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Section 1 Executive Summary 

The Macedon Ranges and North Western Melbourne Medicare Local conducted 17 workshops 

during 2013 on the topics of arthritis, asthma, cardiovascular disease and diabetes in a project 

titled The Chronic Conditions Training Facilities Project. The aim of these workshops was to 

enhance the competency of health professional students and health professionals working in the 

community setting in the management of chronic conditions and practising as a collaborative 

team member. 

This project was evaluated by Healthy Collaboration 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. Two key elements of interest were the use of the GP training 

room and the simulated patient. 

The methodology undertaken in this evaluation was the completion of 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 workshops achieved the aim of enhancing participants’ understanding of the principles of 

chronic conditions management. With respect to practising as a collaborative team member, the 

workshops increased participants’ competency in working as a collaborative team member, 

however there were lower levels of competency achieved overall in participants’ ability to 

assemble the care team. 

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. 

However, a few areas for improvement were identified in order to ensure greater numbers of 

participants achieved 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. 
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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. 
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Section 2 Scope of the Evaluation 

2.1 Introduction 

Chronic conditions are illnesses that are prolonged in duration, often do not resolve 

spontaneously, and are rarely curable. Chronic conditions have complex causality and develop 

over time, often without symptoms (Australian Government Department of Health website, 

retrieved 7 November 2013). Chronic conditions are a major health concern in Australia, with 

diseases such as asthma, diabetes, depression, arthritis and cardiovascular disease as the main 

cause of death and disability (Battersby and Lawn, 2009). These chronic conditions are listed as 

national health priority areas (Australian Government Department of Health website, retrieved 7 

November 2013). 

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 

(Battersby and Lawn, 2009). 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 (Battersby and Lawn, 2009). Health 

professionals need to be trained in these skill areas. 

In 2012, the Macedon Ranges and North Western Melbourne Medicare Local (the Medicare Local) 

received a grant from the Victorian Department of Health as part of the Expanded Settings 

Project, to develop some of these skills in student health professionals. This project was titled 

the Chronic Conditions Training Facilities Project (CCTF Project). 

The aim of the CCTF Project was: 

 to increase the number of clinical placements 

 to enhance the quality of skilled, competent health professionals in the area of chronic 

conditions management 

 to continue to work with partners 

 to develop and publish the learning model for delivering chronic conditions management 

training to students. 

Healthy Collaboration was commissioned by the Medicare Local in September 2012 to evaluate 

the participant learning outcomes of the CCTF Project, with a focus on participant competency 

as a result of participating in the project.  

The evaluation sought to examine the way in which the training had been delivered, and to 

determine student learning outcomes obtained from the training. The learning outcomes were 
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derived from evidence-based criteria of the capabilities required by health professionals to 

support the prevention and management of chronic conditions. 

2.1.1 Project description 

The CCTF Project provided student health professionals with the opportunity to participate in 

workshops to learn about the management of chronic conditions, including the use of online 

chronic conditions care plans, as delivered by CdmNet, an electronic care plan tool developed by 

Precedence Health Care. 

Planned workshop structure 

The CCTF Project was planned to include the following elements (as per the grant proposal): 

 Theory: Theory delivered by a GP trainer about specific chronic conditions, 

conducting health assessments for patients with chronic conditions, and developing 

care plans.  

 Practical experience: In the GP training room, one or two students to participate 

in health consultation with a volunteer patient. Remaining group of students to view 

the consultation in a viewing room. The GP training room has been equipped with 

closed-circuit audio-visual equipment connected to a screen in the viewing room. All 

consult sessions to be recorded. 

 Review: A debriefing session with all students conducted by the GP trainer. This 

provides students with the opportunity for discussion and playback of consult 

session. 

 Assessment: Students to complete a questionnaire to test their comprehension 

and ability to apply the subject matter. 

However, changes were made during the planning stage for this CCTF Project: 

 A simulated patient was used, as opposed to a volunteer patient. 

 Additional health professionals were used in each workshop to strengthen the 

learning around the multidisciplinary approach in the management of chronic 

conditions. 

Additional changes were made during the early phase of conducting the workshops: 

 Use of the GP training room was discontinued due to a lack of ADSL broadband 

width into the building. 

 A YouTube clip of CdmNet was shown to demonstrate the use of the tool. 

Actual workshop structure 

The workshop structure for the duration of the project was as follows: 
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Theory: Theory of specific chronic conditions presented by the GP trainer using PowerPoint 

presentation. This included student involvement to draw on their prior experiences. Other health 

professionals were involved in explaining their role, and in educating the students about the 

management of the chronic conditions from their discipline perspective. This included both 

didactic format, and role-playing with the simulated patient. Enhanced Primary Care and 

Medicare Benefits Schedule (MBS) items were mentioned.  

For example, in the diabetes workshop, the role-playing with the simulated patient and the 

dietitian included a discussion of food and weight loss; exploration of all challenges and barriers 

that led to the simulated patient’s current issues; exploration of the simulated patient’s prior 

knowledge of their health issues; and exploration of other underlying issues such as education 

and family history of diabetes. 

Care-planning tools: YouTube clip about CdmNet. 

Practical experience: Role-playing conducted with the simulated patient and one or two 

students, one at a time. The first scenario was that the GP was new to the patient and therefore 

had to take the patient’s history. Then, the GP trainer provided examination and investigation 

results, and a discussion followed with all students determining what they would do next. The 

patient was newly diagnosed with diabetes.  

The second scenario in the role-play explored the GP’s role in the management of the chronic 

condition and the completion of a GP management plan (GPMP). 

2.1.2 Participant learning objectives 

The project aimed to enhance the competency of primary healthcare students and current 

practising health professionals working in the community health environment, enabling them to 

practise as collaborative team members in the management of chronic conditions, based on self-

management assessment and client-centred care planning, using a purpose-built training facility 

and simulated patients. 

The key learning areas were for primary healthcare students to have enhanced knowledge and 

skills regarding: 

 the principles of chronic conditions management, including the theory of chronic 

conditions; how each chronic condition is managed; the roles of the care team. 

 the patients’ self-management of chronic conditions, with support provided 

based on each patient’s ability. The role of health professionals is to be an effective 

collaborator with patients, including educator; assessor and facilitator of patients’ self-

management skills; setting of goals with clients. 
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 monitoring patients across the lifespan, including the use of condition-specific checklists 

such as the diabetes annual cycle of care or the asthma management plan; care-

planning tools and technology to support health professionals, such as CdmNet, GP 

management plan (GPMP), Team Care Arrangement (TCA), Service Coordination 

Template Tools (SCTT) tools; MBS items to support GPs with the management of 

patients. 
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Section 3 Project Evaluation  

3.1 Evaluation objectives 

In evaluating the CCTF Project, the aim was to determine the impact achieved by the program. In 

particular, the evaluation aimed to understand if the participants had increased their knowledge 

regarding the management of chronic conditions, specifically arthritis, asthma, diabetes and 

cardiovascular disease. In order to determine if the stated objectives of the CCTF Project were 

achieved, an evaluation was also conducted to determine if the program was delivered as planned. 

3.2 Evaluation methodology 

Battersby and Lawn (2009) outline a framework of the core attitudes, knowledge and skills 

required by health professionals to support clients to self-manage their chronic conditions through 

their lifespan. This framework is provided in Appendix A. It was used to develop the Program Logic 

Model (PLM). 

The PLM was developed to describe the CCTF Project (Appendix B). It highlights the key learning 

areas for the project, the project activities, and the desired outcomes for the project. It was used 

to develop the evaluation framework. 

The evaluation framework was used to understand the breadth of elements to be included in the 

evaluation. It covered aspects relating to the planned delivery of the project, and to the learning 

outcomes achieved by the participants. It was useful in describing the sources used for the 

evaluation of the CCTF Project. The evaluation framework is provided in Appendix C. 

Based on the above resources, two surveys were developed for use with each participant and staff 

member involved in each workshop. ’Participant’ describes the practising health professionals and 

students who attended the workshops. ’Staff member’ describes the staff involved in delivering the 

workshops. 

3.2.1 The student survey 

The student survey aimed to identify the learning achieved from participation in the workshops. It 

also aimed to identify the impact of both the GP training room and the simulated patient on 

student learning. The student survey is listed in Appendix D.  

The survey used a retrospective pre-workshop and post-workshop design in an endeavour to 

assess self-reported changes in participant competency as a result of attending the workshop. At 

the completion of the workshop, the participants were asked to rate their current competency in a 

set of skills, and were then asked to reflect back on their competency prior to the workshop, and 

rate each skill. 
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3.2.2 The staff survey 

The staff survey aimed to identify the value of various tools used in each workshop, such as the GP 

training room, the simulated patient, and CdmNet. Staff reflected on various elements of their 

workshop presentation to determine how well they worked. The staff survey also aimed to elicit 

any changes made over time to the structure of the workshops. The staff survey is listed in 

Appendix E. 
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Section 4 Evaluation Results 

The following section describes (i) the structure of the workshops, (ii) how well the project was 

implemented, and (iii) the results of the evaluation surveys completed by participants and staff 

who participated in the workshops. 

4.1 Evaluation of project implementation 

4.1.1 The structure of the workshops 

As discussed in Section 2.1.1 (Project description), the structure of the delivered workshops 

differed from the planned structure outlined in the grant proposal. 

1. A simulated patient was used with all workshops. 

2. The GP training room was used for only a few workshops, after which the workshops were 

held in a single room, which limited the practical experience of workshop participants. 

3. There was no separate module developed regarding self-management of chronic 

conditions, as had been planned, and which was to have been mandatory viewing prior to 

attendance at the workshop. 

4. CdmNet was not used in the majority of the workshops. 

Based on the evaluator’s observation of a single diabetes workshop, the following was noted: 

 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 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. 

4.1.2 Measures of project implementation 

In total, 186 participants attended the workshops, and 162 participants completed the student 

survey. Twenty-four surveys were partially completed and have not been included in the data as 

they did not include pre-workshop ratings of competency, thus changes resulting from the 

workshop could not be ascertained. The attendance at the workshops is based on the number of 

completed student surveys as the attendance record is incomplete.  
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In total, 17 workshops were conducted: four on the topic of arthritis, two on asthma, six on 

cardiovascular disease, and five on diabetes. Twenty-eight people attended the arthritis workshops, 

23 attended arthritis workshops, 63 attended cardiovascular disease workshops, and 48 attended 

diabetes workshops. This is outlined in Table 1 below. 

There was an average of 9.5 participants at each workshop. One workshop had only one attendee. 

Table 1: Number of participants who attended each workshop and topic  

Topic No. of sessions Dates of workshops 

in 2013 

No. of 

attendees 

Average no. of 

participants 

per workshop 

Arthritis 4 16 April 6  
 

 
 

7 

18 June 1 

16 July 8 

20 September 13 

Subtotal 28 

Asthma 2 4 August 6  

 
11.5 

18 September 17 

Subtotal 23 

Cardiovascular 

disease 

6 12 March 6  

 
 

 
 

 
10.5 

9 April 8 

11 June 8 

20 August 14 

21 August 17 

19 September 10 

Subtotal 63 

Diabetes 5 4 February 12  

 

 
 

 
9.6 

6 April 6 

30 April 6 

22 August 8 

17 September 16 

Subtotal 48 

Total number of workshops 17  

Total attendees 162 9.5 

 

There were two groups of participants in these workshops: 

 142 students (participants currently studying at university) 

 20 non-students (participants who have completed their studies and are currently working 

in the community health environment).  

Each of these groups will be analysed separately. 
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4.1.2.1 Profile of workshops attended by students  

Universities that workshop students attended 

A total of 142 students participated in the workshops. The students represented six different 

universities. Nine respondents did not state which university they attended. The number of 

students from each university is outlined in Table 2. More than half the students attended the 

University of Melbourne. 

Table 2: Number of students from each university 

Name of university Number of students 

Australian Catholic University 2 

Institute of Health and Nursing Australia (IHNA) 13 

La Trobe University 14 

Monash University 10 

University of Melbourne 80 

Victoria University 14 

Not stated 9 

Total 142 
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Disciplines studied by students 

Students from 11 different disciplines attended the workshops. See Table 3 for the number of 

students who attended from each discipline. The majority of students were studying medicine. 

Seventeen students did not state the discipline they were studying. 

Table 3: Number of students from each discipline 

Discipline studied Number of students 

Dietetics 3 

Exercise Physiology 4 

Exercise Science 1 

International Medical Graduates (IMG) Clinical 

Bridging Course 

3 

Master of Health Sciences 1 

Medicine 81 

Nursing 15 

Nutritional Therapy 5 

Physiotherapy 1 

Podiatry 10 

Science 1 

Not stated 17 

Total 142 

 

Profile for each workshop 

The number of students from each discipline for each topic indicates the value of each topic to 

different disciplines studied. Table 4 highlights the number of students from each discipline for 

each workshop topic, and the university from attended.  
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Table 4: Student discipline representation at each workshop 

Work
shop 
no. 

Dates of 

sessions in 
2013 

Topic No. of 
attendees 

Student disciplines 

representation 

University attended 

1 4 February Diabetes 12 Exercise Physiology ACU 

IMG Clinical Bridging Course Monash University 

Nursing IHNA 

2 12 March Cardiovascular 

disease 

6 Dietetics Victoria University 

Nutritional Therapy Victoria University 

Unstated  - 

3 6 April Diabetes 6 Medicine Monash 

Nursing La Trobe University 

Unstated Victoria University 

4 9 April Cardiovascular 

disease 

8 Health Sciences Victoria University 

Nursing IHNA 

Podiatry La Trobe University 

Unstated Unstated 

5 16 April Arthritis 6 Nursing IHNA 

Nutritional Therapy Victoria University 

Podiatry La Trobe University 

6 30 April Diabetes 6 Medicine Monash University 

Nutritional Therapy Victoria University 

Podiatry La Trobe University 

7 11 June Cardiovascular 
disease 

8 Exercise Physiology Victoria University 

Exercise Science Victoria University 

Nursing La Trobe University 

Unstated Unstated 

8 18 June Arthritis 1 Unstated Unstated 

9 16 July Arthritis 8 Exercise Physiology Victoria University 

Nursing La Trobe University 

Podiatry La Trobe University 

10 4 August Asthma 6 Dietetics Victoria University 

IMG Clinical Bridging Course Monash University 

Nursing IHNA 

11 20 August Cardiovascular 
disease 

14 Medicine University of Melbourne 

12 21 August Cardiovascular 

disease 

17 Medicine University of Melbourne 

Unstated University of Melbourne 

13 22 August Diabetes 8 Podiatry La Trobe University 

Science Monash University 

Unstated Monash University 

14 17 September Diabetes 16 Medicine University of Melbourne 

15 18 September Asthma 17 Medicine University of Melbourne 

Unstated University of Melbourne 

16 19 September Cardiovascular 
disease 

10 Medicine University of Melbourne 

Podiatry La Trobe University 

17 20 September Arthritis 13 Medicine University of Melbourne 

Physiotherapy University of Melbourne 

The first workshop was conducted early February 2013, and the last workshop was completed on 

20 September. Nine workshops were conducted in the final two months of the workshop delivery 

period, with three workshops conducted in a single week in August, and four workshops conducted 
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in a single week in September. Ninety-five students (67%) attended the workshops in those two 

weeks. Many of the workshops were attended by students who did not state the discipline they 

were studying. This is included in the table above as unstated. Additional disciplines may therefore 

have been represented in those workshops. 

Table 4 demonstrates that for the majority of the workshops (n=13), a minimum of two disciplines 

were represented. However, workshop numbers 11 and 14 were attended by a single discipline 

only. That is, 30 medical students did not benefit from sharing their learning with students from 

other disciplines. 

It is possible that workshop numbers 12 and 15 were also attended only by medical students. If so, 

a possible 34 additional medical students did not experience a workshop with students from other 

disciplines. A possible 64 medical students (out of 81) had limited multidisciplinary learning 

opportunities other than those provided by the multidisciplinary staff who led the workshops. 

Eighty medical students attended the University of Melbourne and one medical student attended 

Monash University. The Monash medical student attended workshop number 3. It is disappointing 

that there was no further student representation from the Monash University medical course. It is 

unknown how the Monash medical student became aware of the workshops and chose to attend – 

this information would be useful as it may affect future marketing strategies.  

The overall number of students per discipline who attended the workshops 

Overall, students from various disciplines attended each topic. It is known that some participants 

attended more than one topic, however how many attended more than once is unknown from the 

student evaluation surveys. The number of students per discipline per topic is detailed in the table 

below. 

Table 5: Number of students per discipline who attended the arthritis workshops 

Disciplines at the arthritis workshops Number of students 

Exercise Physiology 1 

Medicine 11 

Nursing 3 

Nutritional Therapy 1 

Physiotherapy 1 

Podiatry  4 
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Table 6: Number of students per discipline who attended the asthma workshops 

Disciplines at the asthma workshops Number of students 

Dietetics 1 

IMG Bridging Course 1 

Medicine 14 

Nursing 2 

 

Table 7: Number of students per discipline who attended the cardiovascular disease workshops  

Disciplines at the cardiovascular disease 
workshops 

Number of students 

Dietetics 2 

Exercise Physiology 1 

Exercise Science 1 

Health Sciences 1 

Medicine 37 

Nursing 6 

Nutritional Therapy 2 

Podiatry 3 

 

Table 8: Number of students per discipline who attended the diabetes workshops 

Disciplines at the diabetes workshops Number of students 

IMG Bridging Course 2 

Exercise Physiology 2 

Medicine 18 

Nursing 4 

Nutritional Therapy  1 

Podiatry 3 

Science 1 

Learning about cardiovascular disease was the most popular topic, attended by the widest range of 

disciplines (n=8). Diabetes was attended by students from seven disciplines, and arthritis by 

students from six disciplines. Students from only four disciplines attended the asthma workshops, 

and this topic had the lowest average number of participants overall. 
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4.1.2.2 Profile of workshops attended by non-students 

Analysis of the completed surveys identified 20 participants who attended a workshop and who did 

not appear to be health profession students. This is fewer than the number of non-students 

identified in the sign-in sheets (n=45). 

Given the change in eligibility to attend the workshops occurred after the development of the 

surveys, the participants were not asked outright to identify if they were students or not. Instead, 

a hand search of the data revealed the following: 

 Six participants were definitely not students, based on their stated discipline or 

organisation. 

 Four participants were probably not students, based on the comments they made and their 

high level of pre-competency assessment. 

 Ten participants may not be students. 

This group has been independently analysed at the level of project implementation. 

Table 9: The number of non-student participants who studied each topic 

Topic studied Number of non-student participants 

Arthritis 6 

Asthma 1 

Cardiovascular disease 2 

Diabetes 11 

There is minimal demographic information about this group of 20 participants, as most of the 

participants did not complete the demographic section. However, the following is known: 

 Three of the non-students are studying their Bachelor of Medicine, Bachelor of Surgery 

(MBBS), a postgraduate degree, at Monash University. 

 One works as a nurse in a community health centre. 

 One worked at the Medicare Local, with a degree in Naturopathy. 

 The non-students attended the following courses and topics: 
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Table 10: Dates and topics attended by non-students 

Course date 
Topic 

4 February 
Diabetes 

6 April 
Diabetes 

16 April 
Arthritis 

30 April 
Diabetes 

11 June 
Cardiovascular disease 

16 July 
Arthritis 

4 August 
Asthma 

20 August 
Cardiovascular disease 

20 September 
Arthritis 

Based on the sign-in sheets, an additional 25 non-students participated in the course, but they did 

not complete an evaluation survey. 

4.1.2.3 Profile of participants’ engagement in the workshops 

Reading prior material 

Although all participants were invited to answer this question, the only students who were 

provided with prior reading were those who attended the asthma workshops. Of the 23 students 

who attended these workshops, 15 had read the material made available prior to the workshop, 

whereas eight had not.  

Working with the simulated patient 

The simulated patient was used in all the workshops. Out of 162 participants, only 15 engaged in 

working face to face with the simulated patient. The role of the remaining 147 participants was 

that of observer. Overall, this demonstrates limited experiential learning was provided through 

these workshops, thus possibly limiting the participants’ overall learning outcomes.  

Participating with students from other disciplines 

One hundred and eleven participants identified that participants from other disciplines were 

present for their workshop. Fifty-one participants reported that they were the only discipline 

present. That is, 31% of participants had no exposure to working with other disciplines, other than 

the staff that were present in their workshop. Interestingly, many participants suggested that the 

workshops could have been improved by the inclusion of more participants from a greater range of 

disciplines. This is disappointing given the long-term goal on the PLM regarding working as a 

collaborative team member. 
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4.1.3 Staff perspective of project implementation 

In the staff evaluation survey, staff were asked to rate how well they felt each workshop had been 

conducted, and to identify any changes that could be made to improve their workshops. Thirty-

four surveys were completed by staff. The staff who completed the surveys were grouped 

according to their role in each workshop, either as the lead facilitator (LF), multidisciplinary staff 

member (MDS), or the simulated patient (SP). 

Table 11: Staff surveys completed at each workshop 

Workshop 
number  

Dates of 

sessions in 
2013 

Topic Surveys 

completed 
by LF 

Surveys 

completed by 
MDS 

Surveys 

completed 
by SP 

1 4 February Diabetes    

2 12 March Cardiovascular disease    

3 6 April Diabetes   
  

4 9 April Cardiovascular disease    

5 16 April Arthritis 

 

  
 Dietitian 

 Exercise 
Physiologist 

(EP) 

  

6 30 April Diabetes   
 EP   

7 11 June Cardiovascular disease   EP  

8 18 June Arthritis   
  

9 16 July Arthritis  X2 
 Dietitian   

10 4 August Asthma    

11 20 August Cardiovascular disease   
 EP   

12 21 August Cardiovascular disease   
 EP 

 

13 22 August Diabetes   
 

 

14 17 

September 

Diabetes   
 Diabetes 

Educator 

 Dietitian 

  

15 18 

September 

Asthma   
 EP 

 Pharmacist 

  

16 19 
September 

Cardiovascular disease   EP 
  

17 20 

September 

Arthritis   
 EP   

 

There is an incomplete record of staff evaluation surveys. Surveys have not been completed by: 

 The lead facilitator for seven workshops  

 The multidisciplinary staff for six workshops  

 The simulated patient for seven workshops.  
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There are no staff evaluation surveys for four of the workshops. 

How well staff perceived each element of the workshop had worked 

Of the 34 staff who completed the surveys, 33 answered the 11 questions in which they reflected 

on how well elements of the workshop had worked (only 32 answered the questions relating to 

client goals and discipline mix). The majority of staff stated that the elements had worked either 

very well or had worked excellently. A few staff, however, rated a couple of the elements as having 

worked only somewhat or a bit. No element was identified as not having worked at all. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Staff perception: how well each element of the presentation worked 
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Based on staff reflection, some elements required no changes: 

 presentation material 

 factual material used 

 simulated patient 

 care planning using care-planning tools. 

Analysis of Figure 1 indicates that one or two staff felt that the following areas could be improved, 

as that element had only worked ’somewhat well’: 

 better use of the additional resources 

 ensuring that the case studies represented the long-term management of a client with a 

chronic condition 

 providing greater experiential learning opportunities 

 better teaching about client self-management of chronic conditions 

 ascertaining a 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. 

One or two staff identified that two elements had worked only ’a bit well’: ascertaining a client’s 

goals, and complete discipline mix relevant to the topic. 

0 0.2 0.4 0.6 0.8 1 1.2

presentation material

additional resources

factual material

long term management

simulated patient

experiential learning

care planning

self-management

client goals

discipline mix

worked together

answer not stated worked excellently worked very well worked somewhat worked a bit worked not at all
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Each element of the workshop is discussed in greater detail, and includes additional comments 

made by staff. 

Staff perspective: how well the presentation material met the participants’ learning needs 

Sixty-five per cent (65%) of staff stated that the presentation had met the learning needs of the 

students. Thirty-five per cent (35%) of staff felt that there was some opportunity for improvement, 

as the presentation material had only worked ’very well’. 

Overall, the presentations met the participants’ learning needs, but at times some improvements 

could be made. To better meet students’ learning needs, the staff identified that the following 

changes were made between workshops: 

 used the simulated patient more in teaching about arthritis and its management by making 

the role-play more challenging for the clinician 

 added more consultations between the simulated patient and allied health 

 increased the amount of time spent role-playing 

 participants advised to include psychosocial questions in role-playing 

 asked the participants some questions orientated around their understanding 

 feedback sought from the participants about the interview with simulated patient 

 participants developed the care plan rather than educator 

 additional information included in the presentation regarding the extent of the chronic 

conditions problem, and options for treatment, such as diabetes prevention groups 

 modelled bad practice and asked the participants to explain how they would do it 

differently 

 participants listed their learning outcomes 

 more interaction sought from participants through increased role-playing or questions 

 more than one allied health professional present for the topic, e.g. diabetes workshops to 

include the dietitian, exercise physiologist and the diabetes educator 

 used role-playing to demonstrate the role of the allied health staff 

 practicalities of the self-management approach discussed 

 participant discipline and workplace introduced at the start of each workshop. 

Staff perspective: how well the additional resources enhanced the participants’ learning 

Sixty-five per cent (65%) of staff reported that the additional learning resources had worked 

excellently. This suggests that the additional resources used in the workshops enhanced student 

learning. However, taking into consideration some comments written in the surveys, this simple 

conclusion may not be sound. Two staff had stated that the term ’additional resources’ required 

further clarification. Therefore it is possible that the staff ratings for this question may have been 

based on a poor understanding of the question. The intention of the term ’additional resources’ 

was to incorporate the GP training room, the simulated patient, and CdmNet. 
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Staff perspective: how well the factual material used in the workshops educated the participants 
about chronic conditions management 

Seventy-six per cent (76%) of staff found that the factual material used in the workshop worked 

very well or excellently in educating the participants. The one participant who did not answer this 

question felt that the question was better answered by the students. Overall, the material 

presented to the participants was perceived by the staff to have enhanced the participants’ 

learning about chronic conditions management. 

Staff perspective: how well the case studies used represented the long-term management of a 
client with a chronic condition 

Eighty-five per cent (85%) of staff reported that the workshops’ inclusion of learning regarding the 

long-term management of clients with chronic conditions had worked excellently. Therefore, the 

workshops had included learning opportunities and materials regarding the long-term management 

of clients with a chronic condition. 

Staff perspective: how well the simulated patient represented an appropriate patient with the 
chronic condition 

All participants who answered this question (97%) found that the simulated patient represented a 

patient with a chronic condition. The staff member who was the simulated patient completed a 

total of 10 evaluations, and she was not the one staff member who left the question unanswered. 

Excluding her surveys, 12 staff found that she was excellent in her portrayal of a client with a 

chronic condition. Therefore the role-plays in the workshops accurately represented a client with a 

chronic condition. 

Staff perspective: how well the opportunities for experiential learning were incorporated into the 
workshops 

Although 79% of staff reported that there were sufficient experiential learning opportunities in the 

workshops, six staff indicated that there could be an improvement in the use of the experiential 

learning sessions. One staff member commented that there could be more opportunities, and 

another participant extended this comment, stating that additional use of the simulated patient 

would enhance student experiential learning opportunities. 

Staff perspective: how well care planning and care coordination was taught 

Seventy-four per cent (74%) of staff reported that care planning and care coordination was 

excellently taught. This was despite the lack of use of the CdmNet care-planning tool. 

Staff perspective: how well the teaching about the client’s self-management of chronic conditions 
worked 
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Seventy-four per cent (74%) of staff reported that the teaching about the client’s self-management 

of chronic conditions worked excellently. However, one of the multidisciplinary staff members felt 

that it worked only somewhat, and made a comment that this aspect of chronic conditions 

management could have been given greater emphasis.  

Of the seven respondents who found that this element only worked very well, four were lead 

facilitators, all on the arthritis topic, three were multidisciplinary staff, and one was the simulated 

patient. This suggests that the arthritis topic may have required further self-management teaching. 

Interestingly, during the planning stage of the project, it was a concern of staff from Arthritis 

Victoria that self-management was not being sufficiently included in the workshop design, and they 

were advocates for the development of the self-management module which was to be mandatory 

viewing for all student participants. 

Staff perspective: how well ascertaining the client’s goals worked 

Only 53% of staff felt that this element of chronic conditions management had worked excellently 

and 41% felt that this worked very well. This suggests that there was scope for greater emphasis 

in the chronic conditions management workshops. 

The simulated patient was the staff member who, on two occasions, reported that her goals had 

only been ascertained ’somewhat’. Given that she is providing the patient perspective in the role-

playing component of each workshop, the simulated patient is reporting that better identification of 

her goals is required, at times. She added an additional comment on one survey, stating that she 

did not get a chance to express her goals. This finding suggests that the role-play needed to be 

extended to include an overt exploration of the client’s goals. 
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Staff perspective: how well the discipline mix matched the case study 

Eighty-two per cent (82%) of staff reported that the discipline mix matched the case study 

presented in the workshops.  

The lead facilitator in the cardiovascular disease workshop conducted on 20 August, and in the 

diabetes workshop conducted on 22 August, felt that the discipline mix worked only a bit. It is 

unclear if this refers to the participant mix at each workshop (medicine students only in the 

cardiovascular disease workshop, and podiatrists, science student, and unstated in the diabetes 

workshop) or the staff mix (exercise physiologist in the cardiovascular disease workshop, and 

unknown in the diabetes workshop as no other staff surveys were completed for that workshop). 

The intention for the question was to assess the staff mix. This suggests that the allied health 

representation in each workshop could be reviewed, and additional staff included as required. For 

instance, staff commented that at times, additional allied professions such as dietitian and exercise 

physiologist should have been present for the case study. This view was also supported by many 

of the participants, who suggested that additional allied health staff representation would have 

improved the workshop. 

Two participants did not provide an answer to this question. 

Staff perspective: how well the multidisciplinary team worked together 

Eighty-eight per cent (88%) of staff reported that they had worked excellently together. One 

participant did not answer, and three participants felt they had worked only somewhat well or very 

well. There were no additional comments made to support their scores. Overall the staff worked 

well together in the workshops. 

4.2 Evaluation of Outcome 

The evaluation aimed to identify the extent of the learning outcomes achieved, and to identify 

what had contributed to that achievement. The analysis of participant learning outcomes includes 

participants who could be classified as either students or non-students, because overall, the 

evaluation is interested in ascertaining the value of the workshops regardless of education status. 

The results below show that for each element of chronic conditions management there 

was an overall increase in competency for more participants. Respondents are highly 

competent if they rated themselves as either mostly competent or very competent.  

4.2.1 Participant learning outcomes 

Participants’ understanding of the principles of chronic conditions management 

Figure 2 indicates that prior to the workshop, 65% of participants were somewhat competent or 

less. However, after the workshop, only 11% were somewhat competent or less. 
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The participants stated that as a result of the workshops they had gained an understanding of 

chronic conditions and their management. 
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Figure 2: Changes in the participants’ self-assessment of their competency in understanding the 

principles of the management of chronic conditions 

 

Participants’ understanding of the impact of chronic conditions 

Although 54% of participants previously understood that chronic conditions impacted clients, after 

the workshops 89% of the participants understood the implications of chronic conditions on clients’ 

lives. In the overall management of chronic conditions, this is an important learning, as was 

identified by a few participants. One participant wrote that they had learned that understanding 

the impact of the chronic condition on the client’s life was of greater importance than 

understanding the client’s knowledge of the condition. The comment relating to the importance of 

including the impact of any stresses currently experienced by the client when taking the client’s 

history also highlights learning around better understanding the impact of the condition on clients. 

Figure 3: Changes in the participants’ self-assessment of their competency in understanding the 

chronic condition and its impact 
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Participants’ understanding of educating clients about their chronic condition 

Prior to the workshop, 38% of participants reported they felt highly competent in being able to 

educate clients about their chronic conditions. This percentage increased to 87% after the 

workshops. 

Comments highlighted that for some of the participants, the importance of educating clients was a 

key learning. Participant comments included that education is the key to prevention, and that 

education provided by health professionals relates to the client’s prior knowledge of their condition. 

One participant wrote: “determine what the client knows first, before education sessions”. Another 

participant identified that they had learned how to educate the clients, and that the explanation by 

the diabetes educator about diabetes was very useful in teaching the participants how to educate 

the clients. 

Figure 4: Changes in the participants’ self-assessment of their competency in educating clients 

about their chronic condition 

 

Participants’ understanding about assessing the client’s self-management skills 

Prior to the workshops, 29% of participants were highly competent in assessing the client’s self-

management skills. After the workshops, this figure had increased to 80%. Therefore, the 

competency of 20% of participants remained only somewhat competent or less, suggesting that 

this element required further teaching. There were no comments made by students to either 

identify their key learning related to client self-management, or to suggest that this was an area 
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Figure 5: Changes in the participants’ self-assessment of their competency in assessing the client’s 

self-management skills 

 

Participants’ understanding of conducting reviews of the client’s capacity for self-management 

After the workshops, 77% of participants reported they were highly competent in conducting 

reviews of a client’s capacity for self-management. This had increased from 67% prior to the 
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Figure 6: Changes in participants’ self-assessment of their competency in conducting reviews of the 

client’s capacity for self-management 
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Participants’ understanding of supporting clients to self-manage their chronic condition 

Prior to the workshops, 39% of participants reported that they were competent in supporting 

clients to self-manage their chronic conditions. This percentage increased to 85% after the 

workshops. Therefore, the workshops were useful in teaching about the principle of 

supporting clients to self-manage, but had been less successful in teaching the 

participants how to conduct self-management reviews. Increasing experiential learning 

activities may have enabled a better teaching of assessing and reviewing self-management skills. 

Figure 7: Changes in the participants’ self-assessment of their competency in supporting clients to 

self-manage their chronic condition 
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Participants’ understanding about collaboratively determining the client’s goals 

Before the workshops, 40% of participants reported that they were highly competent in setting 

client-centred goals. After the workshop, this percentage had increased to 84%. The participants 

identified the following learnings: 

 It is important to engage in thorough goal-setting with clients. 

 Management of clients with chronic conditions requires key client concerns to be 

investigated and addressed. 

 Depression impacts clients’ goals. 

Figure 8: Changes in the participants’ self-assessment of their competency in working 

collaboratively to determine the client’s goals  
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Participants’ understanding about the MBS items for the management of chronic conditions 

Before the workshops, only 15% of participants understood MBS items used in the management of 

chronic conditions. After the workshops, 55% of participants assessed themselves as being highly 

competent. This is a 40% increase, which is similar to the percentage increase for other elements 

of chronic conditions management. However, the small percentage prior to the workshops 

suggests that this is a very new area for the students and therefore requires additional teaching 

time. This may be more relevant to future GPs than other allied health professionals. Given that 

half the course participants were non-GP, this may explain the low percentage of competent health 

professionals. A few participants commented that one of the key learnings they would take from 

the workshops into their practice was knowledge of the MBS items. 

Figure 9: Changes in the participants’ self-assessment of their competency in using the relevant 

MBS items for the management of chronic conditions 
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Participants’ understanding about care planning 

Prior to the workshops, 30% of participants were competent in the principles of care planning, and 

92% were competent after. The workshops were very thorough in teaching participants about the 

principles of care planning. One participant commented that they would take into their future 

practice an understanding of the practical and financial benefits of using care plans. 

Figure 10: Changes in the participants’ self-assessment of their competency in understanding care 

planning for clients with chronic conditions 
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Participants’ understanding about developing, implementing and reviewing care plans using care-
planning tools 

Prior to the workshops, 20% of participants were highly competent in developing, implementing 

and reviewing care plans using care-planning tools. This is similar to the percentage of participants 

who were competent in their understanding of care planning. After the workshops, 69% of the 

participants reported they were highly competent in using care plans. This percentage is 

considerably less than the percentage that understood the reasons for using care plans. The 

workshops therefore appear to have been better at imparting knowledge about why care plans 

should be used rather than how they are used. This may be due to the limited use of CdmNet, or 

due to limited experiential learning regarding using care plans with clients during role-plays with 

the simulated patient. 

A few participants commented favourably about care planning as a learning outcome from the 

workshops. Two participants stated that they had learned about the use of GP care plans and how 

they actually worked. It was recognised that management plans incorporated the health team 

involved in the client’s treatment, and that the client is the centre of the management plan. 

Figure 11: Changes in the participants’ self-assessment of their competency in developing, 

implementing and reviewing care plans using care-planning tools 
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Participants’ understanding about using CdmNet to assist with the management of chronic 
conditions 

Although CdmNet was not used in many of the sessions, the percentage of participants who 

reported an increased competency grew from 14% who were highly competent, to 61%. This 47% 

increase is similar in percentage increase to many of the elements included as learning outcomes 

for the participants. This suggests that when CdmNet was used, it enhanced students’ competency. 

Prior knowledge about the tool was very low, which is not surprising given it is a relatively new 

electronic tool to aid chronic conditions management, and many of the participants have had no 

prior exposure to managing clients with chronic conditions. 

 A few students commented on CdmNet, and noted that it would be a tool they would use in their 

future practice; it was very handy and convenient to have; and is a fantastic program. 

Figure 12: Changes in the participants’ self-assessment of their competency in using CdmNet to 

assist with the management of chronic conditions  
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Participants’ understanding about assembling the appropriate care team 

Prior to the workshops, 35% of participants reported they were highly competent at assembling 

the appropriate care team; after the workshops, 82% were competent. 

Some of the participants identified that teamwork was important, and that it involved 

communicating with allied health professionals. Many of the participants reported it was beneficial 

to learn about allied health professionals and their roles, and that their future practice would 

benefit from the multidisciplinary approach they had learned about during the workshops. As a 

result of the workshops, one participant stated that they would now know who to refer to for 

assistance in managing clients with chronic conditions. A few participants stressed their learning 

about exercise physiologists as useful for their future practice. One participant identified an 

understanding that successful management of clients with chronic conditions is a team effort, with 

the most important team player being the patient. This is in keeping with current client-centred 

practice. 

Assembling the care plan included knowledge of who to refer to and when. It was identified that 

timely referrals were important, and that these referrals needed to be legible and brief. 

Figure 13: Changes in the participants’ self-assessment of their competency in assembling the 

appropriate care team 
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Participants understanding about working with the care team for the duration of chronic condition 
management 

Prior to the workshops, only 28% of participants reported they were highly competent in working 

with the care team in the management of clients with chronic conditions. However, after the 

workshops, 78% were highly competent. One participant remained not at all competent, and five 

participants were only a little bit competent after the workshops. This suggests that for a few 

participants, the focus on ongoing liaison and communication with the care team was lacking in the 

workshops. The majority of participants, however, felt adequately prepared to work with the care 

team. One participant reported the importance of working as a team to achieve the care plan. 

Another participant stated that the management of clients fails without efficient teamwork and 

communication. 

Figure 14: Changes in the participants’ self-assessment of their competency in working with the 

care team for the duration of chronic condition management 
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Participants’ understanding about chronic conditions specific checklists 

Before the workshops, 24% of participants were highly competent in condition-specific checklists, 

such as the diabetes annual cycle of care or asthma management plan. This percentage increased 

to 69% after the workshops. Three participants remained not at all competent, and eight 

participants were only a little bit competent after the workshops, suggesting that a few participants 

had not engaged in sufficient learning about checklists during the workshops. Only one participant 

identified that they would take into their future practice the diabetes annual cycle of care. 

Figure 15: Changes in the participants’ self-assessment of their competency in using checklists 

pertaining to a particular chronic condition 
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4.2.2 Comparison of key participant learning 

It is important to understand which elements of chronic conditions were better understood by the 

workshop participants. Figure 16 below shows the percentage of participants who rated at each 

competency level for each element. The graph shows that 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. 

Therefore, these items, especially MBS items, CdmNet, and assembling the care team, require 

greater focus in the workshops in order to increase the percentage of participants achieving a high 

level of competency. 
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Figure 16: Comparison of key participant learning 
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In the figures below, participants who rated as either not at all competent, a little bit competent, 

or somewhat competent have been classified as having low competency, whereas participants who 

rated themselves as being mostly or very competent have been classified as having high 

competency.  

Comparison of competency in understanding the principles of the management of chronic 
conditions after attending the workshops 

After the workshops, the majority of participants (between 82% and 92%) identified they were 

highly competent in understanding the principles of chronic conditions management. Diabetes had 

the highest number of participants scoring highly competent (92%). The arthritis topic had the 

lowest score (82%) of being highly competent after the workshops.  

Overall, these findings suggest that for each topic, the workshops resulted in high levels of 

competency in understanding the principles of chronic conditions management. From the 

participants’ perspective, all of the workshops delivered resulted in high levels of competency in 

understanding the principles of chronic conditions management. 

Figure 17: Comparison of participant self-assessment of their competency in understanding the 

principles of the management of chronic conditions after attending the workshops. 

 

Comparison of competency in assessing the client’s self-management skills after attending the 

workshops 

After completing the workshops, the majority of students reported that they were mostly or very 

competent in assessing the client’s self-management skills. A full 100% of students who attended 

the arthritis workshops reported high levels of competence, followed by diabetes (88%), 

cardiovascular disease (74%) and arthritis (71%). Although these findings suggest that the 

majority of participants felt competent, there was up to 12% of participants in the diabetes 
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workshops, 26% of participants in the cardiovascular disease workshops, and 30% of participants 

in the arthritis workshops who had limited self-assessed competence in assessing the client’s self-

management skills. Given the importance of working collaboratively with clients with chronic 

conditions by engaging them in the management of their own care, these findings suggest that a 

greater emphasis on the assessment of the client’s self-management was required in the arthritis, 

cardiovascular disease and diabetes workshops. The inclusion of the self-assessment module may 

have facilitated this learning further. 

Figure 18: Comparison of participant self-assessment of their competency in assessing the client’s 

self-management skills after attending the workshops. 

 

Comparison of competency in developing, implementing and reviewing care plans, using care-
planning tools, after attending the workshop 

The majority of participants identified that after the workshops they were either mostly or very 

competent in the use of care plans using care plan tools. Only 61% of participants in the asthma 

workshops reported high levels of competency in developing and reviewing care plans, with 39% 

reporting low levels of competency. This suggests that care planning over time could have been 

better emphasised in the asthma workshops. Likewise, the high competency scores for 

cardiovascular disease (68%), arthritis (71%) and diabetes (81%) workshops suggests that some 

additional focus on the use of care plans and care-planning tools over time may contribute to 

greater competency. 

Only one participant in each of the cardiovascular disease and diabetes workshops identified that 

after the workshops they were not at all competent, whereas other participants in the low 

competency category had scored themselves as either a bit or somewhat competent.  
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Figure 19: Comparison of participant self-assessment of their competency in developing, 

implementing and reviewing care plans, using care-planning tools, after attending the workshops 

 

Overall, these findings indicate that the workshops developed the competency of the participants 

in key elements of chronic conditions management, especially in participants’ understanding of the 

principles of chronic conditions management. However, there was scope for increasing the learning 

opportunities in the areas of assessment of the client’s self-management, and in using care plans 

and care-planning tools. 

4.2.4 The value of resources used in the workshops 

Participants and staff were asked to rate various resources used in the delivery of workshops. Four 

resources were evaluated both by participants and staff. Three resources were evaluated only by 

participants, and three resources were evaluated only by staff. The value of each resource is 

highlighted in Figures 20 to 29.  

The value of the GP training room with regard to participant learning 

It is difficult to report on this resource from the evaluation findings, as there were issues with 

using the room such that after conducting some of the workshops, the decision was made to 

discontinue its use. Given that there is no actual date confirming when the GP training room was 

and was not used, it is difficult to evaluate the data against the dates when it was used.  

From the findings represented in Figure 20, it appears that the participants were not aware of 

what the GP training room was when they answered this question, as they mostly reported that 

the room was considered to have been of high value in regard to their learning, even though the 

room had, in the main, not been used. 

The staff evaluations are also difficult to discuss in greater detail due to the lack of information on 

dates when the room was used. Across the 17 workshops, the room was rated as high value by 
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staff at seven different workshops. Overall, 26% of staff reported that the GP training room was 

not at all valuable and 32% found it was of high value. Some of the high value ratings were given 

when the room was used, however some appear to have been given when the room was no longer 

in use. This finding suggests that when the room was used, it was perceived by staff to have been 

valuable in regard to educating the participants. 

The high number of staff (41%) who did not answer this question suggests that this was because 

they did not use the room for the workshop evaluated. 

Figure 20: Participant and staff rating of the value of the GP training room  

 

The value of the viewing room with regard to participant learning 

After discontinuing the use of the GP training room, the workshops were conducted in only one 

room. The number of participants (14%) who did not answer this question suggests that there was 

some confusion regarding the name of the room they had used. The high number of staff who did 

not answer this question (32%) suggests that scoring the use of a single room had become 

redundant when the room was not used in conjunction with the GP training room. 

Overall, this room was found to contribute to participants’ learning, although this finding is of 

minimal value given the discontinuation of the GP training room. 
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Figure 21: Participant and staff rating of the value of the viewing room 

 

The value of the simulated patient with regard to participant learning 

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. Thirteen per 

cent (13%) of participants felt that the simulated patient had not contributed much to their 

learning of the management of chronic conditions. Some participants had suggested that not using 

the simulated patient would have improved the workshops. 

Figure 22: Participant and staff rating of the value of the simulated patient 
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The value of the mixed discipline representation by the educators with regard to participant 
learning 

Staff rated having multiple disciplines presenting and role-playing during each workshop to be 

more important than did the participants, however, overall, this was considered to be of great 

value by both participants and staff.  

Figure 23: Participant and staff rating of the value of the mixed discipline representation by the 

educators 

 

Participant rating of the value of the educators with regard to their learning 

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. 

Figure 24: Participant rating of the value of the educators  
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Participant rating of the value of the brief diagram of the chronic care model with regard to their 
learning 

The greatest number 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. 

Figure 25: Participant rating of the value of the chronic care model 

 

Participant rating of the value of working with students from other disciplines with regard to their 

learning 

Twenty-nine participants did not answer this question. It is known that at least 30 participants 

were in a single-discipline-only workshop, with a possible 34 other participants also in single-

discipline workshops. Thus the high number of participants who did not answer this question is 

reflective of this learning resource not being available in their workshop. Some participants 

suggested that having participants from other disciplines would have improved the workshops.  

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. Better use of the participant discipline mix could have enhanced the value of having 

multidiscipline representation. 
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Figure 26: Participant rating of the value of working with students from other disciplines 

 

Staff rating of the value of CdmNet with regard to participant learning 

The majority of staff (56%) stated that CdmNet contributed greatly to the participants’ learning. 

Twelve per cent (12%) of staff did not answer this question, and this may be due to the fact that 

with the discontinued use of the GP training room, CdmNet had become difficult to use. For a few 

workshops, the participants had access to laptops to use CdmNet, however it emerged that there 

was insufficient time in the three-hour workshop for this to occur. Therefore the focus on CdmNet 

was less about how to use it, and more about an awareness of CdmNet as one possible electronic 

resource to facilitate the development and management of client care plans. The learning resource 

was a YouTube video developed by Precedence Health Care about their tool, CdmNet. 

Figure 27: Staff rating of the value of CdmNet with regard to participant learning 
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Staff rating of the value of care-planning tools with regard to participant learning 

The majority of staff rated care-planning tools contributed greatly to the participants’ learning. 

Figure 28: Staff rating of the value of care-planning tools with regard to participant learning 

 

Staff rating of the value of chronic conditions checklists with regard to participant learning 

Forty-one per cent (41%) of staff considered that the chronic conditions checklists had contributed 

greatly to the participants’ learning. Forty-seven per cent (47%) of staff did not answer this 

question. The reason for such a high percentage of staff not answering the question is unknown, 

however it is possible that they either did not know what the question referred to, or they did not 

use any checklists. The question referred to checklists pertaining to particular chronic conditions, 

such as the diabetes annual cycle of care, or the asthma management plan. 

Figure 29: Staff rating of the value of chronic conditions checklists with regard to participant 

learning 
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4.2.5 Working with other health professionals in future practice 

One of the long-term goals of the CCTF Project, as written in the PLM, was to increase the 

participants’ competency to practise as a collaborative team member. The participants were asked 

to ascertain their likely future practice with regard to working with health professionals from other 

disciplines in the management of clients with chronic conditions. A total of 157 participants said 

that they would work with other disciplines; four stated that they would not; and seven left this 

question blank. Overwhelmingly, the workshops increased the likelihood that participants would 

practise chronic conditions management as a collaborative health professional. 

Listed below are additional comments made by the participants in answer to the survey 

question ’How might you work with health professionals from other disciplines in your future 

practice?’ These comments highlight the participants’ understanding of the reasons why they could 

refer to other health professionals, and how to work collaboratively as a team member. 

 To refer clients, based on their goals, to other health professionals. 

 To formulate care plans that include other disciplines such as: exercise physiologist, nurse, 

pharmacist, dietitian, diabetes educator, physiotherapist, podiatrist and asthma educator. 

 To ensure good working relationships and continuity of care through the use of verbal 

contact with other team members rather than communication purely through electronic 

means. 

 To follow up referrals made to other health professionals. 

 To communicate relevant information in referrals to achieve the goal of client care. 

 To work as a team. 

 To refer when seeking further advice, or feel that other health professionals can provide 

better advice and understanding. This may be because allied health professionals can 

spend more time with clients. 

 Referring clients shares the load of treating that client, which aims to improve the care, 

education and monitoring of that client. 

These findings suggest that the workshops have been useful in the development of competent, 

collaborative health professionals. 
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Section 5 Summary of Findings 

The Chronic Conditions Training Facilities Project aimed to increase participants’ competency in the 

management of chronic conditions. The workshops, although delivered in a different format from 

that which was planned, had an overall impact on improving the competence of primary healthcare 

students, and current practising health professionals working in the community health environment. 

After participation in the workshops, a minimum of 50% of participants reported high levels of 

competency in all areas of managing clients with chronic conditions. 

The long-term goals for the workshop, as identified in the Program Logic Model, were: 

1. to increase the participants’ competency in their management of chronic conditions 

2. to increase the participants’ competency to practise as a collaborative team member. 

Additional aims were to identify whether: 

3. the purpose-built training facility (GP training room and viewing room) contributed to 

participants’ learning outcomes 

4. using the simulated patient contributed to participants’ learning outcomes. 

The findings in this evaluation report highlight that the workshops achieved the aim of enhancing 

participants’ understanding of the principles of chronic conditions management. The workshops 

also increased participants’ competency in working as a collaborative team member, however there 

were lower levels of competency achieved overall in participants’ ability to assemble the care team. 

It was found that the GP training room contributed to the participants’ learning when it was used. 

However, it was not used for the majority of the workshops. The staff rated the room as having 

been more valuable to the participants’ learning than did the participants. However, more staff 

identified that it had no impact on participant learning than did the participants themselves, which 

may have been due to a lack of participant knowledge about the room. 

Overwhelmingly, staff and participants both identified the simulated patient as having provided a 

valuable learning experience. More staff than participants felt that it was a very valuable learning 

experience. 

Therefore, the workshops achieved the project aim of enhancing the quality of skilled, competent 

health professionals in the area of chronic conditions management. 

However, a few areas for improvement were identified in order to ensure greater numbers of 

participants achieved high levels of competency. The participants’ ratings suggest that the teaching 

of the following areas required greater attention: 

 reviewing self-management capacity 
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 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. 

Additional findings are as follows: 

 CdmNet was useful as a learning resource when used, and student learning regarding how 

to write care plans would have been enhanced if it had been used in every workshop.  

 Conduct a broader marketing campaign to ensure attendance by a broader range of health 

professionals. 

 Have a minimum of eight participants in each workshop. There may be a maximum 

number of participants but this was not determined. This maximum number needs to allow 

for increased hands-on participation and enable more participants to role-play with the 

simulated patient. 

 Surveys to ensure clarity for all questions. Surveys to also include a section for staff to 

comment on why they stated something did not work well.  
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Section 7 Appendices 

Please see over the page for the appendices. 
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 Health professional skills for supporting chronic condition self-management 

 

 Knowledge Attitudes Skills 

P
re

v
e

n
ti

o
n

 

- health promotion approaches 

- public health perspective 

- evidence-based guidelines for 
screening and surveillance 

- cultural awareness 

- client education resources 

- community risk factor programs 

- community supports 

- social determinants of health 

 

- person-centred care is part of 
routine care 

- working in multidisciplinary 
teams improves health outcomes 

- support for healthy lifestyle will 
assist prevention of chronic 
conditions 

- communication 

- assessment of self-management 
capacity 

- assessment of capacity of 
carer/family to support self-
management 

- motivational interviewing 

- brief educational interventions 

- health promotion approaches 
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- evidence-based guidelines for 
managing risk factors 

- stages of change 

- organisational change 

- quality improvement/research in 
practice 

- MBS items for health 
assessments 

- people can be competent self- 
managers 

- systematic management of risk 
factors is more effective than 
episodic care 

- peer support is valuable in 
maintaining healthy lifestyle 

- ability to work in a team 

- population health screening and 
surveillance 

- collaborative problem definition 

- structured problem-solving 

- collaborative goal-setting 

- behavioural techniques 

- IT/IM skills to use clinical 
information systems 

- quality improvement 
techniques/evaluating practice 
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- evidence-based guidelines for 
managing chronic conditions and 
preventing complications 

- evidence base for self-
management of chronic 
conditions 

- MBS items for care planning, 
team care, allied health, home 
medicine reviews 

- support groups for chronic 
conditions 

- carer/family capacity to support 
the client, including carer’s 
health issues 

- support for a healthy lifestyle will 
assist the management of 
chronic conditions 

- systematic management of 
chronic conditions is more 
effective than episodic care 

- the person is an expert in 
understanding the impact of 
chronic conditions on their life 

- self-management is most 
effective when the health 
professional works in partnership 
with the client 

- peer support is valuable in 
managing chronic conditions 

 

- clinical management of chronic 
conditions 

- contributing to team care 

- review adherence and proactively 
follow up the care plan with the 
client and carer 
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Program Logic Model for CCTF Project 
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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 

O
u

tp
u
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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) 

 

Note: the writing in black 
indicates what could be 
assessed. The writing in red 

suggests how each item could 
be assessed. Not all possible 

items were included in the 
survey. 

 

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. 

Im
p
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No. of students attending (see 
Template 1) 

% 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) 

The value of using simulated 
patients, from student perspective 

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) 

Attitudes: 

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 

 

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) 
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To enhance primary healthcare students’ competency to practise 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 
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Evaluation Framework 

Focus Evaluation 
question 

Information required Evaluation tool By whom 
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What are the 
project objectives? 

To finalise program logic model Program Logic 
Model 

Healthy 
Collaboration 

What was the 
proposed workshop 
structure? 

To identify details of the proposed workshop structure Grant proposal Healthy 
Collaboration 
and program 
manager 

Were the 
workshops 
conducted as 
planned? 

To identify if the program was delivered as planned, and to 
identify barriers to implementation and ways they were overcome 

Discussions with 
individuals 
involved in the 
CCTF Project 

Healthy 
Collaboration  

M
e

a
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s
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What objective 
measures can be 
used to examine 
CCTF Project 
implementation? 

To identify numbers: 
o  of students who attended 
o  of non-students who attended 
o  who participated face to face with the simulated patient 
o  who read prior material 
o  of sessions with multiple disciplines attended 
o  of workshops delivered for each chronic condition topic 

 

Details from 
attendance sheets 
and workshop 
dates, and 
student and staff 
survey data 

CCTF Project 
staff and 
Healthy 
Collaboration 

To identify how well staff considered the workshops were 
conducted, for a range of workshop elements 

Staff survey data Healthy 
Collaboration 

To identify any changes to the workshops that the staff elected to 
make over time  

Staff survey data Healthy 
Collaboration 

To identify how valuable the facility, simulated patient, CdmNet 
and checklists were 

Student and staff 
survey data 

Healthy 
Collaboration 
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 Did the CCTF 
Project achieve the 
learning objectives? 

To identify whether the CCTF Project achieved what was planned, 
and identify the degree of impact. 

Focus on acquisition of knowledge and skills re:  
o  self-management of chronic conditions 
o  management strategies for chronic conditions 
o  monitoring clients across the lifespan 

 

Student survey 
data: self-
reported changes 
in skills level (pre 
and post 
questions in 
student survey) 

CCTF Project 
staff and 
Healthy 
Collaboration 
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Did the competence 
of participants 
increase regarding 
practising as a 
collaborative team 
member? 

To identify competence from answers provided regarding working 
with health professionals 

Student survey 
data – written 
question 

Healthy 
Collaboration 

Was there an 
increase in 
participants’ 
competency in the 
management of 
chronic conditions? 

To identify perceived skill in the management of clients’ chronic 
conditions  

Student survey 
data 

Healthy 
Collaboration 

Did the purpose-
built facility 
contribute to 
learning outcomes? 

To identify the perceived contribution of the GP training room on 
learning outcomes 

Student survey 
data 

Healthy 
Collaboration 

Did the simulated 
patient contribute 
to participant 
learning? 

To identify the perceived contribution of the simulated patient on 
learning outcomes 

Student survey 
data 

Healthy 
Collaboration 
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Student Survey 

Chronic Conditions Training 
Facilities Project 

Macedon Ranges and North West 
Melbourne Medicare Local 

Healthy Collaboration 

 

 

 

In order to evaluate this project please answer the questions below and submit to the educator 
prior to leaving. The answers will be compiled and used in the evaluation report. 

 

Your certificate of attendance will be available after completion of this evaluation form. 

 

 

Date: ……………………………………………………………………………………………………………………………………. 

Topic: …………………………………………………………………………………………………………………………………. 

University Attended: …………………………………………………………………………………………………………. 

Course: ………………………………………………………………………………………………………………………………. 

Year Level: ………………………………………………………………………………………………………………………….. 

 

 
1. Did you read the material made available regarding self-management for clients with 

chronic conditions? 
o No 
o Yes 

 
2. In what capacity were you involved in working with the simulated patient? 

o Face to face contact 
o Observer 

 
3. Did your session include students from other disciplines? 

o Yes 



Chronic Conditions Training Facilities Project 

Healthy Collaboration: Final Report   Page 67 of 73 

o No 
 

4. Knowledge and skills competencies 

 

Please review the following list of knowledge and skills statements. Give some thought to what you knew about the 
management of chronic conditions before today’s workshop, and what you learned by attending today. For each knowledge 
and skills statement, circle the number that best represents how competent you felt before and after the workshop. 

 

Rating Scale: 

Not at all competent A little bit 
competent 

Somewhat 
competent 

Mostly competent Very competent 

1 2 3 4 5 

 

 

Before Today’s workshop Self-assessment of competency in: After Today’s workshop 

1 2 3 4 5 
a) Understanding the principles of 

the management of chronic 
condition  

 

1 2 3 4 5 

1 2 3 4 5 
b) Understanding the chronic 

condition and its impact 
1 2 3 4 5 

1 2 3 4 5 
c) Understanding care planning for 

clients with chronic condition(s) 
1 2 3 4 5 

1 2 3 4 5 
d) Educating the client about their 

chronic condition 
1 2 3 4 5 

1 2 3 4 5 
e) Using the relevant MBS items for 

the management of a chronic 
condition 

1 2 3 4 5 

1 2 3 4 5 
f) Assembling the appropriate 

members of the care team  
1 2 3 4 5 

1 2 3 4 5 
g) Assessing client’s self-

management skills 
1 2 3 4 5 

1 2 3 4 5 
h) Determining with clients their own 

goals 
1 2 3 4 5 

1 2 3 4 5 
i) Supporting the client to self-

manage their chronic condition 
1 2 3 4 5 

1 2 3 4 5 
j) Working with the care team for 

the duration of chronic condition 
management 

1 2 3 4 5 

1 2 3 4 5 
k) Using CdmNet to assist with the 

management of chronic 
condition(s) 

1 2 3 4 5 

1 2 3 4 5 
l) Developing, implementing and 

reviewing care plans using care-
planning tools 

1 2 3 4 5 

1 2 3 4 5 
m) Conducting reviews of client’s 

capacity for self-management 
1 2 3 4 5 
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1 2 3 4 5 
n) Using checklists pertaining to a 

particular chronic condition, e.g. 
diabetes annual cycle of care, or 
asthma management plan 

1 2 3 4 5 

 

5. The value of the workshop 

 

Please review the following statements relating to the resources used in today’s workshop. Please circle the number that 
best represents how valuable each resource was in regard to your learning today. 

 

In regard to my learning I found: Not at all 
valuable 

A little bit 
valuable 

Somewhat 
valuable 

Mostly 
valuable 

Very 
valuable 

a. The consult room was 
1 2 3 4 5 

b. The viewing room was 

 
1 2 3 4 5 

c. The simulated patient was 
1 2 3 4 5 

d. The educators were 
1 2 3 4 5 

e. The mixed discipline representation 
by the educators was 

1 2 3 4 5 

f. The brief diagram of the chronic 
care model was 

1 2 3 4 5 

g. Working with students from other 
disciplines was 

1 2 3 4 5 

 
6. Is today’s workshop likely to result in you working with health professionals from other disciplines in your future 

management of clients with chronic condition(s)? 
o Yes 
o No 
 

7. How might you work with health professionals from other disciplines in your future practice? 

………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

 
8. What 3 things have your learned today that you will take into your own practice? 
………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

 



Chronic Conditions Training Facilities Project 

Healthy Collaboration: Final Report   Page 69 of 73 

9. What 3 things could be improved in this workshop? 
………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………… 

 

Many thanks for participating in this workshop and completing this evaluation. 
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Staff Survey 

Chronic Conditions Training 
Facilities Project 

Macedon Ranges and North West 
Melbourne Medicare Local 

Healthy Collaboration 

 

 

Date: ……………………………      Number of times you have presented this topic: ……………. 

Topic: ………………………………………………………………………………………………………………………… 

Name: ……………………………………………………………………………………………………………………… 

Discipline: ………………………………………………………………………………………………………………… 

Simulated Patients: ………………………………………………………………………………………………… 

 

1. The use of the resources 

 

Please review the following statements relating to the resources used in today’s workshop. Please circle the number 
that best represents how valuable each resource was in regard to educating the students. 

 

In regard to educating the 
students I found: 

Not at all 
valuable 

A little bit 
valuable 

Somewhat 
valuable 

Mostly 
valuable 

Very 
valuable 

h. The consult room was 
1 2 3 4 5 

i. The viewing room was 

 
1 2 3 4 5 

j. The simulated patient was 
1 2 3 4 5 

k. The mixed discipline 
representation by the 
educators was 

1 2 3 4 5 

l. The CdmNet was 
1 2 3 4 5 

m. The care-planning tools 
utilised were 

1 2 3 4 5 

n. The specific chronic 
conditions checklists 

1 2 3 4 5 



Chronic Conditions Training Facilities Project 

Healthy Collaboration: Final Report   Page 72 of 73 

utilised were 

 

2. Did you require any assistance/training from staff at the Medicare Local in using the consult room?  

o No 
o Yes: Please circle how long was required:        1-14 mins              15-29 mins             > 30 mins 

 

 

3. Reflection on today’s workshop 

 

Please review the following statements regarding how well this workshop worked today. Please circle the number 
that best represents how well your sessions worked, using a scale of 1-5 where 1 = did not work at all and 5 = 
worked excellently. 

 

 

On a scale of 1-5  

 

Did not 
work at 

all 

   Worked 
excellently 

a. How well did the presentation material 
meet the students’ learning needs? 

1 2 3 4 5 

b. How well did the additional resources 
enhance student learning? 

1 2 3 4 5 

c. How well did the factual material 
presented educate the students about 
chronic conditions and management? 

1 2 3 4 5 

d. How well did the case studies used 
represent the long-term management 
of a client with chronic condition? 

1 2 3 4 5 

e. How well did the simulated patient 
represent an appropriate patient with 
chronic condition? 

1 2 3 4 5 

f. How well were opportunities for 
experiential learning incorporated into 
the session? 

1 2 3 4 5 

g. How well was care planning and care 
coordination taught? 

1 2 3 4 5 

h. How well did the teaching about 
client’s self-management of chronic 
conditions work? 

1 2 3 4 5 

i. How well did ascertaining the client’s 
goals work? 

1 2 3 4 5 

j. How well did the discipline mix match 
the case study? 

1 2 3 4 5 

k. How well did the multidisciplinary team 
work together? 

1 2 3 4 5 

 

 
5. If you have previously presented this topic, please list any changes you made for this workshop. 
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……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

 
 

6. Based on today’s workshop, what changes would you make for the next time you present the topic? 
……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

 

7. Any other comments? 
……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

 

 

 

Many thanks for participating in this workshop and completing this evaluation. 

 


