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Executive summary

In 2011 PivotWest, a division of general practice, was contracted as lead agency by the Department of Health (Victoria) to increase the number of clinical placements and enhance the skills of students in health assessments and chronic disease management as part of the Expanded Settings Program. The project was inherited by the Macedon Ranges and North Western Melbourne Medicare Local and its new management team in 2012.
Project Aim

To increase the number of clinical placements and enhance the quality of skilled, competent medical students, registrars, enrolled nurses, dieticians and physiotherapists in the area of health assessments and chronic disease management in the Western Clinical Placement Network (CPN). 

This was to be achieved through the development of a training GP consultation room and a separate viewing room within the Medicare Local building; and continued work with partners to develop and publish the model to deliver chronic disease management training across the country.
Project objectives

· To increase the number of clinical placements by setting up two general practice training/viewing rooms – one in the geographic region allocated to PivotWest
 and the other in the geographic region allocated to Westgate General Practice Network
.
· To enhance the quality of skilled, competent student doctors, registrars, enrolled nurses, dieticians and physiotherapists in the area of health assessments and chronic disease management in the Western CPN.
To enable the project through project activities.
Project targets
· In the first month: set up a working party, reference group, employ a Chronic Disease Training Manager (GP) supported by a Program Development Officer (PDO).

· At three months: Chronic Disease Training Program is developed, including formal training materials, and the two general practice training/viewing rooms are established with state-of-the-art audio/video equipment; and enrolments commence.

· At four months: Begin delivering training.

· Each quarter: Review students to plot their improvements, and work with partners to review outcomes being achieved and continuously improve the methodology and curriculum to deliver good learning experiences for students.
By the end of the project: At least 100 students per year have enhanced skills in health assessments and chronic disease management in the Western CPN.
Project activities

· Set up a working party and a reference group that will meet regularly.
· Conduct interviews with candidates for the GP Training Manager position.
· Employ a GP (Chronic Disease Training Manager) who is an expert in delivering chronic disease management plans within a general practice setting, and who is also trained and experienced in delivering training to registrars. The GP Manager will be allocated a PDO to assist with the running, organising and administrative sides of the project. PivotWest will allocate an appropriately experienced member of staff as the GP Manager’s PDO.

· Scope and develop the Chronic Disease Training Program including the formal training material with the assistance of the reference group and working party.

· Set up one general practice training room, and two general practice viewing rooms.
· Install and test audio/video equipment to monitor student progress and support students in their learning experience, as well as allowing continuous monitoring, evaluation and improvement in the delivery of the chronic disease management training.
· Use state-of-the-art IT to assist in the training and delivery of chronic disease management plans including installing and testing clinical software to enable best practice chronic disease management plans (cdmNet).
· Commence enrolments and begin delivering the chronic disease management plan training to student GPs and registrars who are being enrolled via our partner organisations.
· Review students at pre-determined intervals to plot the improvement that is being achieved.
Continue to work with our partners reviewing the outcomes being achieved and using these learnings to continue to improve the learning experience and competencies being achieved by students going through the program.

Key outcomes
· Training/viewing rooms were successfully set up in the West Footscray offices of MRNWM-ML.
· A multidisciplinary advisory panel was established and two GP educators were appointed.
· Seventeen workshops were conducted on the topics of arthritis, asthma, cardiovascular disease and diabetes for 163 students across a range of disciplines and affiliated with a range of universities.
· The project was evaluated by a consulting firm to determine the impact the workshops had on participant competency and to identify elements of the training which had contributed to the participants' learning outcomes.
The evaluation found that the workshops increased participants' competencies in working as a collaborative team member, however there were lower levels of competency achieved in their ability to assemble a multidisciplinary care team.
Key learnings
Overall, the key learnings from the project were:

· Effective health assessments and multidisciplinary care planning require multidisciplinary training, and students highly valued opportunities to learn together;
· GP-led simulated training can greatly increase student competencies in the management of chronic conditions and working in collaboration;
· Appropriately skilled GP academics only have limited capacity to participate and therefore different clinical topics should be split between a number of GPs rather than just one GP;
· More teaching focus is required on:
· increasing students’ ability to build multidisciplinary care teams,
· reviewing patient self-management capacity,
· knowledge of MBS items and developing care plans including using tools such as cdmNet and using chronic condition checklists,
· more experiential or ‘hands-on’ learning experiences.
· Attendance from various disciplines was acceptable but attendances could have been increased if the sessions were run during evenings when students were more able to get away from clinical settings – this may have helped guarantee a minimum of eight students per session;
· More time was needed than was planned to establish a project of this magnitude, particularly for working through technical issues and recruiting educators;
Longitudinal research is required in order to track whether training and clinical settings in primary and community health care lead to increased use of care planning and health assessment MBS item numbers and to track any increases in patients’ ability to self-manage their chronic conditions.
Background and context
National context
In the foreword of the 2005 National Chronic Disease Strategy
, Australia’s Chief Medical Officer Professor John Horvath AO said:
“The World Health Organisation warns that the global burden of chronic disease is increasing rapidly and predicts that by the year 2020 chronic disease will account for almost three quarters of all deaths. In Australia, the burden of chronic disease and its consequent effect on disability and death is growing in-line with this trend.”
The National Strategy goes on to state that cardiovascular disease and cancer were the two leading causes of the burden of disease in Australia. 
The directions recommended for the Australian health system to adequately prevent and manage chronic disease included:

· Principle 3 – achieve person-centred care and optimise self-management

· Principle 4 – provide the most effective care, based on evidence and goals of the patient

Principle 5 – facilitate coordinated and integrated multidisciplinary care across services, settings and sectors
It is Principle 5 that is most relevant to this Expanded Settings project. The Principle states: 

“Multidisciplinary care planning must be person-centred, incorporate prevention, self-management and co-morbid conditions, and be responsive to changing patient health needs. Primary health care networks which link primary, acute and specialist care within a broader network of allied health and community support services are a key element in providing patients with complex needs integrated multidisciplinary care, and this capacity must be enhanced. Health care practitioners operating in effective primary health care networks are best placed to provide a team-based approach.”
Local context
Better Health Plan for the West
From 2009–11, twenty-four agencies with a stake in improving health and wellbeing in Melbourne’s western metropolitan region worked to agree on a set of key health planning issues and broad directions for future service delivery for 2011–21. Stakeholders included the Department of Health (Victoria), local councils, acute / sub-acute / community health services, primary care partnerships and divisions of general practice. The published report Better Health Plan for the West (2011) identified chronic illness prevention and management as the critical issue and specifically listed three high priority health issues:
· Mental health

· Type 2 diabetes 

Cancer

Mental health

A surge in people with mental illnesses presenting at the emergency departments across hospitals in Melbourne’s west was noted. The report called for continual improvement in treatment and increased provision of support services provided to people in Melbourne’s west that are affected by mental illness.

Type 2 diabetes

Victoria University’s Australian Community Centre on Diabetes, working on a mapping project with Diabetes Australia Victoria, found that the prevalence of type 2 diabetes in Melbourne’s west far exceeds the Victorian average. Up to one in seven people in Melbourne’s west has the disease, compared with one in thirty for the whole of Victoria. Brimbank, within MRNWM-ML catchment, was identified as a particular ‘hot spot’. A need to increase health literacy among people with diabetes and people at risk of diabetes to bring about improved care and self-management was identified.

Cancer

An average of nine residents in Melbourne’s west are diagnosed with cancer every day and between 2008–10, cancer was responsible for the deaths of 3884 people in the catchment. The north-western suburbs are a particular cancer ‘hot spot’.
Medicare Local / Division of General Practice population health needs assessments
In 2011, PivotWest’s application to the Australian Government to transition to become a Medicare Local (a division of general practice based in the inner western suburbs of Melbourne) had already identified that:
· By far, the major cause of death in all areas of western Melbourne is cardiovascular disease;
· The incidence of type 2 diabetes is slightly higher than the Victorian average in the catchment, particularly in the local government areas of Brimbank and Maribyrnong;
· The percentage of smokers in the catchment is above the Victorian average;
· There are more overweight or obese people in the catchment than the average, particularly in Maribyrnong, Macedon Ranges and Brimbank;
· The percentage of people who do not meet the guidelines for physical activity is slightly higher than the Victorian average in Brimbank and Maribyrnong;
Chronic disease prevention and management is a critical health issue for Aboriginal and Torres Strait Islanders within the catchment – in particular cardiovascular disease, diabetes, and chronic kidney disease (CKD) (renal disease).
A consequent interim population health needs assessment conducted in 2012 by MRNWM-ML (during the Expanded Settings project) found that, (a) cancer screening and treatment, (b) mental health, and (c) diabetes management were three of six top health priorities for the catchment.
SWMML has also conducted needs assessments with a particular focus on the demographics and the health needs of the LGAs of Hobsons Bay and Wyndham. A needs assessment recently published identified chronic care, mental illness, service coordination and health literacy as four of eight critical priorities. Furthermore:

· Bowel cancer, breast cancer and prostate cancer were identified as leading new causes of cancer;
· Diabetes within culturally and linguistically diverse populations was reported as a likely priority though more analysis was called for;
· The leading cause of hospitalisation for children is asthma;
· There are much higher levels of psychological distress in adolescents and men in comparison to Victorian averages;
Consumers regularly mentioned chronic illness and recognised how chronic illnesses affected their wellbeing.
Burgell report
In 2008, a report of Deakin, Monash and Melbourne Universities
 investigated the requirements for medical student clinical placements in Victorian general practices over the next ten years. The analysis showed that universities and general practices are extremely under-prepared and under-resourced to provide for large numbers of clinical placements within general practices, and general practice believed it was poorly resourced and poorly recognised by universities as a good teaching environment for students. The report recommended a collaborative plan of action requiring partnership between universities, divisions of general practice, regional training providers, practices, NGOs and governments.
Of particular relevance, the report recommended that “GP learner placement coordinators be placed in Victorian RTPs with position role specifications as outlined in the report to support the provision of practice-based learner clinical experience.”
Expanded Settings Program
Chronic conditions are preventable health conditions. The management of chronic conditions often involves the management of co-morbid conditions, utilising the approaches of early detection, self-management and active collaboration between patients and health professionals. Effective management of chronic conditions across a patient's lifespan requires health professionals to be sufficiently skilled. The core skills for staff are grouped within three areas: (i) general patient-centred capabilities, (ii) behaviour change capabilities, and (iii) organisational/systems capabilities
. Health professionals need to be trained in these skill areas.

In 2011, PivotWest in collaboration with Western Health, the University of Melbourne, Victoria University, Deakin University, Victorian Metropolitan Alliance, Precedence Health Care Pty Ltd and Westgate General Practice Network received a grant from the Victorian Department of Health as part of the Expanded Settings Program to develop some of these skills in student health professionals.
Project objectives and expected impacts
Project objectives
· To increase the number of clinical placements by setting up two General Practice training/viewing rooms – one in the geographic region allocated to PivotWest
 and the other in the geographic region allocated to Westgate General Practice Network
. 

· To enhance the quality of skilled, competent student doctors, registrars, enrolled nurses, dieticians and physiotherapists in the area of health assessments and chronic disease management in the Western CPN. 

· To enable the project through project activities.
Project targets (expected impacts)
The key impacts outlined in the proposal were:
· The Chronic Disease Training project will enable GPs and other health professionals to detect chronic disease symptoms in their patients earlier along with giving them the confidence and ability to manage these conditions with the most up to date methods available;
· A larger number of health assessments and care plans being conducted than is currently the case throughout the region;
· A reduction in the number of patients whose health is put at risk due to their condition not being detected through early intervention;
A reduction of burden and cost to the health system and the community as there will be less people arriving at the hospital emergency departments and/or seeking admission circumvented by early intervention.
Project management 
Governance
The board of the fund holder, PivotWest (later Macedon Ranges and North Western Melbourne Medicare Local – MRNWM-ML), was responsible for the governance of the project. Project authorisation was provided by the board, and project progress was reported quarterly through MRNWM-ML’s General Manager – Planning and Development to the Chief Executive Officer who in turn reported to the MRNWM-ML Board.

At the operational level the initial plan was to establish a working party and a project reference group. The role of the reference group was to provide direction and high level input to the working party based on the significant experience and skills of the reference group members. The working party was to consist of key MRNWM-ML and SWMML staff as well as the GP educators. 
However it was realised early in the project by staff and members of the working party that some members of the working party had strong and highly informed views themselves and would be better placed on the advisory group. It was therefore decided just to have a high level project Advisory Panel, including the GP educators, who would provide direction and input to MRNWM-ML and SWMML staff who were implementing the project on a day-to-day basis. In hindsight, we believe this decision was a partially correct. The benefits of the change is that highly informed people with limited time (in particular, academics/teachers) were able to provide high level input based on their views and their organisation’s priorities through one Advisory Panel, and then teachers responsible for individual units of training could work with staff individually on their topics. In effect, it meant that the ‘working party’ was in reality MRNWM-ML staff- which was a limitation. In particular, not ensuring that SWMML staff were included in the day to day ‘working’ (planning and implementing) meant that it was difficult later for the two organisations responsible for the delivery of the two sites to achieve fully operational sites. In future we would have the Advisory Panel but also a working party comprised of key staff with responsibility for implementation of the project.
The advisory panel members were:

	Member
	Organisation
	Position

	Associate Professor Ruth McNair
	University of Melbourne – Department of General Practice
	Associate Professor, and Director of the General Practice and Primary Health Care Node (North West Academic Centre)

	Prof Michelle Towstolles
	Victoria University – Faculty of Health, Engineering and Science
	Executive Dean

	Dr Mark Rowe
	Victorian Metropolitan Alliance
	Chief Executive Officer

	Dr Chris Hogan
	University of Melbourne
	Honorary Clinical Associate Professor

	Dr Sanjiva Wijesinha
	Monash University – Department of General Practice
	Associate Professor, and

GP Educator for project

	Niamh Mundell
	Deakin University
	Associate Lecturer – exercise physiology

	Martin Forrest
	Macedon Ranges and North Western Melbourne Medicare Local
	General Manager – Planning and Development

	Michel Maalouf
	Westgate General Practice Network / South Western Melbourne Medicare Local
	Primary Care Liaison - Program Lead

	Melanie Hayward
	Western Health
	Western Melbourne CPN Coordinator

	Marienne Hibberd
	Precedence Health Care
	Clinical Integration Manager

	Gen Nolan
	Arthritis Victoria
	Programs Manager (Training, Information and Programs)

	Denise Philpott
	Arthritis Victoria
	Health Educator

	Margaret Ricardo
	Arthritis Victoria
	Project officer

	Caitlin Hodgnett
	Healthy Collaborations
	Consultant, and project evaluator

	Peter Malliaros / Lisa Nottelmann
	PivotWest / Macedon Ranges and North Western Melbourne Medicare Local
	Program Development Officer / Senior Program Officer – Expanded Settings


The roles of the advisory panel were to:
· Provide expert advice and guidance to staff on particular project issues, on request;
· Develop and approve the structure and content of the training modules;
· Develop and approve the evaluation framework;
· Assist staff to find appropriate educators to develop and deliver the training modules;
· Assist staff to recruit/attract students to attend the training sessions;
Assist staff to recruit simulated patients for the sessions.
Staffing
There were three categories of staffing related to the project – Division of General Practice/Medicare Local staffing, GP educator staffing and consultant staffing.

Division of General Practice / Medicare Local staffing
The initial staff assigned to the project in early 2012 were:

	Name
	Role
	Organisation
	Reporting line

	Peter Malliaros
	Project lead, and site lead (West Footscray)
	PivotWest
	To PivotWest CEO, Ross Joyce

	Michel Maalouf
	Project support, and site lead (Hoppers Crossing)
	Westgate General Practice Network
	To Westgate CEO, Corinne Siebel

	Beverly Bartolo
	Project support
	PivotWest
	To Peter Malliaros


During the early stages of the project, the Divisions of General Practice Program was de-funded by the Commonwealth, the two Divisions ceased operations, and new entities (Medicare Locals) were funded by the Commonwealth. Two new Medicare Locals fully covered the geographic territories of the two participating divisions of general practice and agreed to continue with the project – Macedon Ranges and North Western Melbourne Medicare Local (MRNWM-ML) and South Western Melbourne Medicare Local (SWMML). 
This was a time of very considerable change in governance and staffing configurations. Mr Peter Malliaros handed project control to the new MRNWM-ML General Manager, Mr Martin Forrest, and Ms Lisa Nottelmann was appointed as the new Senior Program Officer for Expanded Settings. Thus the new project staffing configuration in early 2013 was:

	Name
	Role
	Organisation
	Reporting line

	Martin Forrest
	General Manager – Planning and Development
	MRNWM-ML
	To MRNWM-ML CEO, Dr Vanda Fortunato

	Michel Maalouf
	Project support, and site lead (Hoppers Crossing)
	SWMML
	To SWMML General Manager, Linda Kensington

	Lisa Nottelmann
	Senior Program Officer – Expanded Settings
	MRNWM-ML
	To Martin Forrest

	Beverly Bartolo
	Project support
	MRNWM-ML
	To Lisa Nottelmann

	Peter Malliaros
	Project handover
	MRNWM-ML
	To Martin Forrest


GP educator staffing
The initial plan was to identify and employ one GP educator who was an expert in delivering chronic disease management plans in a general practice setting and who had the requisite expertise in delivering training to students and registrars. However, there was significant difficulty in identifying appropriately trained candidates that had the capacity to take on this role. Therefore, the advisory group recommended:

· To identify key chronic diseases to focus on (it was decided: diabetes, asthma, arthritis, cardiovascular disease, mental health);
· To find one GP educator per chronic disease (more limited GP educator roles);
Contact key personnel at peak bodies for those specific chronic illnesses to identify experts to invite to be GP educators.
The following general practitioners therefore were involved:
	Name
	Role
	Organisation

	Associate Professor Sanjiva Wijesinha
	1. GP Lead

2. Curriculum development and delivery – diabetes and cardiovascular disease
	Monash University – Department of General Practice

	Associate Professor Ruth McNair
	Development of generic session learning outcomes, training session content, and guiding framework
	University of Melbourne – Department of General Practice

	Associate Professor Chris Hogan
	Curriculum development and delivery – asthma
	University of Melbourne – Department of General Practice


Consultant and IT staffing
	Name
	Role
	Organisation

	Caitlin Hodgnett
	Project evaluator
	Healthy Collaborations

	Ariel Yurman
	Setting up audiovisual equipment 
	Vantage Systems

	Peter Larter
	Assistance with reporting
	Larter Consulting


Program logic
An important part of this project was the early design of a program logic. The program logic showed the links between project outputs, impacts and long-term outcomes and was critical in the design of an evaluation of the training. The logic is below. Note that the writing in black indicates what could be assessed, whilst the writing in red suggests how each item could be assessed. 
	Program Logic Model for CCTF Project

	Main component
	· Using a purpose-built facility with audio/video equipment and viewing room, and with simulated patient
	· Awareness of self-management of chronic conditions
	· Knowledge of chronic conditions management strategies
	· Monitoring the client with chronic conditions

	Outputs
	· Opportunity to assess and work with a client in a simulated situation
· Opportunity to reflect, now and in the future, on own performance, and seek contribution from others on my performance (the subjective experience of students' use of the facility)
	· Opportunity to use skills learned in self-management module (mandatory viewing) (students' identification of skills used in session with simulated patient = client)
	· Opportunity to understand chronic conditions and impact of interventions
· Opportunity to use motivational interviewing strategies
· Opportunity to understand the role of other health professionals involved in client's care
· Opportunity to communicate with health professionals who have a different knowledge base
· Opportunity to complete TCA and GPMPs (no. completed over duration of project, per session, by whom (discipline)
	· Opportunity to monitor client's progress with their goals
· Opportunity to use checklists to monitor client's chronic conditions. Checklists relate to a particular chronic condition and are used primarily by GPs to ensure that best evidence of care is provided, e.g. HbA1c readings.

	Impacts
	· No. of students attending 

· % of students who worked with the client

· Students satisfaction in their performance (skill, knowledge, outcome for client)
· No. of students per session
· The students' and staff subjective experience of using the facility (interview, written reflection on the usefulness of the room and equipment)
· Ease of use of the facility
· Intervention required by others to use the facility (no. of times, who by, training required, what was done)
· The value of the facility, from the perspective of students and staff
· Content of the sessions 
· (completion of a template - see Template 2)
	· Knowledge of areas for discussion (illness experience: impacts, feelings, effects of function) (pre and post survey)
Skills:
· Identification of client signs and symptoms of illness
· Identification of factors leading to simulated patient's preservation/promotion of health
· Determined client's capacity for self- management
· Determined client goals and prioritised them (evidence of this as scored by viewing students)
· SMART goals written (evidence of this Y/N, no. of goals set, simulated client reports the goals as their own)
· Assessment of client's capacity to self-manage (yes, no) 
	· Knowledge of chronic conditions information imparted to client

· (evidence of this as scored by viewing students)
· Knowledge of the elements of TCA and GPMP, and their purpose 
· (pre and post training survey)
· Knowledge of MBS items for care planning, team care, allied health, home medicine reviews
· Awareness of support and community programs
· Knowledge of who the other members of a team are, and their role (pre and post survey)
· (No. of other team members included in the TCA, GPMP)
Skills:
· Use of motivational interviewing (evidence of this as scored by viewing students)
· Use of brief educational interventions (evidence of this as scored by viewing students)
· Management plan incorporates EBP for chronic conditions, client's capacity, assessment of carer's capacity (evidence of this as scored by viewing students)
Attitudes:
· Working as a team improves health outcomes (reflective discussion re teams, teamwork)
	Knowledge:
· Measures are identified that match with the client's goals and their chronic condition
Skills:
· Measures are administered / organised, e.g. blood tests
· Follow-up support is provided (see management strategies)

	
	· The value of using simulated patients, from student perspective
	Attitudes:
· To self-manage (yes/no)

· Person-centred care
· Importance of supporting healthy lifestyles
· That the client is the expert of the impact of their chronic condition
· Self-management is best when working in partnership with clients
	
	

	Long-term outcome
	Enhanced primary healthcare students' competency to practice as collaborative team members in the management of a client with chronic conditions, based on self-management assessment and client-centred care planning, using a purpose-built training facility and simulated patients. 


Stakeholder engagement and consultations
Stakeholder consultation and consultation was managed initially by Peter Malliaros, and toward the end of the project by Lisa Nottelmann.

There was a high level of interest by stakeholders in the project. Stakeholders contributed where they could, though we found a significant lack of capacity amongst topic experts to provide input above and beyond their teaching, research and other project responsibilities. There were two notable exceptions – Associate Professor Sanjiva Wijesinha and Associate Professor Ruth McNair contributed a great deal to the project. 
Stakeholders were prepared to sit on the advisory panel and in the early stages of the project they contributed a range of informed opinion about what the philosophy behind the project, how content should be delivered, how sessions should be monitored and evaluated. As the shape of the project firmed, stakeholders became somewhat less interested to participate in the advisory group with attendance down to as low as 35% for the last advisory group meeting. We believe this occurred because stakeholders in their minds had apportioned some of their time to the project, yet by early to mid-2013 MRNWM-ML was contacting stakeholders individually for advice on strategies to try to increase student numbers – and some of these strategies had actions for stakeholders as well. Stakeholders therefore felt that they were already providing enough time for the project through individual contacts and their actions within their organisations. Low attendance in the future could be avoided by only having advisory group meetings in the first half of the project when the shape of the project was being planned, and then following up individually for further advice as required. Skype meetings could also be trialled to save stakeholders’ travel time.
Budget
The budget was initially managed by PivotWest through the Program Development Officer and Finance Manager, Nunzio Giunta BEc ASA. Following the transition to Medicare Locals, the budget was managed by the Senior Program Officer – Expanded Settings and the MRNWM-ML Finance Manager, Sujeesh Thandassery CPA. 
Timelines
	Project activity
	Due date

	Set up a working party and a reference group that will meet regularly
	January 2012

	Conduct interviews with candidates for the GP Training Manager position
	February 2012

	Employ a GP (Chronic Disease Training Manager) who is an expert in delivering chronic disease management plans within a general practice setting, and who is also trained and experienced in delivering training to registrars. The GP Manager will be allocated a Program Development Officer (PDO) to assist with the running, organising and administrative sides of the project. PivotWest will allocate an appropriately experienced member of staff as the GP Manager’s PDO.
	February 2012

	Scope and develop the Chronic Disease Training Program including the formal training material with the assistance of the reference group and working party.
	April 2012

	Set up one general practice training room, and two general practice viewing rooms (as per objective 1)
	April 2012

	Install and test audio/video equipment to monitor student progress and support students in their learning experience, as well as allowing continuous monitoring, evaluation and improvement in the delivery of the chronic disease management training
	April 2012

	Use state-of-the-art IT to assist in the training/delivery of chronic disease management plans including installing/testing clinical software to enable best practice chronic disease management plans (cdmNet)
	May 2012

	Commence enrolments and begin delivering the chronic disease management plan training to student GPs and registrars who are being enrolled via our partner organisations
	June 2012

	Review students at pre-determined intervals to plot the improvement that is being achieved
	After each workshop cycle

	Continue to work with our partners reviewing the outcomes being achieved and using these learnings to continue to improve the learning experience and competencies being achieved by students going through the program.
	End of project.


:

Project activities and methodology – performance against stated deliverables

Project activities

	Project activity 
	Project deliverable 
	Due date
	Achieved / not achieved (including rationale) 

	Set up a working party and a reference group that will meet regularly
	Working party established and meeting
	January 2012
	Achieved in January 2012, with modifications. 

The initial plan was that the role of the reference group was to provide direction and high level input to the working party based on the significant experience and skills of the reference group members. The working party was to consist of key MRNWM-ML and SWMML staff as well as the GP educators. 
However it was realised early in the project that some members of the working party had strong and highly informed views themselves and would be better placed on the advisory group. It was therefore decided just to have a high level project Advisory Panel, including the GP educators, who would provide direction and input to MRNWM-ML and SWMML staff who were implementing the project on a day-to-day basis. 

The advisory group met nine times. Minutes were taken at each meeting.

	Conduct interviews with candidates for the GP Training Manager position
	Interviews conducted.
	February 2012
	Achieved from February 2012, with modifications.
No successful candidates were found, therefore an alternative strategy was used – having several qualified GPs deliver against individual chronic diseases rather than one GP planning and delivering all sessions.

	Employ a GP (Chronic Disease Training Manager) who is an expert in delivering chronic disease management plans within a general practice setting, and who is also trained and experienced in delivering training to registrars. The GP Manager will be allocated a Program Development Officer (PDO) in support.
	GP appointed, and PDO appointed to support this person.
	February 2012
	Achieved in September 2013, with modifications. 

The initial plan was to identify and employ one GP educator who was an expert in delivering chronic disease management plans in a general practice setting and who had the requisite expertise in delivering training to students and registrars. However, there was significant difficulty in identifying appropriately trained candidates that had the capacity to take on this role. Therefore, it was decided to identify five key chronic diseases to focus on and to find one GP educator per chronic disease. 
The following were contracted:
Name

Role

Organisation

Associate Professor Sanjiva Wijesinha

1. GP Lead

2. Curriculum development and delivery – diabetes and cardiovascular disease

Monash University – Department of General Practice

Associate Professor Ruth McNair

Development of generic session learning outcomes, training session content, and guiding framework

University of Melbourne - Department of General Practice

Associate Professor Chris Hogan

Curriculum development and delivery – asthma

University of Melbourne - Department of General Practice



	Scope and develop the Chronic Disease Training Program including the formal training material with the assistance of the reference group and working party.
	Training Program developed.
	April 2012
	Achieved in January 2013. 

The initial plan to scope and develop the Program within three months was much too ambitious. Early months of the project were spent mostly trying to find GP educators and further discuss the shape of the project. 
In August 2012, draft learning outcomes across all disease-specific training were drafted as well as training session content and an overarching Guiding Framework for curriculum development. All modules were completed by January 2013 except mental health. There were significant negotiations with both Monash University and community mental health organisations but a module was not able to be developed.

	Set up one general practice training room, and two general practice viewing rooms (as per objective 1)
	One general practice training room and two viewing rooms set up.
	April 2012
	Partially achieved in December 2012. 

The general practice training room and one general practice viewing room were set up by December 2012 at the MRNWM-ML West Footscray offices. However, technical issues meant that early in the workshop sessions, use of the GP training room was discontinued due to inadequate broadband connection and the single training room was used for all training from that point onwards.
The viewing room for Hoppers Crossing was not able to be set up in time for the project’s educational settings. Equipment was earmarked for Hoppers Crossing and delivered to the SWMML offices, however MRNWM-ML staff had difficulty creating a secure, fast internet connection to the West Footscray site. The equipment is now set up and in working order. SWMML is currently in discussions with other Medicare Locals and both Victoria University and the University of Notre Dame to link students from various locations into clinical training.

	Install and test audio/video equipment to monitor student progress and support students in their learning experience, as well as allowing continuous monitoring, evaluation and improvement in the delivery of the chronic disease management training.
	Equipment installed, tested and ready.
	April 2012
	Partially achieved in December 2012. 

As described above.

	Use state-of-the-art IT to assist in the training and delivery of chronic disease management plans including installing and testing clinical software to enable best practice chronic disease management plans (cdmNet)


	All students have access to Medical Director and cdmNet – specialist software
	May 2012
	Achieved in February 2013. 

MRNWM-ML worked with the owners of both Medical Director and cdmNet to ensure they had access during the training. Training in the use of these software products was agreed as critical for primary health care students to record clinical notes, health assessments, and care plans and to collaborate via a shared electronic space.

	Commence enrolments and begin delivering the chronic disease management plan training to student GPs and registrars who are being enrolled via our partner organisations.
	Training delivered to at least 100 students. 
	June 2012
	Achieved in February 2013. 

Enrolments commenced though the first session was not delivered until February 2013. The delays were due to three factors – (a) Taking longer than expected to set up the state-of-the-art IT systems (b) Inability to recruit a sufficiently available and skilled GP Educator to develop modules, thus more than one GP Educator was recruited (c) Difficulties enrolling students – work with universities required. 

Eighteen sessions were delivered throughout 2013: 

Session Number

Date of delivery (2013)
Topic of delivery

1

4 February
Diabetes
2

12 March
Cardiovascular disease
3

6 April
Diabetes
4

9 April
Cardiovascular disease
5

16 April
Arthritis 
6

30 April
Diabetes 
7

11 June
Cardiovascular disease
8

18 June
Arthritis
9

16 July
Arthritis X2
10

4 August
Asthma
11

20 August
Cardiovascular disease 
12

21 August
Cardiovascular disease 
13

22 August
Diabetes 
14

17 September
Diabetes 
15

18 September
Asthma 
16

19 September
Cardiovascular disease
17

20 September
Arthritis 
In total, 186 participants attended the workshops as follows:

· Arthritis – 28 participants

· Cardiovascular disease – 63

· Diabetes – 48
· Asthma – 23
There were an average of 9.5 students per workshop. One workshop only had one attendee.

Of the 186 participants, there were 162 persons, with some attending more than one workshop. Of the 162, 142 were students and 20 had completed their studies but were already working within the health industry and had expressed an interest in training.

	Review students at pre-determined intervals to plot the improvement that is being achieved.
	Reviews of each students’ learning needs conducted.
	After each workshop cycle
	Achieved in February 2013. 

On the advice of the advisory group it was decided that after each workshop a debriefing session of 30 minutes would be conducted with each group. Each debriefing was led by the GP trainer and was a 30 minute tutorial-style discussion with the whole group. Furthermore, each student was asked to complete a pre-and post- workshop survey so that changes in student competencies could be monitored and evaluated. 

	Continue to work with our partners reviewing the outcomes being achieved and using these learnings to continue to improve the learning experience and competencies being achieved by students going through the program.
	Working party established and meeting
	End of project.
	Achieved - ongoing. 

Macedon Ranges and North Western Melbourne continue to sit on the Western CPN, and an ‘expanded settings’ working group has been established to look at the sustainability of the program across the state. 
Discussions within the Western CPM show continued support from partners to up skill various disciplines in better chronic disease management, though not necessarily with the four chronic illnesses that were targeted through this project – additional topics being discussed are CKD, obesity and cancer screening. 
The evaluation of the project was delivered to MRNWM-ML on 28 November and is attached to this report (findings are summarised in the next section). This evaluation will further inform discussions. 
Victoria University has set up state-of-the-art clinical training facilities and is focusing on chronic illness management. MRNWM-ML is participating in a CKD improvement project with Western Health that has partially been informed by the learnings of this Expanded Settings project. It is using cdmNet for best practice online multidisciplinary chronic illness collaboration. 


Risk management
The project manager delivered a Strategic Project Monthly report to the Western Metropolitan CPN about the project. This included a ‘traffic light’ approach to highlighting the status of project activities and whether any of the risks were being realised. One of the benefits of these reports was that early on, it became clear that many of the activities that were meant to be delivered in the first three months were taking more time than anticipated. This enabled staff and the advisory group to trial different approaches to ensure the project was delivered. 

Project outcomes and discussion
The aim of this project was to increase the number of clinical placements and enhance the quality of skilled, competent medical students, registrars, enrolled nurses, dieticians and physiotherapists in the area of health assessments and chronic disease management in the Western CPN. 

The objectives of this project were

· To increase the number of clinical placements by setting up two General Practice training/viewing rooms – one in the geographic region allocated to PivotWest and the other in the geographic region allocated to Westgate General Practice Network.
· To enhance the quality of skilled, competent student doctors, registrars, enrolled nurses, dieticians and physiotherapists in the area of health assessments and chronic disease management in the Western CPN.
To enable the project through project activities.
Increasing the number of clinical placements
Through this project, 142 students and 20 practicing health professionals participated in training on health assessment and chronic disease management across four chronic illnesses. The training was not formally accredited to count as clinical placement hours, however, therefore it cannot be said that clinical placements increased. In hindsight, the main reason that this didn’t occur was that unfortunately MRNWM-ML was unable to find information about the accreditation of training when the organisation took over the project, and by this time there was not sufficient time to accredit the training. We believe that the main reason this occurred was that the manager was distracted by critical issues such as not being able to recruit a GP trainer to deliver all sessions, technical issues, and the transition from Divisions of General Practice to Medicare Locals; and, the advisory group was focused on delivering best practice multidisciplinary training on chronic disease rather than course accreditation per se. 
The main value of the project was in bringing various student disciplines together to provide education and collegiate experiences in relation to the critical challenge of best practice chronic illness management (including early intervention and patient self-management) and to provide a primary care-focused experience.

Setting up two general practice training/viewing rooms
The general practice training room and one general practice viewing room were set up by December 2012 at the MRNWM-ML West Footscray offices. Unfortunately due to technical issues, the GP training room was not always able to be used and therefore training and viewing sometimes occurred within the viewing room only. 

Through the evaluation forms given to staff and students it was found that both the GP training room and the simulated patient both provided a valuable learning experience. More staff than participants felt that the simulated patient was a very valuable learning experience.
The viewing room for Hoppers Crossing was not able to be set up in time for the project’s educational settings. Equipment was earmarked for Hoppers Crossing and delivered to the SWMML offices. Equipment was not able to be set up by MRNWM-ML staff due to difficulties with slower than expected broadband speed and technical issues in setting up equipment. A key lesson for future projects is to ensure that sites are able to be adequately connected (i.e. adequate broadband speeds and IT companies with the right skills) before proceeding with a project. 
The broadband issue is now resolved – additional optical fibre has been installed in the West Footscray premises. 

Enhancing the quality of skilled, competent students

A consultancy firm was commissioned to evaluate participant learning outcomes to determine whether the sessions enhanced the quality of skilled, competent health professionals. The evaluation found that the workshops achieved the aim of enhancing participants' understanding of the principles of chronic conditions management. Furthermore, the workshops increased participants' competency in working as a collaborative team member, although there were lower levels of competency achieved overall in participants' ability to assemble the care team. 
Specifically, the workshops were very useful in attaining a high level of competency (very competent and mostly competent) for about 90% of participants in the following elements:
· Principles of chronic conditions management
· Understanding the impact of chronic conditions
· Educating clients about chronic conditions
Having an understanding of care planning with clients using care-planning tools.
A high level of competency was achieved by 75% to 90% of participants in:
· Assessment of the client's self-management capacity
· Supporting clients to self-manage their chronic conditions
· Ascertaining the client's goals
Working with the care team.
However, some elements of chronic conditions management achieved a high level of competency for only 50% to 75% of participants:
· Reviewing self-management capacity
· MBS items
· Developing care plans
· CdmNet
· Assembling care team
Using chronic conditions checklists.
The evaluation found that the following elements were mostly responsible for increasing students’ understanding and competencies:
Simulated patient
Overwhelmingly, the simulated patient was considered to have been of great value to participants' learning. More staff (94%) reported the simulated patient to be of high value than did the participants (86%). This suggests that role-playing was a useful learning resource.
Multiple disciplines learning together
For the majority of participants (58%), working with students from other disciplines was found to be either very valuable or mostly valuable. However, 26% did not feel that working with students contributed to their learning. This may be due to the limited cross-discipline discussion within each workshop.

GP educators

In determining the value of the educators to the participants' learning, the majority (67%) of the participants identified the educators as very valuable. Twenty-eight per cent (28%) of participants reported that the educators were mostly valuable, and 5% found that there were only somewhat valuable. This suggests that the educators contributed greatly to the participants learning.
Use of the ‘chronic care model’

The vast majority of participants found that the chronic care model presented in the workshops had contributed to their learning. However, 19% found that this resource had been of limited value to their learning, with 3% of participants (n=9) not answering this question.
Use of the GP training room
The majority of training occurred in one room, yet all students were asked about the usefulness of the GP training room. Most students rated the use of the room highly whether or not it was used – but for students for whom the room was not used, many also skipped the question as they may not have understood it. 
Despite the successes of the workshops, areas for improvement were identified in order to ensure greater numbers of participants achieved high levels of competency. 
Some elements of the workshops would enhanced student competencies through greater experiential opportunities – less of a workshop format and more ‘hands-on’ experiences, especially how to write care plans and how to ascertain the client's goals.
Staff suggested that better use of experiential learning was an additional resource that could have enhanced participant learning. The other areas for improvement identified by the staff were:
· Better use of the additional resources
· Ensuring that the case studies represented the long-term management of a client with a chronic condition
· Better teaching about client self-management of chronic conditions
· Ascertaining the client's goals
· Ensuring that the allied health staff represented the full suite of allied health professionals who can assist in the management of a client with a particular chronic condition
Working better together.

The evaluator attended a single workshop and noted that the nature of the workshops changed over time which led to limitations:
· The scenarios role-played did not include the client's longer term self-management of their chronic conditions.
· There was no review opportunity for participants to further discuss any questions or concerns. The sessions were not recorded at later sessions, so there was no play-back to watch.
· An assessment testing student comprehension and ability to use the subject matter was not included. Instead, an evaluation survey was completed.
Prior reading was not provided for all topics. Initially, the article by Battersby and Lawn, 2009, was to have been provided to all participants so that they could engage in prior reading regarding self-management for clients with chronic conditions. The only prior reading provided to participants was to those who attended the asthma workshops.
Enabling the project through project activities

It is self-evidence that the project activities helped to enable the project. For example:

· Establishment of an advisory group and core staff team brought together a panel of experts who made critical decisions whenever the project found a stumbling block. For example, the group decided to go with multiple GP trainers instead of one trainer when finding a trainer with sufficient time was impossible. The group was also critical in agreeing on a program logic.
· Conducting interviews with candidates for the GP Training Manager position helped in the decision to recruit more than one GP trainer as a candidate with sufficient time and skills could not originally be found.

· Scoping and developing the Chronic Disease Training Program including the formal training material with the assistance of the reference group and working party enabled draft learning outcomes across all disease-specific training to be drafted as well as training session content and an overarching Guiding Framework for curriculum development.
Sustainability

The following is the project sustainability plan. The original project submission posited sustainability elements one to four. Sustainability element five has emerged since the original proposal was submitted.
	Sustainability element
	Notes
	Next steps

	1
	Publish the model for delivering CDM training to students and registrars and make it available to health organisations across Australia. 
	The final session was delivered in October 2013 and the focus since then has been on the project evaluation. The commitment is to deliver a digital video presentation on the project that highlights one of the workshops, to be delivered by 28 February 2014.

This will be available beyond the life of the project to assist learning in the Expanded Settings Program. No ongoing funding is necessary.
	To commission a digital editing and publishing firm to produce one of the sessions for viewing, and an explanation around how the project was planned for other organisations within Australia – by 28 February 2014. 

	2
	Review the program to see how additional ongoing funding could be obtained.
	The training has been evaluated and was found to be highly useful – and suggestions for improvement made. Through the Western CPN an expanded settings working group has been established and within this group there is discussion of running training in obesity and CKD. This is of great interest to MRNWM-ML due to the demographics and ongoing need for better community-based chronic disease management in the west (it is estimated that 10% of Australians presenting to a general practice have CKD, yet do not know it). MRNWM-ML is working with Western Health and has secured eighteen months’ DH funding for the project thus no additional funding is needed there. However for obesity and the chronic illnesses we have already focused on, additional funding is required. This previous project took twenty months but given the infrastructure, content, and learning we believe we could complete a similar project, with course accreditation, over an eighteen-month period at a lower cost:
· $38,500 for GP educators and salaries/wages
· $20,000 for consultant support including technical support and project management support
· $12,000 for evaluation

· $2,100 for internet services

· $3,600 catering
· $18.500 administrative support

· Total: $94,700
	The Department is employing additional Expanded Settings staff and MRNWM-ML is interested in additional funding to improve our approach based on the learnings of the evaluation and expand to other settings – in particular, obesity and CKD. Potential additional funding through the Department to sustain the program as described in the notes to the left, in light of program learnings.

	3
	Make rooms available to other health care organisations and charge a fee for use of the facility. 
	Not progressed, for two reasons (a) Whilst PivotWest had a private business arm and would be willing to charge fees for use of facilities, MRNWM-ML does not have nor intend to have a private business arm therefore charging fees are not appropriate (b) there are new state-of-the-art VU rooms in Mercy Health, Werribee which will be used for clinical training. 
However the CKD project that MRNWMML is involved in with Western Health and Precedence Health may use the training rooms to deliver multidisciplinary training – this depends on the decisions of the project reference group by March 2014. 
	Discussions within CKD project working group about use of facilities. We anticipate this decision to be made by March 2014.

	4
	Review the possibility of creating a third training/viewing room in the Shire of Macedon Ranges.
	In progress. A training/viewing room will be set up in the MRNWM-ML Gisborne office. This is to provide experiences to students in semi-rural areas of the MRNWM-ML catchment.
	MRNWM-ML is negotiating with SWMML for use of audiovisual equipment in Gisborne.

	5
	Extend accredited clinical placements to other chronic diseases
	The Victorian Department of Health has funded an eighteen-month pilot project to improve early detection and management of CKD in general practice in the MRNWM-ML region. One objective is to improve CKD management in the primary care setting and the project control group is discussing using the training rooms to deliver multidisciplinary training based on the Expanded Settings Model.
	To make a decision on use of rooms for this CKD project.


Limitations and solutions
Despite the good outcomes of the project particularly the number of clinical sessions delivered and the positive outcomes of the evaluation of those sessions, the project did not deliver all intended outcomes for the following reasons:

· Technical difficulties were a project limitation. In looking to deliver three rooms linked by audiovisual equipment for training purposes, we found slower than expected broadband speed and also that the technical support used was sometimes not appropriate to the task. It was not until later in the project that appropriate technical support was brought in. A key lesson for future projects is to ensure that sites are able to be adequately connected (i.e. adequate broadband speeds and IT companies with the right skills) before proceeding with a project. 
· The transition from a Division of General Practice to a Medicare Local was a limitation. During the early stages of the project, the Divisions of General Practice were closed and new entities (Medicare Locals) emerged. This was a time of very considerable change in governance and staffing configurations, some role confusion, and tight Commonwealth deadlines on specific new initiatives. For PivotWest and MRNWMML the changes in 2012 were a new board, constitution, website, rebrand, fit-out and programs; and in 2013 a new CEO, three new General Managers, and the departure of the Expanded Settings project manager. It is possible that if a robust project management project methodology was used (e.g. Prince II) that this risk, and project continuity, could have been better managed. 

· Limited resources was a limitation for this project.
· Educators: Whilst the project overcame the lack of infrastructure for dedicated clinical training in the primary care setting, the busyness of qualified academic GP teachers was a project limitation as previously described. The solution that the project came up with – which worked – was to assign a single clinical educator to each topic area. The project was also flexible, and appointed non-GP representatives of Arthritis Victoria to run the clinical training in relation to arthritis. 
· Recruitment of students: sustained efforts needed to be put into recruiting students into the clinical training sessions by utilising university connections to advertise the courses. These sustained efforts meant the project did not have time to use ‘real’ patients and instead relied on simulated patients. Furthermore, the sessions were opened to non-students (GP registrars and community health workers) to increase numbers and increase the project’s value for money. Using only simulated patients freed some staff time to ensure that clinical sessions were indeed delivered. 

· Some unrealistic project targets

· The project did not measure whether there were increased numbers of MBS item numbers for health assessments and care plans, mostly because students are not yet clinicians and therefore it was impossible to measure. Only a longitudinal evaluation that followed the students that choose to work in primary and community health over time would be able to report on this. 

· Fee structure of private sector product cdmNet 

· It is also worth noting that for Medicare Locals it has been more difficult than anticipated recruiting general practices to use the cdmNet tool which students were taught how to use, and which can also easily measure increases in care plans. None of the practicing clinicians in the Expanded Settings project were working in organisations using cdmNet. The reasons for reluctance are related to the cost structure for the product. 
Evaluation
Participant learning outcomes
A consultancy firm was commissioned to evaluate participant learning outcomes to determine whether the sessions enhanced the quality of skilled, competent health professionals. The evaluation methodology was to use the program logic framework and to analyse completed surveys by participants and staff members who conducted the workshops. The evaluation surveys were grounded in the best-practice literature regarding health professional capabilities for the prevention and self- management of clients with chronic conditions.
The evaluation found that the workshops achieved the aim of enhancing participants' understanding of the principles of chronic conditions management. Furthermore, the workshops increased participants' competency in working as a collaborative team member, although there were lower levels of competency achieved overall in participants' ability to assemble the care team. However, as described in the limitations section, the project was not able to draw a clear link between increased competencies and enhanced quality in service delivery because it did not have the time to actually track students’ use of care plans and health assessments to in the medium to long-term. 
Both the GP training room and the simulated patient both provided a valuable learning experience. More staff than participants felt that the simulated patient was a very valuable learning experience.
Some areas for improvement were identified to ensure in future that greater numbers of participants achieve high levels of competency. The participants' ratings suggest that the teaching of the following areas required greater attention:
· Reviewing self-management capacity
· MBS items
· Developing care plans
· CdmNet

· Assembling care team

Using chronic condition checklists.
Some elements would have benefitted from greater experiential opportunities, with less of a workshop format and more hands-on experiences, especially with respect to how to write care plans and how to ascertain the client's goals.
Staff suggested that better use of experiential learning was an additional resource that could have enhanced participant learning. The other areas for improvement identified by the staff were:
· Better use of the additional resources;
· Ensuring that the case studies represented the long-term management of a client with a chronic condition;
· Better teaching about client self-management of chronic conditions;
· Ascertaining the client's goals;
· Ensuring that the allied health staff represented the full suite of allied health professionals who can assist in the management of a client with a particular chronic condition;
Working better together.
Key learnings

Overall, the key learnings from the project were:

· Effective health assessments and multidisciplinary care planning require multidisciplinary training, and students highly valued opportunities to learn together 

· GP-led simulated training can greatly increase student competencies in the management of chronic conditions and working in collaboration

· Appropriately skilled GP academics only have limited capacity to participate and therefore different clinical topics should be split between a number of GPs rather than just one GP

· More teaching focus is required on
· increasing students’ ability to build multidisciplinary care teams

· reviewing patient self-management capacity

· knowledge of MBS items and developing care plans including using tools such as cdmNet and using chronic condition checklists

· more experiential or ‘hands-on’ learning experiences

· Attendance from various disciplines was acceptable but attendances could have been increased if the sessions were run during evenings when students were more able to get away from clinical settings – this may have helped guarantee a minimum of eight students per session

· More time was needed than was planned to establish a project of this magnitude, particularly for working through technical issues and recruiting educators
Longitudinal research is required in order to track whether training and clinical settings in primary and community health care lead to increased use of care planning and health assessment MBS item numbers and to track any increases in patients’ ability to self-manage their chronic conditions.
Comments on Expanded Settings project more broadly

Expanded Settings delivers tangible benefits to the primary healthcare workforce in the region because it helps disciplines to work together. The benefits are likely to be realised following student graduation and entry into the primary healthcare workforce. Whether or not Expanded Settings increases primary healthcare workforce participation in the region is not possible to quantify in the short-term. 
The Expanded Settings Program is a good fit for Medicare Locals. The program has been very valuable in assisting the western metropolitan Medicare Locals to focus on its core objectives with a workforce lens; those objectives being to improve the patient journey, provide support to clinicians to improve patient care, address local health needs, and implement successful primary health care initiatives. 
Future directions
After approximately eighteen-months of establishment, Medicare Locals in Melbourne’s metropolitan west are firmly established and focusing on the future. MRNWL-ML remains a passionate member of the Western CPN, and MRNWM-ML’s representative is currently its Deputy Chair. The organisation remains firmly committed to fostering clinical placements in the primary and community health sector and greatly looks forward to working with the Department on the program’s future directions.
Now that the clinical training sessions funded through this project have concluded, the immediate next step is to commission a digital editing and publishing firm to commission a digital editing and publishing firm to produce one of the sessions for viewing, and an explanation around how the project was planned for other organisations within Australia. 

In relation to the CKD program being run in conjunction with Western Health, we will explore providing accredited clinical placements for students on multidisciplinary care planning for people with CKD. 
A training/viewing room will be set up in the MRNWM-ML Gisborne office in 2014. This is to provide experiences to students in semi-rural areas of the MRNWM-ML catchment.

Finally, although linking rooms in remote locations was found to be difficult throughout this project, MRNWM-ML remains committed to the concept particularly in relation to providing students with clinical placement experiences in the rural area of our catchment. To this end, a training/viewing room will be set up in the MRNWM-ML Gisborne office and negotiations are in train with SWMML for use of the audiovisual equipment in Gisborne. 
Conclusion
The project aimed to increase the number of clinical placements and enhance the quality of skilled, competent medical students, registrars, enrolled nurses, dieticians and physiotherapists in the area of health assessments and chronic disease management in the Western CPN. This was to be achieved through the development of a training GP consultation room and a separate viewing room within the Medicare Local building; and continued work with partners to develop and publish the model to deliver chronic disease management training across the country. 

Through this project, 142 students and 20 practicing health professionals participated in training on health assessment and chronic disease management across four chronic illnesses. The training was not formally accredited to count as clinical placement hours, however the value of the project was in bringing various student disciplines together to provide education and collegiate experiences in relation to the critical challenge of best practice chronic illness management (including early intervention and patient self-management). The project was also valuable in providing primary care-focused experiences to students and to greatly increase the organisational capacity of newly established entities, Medicare Locals, to participate in Expanded Settings work.
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� 	PivotWest was a division of general practice. Since the project started, the Australian Government’s Divisions of General Practice program was de-funded, and divisions have been superseded by larger meso-level primary health care entities called Medicare Locals. The lead organisation for the project thus became the Macedon Ranges and North Western Melbourne Medicare Local (MRNWM-ML). 


� 	As per footnote 1 – this organisation has been defunded and the new meso-level organisation in its place is the South Western Melbourne Medicare Local (SWMML). 


�	� HYPERLINK "http://www.health.gov.au/internet/main/publishing.nsf/Content/pq-ncds-strat" �http://www.health.gov.au/internet/main/publishing.nsf/Content/pq-ncds-strat� . Accessed 3 December 2013.
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