 

analysis that is lacking. 

 

Mark Edmonds: LHINS have the capacity to look at equity because they have the funding and 

capacity to do research. Postal codes are used by LHINs to conduct research to understand their 

populations. Once the population is understood, it is possible to evaluate the needs and the 

strategies needed to meet the needs of the population. LHINs have the money for a large part of 

the health care system and can use this to effect the largest change.  

 

Michael Terner: The Canadian Population Health Initiative (CPHI) uses a deprivation index to 

look at equity.  Gaps identified using this tool include language barriers and limitations due to age 

and mobility. We need to re-define equity to include all of these issues as it is not just limited to 

socioeconomic status measured by income. 

 

Nancy Lum Wilson: Governments have been trying to identify how to measure equity. It is 

important to ensure that patients are part of the process/discussion on measurement. 

 

4. How do we ensure we understand the patient’s perception of value? 

Michael Terner: CIHI collects patient experience indicators that are valuable to policy makers 

and providers. Access to electronic health records is required to report measures from a patient’s 

perspective. 

 

Rick Glazier: In the UK, patients are surveyed twice a year to get patient and practice level 

information. We can adopt similar practices in Ontario.  

5. We have evidence on Advance Practice Nurses. As we have more data to analyze, what 

do we do about getting the evidence back out? 

Alba DiCenso: Knowledge translation should start at the very beginning of the process by 

engaging stakeholders when the research question is defined. These stakeholders will help 

determine what should happen to the research once it has been complete. Knowledge 

dissemination should be considered throughout the entire process of a research project. 

6. What policy changes and data on NPs and Nurse Practitioner-Led Clinics (NPLCs) should 

be available to LHINs? 

Mark Edmonds:  A lot of the data are still on paper at this time.  NPLCs were announced with 

FHTs but LHINs were not involved with the launch of NPLCs because primary health care was 

outside of the LHIN scope until a recent announcement by the ministry. Now that NPLCs will be 
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included in LHINs, NPLCs can be included within system integration. Stakeholders have been at 

the table to develop Integrated Health Service Plans and will include NPLCs in the future. 

Modifications to funding models will be the last level to ensure system integration.  

 

7. How do NPs improve access? 

Nancy Lum Wilson: NPs and nurses may be more likely to provide house calls than physicians; 

however, we do not have data that supports this. To date, the evidence is anecdotal without any 

data to verify this claim or to measure the outcome/impact of this type of access to care. We need 

research to determine how access to care is impacted by NPs being integrated into the health 

care system.  

Mark Edmonds: In long-term care environments, NPs, who are hospital employees, often go to 

LTC facilities to provide care. We have anecdotal data that speaks to this enhancement to access 

but there are no data to verify these improved outcomes.  We also do not know how home-based 

primary health care is impacted by NPs, how services are delivered etc. Data need to be linked 

across the continuum of care to address these questions.  

8.  The value of data increases when data are used and we do collect some data on NPs 

currently. Is it worth continuing to collecting these data or should we start over? 

Alba DiCenso:  We need to determine exactly what the ministry is collecting before we identify 

future data requirements.  

Michael Terner: It is always best to develop indicators you know should be measured and then 

secure the data needed to measure these indicators.  

9. How do we identify benchmarks? How do we figure out what is best practice? 

Rick Glazier: Leaders from all the provinces need to meet and discuss benchmarks and best 

practices. The quality of data improve when used because users demand improved quality (i.e. if 

what we are measuring does not measure what an NP does,  NPs will have an opportunity to 

voice these concerns and data collection will be re-organized to include appropriate measures). It 

is important to identify which patients are seen by which providers and then link patient data 

across the continuum of care. Individual record level transaction needs to be collected in addition 

to the administrative data. 

Nancy Lum Wilson: We need to look at the relevance and usefulness of the data collected. 
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Appendix F: Summary of Outcomes and Evidence for Nurse 

Practitioners 

 
Retrieved from Newhouse, R., Stanik-Hutt, J., White,K., 

Johantgen, M., Bass, E., Zangaro, G., et al. (2011). Advanced 
Practice Nurse Outcomes 1990-2008: A Systematic Review. 

Nursing Economics, 29(5): 1-22 
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Summary of Outcomes and Evidence for Nurse Practitioners 

Table retrieved from Newhouse, R., Stanik-Hutt, J., White,K., Johantgen, M., Bass, E., Zangaro, G., et al. (2011). Advanced 

Practice Nurse Outcomes 1990-2008: A Systematic Review. Nursing Economics, 29(5): 1-22  

 

Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

Patient 

satisfaction 

 

6 

(4 RCTs) 

 

Lenz et al., 2004 * 

Fanta et al., 2006 * 

Litaker et al., 2003 *† 

Mundinger et al., 

2000 * 

Pinkerton & Bush, 

2000  

Varughese et al., 2006  

 

Six studies reported patient 

satisfaction with the 

provider. Four of the studies 

were of high quality (Lenz 

et al., 2004; Litaker et al., 

2003; Mundinger et al., 

2000; Pinkerton & Bush, 

2000). Five studies were 

conducted in primary care 

settings with adults (Lenz et 

al., 2004; Litaker et al., 

2003; Mundinger et al., 

2000; Pinkerton & Bush, 

2000). The other two 

studies collected data from 

parents of children who had 

undergone outpatient 

surgery or been admitted to 

the hospital after a 

traumatic injury (Fanta et 

al., 2006; Varughese et al., 

2006). When comparing NP 

and MD care, there is a high 

level of evidence to support 

equivalent levels of patient 

satisfaction. 

High: 

Satisfaction is 

equivalent in 

NP and MD 

comparison 

groups. 

Self-reported 

perceived 

health 

7 

(5 RCTs) 

 

Counsell et al., 2007 

*† 

Litaker et al., 2003 * 

Lenz et al., 2002 * 

Pioro et al., 2001 * 

Mundinger et al., 

2000 * 

Ahern et al., 2004 

McMullen et al., 2001 

† 

 

All used the SF-12 or SF-36 

physical and mental 

function scales to rate self-

reported perception of 

health. Five were 

judged high-quality RCTs 

(Counsell et al., 2007; 

Litaker et al., 2003; Lenz et 

al., 2002; Mundinger et al., 

2000; Pioro et al., 

2001). Four of the studies 

were conducted with adults 

cared for in a primary care 

High: 

Self-assessed 

health status is 

equivalent in 

NP and MD 

comparison 

groups 
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Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

setting (Lenz et al., 2002; 

Litaker et al., 2003; 

Mundinger et al., 2000) and 

one used a sample of adults 

diagnosed with hepatitis C 

managed in a specialty 

clinic (Ahern et al., 2004). 

A sixth study collected data 

from older adults receiving 

home care in a community 

setting (Counsell et al., 

2007). The last two studies 

reported on results obtained 

from adults hospitalized 

with general medical 

conditions (McMullen et 

al., 2001; Pioro et al., 

2001). One RCT (Counsell 

et al., 2007) found higher 

health status in patients 

cared for by NPs as part of 

a comprehensive care 

management team, and the 

rest of the studies did not 

find any difference in health 

status depending on 

provider type, though two 

were powered to 

do so. When comparing NP 

and MD care, there is a high 

level of evidence to support 

equivalent levels of self-

reported 

patient perception of health 

status.  

Functional 

Status 

ADL/IADL 

10 

(6 RCTs) 

Counsell et al., 2007* 

Krichbaum, 2007 * 

Callahan et al., 2006* 

Pioro et al., 2001 * 

Büla et al., 1999 *† 

Stuck et al., 1995 *† 

Kutzleb & Reiner, 

2006  

Ten studies evaluated the 

impact of provider (NP vs. 

MD) on patient functional 

status in terms of scores on 

measures of ADL or IADL, 

6-minute walk test, or 

patient self-report. Five of 

the studies were high 

High: 

Functional 

status 

measured as 

ADL/IADL is 

equivalent in 

NP and MD 

comparison 
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Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

Aiken et al., 1993  

Ahern et al., 2004  

Garrard et al., 1990  

quality (Büla et al., 1999; 

Callahan et al., 2006; 

Counsell et al., 2007; Pioro 

et al., 2001; Stuck et al., 

1995) and two found NP 

care was associated with 

higher functional status 

(Büla et al., 1999; Stuck et 

al., 1995). 

Community-dwelling elders 

who were recently 

discharged from hospitals 

and receiving either home 

care or inpatient 

rehabilitation were the 

focus of five of these 

studies (Büla et al., 1999; 

Callahan et al., 2006; 

Counsell et al., 2007; 

Krichbaum, 2007; Stuck et 

al., 1995). One study 

included adults hospitalized 

for general medical 

problems (Pioro et al., 

2001) and another included 

ambulatory patients 

diagnosed with HIV/AIDS 

(Aiken et al., 1993). When 

comparing NP and 

MD groups, there is a high 

level of evidence to support 

equivalent 

levels of patient functional 

status. 

groups. 

Glucose 

control 

5 

(5 RCTs) 

Becker et al., 2005 *† 

Lenz et al., 2004 * 

Litaker et al., 2003 *† 

Lenz et al., 2002 * 

Mundinger et al., 

2000 * 

Blood glucose control 

(glycosolated hemoglobin, 

serum glucose) was an 

outcome in four studies, all 

high-quality RCTs. All of 

the studies were conducted 

in ambulatory primary care 

settings using samples of 

adults (Lenz et al., 2004; 

High: 

Blood glucose 

levels/control 

among patients 

cared for by 

NPs was 

comparable 

or better than 

that of patients 
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Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

Lenz et al., 2002; Litaker et 

al., 2003; Mundinger et al., 

2000). When comparing 

NP and MD care, there is a 

high level of evidence to 

support equivalent levels of 

patient glucose control.  

cared for by 

other providers. 

Lipid control 3 

(3 RCTs) 

Paez & Allen, 2006 

*† 

Becker et al., 2005 *† 

Litaker et al., 2003 *† 

Three studies examined the 

effect of provider on serum 

lipids. All of the studies 

were conducted in 

ambulatory primary care 

settings using samples of 

adults (Becker et al., 2005; 

Litaker 

et al., 2003; Paez & Allen, 

2006). The three RCTs 

were high quality and also 

provided evidence NP care 

was associated with better 

lipid control compared to 

care from other providers 

(Paez & Allen, 2006). 

When comparing NP and 

MD groups, there is a high 

level of evidence to support 

better management 

of patient serum lipid levels 

by NPs (Becker et al., 2005; 

Litaker et al., 2003). 

High: 

Serum lipid 

levels/control 

among patients 

cared for by NP 

group was 

better than the 

MD comparison 

group. 

Blood 

Pressure 

4 

(4 RCTs) 

Becker et al., 2005 *† 

Lenz et al., 2004 * 

Litaker et al., 2003 * 

Mundinger et al., 

2000 *† 

Blood pressure control was 

an outcome of four RCTs. 

All of the studies were 

conducted in ambulatory 

primary care settings using 

samples of adults. All four 

RCTs were high quality, 

and two of those RCTs 

found patients cared for by 

the NP 

had better-controlled BP 

than patients cared for by 

other providers (Becker et 

High: 

Blood pressure 

levels/control 

among patients 

is equivalent in 

NP and MD 

comparison 

groups. 
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Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

al., 2005). When comparing 

NP and MD 

groups, there is a high level 

of evidence to support 

equivalent levels of BP 

control. 

ED or urgent 

care visits 

5 

(3 RCTs) 

Counsell et al., 2007 

*† 

Lenz et al., 2002 * 

Nelson et al., 1991* 

Aigner et al., 2004  

Paul, 2000  

Five studies reported rates 

of ED visits. All three 

RCTs were judged to be 

high quality (Counsell et 

al., 2007; Lenz et al., 

2002; Nelson et al. 1991). 

Study samples included 

ambulatory patients with 

diabetes, hypertension, 

dyslipidemia, asthma, and 

heart failure (Lenz et al., 

2002; Paul, 2000); 

community dwelling 

elders and nursing home 

residents (Aigner et al., 

2004; Counsell et al., 

2007); and otherwise 

healthy children who had 

recently been seen in the 

ED for an emergent 

condition (Nelson et al., 

1991). When comparing NP 

and MD groups, there is a 

high level of evidence to 

support equivalent rates of 

ED visits. 

High: 

Rates of ED or 

urgent care 

visits are 

equivalent in 

NP and MD 

comparison 

groups. 

Hospitalization 11 

(3 RCTs) 

Counsell et al., 2007 

* 

Stuck et al., 1995 * 

Lenz et al., 2002 * 

Schultz et al., 1994 

Lambing et al., 2004  

Kane, 2004 † 

Aigner et al., 2004  

Paul, 2000 † 

Dahle et al., 1998  

Garrard et al., 1990 † 

Eleven studies reported 

rates of  hospitalization. 

Adult patients with heart 

failure, managed in 

ambulatory care settings, 

were the focus of one study 

(Paul, 2000). Three studies 

evaluated 

older adults receiving care 

in nursing homes (Aigner et 

al., 2004; Garrard et al., 

High: 

Rates of 

hospitalization/ 

rehospitalization 

are equivalent 

in NP and MD 

comparison 

groups. 



 
 

109 
 

Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

Borgmeyer et al., 

2008  

1990; Kane et al., 2004). 

The remaining 

five studies collected data 

from a variety of 

individuals discharged 

home after acute care 

hospitalizations (premature 

infants, children with 

asthma, adults with heart 

failure, and older adults 

with general medical 

conditions) (Borgmeyer et 

al., 2008; Dahle et al., 1998; 

Lambing et al., 2004; 

Schultz et al., 1994). When 

comparing NP and MD 

groups, there is a high level 

of evidence to support 

equivalent rates of 

hospitalization. 

Duration of 

ventilation 

3 

(0 RCTs) 

Hoffman et al., 2005 

Russell et al., 2002  

Bissinger et al., 1997  

Duration of ventilation was 

an outcome in three studies. 

Two found the substitution 

of an NP for pulmonary 

fellows and neurosurgical 

house staff had no 

deleterious effect on patient 

duration of ventilation 

(Hoffman et al., 2005; 

Russell et al., 2002). Low-

birthweight neonates whose 

care was provided by 

a neonatal NP or medical 

residents spent similar 

lengths of time supported 

by mechanical ventilation 

(Bissinger et al., 

1997). When comparing NP 

and MD groups, there is a 

low level of evidence to 

support equivalent duration 

of mechanical ventilation. 

Low: 

Duration of 

ventilation is 

comparable 

among patients 

cared for by NPs 

in collaboration 

with attending 

MDs compared 

to 

duration of 

ventilation in 

patients cared 

for by house - 

staff MDs in 

collaboration 

with attending 

MDs. 

LOS 16 Fanta et al., 2006 *† High-risk neonates, children Moderate: 
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Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

(2 RCTs) Pioro et al., 2001 * 

Rideout, 2007  

Meyer & Miers, 2005 

† 

Hoffman et al., 2005  

Ruiz, 2001 † 

Karlowicz & 

McMurray, 2000  

Miller, 1997 † 

Schultz et al., 1994 † 

Borgmeyer et al., 

2008  

Lambing et al., 2004 

‡ 

Aigner et al., 2004  

Russell et al., 2002 † 

Paul, 2000  

Dahle et al., 1998  

Bissinger et al., 1997  

(admitted for exacerbation 

of asthma, pulmonary 

complications of cystic 

fibrosis, or nonthoracic or 

CNS traumatic injuries), 

adults (admitted with 

general medical problems 

or for cardiovascular 

surgery), and older adults 

(admitted from home or a 

nursing home with general 

medical problems) were 

included in these studies. In 

addition, two studies 

examined outcomes in 

critically ill adults 

requiring endotracheal 

intubation or tracheostomy 

and mechanical ventilation 

for respiratory failure. One 

study was 

conducted in a neonatal 

critical care unit with high-

risk newborns (excluding 

those with congenital 

malformations). Ten were 

judged high quality. Results 

of five of the studies 

favored the NP (Fanta et al., 

2006; Miller, 1997; Ruiz et 

al., 2001; Russell et al., 

2002; Schultz et al., 1994) 

but one low-quality study 

favored MDs (Lambing et 

al., 2004). However, the 

elderly patients cared for by 

the NPs in that study had 

higher acuity scores than 

patients in the MD group. 

This difference 

in acuity may have 

influenced the subsequent 

patient LOS. Studies in 

LOS is 

equivalent in 

NP and MD 

comparison 

groups. 
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Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

which NP patients had 

lower LOS included 

neurosurgical patients, 

elders, pediatric trauma 

patients, and 

lowbirthweight 

and twin neonates. Ten 

studies found no difference 

in LOS depending on the 

provider (NP outcome 

comparable 

to physicians). These 

studies included adults and 

elderly patients hospitalized 

in a subacute MICU, 

cardiovascular 

surgical patients, and adults 

diagnosed with a variety of 

diagnoses, including heart 

failure, in addition to low-

birthweight neonates and 

children with acute 

exacerbations of asthma and 

cystic fibrosis. When 

comparing NP and MD 

groups, there is a moderate 

level of evidence to support 

equivalent LOS. 

Mortality 8 

(1 RCT) 

Pioro et al., 2001* 

Hoffman et al., 2005 

Ruiz, 2001  

Karlowicz & 

McMurray, 2000  

Gracias et al., 2008 † 

Kane, 2004  

Russell et al., 2002  

Bissinger et al., 1997  

Samples included high-risk 

infants (twins, pre-term, or 

low birthweight) (Bissinger 

et al., 1997; Karlowicz & 

McMurray, 2000; Ruiz et 

al., 2001), adults with acute 

and chronic medical 

conditions (Pioro et al., 

2001), older adult residents 

of nursing homes (Kane et 

al., 2004), and critically ill 

adults (diagnosed with 

respiratory failure, multiple-

cause critical illnesses, and 

after complex 

High: 

Mortality is 

equivalent in 

NP and MD 

comparison 

groups. 
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Outcome 

Number 

of 

Studies 

Author, Year (Study 

Quality 

Rating), Significance 

Synthesis of Studies 
Evidence 

Grade 

neurosurgery) (Gracias et 

al., 2008; Hoffman et al., 

2005; Russell et al., 2002). 

Seven of the studies were 

judged high quality 

(Bissinger et al., 1997; 

Gracias et al., 2008; 

Hoffman et al., 2005; 

Karlowicz & McMurray, 

2000; Pioro et al., 2001; 

Ruiz et al., 2001; Russell et 

al., 2002). A high-quality 

quasi-experimental study 

found mortality rates were 

lower in patients cared for 

by NPs (Gracias et al., 

2008). The remaining seven 

studies found no differences 

in mortality rates. When 

comparing NP and MD 

groups, there is a high level 

of evidence to support 

equivalent mortality rates. 
* RCT  
† Favors APRN 

‡ Favors comparison group 
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1) Did the meeting achieve its objective(s)?  

 

 

2) Did the presentations provide sufficient background to facilitate the brainstorming 

sessions? 
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3)   How valuable were the group discussions? 

 

 

 

4) How do you rate the location (One King West)? 
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5) Overall, how would you rate today’s meeting? 

 

 

6) Are you satisfied with the directions and next steps to which we agreed? 
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