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STAGE 2 Quantitative analysis
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access framework (Figure 1). Priority organisational attributes (Figure 2, Figure 4).
questions were identifled by community
partners through webinar-based consultation
(Table 1).

STAGE 4: Interviews with researchers,
consumers, and primary healthcare
organisation leaders from seven selected
STAGE 2: Secondary analysis of international countries to discuss; how quantitative results
survey data assessed distributions and agree with their experiences, facilitators and
relationships between access and selected blockers for access related innovations; and
population groups, by country (example in hypotheses about factors influencing equity
Figure 3). in access to care.

RESULTS

» Consensus building between researchers » A modified framework for organisational
resulted in an initial set of 69 access-related attributes of primary care was created by
questions mapped to the framework. combining existing frameworks (Figure 2).

STAGE 4 Qualitative interviews

Consensus-building among researchers we conducted a pilot interview with an
identified initial key informants for each Australian health researcher to refine interview
Jurisdiction, to be expanded using snowball materials — finalisation of interview instruments
techniques. Using results from stages 2 and 3,  and recruitment of participants is in progress.

CONCLUSIONS

» Our deliberative method, combining the objectives. One difficulty was documenting
experience of the research team and local and synthesising organisational context of
area innovation partnerships, identified primary care to inform comparisons.
priorities to develop a better understanding
of access and inequity in different countries.

 Webinar-based voting involving local area Literature and organisational based survey
stakeholders was used to prioritize 15 data results were used to operationalize
questions, three in each of five access measures describing organisational
domains (Table 1). attributes of primary care in Australia,
Canada, the Netherlands, New Zealand,
Sweden, Switzerland and the United
Kingdom (Figure 4).

+ The method outlined improves upon
imitations of single-method approaches,
 Engaging stakeholders at each stage takes with an emphasis on continually grounding
time, and requires focused instruction and the research In relevance at the local level.

» Analysis was carried out, highlighting variation
In access and population differences between
countries (example in Figure 2). A webinar
was held to discuss results with partners.
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