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Innovative Models Promoting Access and Coverage Transformation (IMPACT)
Supporting the Implementation of Organisational Innovations in Community-Based Primary Health Care to Improve Population Coverage and Access for Vulnerable Groups
Lay abstract (1/2 page) 
Canada and Australia are two of many countries trying to improve their systems for delivering primary healthcare (PHC). Experts in both countries have devoted much time and effort into schemes to improve the quality of care delivered by PHC providers. However many consumers are still unable to access quality care. Access to quality PHC is less than ideal for citizens of both countries - especially for the sick, the poor, or those who are otherwise disadvantaged. Poor PHC access leads to overloaded emergency departments, avoidable hospitalisations and, in the long run, to increased costs and poor health outcomes.
Canada and Australia have introduced a number of programs to improve access to PHC. However many of these programs have been either limited in their scope or restricted to ‘pilot studies’.  Some initiatives may have actually (unintentionally) increased the gap between vulnerable populations and the rest of the community.
Our team comprises experienced researchers, clinicians and decision makers who have come together to help solve some of these critical problems. We plan to work with consumers and providers in six communities (three in Australia and three in Canada) to identify, refine and then trial ‘world’s best practice’ innovations to assist access, particularly for vulnerable populations. 
The innovations we will be developing and evaluating won’t be simply thrust upon communities. Much time will be spent building upon our team’s existing links with community leaders, decision makers and health professionals in each region to develop innovations that enhance the local system, are tailored to local needs and are likely to make a real difference to vulnerable groups in each setting. Our evaluation will determine whether these interventions work to improve access to quality care and health of the local population.  If they didn’t work as planned we will find out why, and use this experience to inform other approaches.
Our 5 year program will give governments, health services and consumers in both countries a rich understanding of what really matters in access to needed PHC health care. Decision makers and communities will have a toolkit and a well-tested plan through which to address local access needs.  Most importantly, all will have an opportunity to reduce the access gap for vulnerable populations so that better health outcomes can be achieved and healthcare funds can be used to best purpose.



Summary (1 page)
Canada and Australia are amongst the Organisation for Economic Cooperation and Development countries with the poorest accessibility to quality primary health care. In both countries families and individuals endure long waiting times and rely on models of care that inconsistently address individual needs. Emergency rooms are over-crowded, primary care providers overwhelmed, and governments frustrated as all struggle to match community demand and system capacity for high quality care. Although both Canada and Australia champion principles of health equity, citizens who are most vulnerable, particularly those who suffer from socioeconomic disadvantage, have poor health literacy or are from different cultures are further challenged with disproportionately poor access to responsive quality Community-Based Primary Health Care (CBPHC).
Several jurisdictions have implemented changes that aim to enhance the accessibility to, and performance of, their CBPHC. However, the benefits of these changes are limited by the fact they often do not achieve their objectives in all population groups. Specifically, vulnerable populations, those with the greatest needs, often do not benefit, and may even be further marginalized by some reform initiatives. As a result, these models of care have often led to improvements in the care for a segment of the population only and have failed to benefit those with the greater needs, so that little impact has been observed on population coverage and appropriateness of care, and as a result did not achieve their intended reduction of avoidable emergency department consultations and hospitalisations.
We will begin by establishing a learning network of decision makers, researchers, clinicians and members of the community in areas of need within three participating Canadian Provinces and three Australian states. Our resulting six Local Innovation Partnerships (LIPs) will provide the foundation for the development, trialling and evaluation of innovative approaches to improve primary health care access for vulnerable populations. 
Our research program will begin with a scoping of international “best practice” in innovative system-level approaches to optimise population access to CBPHC. Then in partnership with the LIPs we work to conduct realist reviews on the most promising system-oriented organisational innovations in different contexts to produce a set of innovations that can be tailored, implemented and robustly evaluated for effectiveness and feasibility.
Our team is composed of experienced and emerging researchers, providers and policy-makers, many of whom have been working together for a number of years. This Canada-Australia initiative provides an opportunity to build upon these partnerships, programs and research to co-create with communities, providers and policy-makers models of care that enhance access to the vulnerable population. Lessons from this evaluation will inform governments and communities who wish to improve access to CBPHC about the conditions necessary to ensure that innovations such as these can be adapted and up-scaled, and, in so doing, relieve pressure on hospitals and improve population health. The strong partnerships between communities, providers, policy-makers and researchers will ensure that these innovations are most relevant and have the best chance of being implemented broadly in the respective systems.
Further we will empower vulnerable health consumers and develop capacity amongst academics, clinicians and decision-makers with regards to research on and implementation of organisational innovations in CBPHC. We will generate a sustainable, international community of practice able to generate innovative new solutions to hitherto intractable access barriers to appropriate primary health care for vulnerable populations.


Innovative Models Promoting Access and Coverage Team (IMPACT)
Supporting the Implementation of Organisational Innovations in Community-Based Primary Health Care to Improve Population Coverage and Access for Vulnerable Groups
1.0 Introduction and Research Objectives
1.1	Introduction
Recent and widespread reforms in primary health care (PHC) in western countries reflect a growing concern that health systems should become more affordable, inclusive and fair (1;2). In Australia and Canada PHC reforms have prioritised access to effective and high-quality health services, with equity being at the heart of that system (3;4). Despite these reforms, meaningful gaps in equitable access to Community-based Primary Health Care (CBPHC) remain (5-7). These gaps particularly affect vulnerable groups, such as the poor, refugees and indigenous communities (7) (8-13). These problems translate into unmet needs for care, delayed or inappropriate treatments and avoidable emergency department consultations and hospitalisations (5;14). Many of the myriad PHC innovations and pilot projects have been limited in their ability to generate transformative change throughout health care systems (15;16).
This proposal builds on existing international collaboration between PHC researchers, clinicians and decision makers from Australia, Canada and the United States. Our collaboration, the Sorrento Group, came together in 2010 to conduct a comparative analysis of PHC reforms (17). For this CBPHC project, we have complemented the team with additional researchers and end-users (community members, clinicians and decision makers), and representatives of local and regional government in Australia, Canada, and academic leaders from the USA and the UK. 
Our IMPACT (Innovative Models Promoting Access and Coverage Team) program of work (summarised in appendix A) aims to generate organisational innovations to promote access to PHC for vulnerable populations, more specifically the poor, refugees and people from indigenous communities. We will conduct our activities through a learning network of administrative regions within three Canadian provinces and three Australian States. Like many, these regions are grappling with the challenges of optimising access for vulnerable populations to quality CBPHC. In partnership, our multi-disciplinary team, including care providers and community representatives, will work with the regions to identify and perform an in-depth and rigorous assessment of existing system-level organisational innovations that address access to vulnerable populations. Then, informed by state of the art evidence on these potential interventions, we will select, adapt, and implement/evaluate approaches that best address their needs and context. 
1.2 	Research aim and objectives
We aim to transform the PHC organisational structure to improve access to appropriate care for vulnerable populations resulting in reduced unmet need, avoidable emergency department visits and avoidable hospitalisations for vulnerable populations. Our program has three main objectives:
1) To develop a network of partnerships between decision makers, researchers and community members to support the improvement of access to PHC for vulnerable populations;
2) To identify organisational, system level CBPHC innovations designed to improve access to appropriate care for vulnerable populations, and establish the effectiveness and scalability of the most promising innovations;
3) To support the selection, adaptation and implementation of innovations that align with our regional partners local populations’ needs and priorities and evaluate the effectiveness and efficiency and further scalability of these innovations.
Our five-year program will empower vulnerable health consumers and develop capacity amongst academics, clinicians and decision-makers about research on and implementation of organisational innovations in CBPHC. We will generate sustainable, national and international communities of practice able to generate innovative solutions to hitherto intractable access barriers to appropriate PHC for vulnerable populations.

2.0 Literature summary on access to CBPHC for vulnerable populations 
2.1 	What is our IMPACT team focused on?
Access to quality PHC is associated with cost-effectiveness and equity of health systems, and improved health outcomes, particularly among disadvantaged populations (1;18-21). Various commissions and policy statements in Canada and Australia have highlighted the importance of accessible, high quality PHC for improving the  performance of the overall health and social service systems and its capacity to cover the entire population’s needs (3;22). Informed by this policy framework, our research team focuses on organisational innovations that promote access to PHC for vulnerable populations. 
While access, vulnerability and organisational innovation are commonly used concepts within health services research, confusion remains in their use. Access is defined as the capacity of people to obtain appropriate services in response to need for care (23). Access represents the interaction between supply (location, availability, cost and appropriateness of services), and demand (the burden of disease and knowledge, attitudes and skills and self-care practices of the population) (24). While “access” refers to the individual’s ability to obtain appropriate care, “coverage” reflects the population-level capacity of health systems to provide access to everyone (25). These two concepts are complementary and we will use the word access to encompass both in this proposal. Vulnerability is a term describing a propensity for a person to experience harm or bad consequences. With regards to healthcare, vulnerable populations have been defined as “groups whose demographic, geographic, or economic characteristics impede or prevent their access to health care services” (26). Finally, organisations are social structures where activities are planned and coordinated to accomplish a mission and goals (27;28). Our work is informed by the literature on organisational change which identifies the factors influencing the diffusion and institutionalisation of organisational innovations (29-33) and where organisations are considered as a whole rather than as a set of independent attributes (34;35).
2.2 	What is known about access to CBPHC for vulnerable populations?
Various gaps in access to appropriate CBPHC have been documented for a number of vulnerable groups in Canada and Australia. In both countries, socioeconomically disadvantaged groups are more likely to report unmet needs and financial barriers to care (5;20;36-38), are less likely to receive access to appropriate preventive services (39-46), and chronic disease care (36;47;48) and are less likely to receive quality care (49). New immigrants and asylum seekers also report more difficulty accessing care for emergent conditions, and are less likely to receive preventive care than the general population (12;50-52). Similar findings are reported in studies of Aboriginal populations (53-55), for complex patients (36;56;57), and the homeless (13). These problems of access translate into higher rates of morbidity (56;58), avoidable emergency department utilisation or hospitalisation (12;54;58;59), and unnecessary costs (36;55;60).
2.3 	Why is organisational innovation promoting access to CBPHC for vulnerable populations a relevant topic of research?
Several interventions, parts of Canada and Australia’s reform agenda, have tried to address these gaps in access to CBPHC. These have consisted of either: the implementation of various organisational models of PHC practice, such as community health centres, Family Medicine Groups and multi-disciplinary teams (4;61); in the implementation of organisational innovations affecting certain parts of CBPHC organisations (16;62); or the implementation of meso-level coordinating organisations, such as Medicare Locals in Australia and Primary Care Networks in Canada. Organisational innovations, part of current reform of primary health care, have mostly consisted of: clinical information systems; integration of allied health professionals such as mid-wives; expanded-role nurses with telephone access to on-call physicians; and advanced access appointment systems. Recent innovations have aimed to change the traditional modalities for patients to interface with healthcare professionals by: providing health services in the workplace or in community-based organisations; the integration of hospitals with community health services; shared mental health care; and using new types of professionals to deliver primary health care (16;61). Finally, some elements of reform act at the regional level and consist in programs to: connect unattached patients to physicians and nurse practitioners; provide programs for chronic disease self-management; and coordinate various providers or organisations (4;61;62).
Many of these interventions have met with limited success at bridging the access gaps for vulnerable populations (4;16). Many have been narrowly focused and limited in scope, rarely addressing the different components of the system that interplay to influence access for members of vulnerable populations (63). Instead, interventions have often centred on a specific sector (e.g. emergency department care) or a specific population (e.g. those living with a nominated disease) rather than address capacities of populations to overcome access barriers. In addition, various evaluations have suggested that new models of primary care practice have a limited impact at the population level (64-75). Finally, scaling up these innovations to address the needs of vulnerable population at the system level remains a challenge (15;76-78). 
3.0	Programmatic research approach and schedule of work. 
The IMPACT program will establish a learning network of decision makers, researchers, clinicians and members of the community in three participating Canadian provinces and three Australian states. These six Local Innovation Partnerships (LIPs) will provide the foundation for the development and trialling of innovative approaches to CBPHC access for vulnerable populations. The LIPs will provide the foundation for a set of collaborative activities to identify populations’ needs and understand local contexts. This will support the conduction of a program of empirical research (summarised in appendix B), designed to generate innovative models directed at improving access to CBPHC for vulnerable populations. Section 3.1 describes the activities planned to develop the partnership with each LIP. Section 3.2 describes the first stream of research. In this stream, we will scope the existing innovations in CBPHC and synthesize the scientific knowledge about: 1) their effectiveness in improving access for vulnerable populations; and 2) the contextual factors influencing their implementation and scaling up. Section 3.3 describes the second stream of research. During this stream, and in close consultation with the learning network of LIPs, we will select, adapt and implement the most promising and regionally relevant innovations. Finally, we will evaluate the impact of the innovations on unmet needs, avoidable emergency department consultations and avoidable hospitalisations for vulnerable populations. Over the five years of our program, we will follow an iterative sequence with work within each stream informing the other (See timeline details in Appendix F). 
3.1 	Establishing a learning network of Local Innovation Partnerships
This foundational activity addresses our first objective: To develop a network of partnerships between decision makers, researchers and community members to support the improvement of access to PHC for vulnerable populations. Our approach is reliant on the fundamental principle that community based research partnerships built upon on-going knowledge exchange are an essential component of sustainable innovations and, ultimately, community impact (79). Six Local Innovation Partnerships will be established within three Canadian provinces (Québec, Ontario, Alberta) and three Australian states (New South Wales, Victoria, and South Australia). The LIPs represent communities grappling with complex challenges to the delivery of appropriate and equitable CBPHC. Each partnership has arisen from robust existing collaborations between academics, and decision makers and clinicians responsible for PHC coordination and delivery. Community representation is essential to the success of the LIPs. In each region, community representatives will be drawn from the network of local community groups interacting with members of each partnership. For example, Australian LIPs will interact with pre-established consumer representative groups; in particular, those embedded within Medicare Locals and regional health authorities. Similar representation will be sought in Canada, with additional community representatives from relevant new models and/or networks of PHC delivery. The LIPs are described in more detail in Appendix C, and the strength of these collaborations is reflected in the appended letters of support (Appendices J and K). 
3.1.1 	Program of work in the Local Innovation Partnerships
The IMPACT program of work begins with a series of coordinated LIP activities. Investigators in each LIP will form a small governance team comprising researchers, decision makers, clinicians and community members (see section 4.3 for details). Then, assisted by a LIP Coordinator, and working with staff employed by decision maker members of our team, we will help each LIP document access-related need for vulnerable populations within the region. Our approach will be similar to that used by team members to ascertain need for after-hours services in Australian Medicare Locals (80). A profile of the demographic, economic and geographic characteristics of each LIP will be generated from existing needs assessments. These will be complemented by collecting detailed data, such as for hospital and emergency department admissions, ambulance attendances, and utilisation information from primary care practices and community health centres in the region. A similar process will be used to document currently implemented access-related innovations within the regions.
This data will help inform a series of deliberative forums held early in the first year of activity (81). These facilitated forums will involve each LIP team, members of the community, providers, decision makers, as well as representatives from local government, housing, transport, education and other human services. The forums will act to gain common ground relating to access goals, unmet needs and principal perceived barriers to access for vulnerable populations in each region. These meetings will help each LIP decide on regional access priorities – a critical stage in the subsequent program of work. Hence, by the end of the first year of work, each LIP’s access related need will be comprehensively described, for subsequent use in informing the first stream of research. Further LIP activities will intersect with discrete stages of the research program, and are described in sections 3.2 and 3.3.
3.1.2 	Building a learning network of Local Innovation Partnerships
Our team is dependent upon meaningful partnerships being formed between decision makers, researchers, clinicians and members of vulnerable communities. While strong partnerships already exist between our team members and each LIP region, we will act to foster links between all six LIPs by establishing structures for ongoing dialogue between the international research team and citizens, decision makers and health care professionals in each partnership. We will bring the three LIPs in Canada and the three in Australia together for yearly national meetings where each will compare program experiences, linkages and strategies for addressing need. We will convene a major meeting of the whole research team on three occasions during the program of work. The first meeting will occur at the end of the first year. The second meeting will be held at a key stage of our work mid program. A third international meeting will be timed to finalise the next steps for the program of work. 
3.1.3	Setting the scene for future interventions
An ongoing theme of activity in the partnerships will involve the building of collaborative relationships between the partners and with other national decision makers. This is particularly important in that, while our budget allows some direct funding to support implementation of best practice interventions, we anticipate that additional program funding will also be required. Letters of support suggest that goodwill already exists for such future investments (Appendices J and K). With the close involvement of Medicare Locals (Australia) and Regional Health Authorities and Provincial Ministries (Canada) in our LIPs, we anticipate that their role in commissioning future funded health care initiatives will reinforce their active engagement in the intervention phase of the program.
The figure in appendix A highlights the constant interaction of the partnerships through the evolution of the steps of research. This interaction will provide an understanding of the contextual factors that often thwart the capacity to scale up innovations. The constant involvement and commitment of top-level and local level partners, will enable us to identify and redesign innovations to be evaluated in real settings to ensure they are effective, acceptable, sustainable, and scalable.
3.2 	Research stream 1. Identifying and understanding access-related organisational CBPHC innovations
In conjunction with the development of the learning network within and between the LIPs, we will begin a program of work to identify innovative, effective models of CBPHC delivery for vulnerable populations and to characterise key contextual influences influencing their uptake. Research stream 1 will address the second objective: To identify organisational, system level CBPHC innovations designed to improve access to appropriate care for vulnerable populations and establish the effectiveness and scalability of the most promising innovations.
 We will use a mixed methods approach to scope and synthesize organisational innovations to capture the knowledge coming from the academic literature, from the grey literature as well as the knowledge that various actors have about organisational innovations in our LIPs. A rigorous and comprehensive scoping and synthesis of evidence on the world’s leading innovations will support and inform the strategies selected by LIPs to address their local access gaps. This stream will involve three projects:
3.2.1 Project #1 : Scoping the innovations: A review of academic and grey literature relating to organisational innovations to improve CBPHC access (Leads: Levesque, Gunn, Crabtree)
Purpose: 1) identify currently implemented organisational innovations in CBPHC to improve access for vulnerable populations; 2) develop of typology of innovations to better understand the organisational characteristics that these innovations aim at modifying.
Methods and source of data: This project is founded on the approach used by our team members for similar exercises (16;82;83). Using a systematic and standardised approach, we will review the published and grey literature to identify organisational innovations aiming at improving access to care for our target vulnerable populations, which are currently implemented in Canada, Australia or international settings comparable to these two countries. The work will involve searches of scientific literature databases and web-based search using a systematic search strategy (e.g. keywords, inclusion criteria, quick assessment, selection, data extraction, references search) to identify relevant information, and will be complemented with “snowballing” technique of identifying new documentation. We anticipate finding evidence from randomised controlled trials, pilot projects, pragmatic trials and evaluations of policies. Following the extraction of information, we will analyse the data by classifying the innovations according to various dimensions such as: the context within which they are implemented (e.g. rural/urban, small-area/country-wide, medical system/broad sectoral scope); the organisational levers touched upon (e.g. governance and policies, funding, training and resources development, accreditation, care pathways, coordinating bodies); or the service sectors affected (e.g. primary medical care, allied health care, community-based organisations). A particular emphasis will be to capture the funding, payment mechanisms and costs for patient involved in each innovation (84). In addition, international experts will be interviewed (n = 12) to identify innovations not currently being reported in academic journals and will support the analysis of the scoped innovations. We will also engage our LIPs’ stakeholders to help ensure that the review captures the aspects deemed relevant by these partners. 
Deliverables: This project will provide an understanding of the breadth of current innovative practices in CBPHC access (scoping report), propose a typology of PHC innovations (across various dimensions) that is useful to researchers and knowledge users, and provide case studies of innovations providing an understanding of the contextual elements related to their implementation. It will also provide a preliminary assessment of the potential for impact for each innovation based on their apparent breadth of population reach and effectiveness.
Intersection with LIP activities: The scoping review will be timed to deliver results to our first whole of project meeting of the LIPs. Just prior to meeting, and informed by their documentation of access related need, the team within each LIP will collate and map their currently implemented access-related innovations against a draft template created from early work within Project 1. 
3.2.2 Project #2: Effectiveness and scalability: Syntheses of factors related to the implementation and effectiveness of innovations to improve access for vulnerable populations (Leads: Dahrouge, Harris, Peckham )
Purpose: 1) select six to eight organisational innovations emerging from the knowledge generated by project 1, based on their anticipated benefit and relevance to our LIPs; 2) synthesize the scientific knowledge about the effectiveness and their potential for scalability within the LIPs.
Methods and source of data: We will rely on the results of the scoping done in project 1, data gathered from LIPs’ needs assessments, our understanding of their local context, and further consultation to select the innovations. The decision on the innovations to be synthesized will be based on: a) a preliminary assessment of their potential of impact; b) their alignment with local priorities; c) the acceptability and feasibility of the innovation to the LIPs’ decision makers, community providers and population; and d) the fit between the innovation and the local contextual factors and levers that can influence its scalability in that environment. Our preliminary needs assessment and discussions with our six LIPs demonstrate significant overlap in priorities across some regions. We anticipate doing an in-depth evaluation of up to eight organisational innovations.
Each innovation will be submitted to a realist review to garner all evidence surrounding each innovation and gain in depth understanding of its potential (85). Because CBPHC is a complex system, and barriers to optimal CBPHC are multi-factorial, we anticipate successful interventions to be complex and multifaceted. Realist reviews allow exploration of the pathways for effectiveness of the various components of complex interventions(86-88). They have generated synthesized evidence on numerous primary care interventions, and have been used to evaluate interventions to improve equitable access to health care (89;90). 
Following the review and in collaboration with each LIP having identified a strategy as an intervention of interest, we will use the RE-AIM framework to assess each intervention’s anticipated impact based on its reach (R) effectiveness (E), and suitability (AIM) for application within individual LIPs (91;92). In this context, R (Reach) refers to the extent to which vulnerable individuals targeted have been reached (participated/benefited); E (Efficacy) is the improvement in the access measure of interest; A (Adoption) reflects the participation of the organisation(s) delivering the care, a measure of the acceptability of the intervention in that setting; I (Implementation) describe the variation in program implementation. Implementation concerns such factors as differences across regions/studies in the use incentives to establish the program region, or approach to publicizing the program to reach the intended population. M (Maintenance) is the sustainability of the program over time, both at the participant level (e.g. do vulnerable individuals continue to use a telehealth, innovation over time) and organisation level (e.g. is a newly established walk in clinic for emergent care sustainable over the long term). The RE-AIM factors can be combined into an overall score of suitability, but more importantly, they can be used to derive several additional policy relevant measures such as population impact (which considers the prevalence of the vulnerable population), and efficiency index (which reflects the cost savings in relation to implementation costs) (91;92). Various members of our team have used Realist approaches and the RE-AIM framework. A crucial component of these syntheses will consist in: assessing the economic investment involved in implementing these innovations; assessing their on direct costs (e.g. user costs, medication and treatments), indirect costs (e.g. transportation, lodging) and opportunity costs (e.g. loss of income) for patients; as well as assessing the potential savings related to reduction in care and to the utilisation of more appropriate levels of care by patients (84).
Deliverables: We will produce a rigorous synthesis of information on each of the selected innovations in a format that is useful to decision makers. The content will include a description of each innovation and its estimated population impact, as well as its suitability, scalability and anticipated sustainability and efficiency index for specific LIPs. 
Intersection with LIP activities: A process of collaborative decision making with our six LIPs will be performed during the two months following the end of the project to select the two most promising innovations agreed as being most appropriate for each LIP to form the basis for research steam 2.
3.2.3 Project #3: Mixed-method analysis of currently existing population based surveys (Leads: Lewis/Levesque/Strumpf.)
Purpose: This project aims to: 1) reanalyse quantitative data from international, national and selected provincial/state level surveys; 2) study the association of access to CBPHC and vulnerability to identify jurisdictions that have had success in dealing with this issue and organisational innovations that might be associated with access. Our scoping and syntheses of the literature (Projects 1 and 2) will allow us to generate hypotheses about the organisational innovations that might be associated with access to CBPHC for vulnerable populations. This project will generate key contextual factors likely to influence access-related innovations.
Methods and source of data: Various available surveys provide interesting information about access to PHC and unmet needs for care. Our team has secured access to data within the Commonwealth Fund international health policy surveys (CMWF-IHP), and the Quality and Costs in Primary Care survey (QUALICOPC) (36;93-95). These surveys are recent international surveys of developed countries, comparable to and including Australia and Canada, that gather information related to regional governance, health care resources (human, technological and financial) and structure (quality improvement, clinical governance and procedures), quality of PHC provisions, as well as demographic (including several vulnerability factors), and health measures. Some cycles of the surveys have targeted sicker patients (36) while others elicited responses from the general population (94) and primary care providers (93). Several Canadian provinces and Australian states have increased the sample size to generate reliable estimates at the provincial level and most Canadian provinces are now participating in the QUALICOPC survey. These surveys represent a great opportunity to gather information related to the costs of care for patients and the various consequences related to economic barriers to care such as forgone care, unmet needs, delayed treatment and proportion of household income spent on health care.
In addition, national level surveys assessing various aspects of access to care are available in Canada and Australia. Amongst these, the Canadian Community Health Survey and the surveys analysed by the Population Health Information Development Unit and the Population Research and Outcomes Studies unit of the University of Adelaide provide a strong basis to compare provinces and states. These surveys are available for analyses and have been the subject of many publications. However, few studies have documented the organisational factors impacting on access for vulnerable populations from these sources of data.
We will reanalyse data from these surveys to assess the equity of access to CBPHC. Multiple regression models will be used to identify jurisdictions with better access to care for their vulnerable populations, taking into account socio-demographic factors. Some of these associations will be further explored through a case-study method involving interviews and focus groups of key experts and stakeholders, in the countries or regions having implemented the strategies of interest. Diversity of perspective will guide selection of participants and saturation in information will be sought. This will generate hypotheses about the organisational innovations present in these contexts that might be related to better access for vulnerable populations and provide an understanding of contextual factors influencing their implementation.
Various members of our team have worked together extensively over a six year period to identify, using survey data, the organisational factors associated with better quality of PHC level (9;64-74). JFL has extensive experience with the CWF analyses and leads with WH the coordination of the QUALICOPC survey in Canada. Furthermore, we have a collaborative agreement with Walter Wodchis’s team, involving such analyses for Canada and New Zealand, to share data and analyses (see Appendices J & K).
Deliverables: Project 3 will provide context information to refine the typology developed in Project 1. The team will have gained a comprehensive understanding of context influences of access innovations, and will be ready to pilot and implement innovations, part of Project 4, in each LIP. 
Intersection with LIP activities: By the end of the second year of work, we will have reinforced our partnerships within the LIPs. Each will have documented need, and will have mapped existing interventions for vulnerable populations. LIPs will have had the opportunity to learn from each other and will have received emerging evidence-based information from the empirical research program. 
3.3 	Research stream 2. Adapting, implementing and evaluating promising organisational CBPHC innovations
This stream addresses our third objective: To support the selection, adaptation and implementation of the innovations that align with our regional partners local populations’ needs and priorities and evaluate the effectiveness and efficiency and further scalability of these innovations.
3.3.1 Project #4: A mixed-method evaluation of the impact of organisational innovations to improve access for vulnerable populations (Leads: Harris, Russell, Dahrouge, Haggerty)
Purpose: This project aims to: 1) pilot an intervention model in the LIPs; 2) evaluate the intervention model developed in with our partners. This project will involve both quantitative and qualitative methods to address these specific research questions.
1. How effective and efficient are locally adapted system level innovations in CBPHC in:
· improving vulnerable populations perceived accessibility to CBPHC services;
· reducing avoidable use of hospital Emergency Departments and hospitalisation by vulnerable populations? 
2. What are the costs in implementing this model, where do these occur and how does this compare with the potential savings in terms of reduced demand on hospitals?
Methods and source of data – Quantitative component: This project will commence with a pilot (over six months) in two of the LIPs to determine the feasibility of the intervention model, refine its implementation and identify the evaluation measures for use in the main study. Following the completion of the pilot, an evaluation study will be conducted in at least four of the LIPs (depending on local capacity) to determine the impact of the intervention model on access to PHC for vulnerable population and on the broader care system’s performance. 
After the intervention model and framework are defined, we will determine the most suitable evaluation design. Our preference is for a step wedge design (96;97) (See figure in appendix D) as this will allow the intervention model to be rolled out sequentially across the local areas while maximising the power of the study to make comparisons between sites that have and have not yet implemented it. We will randomise when this implementation occurs (i.e. which six month period) for each of four to six local regions inside our LIPs with populations of about 50-100,000 people and each involving at least 20 CBPHC practices, with links to a local hospital representing a catchment area to provide a “meso” systems level analysis.
The quantitative evaluation of impact will use CBPHC instruments and selected administrative databases to assess community perceived accessibility and critical, regionally relevant impacts (e.g. costs, avoidable emergency department utilisation and hospitalisations). De-nominalised data will also be pooled comparing outcomes in each of the six months in which they had received the innovation. The following data will be collected on adults aged 18-74 years with low health literacy and/or frequent hospital use (identified from CBPHC and hospitals).
1. De-identified linked routinely collected data: Emergency Department presentations; Avoidable admissions based on hospital discharge data; Attendances at CBPHC for routine/urgent or planned/unplanned visits, based on physician billing data or audit data.
2. Questionnaires mailed to a sample of patients which will elicit measures of access (first contact, organisational, economic, geographic); by vulnerable populations, unmet need, quality of care (e.g. PACIC continuity, preventive coverage, medical errors ) and quality of life (EQ5D or AQOL); and health literacy.
3. Data on the costs of the implementation of the intervention model.
Detailed power estimates will be based on the pilot and local outcome data collected in the preparation period prior to the trials. For example we estimate that a community sample of 864 will have sufficient power to detect a change of 2% in the rate of avoidable (primary care preventable) hospitalisation (based on a rate of preventable hospitalisation of high risk patients of 10%) (98). To adjust for clustering (conservatively an ICC of 0.1) we estimate we will need a sample of 2,600. We estimate that we will have data for 8,000 people across the four local areas within the LIPs. Data will be analysed to make comparisons between data collected before and after implementation of the intervention model. This will be adjusted for baseline differences between LIPs and for clustering. Economic analysis will compare costs and benefits before and after implementation.
Methods and source of data – Case-study component: In addition, we will conduct a qualitative investigation of the intervention model, aiming to compare and understand drivers of key outcomes in the various regions. Methods will use ethnographic approaches based upon investigations of primary care reform programs in Ontario (99), Australia (100), and the USA (101). Qualitative evaluation data will be collected in the LIPs before and after the introduction of the innovation. Quantitative evaluation data from questionnaires of health professionals, social network analysis, and service use data such as that from the Canadian Institute for Health Information, the Institute for Clinical Evaluative Sciences, the INSPQ (Appendices J and K for letters of support) will be collected to characterise how the innovations are implemented and how they impact on providers and practice settings (35;102). 
Deliverables: Project 4 will provide a comprehensive qualitative and quantitative evaluation of the feasibility of the implementation of intervention model in a range of local areas, its impact on quality of care and hospital use and economic evaluation of the costs and benefits.
Intersection with LIP activities: Representatives from the LIPs will come together with the research team for a critical second mid project whole of team meeting where we will synthesize the findings of Projects 2 and 3, identify the model of organisational innovation to be evaluated as part of this project and develop an implementation framework which will describe how the model will be adapted to the local contexts. This will include input from the international collaborators. A third and final whole of team meeting will occur at the end of the programme of research to look at the dissemination of successes and failures to provide knowledge about the exportability and scalability of the innovation.
4.0 	Nature of the team and team environment
4.1 	Team composition and strengths
As mentioned in the introduction, the IMPACT program builds on a CIHR supported international collaboration between PHC researchers, clinicians and decision makers from Australia, Canada and the United States (17). Our expanded team links researchers with end-users (community members, clinicians and decision makers), with representatives of local and regional governments in Australia and Canada, and with academic leaders from several nations. 
The resulting multi-disciplinary team has complementary skills and an impressive track record in conducting scoping reviews and organisational analyses, systematic reviews of the literature, qualitative and quantitative studies of organisational innovations, the analysis of linked administrative databases and multi-site community-based health services trials. We have a strong track record of research into the organisation of public health and CBPHC, and into equity in access for vulnerable populations, such as immigrants and refugees, those with mental health issues, socioeconomically disadvantaged populations and the frail elderly. This provides the foundation to work with our LIPs to redesign innovations, to support their implementation and evaluation in order to address the objective of reducing inequities in access to CBPHC and outcomes in vulnerable populations. Our track record of funded projects and publications attest to our demonstrated leadership in conducting ambitious evaluations of PHC innovations and reforms and analyses of the impact of policies and programs in Australia and Canada. 
Our principal investigators are at various levels in their academic career. This will ensure that this team develops capacity in participatory research to conduct relevant and change-promoting research in the future. Jean-Frédéric Levesque is a clinical scientist funded by the Fonds Recherche Québec – Santé, the scientific director of health systems analyses at the Institut national de santé publique du Québec and adjunct professor at Université de Montréal. He developed good knowledge of the Australian context when acting as a Thinker in residence at the University of Melbourne during the year 2011-2012. Grant Russell is Head of Monash University’s multi-disciplinary School of Primary Health Care and director of a health service linked research unit in Melbourne’s south east. Simone Dahrouge is Director of Research and Scientist, at the C.T. Lamont Primary Health Care Research Centre, Bruyère Research Institute, and Assistant Professor, Department of Family Medicine, University of Ottawa. She is also a scientist at the Institute for Clinical and Evaluative Sciences in Ontario. Mark Harris is Executive Director & Professor, Centre for Primary Health Care and Equity, University of New South Wales, and holds a National Health and Medical Research Council Senior Principal Research Fellowship. Dr Harris has led many national expert groups and commissions. Together, these principal investigators have proven their capacity in leading important research programs and extensive teams of investigators to conduct national evaluations of innovations and reforms.
The team includes scientists with professional training in general practice (BH, GR, JG, MH, WM, MR, NZ, TSL, NS), nursing (JM), public health (JFL, VL, NS), paramedic practice (PJ) physiotherapy (TH, CS), occupational therapy (DM), psychology (AB), sociology (SP), anthropology (BC, WM), economics (AS, ES, TH), epidemiology (SD, JH, DF), and health management and administration (JLD, GPD, JFL). In addition, our team includes researchers with important policy advisory responsibilities (WM, CScott, JFL). This team has very strong involvement of decision-makers, clinicians and patient representatives, through the involvement of local innovation partnerships, at various levels in Canada and Australia. Our team includes a deputy minister of health (JR) and a chief public health officer (SC), directors with knowledge management responsibilities (CS, DR, LH, DB), provincial and regional leaders of PHC reforms (AH, JL, JR, RW) and Chief Executive Officers of Medicare Locals (AP, CSeiboth) and Regional Health Authorities (SP) in Australia. Many Canadian members of our team are fluent in French and English. The table in appendix G provides details of each member’s role in the team.
4.2 	Team environment and external links
The team has considerable support from leading academic institutions in Canada and Australia. It combines academics from four Canadian Universities (Montréal, McGill, Ottawa, Alberta) and five Australian Universities (Monash, New South Wales, La Trobe, Melbourne, Adelaide). Through these universities, this team is linked with important research centres such as the Centre de recherche du Centre Hospitalier de l’Université de Montréal, Monash University’s School of Primary Health Care, the University of New South Wales’ Centre for Primary Health Care and Equity, La Trobe University’s Centre for Health Systems Development and the Elisabeth-Bruyère Research Centre at the University of Ottawa. Substantial economic expertise comes from the Centre for Health Economics at Monash University. These centres provide very strong support to this research team, through their impressive number of researchers and trainees and their support services in statistics, economics, communication and research business development. Being embedded in solid research centres, we will be able to manage an ambitious program of research, capacity development and partnerships. The design of our collaboration is interwoven with policy, practice and the community. Our LIPs are built upon enduring collaborations between decision makers, community members, clinicians and researchers. At the provincial/state level, our team builds on a formal collaboration between South Australia Health and the Ministère de la santé et des services sociaux du Québec. This forms a template for collaborations between other Australian states and Canadian provinces (Appendices G and H list our collaborators and partners). 
In addition to these traditional academic institutions, many of our investigators work in health service-linked academic collaborations and are decision-makers as well as academics. Spanning boundaries between research, system management and policy is a key strength of our team. We have significant linkages with key public data repositories in Canadian provinces at the Institute for Clinical Evaluative Sciences and the Quebec public health institute, which host an expansive number of linked billing datasets (e.g. emergency, hospitalisation, and physician visits). Our principal investigators are leaders in developing measures of organisational performance of CBPHC, through the Canadian Institute for Health Information PHC Indicator performance project, and in design and analysis of international surveys such as the Commonwealth Fund International Health Policy surveys and Quality and Costs in Primary Care international study (QUALICOPC).
Our team’s links with important networks and research teams ensure a powerful network approach to CBPHC research development. We have links with existing networks and Centres for Research Excellence through collaborative relationships with Professor John Humphrey, a lead of APHCRI’s Centre of Research Excellence in Rural and Remote Primary Health Care (See Appendices J and K for letter of collaboration), and through La Trobe/AIPCA’s convening of the Australian National Primary and Community Health Network. Canadian members of our team are engaged with the pan-Canadian Canada Primary Health Care Research and Innovation Network and will engage with the successful PHC SPOR network and APHCRI Centre for research excellences in identifying and implementing common indicators. 
4.3 	Governance structure
Ensuring the efficient implementation of an ambitious program of research, capacity development, and policy-makers and citizen engagement requires an appropriate governance structure. This team builds appropriate governance structures to provide leadership and management of the funds and activities (See Appendix E). 
An Executive Group comprising the principal investigators and principal knowledge-users will be responsible for overall administration of the study, assisted by program managers in Canada and Australia. The executive group will meet bi-monthly through web-based videoconferencing. It will hold separate monthly meetings in Canada and Australia on issues related specifically to implementation of projects in each country. This executive group will maintain networking and partnership with other CBPHC funded teams to ensure coherence of methods, measurement tools and indicators of outcomes across this CBPHC teams funding program. Our group of PIs have extensive experience in leading teams and research programs in interaction with decision-makers.
The LIP management will be conducted through the involvement of a senior investigator from our research team and LIP coordinator and a small management team comprising consumer, decision maker and clinician representatives. These local innovation partnership management committees will meet regularly throughout the teams’ activities to ensure appropriateness to the local context and realisation of the projects. In addition, these LIP management committees will meet together yearly (through videoconferencing and face-to-face) to facilitate cross-fertilisation and development of shared knowledge and experiences.
An International Policy Advisory Board (Board) led by Cathie Scott, comprising representatives of vulnerable populations, senior members of professional organisations and key decision makers from Canada and Australia, will provide policy and end user leadership. The Board will meet yearly through videoconferencing to consider the appropriateness and relevance of proposed innovations, policy implications and opportunities for knowledge translation and exchange (KTE). An additional yearly meeting will facilitate the interaction of each project with the Board, according to the projects’ specific requirements. 
An International Experts Forum (Forum) led by Martin Roland, composed of internationally recognised experts, will support the scientific work through regular correspondence and videoconferencing meetings. This Forum will act as a review committee, critically appraising the projects’ design and tools and participating in interpretation of key findings. This will ensure a broad perspective integrating knowledge from diverse fields of science and international contexts. The Forum will meet on average twice a year, through videoconferencing or during international conferences, at crucial times in the development of projects and finalisation of analyses.
5.0 	Capacity development, training/mentorship and knowledge translation
5.1 	Academic development
Our academic investigators and collaborators work in environments that directly support academic development, scholarship training, and/or education. Opportunities for academic development will include enrolment of Higher Degree Research (HDR) students and engagement through varied pathways of emerging and established academic researchers within collaborating organisations. Substantial benefits and value will be added by linking researchers through IMPACT.
Some HDR students will be directly funded by the grant, and existing funding sources available to support students in Canada and Australia will be accessed. All participating organisations will consider funding or co-funding HDR students (Monash University and La Trobe University will provide scholarships for one PhD student each). The Bruyère Research Institute will re-invest all CIHR overhead costs towards trainees. The quality of our multiple research environments and potential to undertake significant projects through association with the IMPACT program will strongly support further HDR applications. The multidisciplinary qualifications and expertise of the investigators provide excellent opportunities to engage HDR students from across the health disciplines, and to facilitate multi-disciplinary collaboration across the PHC research community. Students will work as part of cross institutional and multi-disciplinary teams linked to specific projects and supervisors will be selected across institutions from Canada and Australia.
Opportunities will be offered for cross-provincial and international exchange programs for HDR students. Partnering organisations will provide in-kind support for students who work with them. Support for other costs will be sought through existing funding sources. 
IMPACT will foster partnerships between researchers and end-users, including building mentoring relationships between emerging researchers and decision makers. The involvement of HDR students and IMPACT research team members in the LIPs will develop their capacity to design and implement policy and practice relevant research, and to enhance the use of research evidence in policy and practice settings. Academic researchers at all levels involved in the IMPACT program will develop capacity to engage meaningfully with community members, clinicians and decision makers. Finally, we will provide internship opportunities for academics to work in services organisation.
5.2 	Clinical and management capacity development
The IMPACT proposal is based on meaningful partnerships between researchers, decision-makers, care providers and community representatives. There will be opportunities for clinical and management capacity development at all levels of the partnerships. Relationships and partnerships between care providers, decision-makers, managers and community representatives who are part of the LIPs will be supported through the governance structures and the national and international Network meetings. Mentoring between managers and clinicians may emerge as an appropriate strategy for capacity development. Engagement of care providers and service managers in interventions implemented through the IMPACT program will directly develop their capacity to improve access to CBPHC. In some instances, interventions may target the clinical practice of care providers, while other interventions may target service or practice design. 
The IMPACT program will support the development of capacity for embedding research in practice and policy settings, and for enhancing the use of research evidence in practice settings, through ongoing collaborative activities and the KTE program. Research training and skill building of decision-makers and health professionals will be targeted through discussion groups, webinars,  and mentoring relationships. A core capacity building element is supporting the development of a common understanding about access to CBPHC for vulnerable consumers across the team and LIPs members, and then more broadly across health care and service organisations in Australia and Canada. 
5.3 	Knowledge translation and exchange plan
The IMPACT program of research is founded on the ongoing engagement and meaningful partnerships between researchers, decision-makers, care providers and community representatives (“knowledge users”). Engagement structures include LIP management committees, discussion groups, webinars, and other network meetings. The program of research involves real-world development of interventions, and recognises contributions that different stakeholders bring to understanding issues surrounding access to CBPHC for vulnerable consumers. The KTE plan includes a variety of strategies that target the range of stakeholders within the LIPs and across the broader health system. We will invite the participation and advice of knowledge brokers and KTE experts, particularly those working within APHCRI in Australia and CPHCRIN in Canada.
[bookmark: _GoBack]The outcomes of stream 1 will include literature reviews and evidence summaries that will be disseminated through refereed academic journals, policy briefings, newsletters, and our existing networks (e.g., PHCRIS and APHCRI in Australia, and IPCDC and CPHCRIN in Canada), in addition to ongoing discussions through the different governance groups. The outcomes of stream 2 will relate to the design and implementation of interventions within each local network This information will be shared with all networks through formal and informal mechanisms, including local LIP meetings, discussion groups (in person and virtual), online updates and forums. Evaluation and research findings will be disseminated through the above strategies and conference presentations, targeted presentations for stakeholders, WebEx and provincial rounds (e.g. MOHLTC Ontario).
In order to support the ongoing co-production of knowledge, we will build an online presence for the LIPs including a website with open sections and restricted areas for stakeholders involved in specific projects. The website will link to key PHC related websites to ensure widespread dissemination. Of particular relevance in Australia are APHCRI and PHCRIS. In Canada, the work will be disseminated through the planned “clearing house” role of the newly established CPHCRIN. The website will include opportunities for facilitated online “communities of practice” involving the LIP members. 
Our collaborating group includes internationally renowned experts in health services research into innovation in primary health care. We will create opportunities for them to share their experience through presentations (in person and virtual). We will promote recognition of the IMPACT group as a reliable source of knowledge about access and CBPHC. We will continue to engage with the KTE and implementation science literature to support our KTE program throughout the life of the grant.
6.0	Ethics 
Members of vulnerable populations face challenges that limit access to CBPHC and can impede effective participation in research. Our team members have extensive experience in community participatory research with refugees and Aboriginal communities. We will follow the NHMRC guidelines for working with Indigenous communities(103), whose core values are: Reciprocity, Respect, Equality, Responsibility, Survival and protection, Spirit and integrity. Partnership with representative organisations is key to success, and existing relationships have been built by our Research groups and health service partners with refugee, Aboriginal and other community organisations (e.g. SAPCRU with refugees, and CPHCE with Aboriginal and low literacy groups e.g. Community Health Centres (CHCs) or Aboriginal CHCs). 
We are well prepared to address the methodological, ethical and operational challenges of involving patients in the research process (e.g. confidentiality, respect of cultural diversity, language barriers and poor literacy in obtaining consent). Through our consultation process with community members, their care providers and regional health care decision makers, we will ensure that the program can adequately reduce risks associated with these challenges, and minimize potential unintended negative consequences of the interventions. 
In stream 2, design and evaluation of the innovations will include consultation with representatives of disadvantaged communities through deliberative forums. In this stream, there are: general ethical issues of confidentiality, informed consent, and avoidance of harm; and specific issues for vulnerable populations around language, cultural difference and low literacy. 
Our regions include areas with significant refugee and indigenous populations and areas of socioeconomic disadvantage. We expect substantial benefits for vulnerable populations, individually and as a group, as this project will identify, adapt, implement and evaluate programs to improve primary care access. We hope to duplicate the experience of some of our researchers in employing workers from vulnerable populations to conduct our work.
For refugees, three central issues to be addressed are: language (use of interpreters and translators); cultural competency (training for researchers and health providers; collaboration with refugee community organisations); and vulnerability to re-traumatisation (avoid questioning about experiences of persecution, torture or other trauma outside of a therapeutic context).
We will engage with Indigenous people through community organisations and deliberative forums in discussion and agreement on the conduct and potential benefits of the research. These discussions will respect cultural diversity, through each LIP developing local partnerships. La Trobe University and UNSW are members of the Cooperative Research Centre for Aboriginal and Torres Strait Islander Health CRCATSIH, hosted by the Lowitja Institute, Australia’s National Institute for Aboriginal and Torres Strait Islander Health Research. The AIPCA has an established collaborative relationship with the CRC and Lowitja Institute including working on projects and undertaking an evaluation of the impact of the CRC. In the event that Australian LIPs have a focus on primary health for Indigenous Australians, the IMPACT team would seek the expert advice and guidance from the Lowitja Institute.  
7.0 	Addressing challenges
Partners’ engagement: At this time, all required partners in the LIPs have been consulted or have contributed to this proposal, and are fully committed to the initiative (Appendices J & K). For many partner members, this relationship is rooted in past collaborations with team members, and there is little risk of disengagement. In some cases, the collaboration is new, and more attention will be required to ensure its sustainability. We may face challenges of inter-disciplinary language, role definition, and understanding each other’s perspective. We are committed to open and regular dialogues with all partners, and ensuring that each member’s contribution is valued. Our past successful inter-disciplinary and inter-professional partnerships attest to our ability to achieve this. 
Risks associated with the proposed methodology: Given our extensive experience in these areas, we do not anticipate any unknown challenges in conducting the systematic scoping, review and synthesis, and mixed-methods analyses (Project 2). Identifying and engaging key experts and stakeholders from regions having implemented the strategies in the case-study interviews and focus groups of in the regions of interest will pose some challenges. We will consult our team members’ international network of researchers to identify the key researchers, decision makers and community representatives in the regions of interest. We may rely on their connections for introductions, and will attend international CBPHC conferences to allow face-to-face consultations with these individuals. Where long-distance consultations are required, we will use videoconferencing tools to facilitate the interaction. 
Scaling up in the real world: The research program follows a rather linear progression guided by initial needs assessments and iterative consultations with our LIPs, with the goal of scaling up the most suitable intervention(s) for each LIP. As efforts to address the access gap for vulnerable populations are already underway in each region, we anticipate that the activity in the scaling up phase will consist of supplementing the existing strategies in some cases, and supplanting in others. This is the reality of pragmatic trials, and requires that the implementation and evaluation approach be adapted accordingly. For implementation in cases of supplementation, adequate consideration of potential interactions with existing strategies is required. Where the innovation supplants an existing program, the challenges are to shift resources efficiently and effectively, and re-orient the population and care providers to the new strategy. Ensuring adequate evaluation can also be challenging in cases where strategies overlap in time or where the roll out is not entirely in the researcher’s hand (as in traditional randomised controlled trials). Study design strategies (e.g. cluster randomised step wedge design) can help address these barriers. Several team members (SD, GR, MH) have extensive experience in pragmatic trials and have faced the methodological and operational challenges of introducing innovations in the real life setting. 
8.0	Anticipated outcomes and impact
This study addresses important challenges or barriers in the delivery of CBPHC. The presence of gaps in access to CBPHC for vulnerable populations is well documented. The program is centred on producing evidence to support decision makers in addressing the CBPHC access gaps facing their region and to support policy makers in creating the environment to help this occur. Our preliminary needs assessments (Appendix C) demonstrate meaningful commonalities in the challenges across the regions, and likely reflect those experienced across many other regions. Ultimately, this research will provide new policy and program options for improving access to care by vulnerable population groups through interventions in and with CBPHC. Options for policy and practice will be communicated by a variety of means to managers and policy makers for more widespread implementation.
Addressing pervasive challenges to the equitable access to CBPHC: Many factors that contribute to the gap in access to CBPHC are common across vulnerable populations. Because this program addresses issues that more broadly affect the underserved populations, its reach will be broad and its potential for impact on the health system and on the population will be large. Outcomes from the Forums and whole-team meetings and the evaluation study (Project 4) will include an intervention model and implementation framework, the validation of evaluation indicators and measures, evaluation of the feasibility of implementation and the impact on health services and patient assessed outcomes, as well as economic analysis comparing costs and benefits of the implementation of the intervention model. This will provide a rich source of practical experience and examples of innovations which can be communicated and shared between the LIPs and the collaborating researchers and policy makers. The research will also provide a range of knowledge including how innovations work in different contexts and both their direct and indirect impacts (including unanticipated impacts). Resorting to a clear logic conceptualisation of PHC systems will enable us to identify relevant organisational levers and contextual influences that can be harnessed to create sustainable and scalable change in CBPHC to favour access for the vulnerable [101][102].
Establishing a base of knowledge for future work: We use a comprehensive and rigorous approach to identifying all system-level organisational innovations that address access to vulnerable populations (Project 1). The knowledge created by this in-depth scoping review will serve any region seeking to be informed about the options available to address their access gaps. This investigative and collaborative approach to seeking solutions to health care issues is transferable to other subjects where primary research evidence exists. Throughout the program, progress in knowledge and the steps involved in creating the knowledge will be disseminated outside the team through the program website, webinars and traditional dissemination venues. 
Providing a thorough assessment of up to eight system-level organisational innovations that address access to vulnerable populations: The principal access barriers to adequate access to CBPHC faced by a region is related to the population served, the local health care context, and other regional factors. Our systematic review (Project 2) and RE-AIM assessment will provide rigorous information on the effectiveness of several innovations, as well as on their scalability in different contexts (based on their adaptability, sustainability, and acceptability in different settings), and anticipated economic impact. This work will be uniquely relevant to real world implementation in a range of contexts and systems. The synthesis will contain rich source of practical experience and examples of applications of innovations and experience at the local level which can be shared with other services grappling with similar access problems.
The iterative, collaborative consultation approach is a new model: We also rely on our partners to help guide this process. This investigative and collaborative approach to seeking solutions to health care issues is transferable to other subjects where primary research evidence exists. Throughout the program, progress in knowledge and the steps involved in creating the knowledge will be disseminated outside the team through the program website, webinars and traditional dissemination venues. Successes will also be shared with the broader community of decision makers with the support of partners. This approach can be applied to other issues of health service delivery.
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