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0. Executive Summary  

Introduction 

The Latrobe Valley is a designated Health Innovation Zone of the Victorian Government. The area has 

experienced disaster and disadvantage, both of which have had profound economic and health impacts in the 

community. Children attending school are particularly vulnerable and over-represented in the region; in 2019, 

nearly half of all children starting school (grade prep) in the Latrobe LGA were among the most disadvantaged 

in the state.1 The Latrobe Health Assembly (LHA) is integral in executing the Latrobe Health and Wellbeing 

Charter and overseeing a range of over 30 projects aimed at addressing these issues in the community and 

achieving their objective of ‘10K by 10Y’: 10,000 more people with better health and wellbeing in 10 years.23  

Included in this is the Community Health Nurse in Primary Schools (CHNiPS) Program. The program uses a 

health and wellbeing outreach model, utilising a community health nurse within the school setting with an 

emphasis on supporting vulnerable children who are at an increased risk of poor health and wellbeing 

outcomes. The CHNiPS program has been operating in the Latrobe LGA since mid-2017. There have been two 

expansions of the program from a single pilot school through to 8 schools that now participate. Funding is 

shared between the Victorian Departments of Health and Human Services (DHHS) and Education and Training 

(DET), along with the LHA. 

The Centre for Evidence and Implementation (CEI) conducted an evaluation of the CHNiPS program between 

March and August 2020.  

About this evaluation 

The evaluation used a mixed-methods design, drawing upon qualitative (nurse and school interview) and 

quantitative (nurse outreach) data collected from key personnel involved in the design, implementation and 

delivery of the CHNiPS program. The evaluation questions addressed in this report are: 

1. To what extent have program objectives been achieved to date? 

2. What is the perceived appropriateness and acceptability of the CHNiPS program among those 

implementing and receiving it?  

3. What is the perceived sustainability and scalability of the CHNiPS program among those implementing 

and receiving it? 

4. What factors have enabled the implementation of the CHNiPS program, and what have made it more 

challenging? 

5. What is the per student cost of providing the CHNiPS program? 

6. What is the cost per hour of providing the CHNIPS program? 

7. What would it cost to scale up the delivery of CHNiPS to other schools in the region? 

A total of 24 individuals participated in the evaluation via interview, comprised of: 

• LCHS nursing staff; 

• Participating school principals and welfare staff, and; 

• External consultations with DHHS staff, DET staff and practitioners from the DET School Nursing 

Program.  

 
1 Available from ‘Latrobe docx’ from: https://www.education.vic.gov.au/about/research/Pages/reportdatahealth.aspx 
2 http://healthassembly.org.au/ 
3 https://www2.health.vic.gov.au/about/health-strategies/latrobe-health-innovation-zone/latrobe-health-assembly 

https://www.education.vic.gov.au/about/research/Pages/reportdatahealth.aspx
http://healthassembly.org.au/
https://www2.health.vic.gov.au/about/health-strategies/latrobe-health-innovation-zone/latrobe-health-assembly
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Nurse outreach data was analysed across all implementing schools between August 2017 and May 2020 (to 

the extent it was available and complete).  

The costing analysis relied on nurse outreach data from the period of May 2019-2020, correlated with 

information from two sources: 

• Program business case — for school-level input costs (e.g. budget, funding assumptions, nurse FTE, 

supplies and project management costs) 

• MySchool data — to determine school enrolments of CHNiPS and ‘scale up’ schools 

This information provided the cost per student (on average) and nurse cost (per hour) of delivering the 

program, as well as in an estimate of the cost of expanding to all government primary schools in the Latrobe 

LGA.  

Key findings, insights and implications 

CHNiPS has provided participating schools and students with a range of healthcare benefits, highlighted by: 

• A total of 7,148 episodes of care were recorded (group (1,044) and individual (6,104)) between 

August 2017 and May 2020.  

• 2,854 hours of nurse care was recorded as CHNiPS service delivery this time period (1,459 hours of 

group services and 1,395 hours of individual services). 

• 402 referrals were recorded to a range of 11 destinations, such as GPs, paediatricians and other 

services within LCHS. 

• Direct student contact was the most common method of individual service delivery, followed by 

parent engagement. Combined, these accounted for over half of all individual episodes of care.  

• The type of support provided by nurses was varied. Nurse support to individuals (6,104 episodes) was 

predominantly in response to head lice (1,833 episodes), followed by general, unspecified health 

related support or other support, which may not be directly health related. This was echoed in the 

type of group support provided, where over half the episodes of care were awareness/information 

and unspecified health-related support. 

A detailed sub-analysis of the nurse outreach was conducted among a three-month sample of three schools, to 

simulate a school term. This provided insight into individual student contact with the CHNiPS program and the 

proportion of time and episodes spent in treating specific health conditions.  

While indicative and requiring greater depth of scope and data to analyse, the analysis suggested: 

• The proportion of school cohort to contact the nurse is variable by school. 11 - 66% of the school 

cohort had at least 1 nurse contact, with an observed maximum of 21 episodes over 3 months. 

• The proportion of episodes that were attributed to 1 condition ranged from 20% (continence) to 99% 

(head lice). In other words, it is evident that in some schools, the scope of the nurse is prioritised to 

conditions such as head lice treatment and management, while in others, the scope is broader. 

• Frequency of nurse contact is not necessarily predictive of the duration of care. Where individual 

students had a greater median frequency of care episodes, the median duration of time per episode 

decreased. The scope of the nurse is likely implicated in this, along with the nurse EFT (although this 

requires a more detailed analysis). 

• Conditions such as continence and behaviour appear to require more continued and sustained care 

than headlice. As a guiding principle, this represents a trade-off in nurse capacity - nurses can either 

service a larger proportion of the school population at a lower dosage (presumably in response to 

more acute or less complex conditions); or provide more detailed care (presumably to more complex 

conditions) to a smaller proportion of students.  
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These benefits are profound and unlikely to have occurred without the program. The program objectives 

however are too broad to capture the extent of these benefits and in greater detail. 

The results listed above show that the program’s integration into participating schools has been profound. This 

is also echoed in the interview data from key implementation stakeholders. However, the program objectives 

are currently too broad to enable an accurate assessment of CHNiPS progress. Without established 

benchmarks or figures within the program objectives to compare against, it is unclear to what extent these 

objectives have been met.  

The CHNiPS program is a good fit for, and accepted by schools, nurses and the local healthcare system.  

Generally, stakeholders from schools, LCHS and externally perceive CHNiPS to be acceptable (satisfactory) and 

appropriate (a good fit) for the context in which it is operating. The program has integrated into the school 

context in a relatively short space of time, evidenced by the rapid expansion in approximately 3 years. As the 

program operates at the intersection of the health and education sectors, there are implementation 

challenges that impact the operation of the program on a day-to-day basis, however incorporation of a 

program manager position in the second expansion has been important in alleviating some of these concerns 

and providing a key conduit between LCHS, schools, LHA, DET and DHHS.  

Schools and LCHS have experienced some discrepancy in understanding of program direction and priorities, 

which has impacted the clarity of scope of practice that the nurse operates in. This is exacerbated when the 

nurse is working in an outreach position. Again, the program manager position has assisted in providing 

consistent communication between LCHS and schools, however the opportunity remains for a co-designed or 

collaborative process in establishing priorities for schools in which the nurse is deployed. This is consistent 

with the variability in program delivery across the implementing schools. 

 

The CHNiPS program has grown quickly, but focus should be given to the way it is implemented and how 

data supporting its efficacy is collected across schools. 

Program fidelity is significant in evaluating programs such as CHNiPS, because it incorporates set ‘benchmarks’ 

in relation to program objectives and a means to accurately and consistently measure and track them. In other 

words, to evaluate CHNiPS effectively, fidelity benchmarks should be incorporated in the program objectives. 

The establishment of fidelity ‘benchmarks’ represents an opportunity for co-design, in terms of enabling input 

from LCHS/nurses and schools, to reflect the priorities of each stakeholder in the CHNiPS program. Further, for 

broader, systematic evaluation aligning with departmental objectives and targets, LCHS and schools may 

consider consulting DET, DHHS and LHA in the co-design process. 

There is a perceived long-term need for this program given the disadvantage in the region. Schools see the 

program as sustainable to the extent funding can be sustained.  

The key perception of the sustainability of CHNiPS is the long-term needs of the community for a program of 

this nature. Schools receive significant equity funding to address this, however despite this resourcing, there is 

a perception that the cost of participation remains prohibitive to schools if not subsidised as it is now.  

The cost of delivering CHNiPS per-student was calculated at $282 (over 12 months). The per-hour cost of the 

nurse to deliver the CHNiPS program was calculated at $71.50. In terms of continuing the program at 8 schools 

and scaling-up to all government primary schools in the Latrobe LGA (an additional 14 schools), this is 

estimated to cost $1,406,100 ($578,400 to continue at 8 schools and $827,700 for the scale-up schools). 

Recommended future actions 

The key finding from this evaluation is that the CHNiPS program has demonstrated a clear benefit to schools 

that have participated in it through improved accessibility of the public health system and referral.  

This and other evaluation findings have prompted five recommendations for the CHNiPS program: 

1. Funding and investment in the CHNiPS program should continue 

The findings of the evaluation support continuation of CHNiPS in the implementing schools. This 

recommendation is based on evidence of the high acceptability of CHNiPS among nurses and school 

principals and service data showing a substantial number of episodes of nurse care, at the individual 
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student/family and group level, and referrals to other health practitioners such as GPs. Much of the 

challenges experienced in the program to date are attributable to the expansion of CHNiPS from a pilot 

school across two phases, which are to be expected in rapid scale-up.  

The program manager position has only been operational since the second expansion and already, this 

role has shown to be a key conduit between LCHS/nurses, schools principals and LHA given the proximity 

and understanding of all program stakeholders. The remit of the position, along with the relationships 

built has been integral in rectifying some of these engagement, governance and implementation 

challenges. 

We suggest funding continue at the current modelled rate as implementation issues continue to be 

addressed and the program becomes strengthened and integrated in participating schools. We are unable 

to definitively state whether funding or EFT should be altered based on the current data, however there is 

emerging evidence from the case study analysis that the EFT in the order of 0.2 (1 day per week) limits the 

scope of care that can be provided, particularly in relation to more complex and chronic conditions. This 

has also been reflected in interviews with nurses, who have stated that working one day per week in a 

school is a challenge for engaging with the school community, gaining trust with vulnerable families and 

limiting to care continuity.   

2. The gap between CHNiPS program objectives and service delivery should be bridged through a focus on 

minimum service delivery requirements 

CHNiPS program objectives could be re-framed as a consistent set of ‘minimum service delivery 

requirements’, of which fidelity measures or benchmarks are set for priority outcomes or results of 

interest. For example, minimum service delivery requirements for referrals could relate to time between 

nurse assessment and referrals made, a rate of adverse screening results to referrals made, or the rate of 

referrals an individual receives before attending the appointment. With greater specificity comes greater 

insight regarding whether outcomes are being met, and to what extent.  

This is an opportunity for LCHS, schools, LHA and the departments DHHS and DET to build a set of 

objectives and guidelines that incorporates the priorities each stakeholder has in the implementation of 

the CHNiPS program. For example, what health indicators are LCHS most interested in? What educational 

indicators do schools most value? What indicators carry most value to DHHS/DET and LHA in their 

strategic policy aims, in demonstrating the benefit of the program and assist in funding submissions? All of 

these should be presented together and discussed, with a final set of objectives agreed upon. This would 

allow for greater transparency across implementing stakeholders, and ultimately would assist nurses and 

school staff implementing the program on the ground, in terms of their scope of practice and priorities in 

triaging their daily/weekly service delivery tasks. 

3. Nurse outreach data collection and the data collection system should be improved and adapted to 

measure minimum service delivery requirements 

Much of the quantitative data required a degree of assumption during analysis, especially regarding time 

(direct/indirect) and method of service delivery. This meant a level of uncertainty remains around how 

much time nurses were spending providing care versus other training, engagement of administrative 

tasks. It also made further analyses to understand conditions being treated and individual care 

information more complicated; the consequences of which are that it is not appropriate to glean definitive 

insight into individual health outcomes from the data as it is currently collected. Minimum service delivery 

requirements could for example, reflect the number of episodes of care given to a student for a condition 

(or a minimum total care time) and/or establishing care/monitoring benchmarks for specific conditions 

such as head lice so that screening occurs every term (e.g. 5 minutes per student), with scope to allow for 

additional treatment as required, but also acknowledging that it is not the sole condition to treat within 

the remit of a nurse delivering the CHNiPS program. By developing clear fidelity-focused program 

objectives, the data collection methods and indicators can be targeted to ensure what is being collected is 

data that accurately informs these objectives.  
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4. There should be greater co-design and collaboration between LCHS and schools in the implementation 

of the CHNiPS program 

The fact nurses in the CHNiPS program are part of the broader public health system, and able to refer 

readily to other health practitioners, has been a clear strength of the program. For this reason, LCHS 

should maintain the managing overview of the program and nurses implementing it. There is a role, 

however, for more co-design between schools and LCHS in developing clear communicated structures of 

service delivery for all parties to understand what to expect from participating in the program and in turn 

provide nurses with a clearer role and scope for practice. Further, this would enable more systematic 

oversight at a program management and governance viewpoint regarding what is being delivered in 

schools, which in turn will provide more consistent and reliable information when comparing CHNiPS 

against program objectives and outcomes. Stakeholders should consider: 

• Developing school-level plans for delivering the CHNiPS program 

• Enabling greater scope for schools to be involved in appointing a nurse in their school 

• Continuing development of the ‘topic curriculum’ for health activities covering essential 

activities (e.g. health promotion activities and topics for primary school-aged children), and 

flexible activity add-ons (e.g. primary care for specific conditions, or health promotion in 

response to COVID-19).  

5. Process alignment, while a challenge beyond just CHNiPS, should be discussed by all stakeholders 

The challenge of working at the intersection of healthcare and education is recognised at a systems level 

and is not unique to the CHNiPS program. At a program governance level however, there are 

opportunities to table the practical challenges that outreach nurses experience in their day-to-day role 

(e.g. working across two separate online recording platforms) and negotiating LCHS and Education servers. 

Given the program is operating within the Victorian Health Innovation Zone, it is well placed to champion 

some of the alignment issues to create a smoother intersection of education and health, given the 

established and well accepted link between good health and education outcomes.   
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1. Introduction 

1.1. Program setting and background 

The Latrobe Valley has felt the economic and health effects of bushfire. Most notably in recent years, the Black 

Saturday fires of 2009 and Hazelwood mine fire (borne from bushfire) have had profound, multi-faceted 

impact on the health and wellbeing of the community in Central Gippsland.4  

In addition to the adverse short- and long-term health effects, the economic impact on individuals and local 

businesses has been profound. The Hazelwood mine, which employed a significant proportion of the local 

community has since been decommissioned, while other local businesses have experienced a downturn since 

and due to the fire. Time taken off work coupled with medical costs, potential relocation from homes and a 

decrease in property value have all impacted livelihoods, placed a strain on the community and left some 

families and children in a position of vulnerability.  

An inquiry into the Hazelwood mine fire outlined 18 recommendations, with one in reference to the health 

needs of the community:5  

“The State should continue [to study affects on] long-term health, and: 

• extend the study to at least 20 years; 

• appoint an independent board, which includes Latrobe Valley community 

representatives, to govern the study; and  

• direct that the independent board publish regular progress reports.” 

In response to the inquiry, the Latrobe Valley was designated as a Health Innovation Zone by the Victorian 

Government. The Latrobe Health and Wellbeing Charter was formed within this initiative, which incorporates a 

co-design of individual and organisational community voice in the planning and delivering of better health and 

wellbeing outcomes and the establishment of priority areas.6 Integral in addressing these priorities is the 

Latrobe Health Assembly (LHA), a network of 45 community members from a diverse range of backgrounds, to 

provide strong community voice and steer the direction of their objective- ‘10K by 10Y’: 10,000 more people 

with better health and wellbeing in 10 years.78 The remit of the assembly is broad, to reflect the broad health 

challenges faced by the community; currently, LHA is overseeing 32 projects to meet their objective, including 

the CHNiPS program.9 

The Community Health Nurse in Primary Schools (CHNiPS) Program 

The inquiry formed the broad backdrop and basis for the CHNiPS program, It was initiated as a health and 

wellbeing outreach model using community health nursing within the school community (children, families 

and teachers) with an emphasis on supporting vulnerable children who are at an increased risk of poor health 

and wellbeing outcomes. Data from the 2019 School Entrant Health Questionnaire found that within the 

Latrobe LGA, 48.1% of prep students were in the lowest (most disadvantaged) quartile, compared to the 

Victorian Non-Metro rate of 28.8% and the state-wide average of 19.5%. In other words, almost every second 

child that started school in the Latrobe LGA last year were among the most disadvantaged in the state.10 

 
4 http://report.hazelwoodinquiry.vic.gov.au/index.html 
5 http://report.hazelwoodinquiry.vic.gov.au/executive-summary-2/recommendations/recommendations-state.html 
6 https://www2.health.vic.gov.au/-/media/health/files/collections/research-and-reports/l/latrobe-health-and-wellbeing-
charter.pdf?la=en&hash=B1F3CE7A93AC75216A0E075E15926055D8C3435B 
7 http://healthassembly.org.au/ 
8 https://www2.health.vic.gov.au/about/health-strategies/latrobe-health-innovation-zone/latrobe-health-assembly 
9 https://www.healthassembly.org.au/projects/ 
10 Available from ‘Latrobe docx’ from: https://www.education.vic.gov.au/about/research/Pages/reportdatahealth.aspx 

http://report.hazelwoodinquiry.vic.gov.au/index.html
http://report.hazelwoodinquiry.vic.gov.au/executive-summary-2/recommendations/recommendations-state.html
https://www2.health.vic.gov.au/-/media/health/files/collections/research-and-reports/l/latrobe-health-and-wellbeing-charter.pdf?la=en&hash=B1F3CE7A93AC75216A0E075E15926055D8C3435B
https://www2.health.vic.gov.au/-/media/health/files/collections/research-and-reports/l/latrobe-health-and-wellbeing-charter.pdf?la=en&hash=B1F3CE7A93AC75216A0E075E15926055D8C3435B
http://healthassembly.org.au/
https://www2.health.vic.gov.au/about/health-strategies/latrobe-health-innovation-zone/latrobe-health-assembly
https://www.healthassembly.org.au/projects/
https://www.education.vic.gov.au/about/research/Pages/reportdatahealth.aspx
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Initially, the community nurse outreach position that informed the CHNiPS program was created in response to 

a serious headlice outbreak at Morwell Park PS that impacted ~80% of the school population. DHHS, LCHS and 

DET worked with the school to coordinate an initial treatment of all children at the school. In doing so, it 

became apparent that the school was experiencing a wider range of health and wellbeing issues which 

impacted students’ ability to attend and engage in learning at school.  

The program existed as a pilot at Morwell Park PS in July 2017. In Term 3 2018 (July), this program was 

expanded to three additional schools; Moe Elizabeth Street PS, Moe South Street PS and Yallourn North PS. A 

business case was successfully presented which saw a second expansion of the program to four additional 

schools, Liddiard Road PS, Albert Street PS, Morwell Central PS and Churchill PS, from early 2019.11 Data from 

these eight schools are included in the evaluation.  

CHNiPS program aims and service delivery 

The aims of the program are to directly improve the health of children and their families, their attendance and 

independence at school, and increase student/family engagement with health providers through contact and 

support from a community health nurse at school. Specifically, the objectives and intended outcomes of the 

program are outlined in Table 1. 

Table 1. CHNiPS program objectives and outcomes 

Objective Outcome 

Increase positive health behaviours within the school 
community 

Better attendance at participating schools 

Build the health awareness and understanding of the 
school community by providing support in a trusted local 
environment 

Fewer “poor” health related issues at participating schools 

Reduction of student absence and disengagement from 
school due to health issues and increasing the learning 
and localised wellbeing support. 

Families have better understanding and greater confidence 
in accessing health services to address their children’s and 
family needs. 

Increase timely engagement with health providers by 
the school community. 

Increased family engagement in school activities 

Provision of health and wellbeing services to vulnerable 
communities through the school environment - many of 
whom do not access community health services 

Increased participation in health-related activities in schools 

The scope of the nurse outreach role within the CHNiPS program is threefold:  

• Promotion of health and wellbeing within the school community.  

• Engagement with: 

o Families to discuss individual health needs of children requiring medical attention 

o School team to identify and implement strategies for engaging with ‘difficult to engage’ families 

(in terms of accessing health services), and to address health concerns within the school. 

• Provision of: 

o Information, advice and support to families on health-related matters 

o Direct support to students in collaboration with school wellbeing staff, to respond to health and 

wellbeing needs including supporting and coordinating referral pathways and processes. 

 
11 Churchill PS has since withdrawn from the program. 
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1.2. Evaluation report outline 

The remainder of this evaluation report is structured as follows: 

• Section 2: Evaluation framework, outlining the scope, data collection methods and analyses used in 

the evaluation. 

• Section 3: High-level results of nurse outreach data 

• Section 4: Evaluation insights and findings, in relation to each evaluation question 

• Section 5: Recommendations drawn from this evaluation 

• Section 6: Evaluation limitations 
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2. Evaluation framework 

Evaluation steering committee 

The CHNiPS evaluation was led by CEI and LCHS, with input from other organisations and government 

departments. The committee met fortnightly throughout the evaluation period (March-August 2020): 

• Tom Steele, Research Assistant, CEI 

• Dr. Vanessa Rose, Director, CEI 

• Tracey Palmer, Team Lead-School Nursing Programs, LCHS 

• Naomi Campbell, Manager Specialist Services, LCHS 

• Karen Pettifer, Acting Manager Specialist Services, LCHS 

• Andrina Romano-Whitworth, Executive Director, LCHS 

• Jennifer Doultree, Manager, Agency Performance (Inner Gippsland), DHHS 

• Vicki Horrigan, Manager, Child Health and Wellbeing Reform/Community Based Healthcare Policy, DHHS 

• Nicola Stuart, Manager, Health Wellbeing and Specialist (Inner Gippsland), DET 

• Chris Joustra, Principal, Morwell Park PS 

• Josephine Manco, Project Coordinator, LHA 

• Ange Gordon, Member LHA 

• Assoc. Prof. Joanne Porter, Director Collaborative Evaluation Unit, Federation University 

2.1. Evaluation scope and questions 

The scope of the evaluation was determined by the ‘distillation’ of the evaluation questions, based on mapping 

priorities from LCHS and other members of the steering committee. This process was outlined in the 

evaluation plan and approved by the steering committee in April 2020. Full details of the distillation process 

are outlined in Appendix A.  

The evaluation used a mixed-methods design, drawing upon qualitative (nurse and school interview) and 

quantitative (nurse outreach) data collected from key personnel involved in the design, implementation and 

delivery of the CHNiPS program. The identified evaluation questions set out to be answered were: 

1. To what extent have program objectives been achieved to date? 

2. What is the perceived appropriateness and acceptability of the CHNiPS program among those 

implementing and receiving it?  

3. What is the perceived sustainability and scalability of the CHNiPS program among those 

implementing and receiving it? 

4. What factors have enabled the implementation of the CHNiPS program, and what have made it 

more challenging? 

5. What is the per student cost of providing the CHNiPS program? 

6. What is the cost per hour of providing the CHNIPS program?12 

7. What would it cost to scale up the delivery of CHNiPS to other schools in the region? 

 
12 This question was added at the request of the Evaluation Steering Committee, it replaced the question ‘How would this 
estimate change if the funding model was adapted?’ 
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2.2. Ethical approval 

Approval to undertake the evaluation was obtained from DET Research in Victorian government schools and 

early childhood settings (RISEC) on June 4th, 2020 (RISEC reference number: 2020_004327). 

During the evaluation period, DET and RISEC advised that a pause was placed upon research and evaluation 

projects to be conducted in schools. This evaluation was given an exemption from the application process due 

to the minimal burden placed on schools and that no student-level data was collected. RISEC also advised 

during periods of Stage 3 and 4 COVID-19 restrictions that all evaluations should be minimally invasive and 

burdensome to schools; this forced the decision to abandon the parent questionnaire component in the data 

collection.13  

2.3. Data collection overview 

A range of data collection activities were undertaken in response to the evaluation questions. Table 2 outlines 

how these activities aligned to the evaluation data map (Appendix A). 

Table 2. Data collection components mapped to evaluation questions 

Evaluation question  Data collection/analysis components 

LCHS/Healthcare Schools External consultation External Data 

Interviews Outreach 

Data 

Interviews Parent 

questionnaires 

DET 

Nursing 

Program 

DHHS 

Representatives 

MySchool 

Data 

DET SFOE 

Information14 

To what extent have 
program objectives been 
achieved to date? 

        

What is the perceived 
appropriateness and 
acceptability of the 
CHNiPS program among 
those implementing and 
receiving it? 

        

What is the perceived 
sustainability and 
scalability of the CHNiPS 
program among those 
implementing and 
receiving it? 

        

What factors have 
enabled the 
implementation of the 
CHNiPS program, and 
what have made it more 
challenging? 

        

What is the per student 
cost of providing the 
CHNiPS program? 

        

What is the cost per hour 
of providing the CHNIPS 
program 

        

What would it cost to 
scale up the delivery of 
CHNiPS to other schools in 
the region? 

        

 
13 Parent questionnaires were intended to contribute to the data collection components of the listed evaluation questions. 
This procedure was abandoned due to school restrictions and additional educator burden during the COVID-19 response. 
14 Student Family Occupation and Education (SFOE) index information, whilst not used in analysis, was provided to the 
evaluation team to give context to the level of disadvantage faced by schools in the region, and insight into how this 
information is used DET perspective in analysis and informing equity funding. 
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2.4. Data collection procedures 

2.4.1. Qualitative evaluation methodology 

Interviews with healthcare and education staff 

Interview design 

Interviews conducted with healthcare and school staff were semi-structured, and followed pre-developed 

guides developed according to the Consolidated Framework for Implementation Research (CFIR). CFIR elicits 

and synthesises information regarding commonly identified and accepted implementation factors 

(Damschroder et al. (2009); Means et al. (2020)): 

• Program Characteristics: The attributes of CHNiPS that influence the success of its implementation 

• Outer Setting: External influences on intervention implementation (i.e. outside of LCHS and schools) 

• Inner Setting: Characteristics of the implementing organisation that influence implementation (i.e. inside 

LCHS and schools) 

• Characteristics of Individuals: How the individuals involved with CHNiPS influenced the success of the 

program’s implementation 

• Implementation Processes: The activities that were/were not done at the healthcare and school level to 

prepare for the implementation of the CHNiPS program 

• Characteristics of Systems:  Influences of broader health systems and geopolitical factors on the 

implementation, scalability, and sustainability of the CHNiPS program  

The interview was introduced to participants as a guided discussion to explore participants’ perceptions and 

experiences of implementing the CHNiPS program. The six CFIR implementation factors15 used were 

incorporated into a series of questions that were fit for purpose for education and healthcare stakeholders 

involved in the implementation of the CHNiPS program.  

Two sets of interview questions were developed to ensure the responses were targeted toward and reflective 

of the differing implementation perspectives and experiences of school and nursing staff. These guides are 

available in Appendices B and C.  

Interview procedures 

Nursing and school staff were invited by email to take part in an interview. An information sheet and protocol 

document were shared along with consent forms to sign, acknowledging they understood and agreed that 

their interview would be recorded for transcription purposes. Initially during the design of the evaluation, 

these interviews were intended to be face-to-face, however due to the COVID-19 response, these were held 

online (either Zoom or Webex) or via phone. Scheduling of nursing and school staff was also assisted by the 

CHNiPS co-ordinator in the absence of the evaluation team being able to visit in person. 

Interviews were usually scheduled for individuals, however with schools, two interviews were conducted in 

pairs (Principal and welfare staff member), and one interview was as a group of three (Principal and two 

welfare staff members). Interviews were scheduled for 60-90 minutes (depending on individual availability), 

with interviews lasting between 35 and 75 minutes.  

Interviews were audio recorded and professionally transcribed using software with the ‘Intelligent Verbatim’ 

setting.  

 
15 Implementation ‘factors’ are commonly referred to as ‘domains’ in implementation science research. 
The ‘Characteristics of Systems’ factor (domain) is newly proposed and is specifically designed for use in healthcare 
research in low-middle income settings.  
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External consultations 

A series of informal discussions were conducted at the recommendation of the steering committee, to assist 

the evaluation team in understanding the development and implementation of the CHNiPS program from an 

external perspective. These were conducted with pairs of staff from DET, DHHS and nurses involved in the DET 

School Nursing program that runs parallel to CHNiPS.16 Discussions were conducted via Webex and were not 

audio-recorded. As such, consent forms and information sheets were not circulated. 

2.4.2. Quantitative evaluation methodology 

Nurse outreach information 

LCHS supplied the evaluation team at CEI with de-identified nurse outreach data. Nurses routinely collect 

information about the individual and group-focused services delivered as part of the CHNiPS program, which is 

submitted and stored internally as monthly excel data sheets. The evaluation team cleaned this data to ensure 

variables and time information were accurate. Some assumptions needed to be made regarding the time 

allocation and categorisation of some activities. These are outlined in Section 6.  

Variables of interest used in the evaluation are outlined in Table 4 below. 

Table 4. CHNiPS nurse outreach variables for analysis 

Individual service delivery Group service delivery 

Episodes of care (total) Episodes of care (total) 

Reporting period (month) Reporting period (month) 

Time allocated (direct and indirect) Time allocated (direct and indirect) 

Method of service delivery Purpose of activity 

Type of health support provided  

Referrals made to other services (frequency and 

destination) 

 

Parent satisfaction questionnaire 

This data collection method was not included in the final procedure. An indicative questionnaire was 

developed for gathering user-experience information from parents whose children had been involved with the 

program and is available in Appendix D for future use in evaluating the program. 

Additional school-level information 

MySchool data 

MySchool data is routinely collected information published by the Australian Curriculum Assessment and 

Reporting Authority (ACARA).17 This data indicates individual school-level figures for indicators such as school 

size/population and disadvantage as per the SEIFA index.18 This information was used in the costing analysis in 

response to evaluation questions 5, 6 and 7. 

  

 
16 https://education.vic.gov.au/Documents/school/teachers/health/psnbrochure.pdf 
17 https://www.acara.edu.au/contact-us/acara-data-access 
18 SEIFA refers to the Socio-Economic Indexes for Areas. It is a measurement used to portray the relative 
advantage/disadvantage of an area. https://www.abs.gov.au/websitedbs/censushome.nsf/home/seifa 

https://education.vic.gov.au/Documents/school/teachers/health/psnbrochure.pdf
https://www.acara.edu.au/contact-us/acara-data-access
https://www.abs.gov.au/websitedbs/censushome.nsf/home/seifa
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School SFOE data 

DET provided data for all government primary schools in the Latrobe City region related to their Student 

Family Occupation and Education (SFOE) index.19 SFOE is a metric that determines the level of social 

disadvantage in a school. The SFOE is used in the allocation of equity funding through consideration of 

parental occupation, parental education and the level of concentration of disadvantage in a school. The 

loading is need-based; Students with the highest level of need will be targeted with the most funding to ensure 

schools have the resources to support them. This information provided additional context during the 

evaluation. 

Additional data from schools 

The evaluation plan included an option for schools to provide additional information at their disposal that 

spoke to the impact of the CHNiPS program’s implementation at their school. This included for example, de-

identified attendance data from prior to, and during the implementation period of the CHNiPS program. Again, 

due to the direction of RISEC, this procedure was abandoned to minimise the burden of participation by 

schools.  

2.5. Evaluation participants 

A total of 24 individuals participated in the evaluation via interview. Table 5 outlines the proportion of 

healthcare, school and external staff who participated. LCHS and school staff who were involved in the 

implementation of the CHNiPS program completed semi-structured interviews, while consultations with 

external staff were less structured, and focused on their perceptions as involved parties in the implementation 

of the program. 

Table 5. CHNiPS evaluation participants 

LCHS SCHOOLS EXTERNAL CONSULTATION 

10 Nursing staff 5 Principals 2 DET Nursing Program staff (‘Prep Nurses’) 

3 Welfare staff 2 DHHS external staff 

2 DET external staff 

2.6. Data analysis 

2.6.1. Overall approach  

We analysed the data using a mixed-methods approach. This began with desktop analysis of the nurse 

outreach data provided by LCHS to indicate contact time, delivery method and type of health support provided 

to students in individual and group settings. This information also informed the costing component of the 

evaluation and the design of the qualitative interview guides conducted with healthcare and education staff. 

Qualitative data gathered from interviews added contextual depth to how the CHNiPS program has been 

implemented in schools, the experience of those delivering and implementing it and how features such as, but 

not limited to, the program design, funding model and system characteristics has affected the program’s reach 

to those students who need it.20 

 
19 https://www.education.vic.gov.au/school/teachers/management/finance/Pages/srpref011.aspx 

20 We intended to triangulate the qualitative and quantitative information with a quantitative analysis of parent 

questionnaires whose children had accessed the program and their perceived satisfaction of the program. This method was 

abandoned due to the enforced remote learning arrangements in response to COVID-19. 

 

https://www.education.vic.gov.au/school/teachers/management/finance/Pages/srpref011.aspx
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2.6.2. Analysis of qualitative interview data 

Our primary qualitative data source was interviews with LCHS nursing staff and school staff, such as Principals 

and members of the school welfare team.21 We spoke with 18 participants across 15 interviews22; 10 were 

with LCHS staff, including management and nurses from each of the participating schools and the remaining 5 

interviews were with principals and welfare staff, representing 5/8 participating CHNiPS schools. 

Description and application of analytical framework 

Analysis of interview data was informed by the Framework Method of qualitative analysis. This method has 

demonstrated use and wide application across disciplines including education and healthcare (Gale et al., 

2013, O’Donoghue et al., 2011). In summary, the framework method involves the following steps: 

Figure 1. Stages in the Framework Method to qualitative data analysis 

 

2.6.3. Analysis of quantitative data 

Analysis of nurse outreach data 

Nurse outreach data was collated and cleaned to ensure the information correlated with the variables for 

analysis outlined in Table 4. Frequency and other descriptive analyses were conducted on the variables for 

individual and group services to indicate the delivery of CHNiPS over time (i.e. since initiation at the pilot 

school) and variability between schools in terms of: 

• Episodes of care  

• Time allocated (direct and indirect)  

• Method of service delivery  

 
21 Consultations with DET, DHHS and DET Nursing Program staff were not analysed in the same capacity; rather, key 
insights were annotated themes for cross reference in qualitative analysis. 
22 Interviews were conducted with individuals (n=13), pairs (n=1 interview) and a group of three (n=1 interview) depending 
on staff availability and school preferences. 

• Type of health support provided 

• Referrals made to other services 

(frequency and destination)  

• Purpose of activity (for group services)

High quality verbatim transcriptions of interviews prepared for analysis 

Transcription

Transcripts are read alongside notes made during interview to deepen 
understanding of the data

Familiarisation

Framework for coding is developed and applied; in this case, this was the 
evaluation map (evaluation questions) in combination with CFIR

Framework development/application

Text is coded from transcripts according to the framework

Coding

The assigned codes are summarised to ensure they relate to the correct 
section of the evaluation map (question)

Summarisation

Summaries of the assigned codes are interpreted into responses for each 
evaluation question. These interpretations are expanded into discussion and 
are used to inform evaluation findings, implications and recommendations 

Interpretation
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Analysis of questionnaire data  

The questionnaire data was intended to be analysed descriptively, with frequencies of scoring in response to 

each of the questions. Mean scores out of five for each of the questions could also be recorded for summary; 

with a large sample (e.g. minimum 20 completions per school), means could be analysed for between-school 

differences through a non-parametric test such as a Wilcoxon signed rank test. 

Costing analysis 

The costing analysis relied on data — for a 12-month period — from two sources: 

• Program business case — for school-level input costs (e.g. budget, funding assumptions, nurse FTE, 

supplies and project management costs) 

• MySchool data — to determine school enrolments of CHNiPS and ‘scale up’ schools  

Data from both sources was consolidated and analysed using the R Project for Statistical Computing. The 

following variables and assumptions were used across the analysis: 

• Total annual cost — the sum of nurse costs, supplies and project management  

• Parameters — business case figures use 2017/18 dollars; scale-up estimate uses 2019/20 dollars; inputs 

scale linearly  

Specific methods for each of the evaluation questions are detailed in Table 6 below. 

Table 6. — Methods and assumptions used in the analysis 

Question Method Assumptions 

What is the per student cost 

of providing the CHNiPS 

program? 

Based on averaging total annual program 

costs across the number of enrolled 

students (per school and total)  

• Student enrolment — figures are 
sourced from MySchool and are 
based on 2019 calendar year 

What is the cost per hour of 

providing the CHNIPS 

program?23 

Based on averaging total annual costs 

over total annual nurse FTE hours (per 

school and total) 

• Nurse employment — 1 FTE nurse are 
employed for 38 hours per week for 
52 weeks of the year 

• Inputs — FTE in business case 
document is accurate 

What would it cost to scale 

up the delivery of CHNiPS to 

other schools in the region? 

Based on application of funding model to 

additional government Primary schools in 

Latrobe LGA not currently served by 

CHNiPS24 

• Funding model — 0.1 EFT of nurse 
time is required per 50 students or 
part thereof 

• Scale up schools — CHNiPS is rolled 
out to all other primary schools in the 
Latrobe LGA 

• Annual supplies expenses — are 
$5,100 per school p.a. 

• Project management costs — scale 
linearly and are $5700 per school p.a. 

2.7. Limitations 

The evaluation framework developed and used was based on the timeframe, materials and data available to 

CEI. In addition, the evaluation timeline occurred during the initial response to COVID-19, which limited the 

 
23 This question was added at the request of the Evaluation Steering Committee, it replaced the question ‘How would this 
estimate change if the funding model was adapted?’ 
24 14 additional schools were identified and used in analysis: Boolarra Primary School, Churchill North Primary School, 
Glengarry Primary School, Hazelwood North Primary School, Newborough Primary School, Newborough East Primary 
School, Toongabbie Primary School, Grey Street Primary School (Traralgon), Traralgon (Stockdale Road) Primary School, 
Traralgon (Kosciuszko Street) Primary School, Traralgon South Primary School, Tyers Primary School, Yinnar Primary School, 
Yinnar South Primary School 
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team’s accessibility to schools and LCHS. Despite executing as robust an evaluation as possible, these 

challenges have limited the scope of this evaluation. Consequentially, this means a degree of caution should be 

taken when interpreting the evaluation results; for example, conclusions pertaining to the CHNiPS program’s 

effectiveness or indeed cost-effectiveness are not possible with the extent of the data available- this would 

require a comparison between a control group or sample without the CHNiPS program, or comparison of data 

pre-post participation in the current CHNiPS schools. Moreover, without established reference points or 

‘fidelity benchmarks’ for nurse time and care delivery (e.g. number of students/proportion of school 

population seen) we cannot provide a contextualised comparison and inform whether program objectives are 

met in a binary sense, or ascertain the extent that these are met.   

Limitations to qualitative aspects of the evaluation 

COVID-19 disruptions impacted the planning and execution of interview methodology. We were unable to visit 

implementing schools and meet key staff and stakeholders in person. Moreover, the response to COVID-19 

meant schools and staff were faced with additional challenges that impacted their availability. As such, we only 

spoke to staff from 5 of the 8 implementing schools. 

Limitations to qualitative aspects of the evaluation 

Assumptions needed to be incorporated into the outreach data due to the variability in completeness and that 

many nurse outreach files included information in the notes section. Specifically: 

• Time information was not accurately reflected- the group services spreadsheets did not include time 

columns until November 2019. 

• Nurses spoke to the need of building relationships/rapport in schools in interviews, but this is difficult 

to reflect in the outreach data 

• Similarly, administrative tasks, referral procedures and follow-ups are at the discretion of the nurse 

inputting this data to record.  

Assumptions 

During the analysis of nurse outreach data, some episodes of care included descriptive instances without 

indicating an allocated duration. Assumptions needed to be made to capture these episodes in the analysis; 

where possible, recorded times for similar episodes were used to guide these assumptions (for example, 

introductions to school cohort were recorded as 30 minutes at a school, so for others that did not record this 

time, 30 minutes was allocated). Similarly, for meetings, some recorded meetings were less than 60 minutes, 

while others were greater, so the best assumed estimate was to allocate 60 minutes in duration unless 

otherwise detailed/specified in the outreach data collection tool. Table 7 outlines these and other 

assumptions. 

Table 7. Timing assumptions for missing data (group services) 

Instance Time allocated (min) Direct/indirect 

Data entry and other planning (when not specified) 60 Indirect 

Education session (if unspecified) 60 Direct 

Meetings 60 Direct 

Breakfast Club 60 Direct 

Introductions (if not specified) 30 Direct 

Training or other capacity building (if not specified) 120 Direct 

Parent/teacher interviews 120 Direct 
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3. High level nurse outreach results 

3.1. Data timeline 

Table 8 outlines the months of nurse outreach data collected and made available for analysis. Blue cells indicate months for which data was collected and used in the 

analysis, grey cells reflect that the school was not delivering the program at that point, or that the data was not collected, erroneous or missing. 

Table 8. CHNiPS nurse outreach data timeline 

Individual monthly school 
collection sheets 

Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 

Morwell Park (Pilot)                                   

Yallourn North (1st expansion)                                   

Elizabeth Street (1st expansion)                                   

South Street (1st expansion)                                   

Liddiard Road (2nd expansion)                                   

Churchill (2nd expansion)                                   

Albert Street (2nd expansion)                                   

Morwell Central (2nd expansion)                                   

  Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 

Morwell Park (Pilot)                                   

Yallourn North (1st expansion)                                   

Elizabeth Street (1st expansion)                                   

South Street (1st expansion)                                   

Liddiard Road (2nd expansion)                                   

Churchill (2nd expansion)                                   

Albert Street (2nd expansion)                                   

Morwell Central (2nd expansion)                                   
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3.2. Individual services 

This section outlines the high-level results for individual service delivery in the CHNiPS program.  

Variables are: 

• Episodes of care 

• Time allocated (direct and indirect) 

• Method of service delivery 

• Type of health support provided 

• Referrals 

Episodes of care 

A total of 6,104 episodes of care were recorded across all participating schools from August 2017- May 2020. 

Full presentation of this information (timeline and per-school breakdown) is available in graphical and 

tabulated form in Appendix E. Figure 2 indicates the monthly total episodes of care across all participating 

schools. Increases are observed from August 2018 and in March 2019 to reflect the expansion of the program 

to more schools, however, there appears to be a gradual increase in episodes as the program and role of the 

nurse becomes more integrated into schools. 

Figure 2. CHNiPS individual episodes of care by month (all schools) 

 

 

Figure 3 outlines the breakdown of the 6,104 episodes by school. Albert Street (2nd expansion) and Elizabeth 

Street (1st expansion) collected the greatest individual episodes, despite not being the schools with longest 

experience with the program. The likely indications of this breakdown are twofold; that there is a discrepancy 

in data compilation from school-to-school and/or that the episodes are recorded differently or in response to 

school priorities such as head-lice outbreaks or screening. This will be discussed in further detail in the 

dedicated discussion section of the report (Chapter 4).  
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Figure 3. CHNiPS individual episodes of care by school (all) 

 

Time (direct and indirect) 

Total recorded incidents and amounts of direct and indirect time were analysed for the 6,104 episodes of 

individual care. Table 9 outlines the breakdown of episodes that recorded direct/indirect time or both.  

Table 9. Allocation of time (direct/indirect) for individual services (all schools) 

Episodes of care (TOTAL) 

Recorded allocation of time in episodes 

Direct time only Both indirect/direct time Indirect time only 

6,104 4,048 1,337 687 

Table 10 represents the breakdown of indirect and direct time spent by CHNiPS nurses on individual services. 

Table 10. Total time spent by CHNiPS nurses on individual services (all schools) 

Time (min) TOTAL Direct time (min) Direct time (hours) Indirect time (min) Indirect time (hours) 

83,663 65,089 1,085 18,574 310 

Method of service delivery 

Figure 4 presents the methods of delivery incorporated in the individual episodes of care by nurses in the 

CHNiPS program. Roughly two thirds of all care episodes were direct student contact or parental engagement. 

Administration was an additional option added in the data cleaning and compilation process, to assist in 

capturing administrative and other aspects of individual care specified in nurse notes. This option represented 

the third largest category of individual service delivery. 
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Figure 4. CHNiPS method of individual service delivery (all schools) 

 

Type of health support 

Figure 5 indicates the types of health support that was provided by CHNiPS nurses to individuals across all 

episodes. There was high variability in the completion of this information across schools. Roughly half of 

episodes recorded were in support of head lice, or for general, unspecified ‘Health-Related’ services. This is 

likely due to the basis that the program began in response to a head lice outbreak and some schools 

prioritising this care component over the delivery of other services. The second most populous support is listed 

as ‘Other’ and accounts for provision not otherwise captured by the other service supports listed. The ‘Other’ 

category also includes miscellaneous entries recorded by nurses, such as performing administrative tasks, 

following up on students/services or unspecified engagement activity.  

Figure 5. CHNiPS health support provision in individual services (all schools) 
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Referrals 

A key indicative outcome of the CHNiPS program is its integration with other services; the program endeavours 

to provide an additional link in the support network for vulnerable children and families. A total of 402 

referrals were recorded in the nurse outreach data.25 

Figure 6 outlines the timeline of referrals made across all schools in the CHNiPS program. The majority of these 

appear to have occurred after the second expansion of the programs (to 8 schools), however the November 

2017 datapoint (from the pilot school) indicates that a high volume of referrals can be made within a single 

school cohort.  

In addition, referrals made during 2020 should be noted, as these occurred during program delivery via 

telehealth in response to remote and flexible learning. These results show that referrals were still able to be 

made consistently over this period. Anecdotally, telehealth represents a beneficial medium for students and 

families to engage with the nurse in their home environment, particularly among those more vulnerable. In 

turn, this appears to enable the adoption of positive health behaviours and strategies such as consistent 

administration of medication.  

Figure 6. Referrals made by CHNiPS nurses (all schools) 

 

In addition to the timeline, the nature and indication for referral was collected by CHNiPS nurses. Figure 7 

provides detail of where the 402 referrals were made to. Over half of the referrals made were to General 

Practitioners or to other services within LCHS, such as the continence nurse.  

 
25 From the data, it was unclear how many of these referrals were new, how many were re-referrals or following up on 
referrals, or indeed, how many individuals have received multiple referrals (e.g. allied health and GP). 
Further, detailed analysis may provide more insight into this figure, however it is most likely that the way in which the data 
has been collected by nurses will not provide an accurate indication of the true number of individual students that have 
been referred on by a CHNiPS nurse.  
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Figure 7. Destination of referrals made by CHNiPS nurses (all schools) 

 

3.3. Individual services- case study sub-analysis 

To provide additional context to the individual services delivered during the program, a sample sub-analysis 

was conducted using three schools - Morwell Park PS (pilot), Elizabeth Street PS (1st expansion) and Morwell 

Central PS (2nd expansion) - over a three-month period of October-December 2019, to simulate what was term 

4 of that year.26 A total of 656 episodes were included in the sub-analysis, representing 10.7% of the total 

sample (6,104 episodes). 

Service delivery to individual students 

Table 11 provides a snapshot of the individual impact of service delivery of the CHNiPS program.  

Table 11. Sub-analysis of schools: individual service delivery of CHNiPS 

School Nurse 

EFT 

Total 

episodes 

(Oct-

Dec) 

n 

(individual 

students) 

School 

population27 

% of school 

population 

with nurse 

contact  

Median 

(episodes 

per 

individual) 

Median 

(total 

minutes of 

care per 

student) 

Range 

(episodes per 

individual) 

Range 

(total 

minutes of 

care per 

individual) 

Morwell 

Park 

0.7 
85 42 382 11% 1 episode 12.5 min 1-15 episodes 5-180 min 

Elizabeth 

Street 

0.2 
290 60 91 66% 5 episodes 25 min 1-12 episodes 5-140 min 

Morwell 

Central 

0.8 
281 66 397 17% 2 episodes 30 min 1-21 episodes 5-390 min 

These results show a high degree of variation between schools. Elizabeth Street, whilst having the greatest 

proportion of the school cohort to have seen the nurse in the three-month sample period, also demonstrated 

a greater number of episodes per individual; in other words, the nurse tended to see students more often, but 

for less contact time. By comparison, the nurse at Morwell Park and Morwell Central saw a smaller proportion 

of students, but for longer at a time. We offer two hypotheses or interpretations for this:  

 
26 Term 4 2019 dates: 7 October-20 December. Source: 
https://www.education.vic.gov.au/about/department/pages/datesterm.aspx 
27 Source: 2019 MySchool data  
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1. The nurse at Elizabeth Street had a smaller EFT compared to the other schools (1 day per week 

compared with 3-4 days per week). It is therefore possible that given the time constraints, the school 

and nurse elected to attempt to see as many students as possible during their allocated day, and/or;.  

2. The range of care time and episodes per individual was also greater at Morwell Park PS and Morwell 

Central PS, schools with greater EFT. It is therefore possible that students at these schools presented 

to the nurse with more complex, time-intensive and potentially chronic indications for care than was 

observed at Elizabeth Street.  

Service delivery by health need 

In the context of care given to individuals by health need, Table 12 depicts the allocation of care across three 

health conditions, one for each school.  

Table 12. Sub-analysis of schools: service delivery of CHNiPS by health condition 

School Nurse 

EFT 

Total 

episodes 

(Oct-

Dec) 

Health 

condition 

n (health 

condition 

episodes) 

Proportion 

(%) health 

condition 

of all 

episodes 

n (health 

condition 

individuals) 

Median 

(episodes 

per 

individual) 

Median 

(total 

minutes 

of care 

per 

student) 

Range 

(episodes 

of care 

per 

individual) 

Range 

(total 

minutes of 

care per 

individual) 

Morwell 

Park 

0.7 
85 Continence 17 20% 5 1 episode 20 min 

1-7 

episodes 
5-105 min 

Elizabeth 

Street 

0.2 
290 Head lice 288 99% 59 5 episodes 25 min 

1-12 

episodes 
5-140 min 

Morwell 

Central 

0.8 
281 Behavioural 81 29% 21 3 episodes 30 min 

1-12 

episodes 
5-240 min 

These results indicate the difference in episode frequency and length and total duration of care between 

health conditions and provide additional context to the hypothesised interpretations we presented above. 

Elizabeth Street overwhelmingly focused toward head lice, which saw more frequent and shorter episodes of 

care recorded, with more individual students seen by the nurse, despite a smaller EFT allocation. These figures 

are consistent with the screening for lice, depicted by the range from 5 minutes (most of the episodes) 

through to 140 minutes (suggestive of many screenings and/or intensive treatment). It appears that at 

Elizabeth Street, head lice was the priority for the 1-day per week that the nurse was on site. It is unclear 

however, the extent to which the 0.2 EFT impacted the decision-making in this priority- in other words, we do 

not know for sure whether the school prioritised head lice because it was a genuine priority in the school or 

whether it was prioritised by the school over other conditions as it was deemed more manageable within the 1 

pay per week time boundary that the nurse was at the school.  

By contrast, continence and behavioural conditions impact far fewer individual students, but generally require 

longer and more sustained nurse contact. The figures indicate that although the minimum time of contact is 

also 5 minutes for some individuals (possibly reflective of a check-up), fewer median episodes coupled with 

the median length of care per individual suggest that these conditions take a more significant proportion of 

nurse time, despite being for fewer students in the school cohort. Moreover, the maximum number of 

episodes for these conditions (7-12), whilst similar to that of Elizabeth Street with head lice, are likely more 

complex episodes, requiring potential referral to other services, liaison with school welfare/teaching staff and 

a more comprehensive action plan to be developed. As this is a sub-analysis, it is unclear how long the nurse 

had been seeing these individual students previously for these conditions, but it remains reasonable to suspect 

that the greater EFT/days per week that the nurse spends at these schools enables more sophisticated care 

processes and actions to be conducted. Further, it also seems reasonable to suggest that higher nurse EFT is 

associated with greater continuity of care for these disadvantaged students. 
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The sub-analyses offer richer, contextual insight into the delivery of the program on an individual and 

condition-specific basis. It is, however, prudent to note that full analysis of this kind would require significant 

time to complete and critically, relies on systematically collected data that is easily traced to individual, 

condition and with accurate time allocation. Across all the schools and time points, this was not found in the 

dataset, and so these sub-analyses whilst showing a general trend, should be considered indicative.    

3.4. Group services 

This section outlines the high-level results for group service delivery in the CHNiPS program. The variables are: 

• Episodes of care (total) 

• Time allocated (direct and indirect) 

• Purpose of activity 

Episodes of care 

A total of 1,044 episodes of group care were recorded across all participating schools from August 2017- May 

2020. Full presentation of this information (timeline and per-school breakdown) is available in graphical and 

tabulated form in Appendix F. Figure 8 indicates the monthly total episodes of care across all participating 

schools. Increases are observed from 2019 to reflect the expansion of the program to more schools. 

Figure 8. CHNiPS group episodes of care by month (all schools)

 

 

Figure 9 outlines the breakdown of the 1,044 episodes by school. Liddiard Road (2nd expansion) and South 

Street (1st expansion) collected the greatest individual episodes, despite not being the schools with longest 

experience with the program. As observed for individual services, the reason for these results are twofold; that 

there is a discrepancy in data imputation and/or compilation from school-to-school and/or that the episodes 

are recorded differently or in response to school priorities.  
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Figure 9. CHNiPS group episodes of care by school (all schools) 

 

Time (direct and indirect) 

Total recorded incidents and amounts of direct and indirect time were analysed for the 1,044 episodes of 

individual care. Table 13 outlines the breakdown of episodes that recorded direct/indirect time or both.  

Table 13. Allocation of time (direct/indirect) for group services (all schools) 

Episodes of care (TOTAL) 

Recorded allocation of time in episodes 

Direct time only Both indirect/direct time Indirect time only 

1,044 945 73 26 

Table 14 represents the breakdown of indirect and direct time spent by CHNiPS nurses on individual services. 

The disparity between direct and indirect time is likely due to the formatting of the outreach data collection 

tool, which did not provide the option of adding direct/indirect time until November 2019. For all data 

collected up until that month, it required explicit documentation of the time allocated to group services, and 

whether this was direct/indirect. 

Table 14. Total time spent by CHNiPS nurses on group services (all schools) 

Time (min) TOTAL Direct time (min) Direct time (hours) Indirect time (min) Indirect time (hours) 

87,525 83,975 1,399 3,590 60 

Purpose of activity 

Nurses were only able to select one purpose for their activity. Figure 10 outlines how group activities 

performed in CHNiPS schools were categorised. Over half of the recorded activities were awareness or 

engagement related. Awareness largely encompasses the communication and facilitation of individual and 

cohort health concerns and needs of the school population, whether with teaching staff or external 

professionals. Engagement generally focuses toward the rapport and trust-building component of the role, 

fostering existing working and personal relationships with the broader school community. 
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Figure 10. CHNiPS purpose of group service activities (all schools) 
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4. Evaluation insights and findings 

This chapter sets out the main evaluation findings, mapped to the evaluation questions. Evaluation question 

#4 explores the enablers and barriers experienced in the implementation of the CHNiPS program. Many of the 

findings and insights in response to this question are incorporated into answering other questions and 

explored in their respective sections in this chapter. In other words, the barriers and enablers to the 

implementation of the CHNiPS program are addressed in Sections 4.1-4.3. 

4.1. Achievement of program objectives 

A critical indicator of the success or ‘benefit’ of a program or initiative is through comparison of its results 

against its objectives or established benchmarks. The objectives of the CHNiPS program are set out in Table 15, 

which also includes the considerations and requirements in assessment of this objective and the data available 

to assess them. A summary of program achievement is made in the third column.  

There are limitations to this approach. In particular, additional data – that is, data currently not available to the 

evaluation team – may provide additional support to the objective achievement summary. For example, while 

we use referral figures in response to the objective ‘Support student health and wellbeing outcomes through 

referral’, using the available data, we do not know whether:  

• all students who needed a referral were given one 

• all students were given an appropriate referral (i.e. one that met their needs and/or was accessible) 

• all students saw the clinician or worker they were referred to. 

Information on the quality of student referrals would add further context and rigour to the achievements 

made by the program. 

 



 

 

 

 

 

  

Table 15. CHNiPS program objectives and achievement through available data 

Objectives Considerations/requirements in assessment of objective 

using available data 

Summary of achievements 

Improve 

health 

outcomes for 

disadvantaged 

students in 

CHNiPS 

schools 

• Recorded episodes of individual and group-based care 

and referrals 

• Qualitative and quantitative evidence for improved 

student health outcomes, or; school-level information 

(e.g. attendance data) in lieu of health specific data 

• 7,148 recorded episodes of care (group and individual services 

combined) 

• 402 recorded instances of referrals, across 11 discrete sites/services 

• ‘Examples of care’ collected by LCHS report successful outcomes for 

selected students in overcoming or managing health/ behavioural 

issues impacting school engagement 

Support 

student health 

and wellbeing 

outcomes 

through 

referral 

• Recorded details of referrals made by CHNiPS nurses to 

a range of services 

• Qualitative evidence that the CHNiPS program is 

becoming integrated in the local healthcare system 

• 402 recorded instances of referrals, across 11 discrete sites/services 

• Local services such as GP, Paediatricians and Allied Health have 

increased awareness of the CHNiPS program and rapport with nurses 

Build 

relationships 

within the 

school 

community 

that is 

sustainable 

• Recorded figures of school and parent engagement 

• Continued implementation of the program across all 

sites, with consistency in key implementation 

roles/positions 

• Qualitative evidence to support nurses’ role in 

integrating with school welfare teams and/or upskilling 

staff across all schools 

• 1,188 episodes of family engagement and 236 episodes of school 

engagement recorded 

• 7 out of 8 schools have continued to remain involved with the 

CHNiPS program. 

• Varied degree of nurse turnover across the schools, both in pilot and 

expansion schools 

• School and nursing staff report varying degree of positivity (school to 

school) regarding the support and upskilling nature the CHNiPS 

nurses have had in schools.  

Provide 

support and 

education to 

school staff, 

wellbeing 

teams and 

principal 

• Recorded figures of staff support and 

awareness/information 

• Qualitative evidence to support nurses’ role in 

integrating with school welfare teams and/or upskilling 

staff across all schools 

• 110 recorded instances of staff support episodes of care 

• 339 recorded instances of awareness/information episodes of care 

• School and nursing staff report varying degree of positivity (school to 

school) regarding the support and upskilling nature the CHNiPS 

nurses have had in schools. 

Promote 

health and 

wellbeing of 

primary 

students to 

reduce 

negative 

health 

outcomes in 

low socio-

economic 

communities.   

• Recorded figures/rates of health promotion, 

engagement, direct student contact and referral. 

• Qualitative and quantitative evidence for improved 

student health outcomes, and/or addressing health 

concerns raised by principals, staff and students, 

and/or assisting families through education, 

consultation and referral. 

• In lieu of health specific data, school-level information 

such as attendance data to portray reduction in 

negative health outcomes/positive educational 

outcomes 

• 1,188 episodes of family engagement and 236 episodes of school 

engagement recorded 

• 2,904 episodes of direct student contact and 326 health related 

group episodes recorded 

• 402 recorded instances of referrals, across 11 discrete sites/services 

• School and nursing staff report varying degree of positive impact of 

CHNiPS nurses in health awareness and literacy of school population 

• Nurses report a roughly even share of time spent between primary 

care and health promotion in program delivery 
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In summary, there is evidence CHNiPS program objectives are being achieved, or work is logically progressing 

toward the achievement of an objective. A difficulty in assessing the achievement of objectives in this 

evaluation is that while CHNiPS objectives are necessarily ‘high-level’, to reflect the varied needs across 

schools, the breadth within these objectives currently prohibits understanding the extent to which they are 

met. 

Qualitative and quantitative information collected indicate the high degree of variability in the ways and 

contexts in which CHNiPS nurses work. This is not new or unique to this program; much of the available 

research evidence regarding school nursing programs indicate that the more specialist the program, the 

stronger the evaluative results (e.g. chronic diseases such as asthma, diabetes, obesity, and acute risks like 

anaphylaxis) (Best 2017, Luthy et al. 2011 & Baisch et al. 2010; Simoneau et al. 2019).  

The challenge of selecting indicators to assess program integration is also commonly observed in other health 

and social care services, due to the multitude of measures available to choose from (Kelly et al. 2020). This 

suggests that for CHNiPS, identification of some concrete indicators, whilst not necessarily all encompassing of 

the variability in service delivery, would provide powerful insight into the integration of the program in the 

future; this would enable greater confidence in reporting the achievement and extent of program objectives. 

4.2. Acceptability and appropriateness of the CHNiPS program among key 
stakeholders  

Acceptability and appropriateness are key identified and defined implementation outcomes indicative of 

implementation success by Proctor and colleagues (2011). Of these, acceptability and appropriateness refer to:  

• Acceptability: The satisfaction that key stakeholders have toward the intervention, and aspects of it 

(e.g. content, complexity, comfort, delivery, and credibility).  

• Appropriateness: The perceived fit, relevance, or compatibility of the intervention for its practice 

setting, provider, or consumer; and/or perceived fit of the innovation to address a particular issue or 

problem. 

Acceptability themes and insights 

CHNiPS nurses and staff from participating schools are generally satisfied with the program. The perception is 

that this satisfaction is shared by the broader school network, with students and their families at the forefront. 

School setting provides a consistent backdrop for a flexible program and complex student cohort needs 

“If I ran the whole world, one of the things I’d do is have nurses trained in that 

crossover between education and nursing and I’d utilise their skills in both areas.  I can 

see a need, probably in most schools, but particularly in schools with a lot of welfare 

related challenges.”  

- CHNiPS school Principal  

Nursing and school staff recognise that vulnerable children and families, especially those with a history of 

trauma, are generally not forthcoming with health issues. Through the CHNiPS program, the nurse presence 

within the school setting has provided an opportunity for continued, co-ordinated care without the need for 

families to necessarily attend outpatient clinics or other services, at least initially.  

“I found that parents aren’t necessarily forthcoming in asking for help. Building 

rapport has been very, very important in working within the school, in the morning, 

being on the gate when they come, and getting to know parents.  Once I’ve started 

doing that, their parents are more forthcoming.” 

- CHNiPS school nurse 

The school setting also provides a platform for nurses and school wellbeing teams (among other staff) to 

leverage each other’s skills and expertise in forming a multi-disciplinary team under the same roof. School 

welfare teams tend to differ in size and personnel. Moreover, there is a likelihood that members such as 

chaplains, social workers, psychologists and speech pathologists are often employed in the school on a part-
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time basis along with CHNiPS nurses. Nurses have acknowledged that they are not teachers and vice versa; 

schools that have worked past the initial challenge of these gaps and used the opportunity for the roles to 

synergise, learn and build from each other’s background are more likely to be successful in integrating the 

team approach and ensuring continuity of care even if all welfare team members are not always present 

together.  

“We definitely don't have teaching degrees.  So, it’s hard coming into the school and 

being expected to teach a class about personal hygiene and so forth.”  

 – CHNiPS nurse 

“I guess that overall, the confidence that our nurse has instilled in parents, into our 

community and into our staff on a level that, I don’t think, without that medical 

background, we were just not capable of doing. We’d be floundering.” 

- CHNiPS school Principal 

The program provides an avenue for diversity in nurse experience, the blend of skills used and opportunities 

for staff upskilling 

“Learning about how to teach reproductive health, asthma education, and so forth. I 

definitely feel like I’ve upskilled in those areas. It’s a very, very different area of 

nursing. It’s not necessarily clinical, but we are utilising our clinical skills, especially if 

for example students have had an accident in the yard. Then, we are relied on for 

assessing injuries on that first aid, or just helping support the first aiders.” 

- CHNiPS school nurse 

Nurses indicate that working in the school setting is a different and somewhat niche environment, even for 

those with a background in paediatrics. This sentiment is also shared by members of the DET School Nursing 

Program (‘prep nurses’). That said, the adjustment to the setting is not insurmountable and the roles of LCHS 

and schools have been integral in supporting this change. Educators and nurses alike have found participation 

in the program as an upskilling opportunity through leveraging each other’s background and skills (as discussed 

in the previous section). The role of the nurse in the school as a day-to-day resource has been perceived by 

LCHS nurses, schools and DET nurses as complementary to the DET ‘prep nursing’ program. DET nurses focus 

generally toward first year students, screening and assessing for health conditions. 28 Having another nurse in 

the school has been beneficial in continuity of care, following-up referrals and engaging with families. For 

example, DET nurses screen for prep students’ vision at their commencement of school, however the CHNiPS 

nurse is able to follow-up and continue care in later years with those who fail a screening and/or were not 

identified at that stage. Through their consolidated referral networks, the CHNiPS nurse is able to work in 

tandem with the DET nurses to ensure optometry appointments and provision of glasses is carried out, 

whereas some students may previously have been missed due to the volume of students and age restrictions 

within a DET ‘prep nurse’ caseload.  

Nurses and schools perceive a general alignment to LCHS, DHHS, and DET priorities, as well as LHA mission 

Operating at the intersection of education and health departments, internal stakeholders agree the CHNiPS 

program links well with other services within and external to LCHS. External stakeholders however have 

indicated program awareness and understanding of its scope is essential to integrate it successfully. DET 

nursing is one such example; on face value, two nursing programs operating in schools appear to have very 

similar or even the same scope. After initial challenges, the two programs are leveraging each other to provide 

a more comprehensive care service to students and families. 

“Initially, it was very prickly.  There wasn’t a lot of sharing of information going on, 

there wasn’t a lot – they thought, the DET nurses thought [CHNiPS nurses] were 

coming in to take their roles.  That was the perception.  It was never actually said but 

it was like, who are these community nurses coming to the school, isn’t that our role?  

Those type of things. Once that was cleared up, I think the relationship was a lot 

better to be able to share that information, because the DET nurses would come in, do 

 
28 https://education.vic.gov.au/Documents/school/teachers/health/psnbrochure.pdf 

https://education.vic.gov.au/Documents/school/teachers/health/psnbrochure.pdf
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their screenings and then pass them to us, but then we would have to do all the follow 

ups with the parents, if they need to do further referrals and everything like that.” 

- CHNiPS school Principal 

Participation without subsidy would be prohibitive to schools. Schools’ financial investment in participation, 

while subsidised, remains significant.  

Schools generally are very satisfied in participating in the program, which is demonstrated by their continued 

financial investment.  

“How do you determine whether it’s successful or not?  Well, in the end, for me, it’s 

not that hard, I can determine if it’s successful by either funding it or not funding it.” 

 - CHNiPS school Principal 

There is an acknowledgement that the subsidised cost incurred by schools in participating is a powerful 

enabler, which without it would threaten the sustainability of the program in the future. 

“It depends on the money that I’ve got in the school budget and would I go alone?  

Well, I would if I had enough money. With a nurse, would I employ my own, yeah, I 

would, if I had enough money. When you talk about sustainability, it depends on the 

budget within the schools. If I have to make a choice between a teacher and a nurse, 

I’ve got to have someone in front of 25 kids, don’t I?  

- CHNiPS school Principal 

Schools feel their satisfaction with the program would be increased with additional input in the 

recruitment/appointment process of nurse at schools. Currently, the process sees LCHS nurses stationed at a 

school, which is appropriate given they employed by LCHS and not the schools themselves. In practice, this is a 

challenge for schools and individual nurses alike, as it is prohibitive to the personal assessment of ‘fit’ within a 

school. Principals are used to overseeing the recruitment of teaching and welfare staff (exclusive to CHNiPS) 

and would feel it beneficial for them to be involved more in the process with the CHNiPS nurse appointment. 

In turn, this may mitigate the personal challenges of nurses when stationed in an outreach role, operating in 

relative isolation.  

“I think employment of the nurse needs to be in partnership, because I understand 

that I don’t know about nurses, but I do know what I want in the school. They sort of 

just employ someone and then give them to you. Whereas we really need to look at 

schools. We need to look at personalities. I need to see who’s going to fit with my kids 

and my existing staff, who’s going to fit in my team. I think that would be lovely to be 

involved in that process. I think we need more open communication in that.”  

- CHNiPS school Principal 

Appropriateness themes and insights 

Consultation with school and nursing stakeholders indicated that CHNiPS is an overall ‘good fit’ for LCHS and 

their staff, schools and their staff, the student cohort and external services. 

Student cohort 

The growth and uptake of the CHNiPS program from the pilot school is testament to the appropriateness and 

fit of the program to the school context and student cohort. The high degree of disadvantage, vulnerability and 

trauma in these communities suggest the need for the program and is reflected in the quantitative and 

qualitative data. 

Historically, with vulnerability comes low levels of trust in services. Rapport building is a slow, delicate process; 

nurses and schools both feel this is a crucial part of the integration of the program, but not adequately 

reflected in routine outreach data or indeed the EFT allocation. 

“If a nurse is here only one or two days a week, that is really difficult, because it is 

about relationships and parents in our communities and our socioeconomic 

backgrounds won’t open up to you until they are comfortable with you.  If you’re only 
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around one day a week, they’re not going to see you as a person that they can open 

up to.” 

- CHNiPS school Principal 

“The implication [of low EFT] would be that I’m not here as much.  So, when students 

are wanting to come see me, I’m not here, or I can’t deliver the health promotion side 

of things as much as what I would like to, because there’s so much primary care 

[carried over, or that has been necessitated or prioritised by school].”  

– CHNiPS school nurse  

A consequence of operating the program in a high-need cohort is the variable nature of service delivery. As 

discussed, this has implications on the nurse outreach data being collected, however other spill over effects 

have been observed, particularly in group service delivery and health promotion arms of the program. 

Although there are instances of group health promotion being delivered consistently across schools (hand 

hygiene and hand-washing technique in response to COVID-19 in Term 1, 2020 for example), generally these 

sessions and content have succumbed to the time allocated to other components of service delivery.  

“I think primary care definitely is a huge percentage of our work, dependent on what 

pops up in the day to day.  We don't do first aid, but definitely referrals onto different 

specialists and things like that is a huge chunk of our work.” 

- CHNiPS school nurse 

The research evidence also reports similar findings and challenges when juggling primary care and group 

health promotion. From a cohort-level behaviour change perspective, programs with an educational focus 

tend to display more targeted responses in behaviours such as immunisation (Baisch et al. 2010; Luthy et al. 

2011). The CHNiPS program, at least in the first 3 years of its implementation, appears to have needed to 

prioritise individual services over group health promotion. This appears to be appropriate in response to the 

individual needs of students and families; further implementation and integration of the program, especially 

once there is a return to a more stable school environment after COVID-19 may see more of a shift from 

individual to group service delivery. In any case, this information needs to be documented systematically to 

enable accurate assessment and evaluation. 

LCHS/nurses  

Schools and nurses themselves believe they are the appropriate EFT appointment in schools to assist in 

meeting the CHNiPS program objectives.  

A standout result from both quantitative and qualitative data was that of referrals, reinforcing the perception 

that nurses are more involved in the referral and ‘linking’ process for vulnerable children/families with services 

either offered by LCHS or locally. It is reasonable to suggest that without nurses in schools, health and 

behavioural conditions requiring referral wouldn’t have been identified as readily. Moreover, with nurses’ 

established referral networks, it is highly likely that students would not have been referred as efficiently, if at 

all. The consequence of this is profound; for example, more frequent access to a paediatrician to assess a 

behavioural concern and/or manage medication has been observed by nurses and staff alike. 

During remote and flexible learning in 2020, telehealth has also become a powerful ally for nurses to maintain 

continuity of care and engagement with families in their own home environment. The ability for families to 

attend appointments online rather than in-person at a clinic or at school appears to be a beneficial option, 

particularly when transport is a barrier. In some instances, the nurse has also attended external telehealth 

referrals, on request of the family for additional support. There is a perception, albeit early into 

implementation, that telehealth will continue to be a regular resource for CHNiPS nurses in service delivery 

into the future. 

“The positives were the school nurse being able to make those connections with 

outside agencies or with LCHS, to bring in people to do dental checks and hearing 

screens or sight screens. LCHS connected with local paediatricians to develop 

telehealth appointments, which was all pre-COVID stuff, but now it becomes very 
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popular now, through the COVID time, as everyone’s doing telehealth.” 

- CHNiPS school Principal 

“I think telehealth with the paediatricians had just opened so many more doors for us.  

The families are finding it fantastic.  They don’t have to find their own transportation 

to get to the appointments and often LCHS just don’t have enough cars for all their 

programs. For us to get kids to appointments, it’s great that we can do it from the 

school now and if paediatricians ask, ‘Can you weigh and measure the child?’  We can 

do that for them and have that ready for the appointment. So, making sure all those 

things are getting followed up, which is a great cost [saving] in the long run, but prior 

to that it was like how we do get these kids [to appointments]? Since COVID we've 

had all this development on telehealth, it’s just been huge. It’s been such a great 

opening to get health better for people.” 

- CHNiPS nurse 

Nurses have experienced challenges adapting to the school environment. Given the outreach nature of the 

position, there is potential for nurses to become isolated/siloed within their schools. Nurses and schools alike 

reported that this was more significant in the early stages and expansion of the program, prior to the 

development of guidelines and protocol documentation as part of the second expansion. Without this 

information, there was a perceived lack of clarity of the nurse role, remit and expectation which exacerbated 

the isolation when working in an outreach capacity. In practice, the ramifications of this challenge meant that 

nurses weren’t always clear on their day-to-day tasks and planning for group/curriculum development; rather, 

they perceived their role was more as a primary care capacity and/or in response to acute student issues. By 

consequence, other aspects of service delivery such as engagement and referrals were challenging, particularly 

for nurses that work in their school 3, 2 or 1 day per week. 

“It really depends on what comes up day to day. If things don't get done by the 

Wednesday, it snowballs into the next week, and so on. I guess it does show the 

positives of the role as well, that we are being utilised in the school. So, we’re lucky to 

be busy, but at the same time, I wish we had more time to do the things that we do 

need to do at school.” 

- CHNiPS nurse   

Nurses, through their medical expertise and connectedness with healthcare services are powerful 

networking agencies in schools, manifesting into greater reputability and credibility in the referral process. 

“We find that the paediatricians, doctors and psychologists are responding better to 

[school] requests when we have the support of our nurse saying the same thing.  It 

shouldn’t necessarily be that way, but it is.”  

- CHNiPS school Principal 

“The relationships the nurse has made with all of these other external professionals is 

just the icing on the cake really.  It’s made life a lot easier. Parents have more faith in 

what the school nurse is saying when they're talking about something medical than 

what a teacher would.” 

- CHNiPS school Principal 

“It’s quite interesting the way the nurse brings about change that we probably find 

quite frustrating as teachers. What takes us six months to make up [e.g. health action 

plans/referrals], the school nurse has been able to make up in a week. “ 

- CHNiPS school welfare team member 

Of the program current objectives, referral results appear to be the most substantiated in terms of 

achievement and extent to date. Moreover, the 402 referrals appear to have been made consistently 

throughout the program timeline and particularly in expansion schools, referrals have been made early into 

the implementation of the program. This is likely explained by a combination of nurses identifying health 

concerns requiring referral in the initial stages or even screening early into their tenure at schools, along with 
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the likelihood of referrals requiring multiple attempts, as nurses report a difficulty in engaging with families 

until a strong sense of rapport and trust is built. 

Relationship and trust-building is time intensive. Nurses must establish these with students, families and 

school staff, whilst also finding the fit of the role within the school context and priorities.  

“These schools have got a high percentage of vulnerable families; they're not a 

normal patient that you would otherwise see. You have to work at least 12 months to 

get anywhere. These families need extra time to develop that relationship; these are 

chronic health issues that have to be worked out, and they're not a one-appointment 

fix.  It takes a long time. It often takes as long as they’ve had [a chronic condition] to 

recuperate from it.” 

- CHNiPS nurse 

The growth of the CHNiPS program in a relatively short space of time has been profound. In the context of 

objectives, this has been challenging both in their development and in meeting them. Three of the five 

objectives have been assessed as ‘somewhat confident’ that they have been met, of which these all refer to 

improved outcomes (either health and/or educational). Stronger emphasis should be placed on how these 

outcomes will be measured and assessed, with time boundaries incorporated in them as appropriate. In other 

words, health and educational outcomes should be viewed as long-term objectives, with shorter term 

indicators such as referrals, episodes of care and/or other progress indicators measured along the timeline of 

care. In addition, greater emphasis on individuals (de-identified) is necessary to determine individual 

outcomes, rather than at a cohort level which this analysis has shown is harder to define. 

Schools  

The data collected in this evaluation has demonstrated that all stakeholders see the inextricable link between 

students’ good health and wellbeing and engagement in learning. For schools, their perception of the program 

fit (as well as satisfaction) is largely determined by their continued financial investment. In other words, 

government schools that rely on funding such as equity funding are quick to cease or divert their resources 

elsewhere if they feel they aren’t getting value or benefit from it. For example, one school already employs a 

full-time social worker, based on the needs of their cohort. 

“Now, why do I employ a social worker, because I’ve got a choice of spending 

$100,000 on a teacher of $100,000 on a social worker. Well, I’ll say, I’m getting so 

much benefit out of the social worker, I’ll have one less teacher and a social worker 

and, in a sense, it’s also what you do with it with every program.  Do I spend $20,000 - 

$30,000 on this or do I spend it on something else?” 

- CHNiPS school principal 

There are distinct differences from school to school, with the implications on the CHNiPS program discussed 

throughout as an emerging theme. From a structural perspective, the school population, and the design and 

size of welfare teams is variable, creating a unique position for CHNiPS nurses to integrate into the system. 

Issues such as misunderstanding of role scope and practical considerations such as the days of the week the 

nurse and other staff work has impacted care continuity and program integration. Co-design of program 

planning between schools and LCHS may alleviate these challenges, especially if being implemented in new 

schools. It would also assist in the design of health promotion material to fit the school curriculum. 

“From a curriculum and learning perspective and supporting our school family, that’s 

going to be forever ongoing. The support that our nurse provides currently is 

something that’s going to continue, if not increase, especially in the times we’re in at 

the moment [COVID-19]. The necessity of the program is something that I feel needs 

to continue for the well-being of our whole school community.” 

- CHNiPS school Principal 

There appears to be a disconnect between the written objectives of the program (i.e. from LCHS 

perspective) and at a school level. 
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“As an organisation who runs it outside of school, that isn’t familiar with how schools 

run; LCHS has got their own systems and the way they run, and, of course, education 

is a different government department, so, there’s different systems, supports and 

measures around what we do. It’s interesting in that space on how we make sure we 

work as a true partnership.” 

-CHNiPS school Principal 

The intersection of education and healthcare presents a challenge in addressing both sector’s priorities, even if 

on face value they are a shared, big-picture objective. From our qualitative data, schools, understandably 

tended to prioritise the impact nurses have on learning and educational outcomes, while LCHS and nursing 

staff approach this from more of a medical perspective. A disparity between education and healthcare staff 

has manifested in marked differences in service delivery between schools. A key example of this has been the 

treatment of head lice and response to outbreaks; as an emergency with serious impact on school attendance 

and engagement, response from the nurse and wellbeing team is vital, however, this has an effect on the time 

available for the nurse to deliver other services as a consequence. Program documentation and 

communication within schools, along with nurse outreach data collection methodology should more 

systematically document this variation for future evaluation and triangulation against program objectives.  

“[Schools] see the link to education and nurses may see it differently.  Without a nurse 

in my school, there are real implications for fundamental, basic learning for my 

students.  The priority is kids’ learning. I know that might be different in a different 

demographic, but at our school, that is priority, because it is about either a child being 

successful or not being successful in their learning.” 

- CHNiPS school Principal  

“I know that there has been a lot of work put into our relationships with the 

paediatricians at Latrobe Regional Hospital.  However, it’s really dependent on what 

the school needs. So, for example, my school doesn’t necessarily need many 

paediatrician referrals, they really need support in communicating with the 

paediatrician they're already linked in with.” 

- CHNiPS nurse 

Multi-departmental input and governance has created operational challenges  

While the development of CHNiPS through the involvement of DET, DHHS, LHA and LCHS has been a strength 

for co-design and a community-centred approach, practical considerations have impacted front-line delivery. 

The perceived misinterpretation of nursing scope between schools and nurses themselves has been discussed, 

however the day-to-day implications of this challenge affect nurses’ ability to deliver the program and meet 

the objectives due to loss of time. On an everyday level, nurses reported challenges of navigating two IT 

operating systems; being LCHS employees, they have not had access to school internet, servers and email to 

remain abreast of school information and inform the team of their progress with students.    

From the start, you don’t know if you work for the school or work for LCHS. I guess, at 

the end of the day, on paper we work for LCHS but if you need to take a personal day 

with sick leave, you need to contact LCHS and the school. It’s working out now but 

when I first started, we had all this funding, but no-one could even tell me if LCHS or 

the school should fund a laptop for me.” 

 -CHNiPS nurse 

The growth of the program over a short space of time appears to have left some governance structures and 

planning features of the program playing catch-up. As part of the second expansion, a dedicated program 

manager position was included to oversee the day-to-day delivery of the program and provide the support to 

nurses while in their outreach position. Schools and nurses alike reflected on this as a key enabler in the 

progression of the program, and as a central figure in incorporating the different stakeholder groups involved 

in the program’s governance. 
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“Initially, when the program was started, there wasn’t really that managerial 

support– when I first started, I was quite busy here at the school and had no other 

extra time to get all those other things in. It’s taken the time to get all that support to 

run now, I feel that the program is really running well because we do have those 

supports there.”  

- CHNiPS nurse 

By extension, the consequential challenges observed of program growth across the two expansions has meant 

that program engagement has been less than first envisaged, especially externally. The impacts of this are 

twofold for nurses as the engagement and groundwork is included in the referral process, which already with a 

vulnerable cohort may require multiple referrals and engagement at the student end as well to see the student 

and family attend their appointment. 

“Despite these services being linked, there is a disconnect between nursing services 

and the GP, which could really help maintain that clear line of sight and linkage of 

service delivery.  

Sometimes I refer to GPs, but they’ve got no idea who I am, they’ve got no idea about 

our program and what it involves. There’s been a little bit of groundwork done to 

make the school community aware of what we do, but outside the school community, 

it’s really at the moment up to the nurses about making their presence known to the 

people they refer to.” 

- CHNiPS Nurse 
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4.3. Perceived sustainability and scalability of the CHNiPS program 

Scalability 

‘Scale-up’ has many definitions, however it is accepted as referring to “deliberate efforts to broaden delivery 

of a program or initiative in order to reach the largest number of target beneficiaries and achieve greater and 

more equitable impact” (Aarons et al., 2017). This can occur through replication or ‘spread’ (Charif  et al. 2017) 

such as in the case of CHNiPS. Scaling up can also be achieved through institutionalisation, whereby centralised 

powers or government incorporate the program activities into regulation, legislation and funding, creating 

incentives or requirement for the activities embedded in the program to be delivered at scale. These 

approaches are sometimes distinguished as ‘horizontal’ and ‘vertical’ scale-up respectively (Barker et al. 2016). 

There was a general perception among CHNiPS stakeholders that the program is appropriate for operation at a 

larger scale. Milat and colleagues (2020) have developed the Intervention Scalability Assessment Tool (ISAT) as 

a decision support tool for health policymakers and implementers. Within the tool are 10 domains: 

Table 16. ISAT domains (from Milat et al., 2020) 

Part A: Setting the scene Part B: Intervention implementation planning 

A1: The problem B1: Fidelity and adaptation 

A2: The program/intervention  B2: Reach and acceptability 

A3: Strategic/political context B3: Delivery setting and workforce 

A4: Evidence of effectiveness B4: Implementation infrastructure 

A5: Program/intervention costs B5: Sustainability 

Through analysis of the qualitative and quantitative data, we present an indicative representation of the ISAT 

tool applied to CHNiPS. Please note, this is indicative in nature- the usual use of the tool requires targeted, 

detailed research specifically relating to the questions within the tool, which was beyond the scope of this 

evaluation. We have used the ISAT tool here as a way to organise our assessment of the program based on the 

available data and key interview themes. The indicative results aim to provide a depiction of priority areas to 

focus on should the program be scaled up. Table 17 provides a summary of the scores (as an average out of 3) 

for each domain, with a brief justification. Full details of the tool’s application are available in Appendix G. 
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Table 17. Indicative ISAT assessment for CHNiPS program (adapted from Milat et al., 2020) 

Domain  Score Justification 

Domain A1: The 
problem 

3.0 
CHNiPS program has already expanded twice within three years from a pilot to 8 schools. 

Domain A2: The 
program/intervention  

2.0 The program is targeted at schools as a preventative measure. It aims to address generational 
disadvantage through promotion of health and school engagement. It has achieved the objectives 
with varying degrees of confidence. 

Domain A3: 
Strategic/political 
context 

2.5 DET and DHHS along with the LHA have financially supported the program. The program is occurring 
in a Health Innovation Zone; the first of its kind in Victoria. 

Domain A4: Evidence of 
effectiveness 

2.0 There is research evidence to support the impact of nursing programs in schools. Most of the higher 
quality studies demonstrating significant effect in outcomes for students is in more specialist 
programs 

Domain A5: 
Program/intervention 
costs 

1.0 The program has achieved the objectives with varying degrees of confidence. 7 of the 8 schools are 
still participating in the program. The one school which withdrew from the program after the 
departure of their nurse did so due to workforce funding pressures which required the school to 
downsize other staff. 

Domain B1: Fidelity and 
adaptation 

1.3 Schools will continue to be able to prioritise health promotion vs primary care, along with individual 
vs group service delivery if scaled up. The documentation and guidelines for the program should be 
re-visited ahead of scaling up to reflect the variability between schools and allow for co-design in 
guidelines from LCHS and schools. 

Domain B2: Reach and 
acceptability 

2.0 Being based in schools is advantageous, however nurses generally feel they require more time 
through EFT to engage with school community and build sustainable relationships and trust. 
Schools and nurses indicate a consistent satisfaction with the program.  
This evaluation was unable to glean acceptability information from parents. 

Domain B3: Delivery 
setting and workforce 

2.5 Schools provide a constant setting for the program. 
LCHS has generally been able to recruit a suitable workforce to deliver the program 
The program has integrated well into the school community and local healthcare/welfare systems.  
Additional engagement and building of referral networks are required. 

Domain B4: 
Implementation 
infrastructure 

2.0 Among schools, LCHS DET and DHHS there is an appetite for the program to continue. The two 
expansions of the program within 3 years indicates the infrastructure is suitable, however, additional 
funding and support will be required to facilitate any scale-up in addition to the continuation in 
current implementing schools. 

Domain B5: 
Sustainability 

1.7 Greater exposure and awareness among schools and referral networks is required. The program is 
heavily dependent on the current funding sources. To sustain this at a larger scale would require 
greater investment. Schools indicate they would find it incredibly challenging to pay for the program 
beyond the subsidised rate. 

Presented visually, the indicative ISAT assessment of the program is as follows: 

Figure 11. Indicative ISAT assessment of CHNiPS (adapted from Milat et al., 2020) 

 

The findings from the ISAT tool, although indicative, underline that the program need (‘Domain A1: the 

problem’), ‘Strategic/political context’ and ‘Delivery setting/workforce’ are all quite strong in their assessment. 
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This is based on the ongoing need for the program and proportion of disadvantage, the rationale upon which 

the program was built and that LCHS and schools have led the implementation of the program so successfully 

to date. The two priorities for consideration in scaling the program up, are ‘program costs’ and ‘fidelity and 

adaptation’.  

Program costs 

The strength that the program has in its funding and support from government departments and LHA are 

reflected in the qualitative data from discussion in particular with school staff. Principals’ satisfaction with the 

program is twofold; they can see the benefit it is having in their school, plus there is an understanding that this 

would not be financially viable without their assistance in supporting the funding and subsidising the cost. By 

contrast, this is also a threat, as without the backing of these key funding sources, schools would not be able to 

afford the program. 

Fidelity and adaptation 

In this domain, we focus directly on program fidelity. Program fidelity refers to the “extent to which delivery of 

an intervention adheres to the protocol or program model originally developed” (Mowbray et al. 2003). It is 

similar in nature to the first evaluation question: ’to what extent have program objectives been achieved to 

date?’. 

Fidelity is significant in evaluating programs such as CHNiPS, because it incorporates set ‘benchmarks’ in 

relation to program objectives and a means to accurately and consistently measure and track them; this is 

referred to as ‘fidelity monitoring’. In other words, to evaluate CHNiPS effectively, fidelity benchmarks should 

be incorporated in the program objectives. The nurse outreach data tool would be the fidelity monitoring tool, 

that collects information to inform these benchmarks. Based on the data collected in this evaluation, the 

outreach data and qualitative data can inform the program’s achievement of objectives to some degree, but 

the extent cannot be ascertained without fidelity benchmarks to compare against. 

The establishment of fidelity benchmarks represents an opportunity for co-design, in terms of enabling input 

from LCHS/nurses and schools, to reflect the priorities of each stakeholder in the CHNiPS program. Further, for 

broader, systematic evaluation aligning with departmental objectives and targets, LCHS and schools may 

consider consulting DET, DHHS and LHA in the co-design process. 

Sustainability 

Sustainability was another of the domains that didn’t score as highly in the indicative assessment of the ISAT 

tool. In other words, sustainability should be considered among the priority factors in the continuation and 

potential scale-up of the program. From the evaluation data collected, themes have emerged about enabling 

factors within the program from a sustainability perspective, as well as barriers/threats to it.  

CHNiPS is as sustainable as the community need for it is ongoing 

The quantitative results of service delivery; 7,148 recorded episodes of care across group and individual 

services and 402 recorded instances of referrals indicate the influence nurses have had in schools since mid-

2017, although much of these figures are indeed more recent.  

From the perspective of nurses, especially in later expansion schools, there is a sense that they are still 

becoming integrated into the school context. Despite this progress requiring time-investment, they have been 

able to acknowledge and understand the need for the program and their appointment. 

“I think the program will be sustainable because the needs of these kids are always 

going to be there; it’s not going to change, and if anything, it’s only going to get 

worse, and not better. So, I think there's always going to be a need for [nurses] in the 

schools. With time, I think relationships will build and that's the biggest thing for the 

sustainability of the program- the respect from families and other health professionals 

in the community.” 

- CHNiPS nurse 
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Schools share this perspective through their satisfaction with the program and sense that the nurse position is 

appropriate for the needs of the student cohort. Although still in early stages of implementation, school staff 

already see the role becoming ‘business as usual’ and consider the nurse as a long-term member within their 

welfare team and school network. 

“If we lose funding, we’re not going to be able to sustain it, so that’s a worry.  I don’t 

want to work without a nurse again. I can't do my [school] job and that [the nurse's] 

job. I don’t know how I would sustain it without the funding, actually, but I probably 

would have to take from something else I’m running.” 

- CHNiPS school Principal 

“With kids that need support, you can't [stop the program now].  You just have to 

keep going. Regardless of whether I've got a nurse, there’s a real need. I can't see us 

ever not having a nurse. I just think I’d have to find the money somewhere. “ 

- CHNiPS school Principal 

Governance structure, clear role description and supports (personal and infrastructure) are vital 

components of CHNiPS sustainability 

A recent (2020) systematic review published in BMC Health Services Research investigated sustainability 

‘barriers’ and ‘facilitators’ in hospital-based interventions (Cowie et al., 2020). Whilst clinically based, the 

implications and findings of the review have direct relevance to community health and outreach programs. 

The three most commonly reported enabling factors from the paper regarding sustainability were: 

• Clear accountability of roles and responsibilities; 

• Strong leadership and champions advocating the use of the intervention, and; 

• Provision of adequate support available at an organisational level  

These factors were also echoed in the CHNiPS evaluation data. Role responsibility and communication of this 

across schools and LCHS is integral in developing a clear understanding of expectations and enables the 

outreach nurse to feel supported and secure in the school setting.  

I don’t think this program would be sustainable if it was just left to the schools to run 

it, it has to be through Latrobe Community Health Service or an agency like that to co-

ordinate it and run it and then employ the people, but we support them through 

financial resourcing. 

- CHNiPS school Principal 

Leadership at both sites has shown to be important in fostering and maintaining working relationships and 

support networks for nurses working remotely from LCHS and other nurses in the team. The appointment of a 

program manager role has proven to be a key role in the development of partnerships between LCHS and 

schools; this is demonstrated in schools that managed to navigate the logistical challenges of the partnership 

and acknowledge that the program is a partnership. 

“I think the sustainability of the program, swings both ways. It’s not only what the 

nurse can provide to the school community, but I think it’s also important what the 

school community can provide to the nurse. Hopefully we’ve shown you that a nurse is 

not an add-on, they are totally integrated into the school community and that takes a 

lot of organisation and partnership building.” 

- CHNiPS school Principal  

On a practical level, some challenges remain in terms of supporting nurses on the ground in outreach. A key 

practical example has been the reporting difficulties, navigating school and LCHS systems. Ultimately, this 

impacts the time available to deliver services and furthermore, the consistency and accuracy of outreach data 

being collected for analysis when referring to meeting program objectives. 

“It’s been a fantastic learning opportunity for us as a school and how we work, but I 

do have my reservations around some of the workload that my nurse has to do that I 
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think is double dipping; the nurse has to do all the own case notes and everything at 

school, and then has to redo all of it again for Latrobe Community Health. There’s a 

lot of double dipping there. I find it to be a waste of time.  

[The nurse] can’t log onto our system, because they won't give it permission, which is 

ridiculous, because we our case system is for the school. Instead, she has to work from 

two computers. We’ve found that quite challenging, because as a school, we work 

online. Everything. She has to work from two computers and email stuff to herself.  

That’s probably the biggest frustration” 

- CHNiPS school Principal 

Current funding mechanism and program timeline impacts nurse role security 

The systematic review of Cowie and colleagues concluded that ‘inadequate staff resourcing’ was the 

frequently reported barrier to sustainability to healthcare interventions. Moreover, this was in a clinical sense, 

so it is reasonable to suggest that in community outreach, this barrier is more pertinent. 

‘Resourcing’ in the context of CHNiPS, according to the evaluation data predominantly refers to the allocated 

time and support nurses feel they receive in delivering the program, and that schools feel they can provide. 

For example, the aim for the program to appoint one nurse to a school (i.e. a nurse doesn’t share their week 

between two schools) is a strength in the program design. 

“The fact that we don’t have to share our nurse with other schools is also a positive. 

We’ve had specialists in the past, say a curriculum specialist, which we’ve had to 

share over two small schools, and it was disastrous. I think it’s difficult for the school 

community and it’s difficult for the person who has to do the sharing. For me, I’m 

happy to continue to endorse and to continue to find ways of funding so that we can 

sustain it. I would not recommend the sharing.”  

-CHNiPS school Principal  

“I think it’s also challenging for the nurse themselves. It’s really hard to split yourself 

into two different demographics. I’ve done that; working with three schools at one 

time and it’s really tough.” 

- CHNiPS school welfare staff 

Given the program is still early into its implementation, there are unavoidable implications regarding job 

security for nurses in their positions in the program. Some nurses have not found the program to be a good 

personal fit, and schools have also expressed their misgivings about not being as involved in the recruitment 

process. Currently, LCHS undertakes the recruitment of the nurses in isolation; greater involvement of schools 

in the selection process, for example by being present at interviews would enable a platform to clearly 

communicate the role of the nurse in their school setting, which help ascertain the personal qualities of the 

nurse to fit into their school context. Ultimately, schools feel through securing longer-term funding, providing 

the program an opportunity to grow and thrive, this will positively impact the nurses delivering the program as 

they’ll feel better supported and may assist in recruitment if the program were to scale-up. 

“I’m hoping it does continue. The biggest issue [I see] is job security.  If we could get 

funding beyond a 12-month period or for at least a two-year period or something like 

that, you’d suitable [and better supported] candidates. 

- CHNiPS school Principal 

 

Embedding CHNiPS in the local systems context takes time; this begins with building traction and awareness 

in community 

Analysis of the evaluation data in response to the evaluation questions suggests that CHNiPS is meeting 

objectives, is acceptable and appropriate among those implementing it and perceived as such by those 

receiving it. The adaptability of programs in the public health setting is an established indicator (or domain) in 

sustainability research (Luke et al., 2014). CHNiPS has shown to be adaptable; whilst creating challenges for 
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program documentation, it is a strength through its inclusivity to different school contexts and student 

priorities.  

Terms 1 and 2, 2020 are leading examples of the program’s adaptability; service delivery moved from face-to-

face to off-site and online, incorporating new and emergency content in response to COVID-19.   

“I’m in awe of how nurses keep case notes. They’re very detailed. Our nurse maintains 

those as well as providing updates by emailing to staff if there is some confidential 

information that they need to know about a particular student. That takes a fair 

portion of the time and then it’s the administration, calling various organisations and 

agencies, calling parents. A lot of time is spent on that, and then the education 

component on it depends. Say for example when students return to school, making 

sure to touch base and spends most of the time in the classrooms there. If the children 

had questions about COVID, when we had children that were attending school while 

others were learning remotely, our nurse was educating those children about hand 

sanitising and hygiene here at school, so that was an intense amount of time she 

spent with the children.” 

- CHNiPS school welfare staff 

This is echoed in the quantitative data. Group and individual episodes of care in 2020 saw a decrease in April 

from the previous months, only to increase dramatically again in May, following the end of the initial state of 

emergency response in Victoria. The decrease in April didn’t fall to zero, reflecting the move to online and off-

site. Interestingly, the rates of referral remained relatively constant throughout early 2020, with most 

occurring in February and May, i.e. pre- and post the state of emergency period. The return to school was 

treated by many implementing schools as a screening opportunity. 

The impacts of the change in service delivery in 2020 has made the engagement with external referral 

destinations and services like Child Protection an additional challenge. In a practical sense, only the 2019 

implementation period has been the main engagement opportunity period for at least the second expansion 

schools. 402 referrals that have been made to date through the program is a strong outcome in spite of these 

difficulties. Schools and nurses both remain optimistic that these figures will improve with more opportunity 

to build upon these networks and becoming more embedded in the school.  

 “I think that we just need, as all new programmes do, just time to get our faces out 

there, and for people to understand what our goal exactly is within the school.” 

- CHNiPS nurse 

4.4. Costing analysis — key insights 

The costing analysis seeks to provide an estimate of how funding for the program was distributed and what it 

might cost of ‘scale-up’ the program to other schools in the Latrobe LGA. In doing so, the analysis relies on a 

number of assumptions and the results should be considered to be estimates.  

4.4.1. What is the per student cost of providing the CHNiPS program? 

The cost of the program per student was calculated by averaging the total annual cost by the number of 

students served by the program (i.e. all enrolled students).  

Overall, the cost per student was $282, with some variation observed between schools with a low of $243 and 

a high of $363 — see Table 18 for additional detail. 

This range can be explained by a variation in the number of students enrolled based on MySchool data and the 

rounded figures cited in the business case.  
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Table 18. CHNiPS cost per student by school 

School Total estimated costs 
(2019) 

Students enrolled 
(2019) 

Cost per student 

Churchill Primary School $58,445 164 $356 

Moe (Albert Street) Primary School $58,445 161 $363 

Moe (South Street) Primary School $82,356 338 $243 

Moe Primary School $34,535 91 $379 

Morwell Central Primary School $106,266 397 $267 

Morwell Park Primary School             $94,311 382 $246 

Traralgon (Liddiard Road) Primary School $82,356 290 $283 

Yallourn North Primary School $34,535 128 $269 

Summary $551,252 1951 $282 

4.4.2. What is the cost per hour of providing the CHNiPS program?  

The cost of the program per hour was calculated by averaging the total annual cost by the number of annual 

hours worked by nurses.  

Overall, the cost per student was $71.5, with some variation observed between schools with a low of $67.2 

and a high of $87.4 — see Table 19 for additional detail 

As with the cost per student, this range can be explained by a variation in the number of students enrolled 

based on MySchool data and the rounded figures cited in the business case which underpinned the funding 

model and thus the annual cost. 

Table 19. CHNiPS Cost per hour by school 

School Annual cost Nurse FTE 
Hours per 

week 
Annual 
hours 

Per hour 
cost 

Churchill Primary School $58,445 0.4 15.2 790.4 $73.9 

Moe (Albert Street) Primary School $58,445 0.4 15.2 790.4 $73.9 

Moe (South Street) Primary School $82,356 0.6 22.8 1185.6 $69.5 

Moe Primary School $34,535 0.2 7.6 395.2 $87.4 

Morwell Central Primary School $106,266 0.8 30.4 1580.8 $67.2 

Morwell Park Primary School $94,311 0.7 26.6 1383.2 $68.2 

Traralgon (Liddiard Road) Primary School $82,356 0.6 22.8 1185.6 $69.5 

Yallourn North Primary School $34,535 0.2 7.6 395.2 $87.4 

Summary $551,252 3.9 148.2 7706.4 $71.5 

4.4.3. What would it cost to scale-up the CHNiPS program to other schools in the 
region?  

The cost of scaling up the program was estimated by applying the funding model parameters (i.e. 0.1 nurse FTE 

per 50 students, or part thereof) to the 14 additional schools in the Latrobe LGA who area not currently 

participating in the CHNiPS program. Program costs were drawn from the business case document and were 

inflated to 2019/20 dollars at 1.6 per cent p.a. as per RBA estimates. The same inflation rate was applied to 

estimate future years.  
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The total cost of scaling up the program to all 22 schools in the Latrobe LGA was estimated at $1,406,100 for 

the financial year 2020/21 — a breakdown of which is provided in Table 20 below. For 2021/22 it is estimated 

at 1,424,380 and for 2022/23, $1,422,9000.   

Table 20. Scale up costs for 2021/22 by current and expansion schools 

Cohort 
Total 

students 
Nurse EFT 
required 

Nurse costs 
Supplies 

costs 
PM costs Total cost 

Cost per 
student 

Pilot cohort (n=8) 1951 4 $492,000 $40,800 $45,600 $578,400 $296 

Scale up cohort 
(n=14)29 

2816 5.5 $676,500 $71,400 $79,800 $827,700 $293 

Total (n=22) 4767 9.5 $1,168,500 $112,200 $125,400 $1,406,100 $295 

 

 

 

 

 

 
29 14 additional schools were identified and used in analysis: Boolarra Primary School, Churchill North Primary School, 
Glengarry Primary School, Hazelwood North Primary School, Newborough Primary School, Newborough East Primary 
School, Toongabbie Primary School, Grey Street Primary School (Traralgon), Traralgon (Stockdale Road) Primary School, 
Traralgon (Kosciuszko Street) Primary School, Traralgon South Primary School, Tyers Primary School, Yinnar Primary School, 
Yinnar South Primary School 



45 
 

5. Summary and recommendations 

The key finding from this evaluation is that the CHNiPS program has demonstrated a clear benefit to schools 

that have participated in it.  Although we do not have direct data, we can infer that the CHNiPS program has 

been of benefit to students through improved accessibility of the public health system and referral. At the 

same time, we observed some barriers to implementation of CHNiPS that will likely impede – or at least slow – 

the program’s current growth and potential effectiveness. For this reason, we recommend CHNiPS continue in 

schools, and at the same time, the program and support infrastructure for CHNiPS (e.g. data systems, 

minimum service delivery requirements etc) be strengthened, so that CHNiPS can reach its full potential in 

addressing the health needs of children and families living in disadvantaged communities.  

The following five recommendations outline suggested actions for LCHS, DHHS, DET and the Health Assembly 

in improving continued implementation of the CHNiPS program:  

1. Funding and investment in the CHNiPS program should continue 

The findings of the evaluation support continuation of CHNiPS in the implementing schools. This 

recommendation is based on evidence of the high acceptability of CHNiPS among nurses and school 

principals and service data showing a substantial number of episodes of nurse care, at the individual 

student/family and group level, and referrals to other health practitioners such as GPs. Much of the 

challenges experienced in the program to date are attributable to the expansion of CHNiPS from a pilot 

school across two phases, which are to be expected in rapid scale-up. The program manager position has 

only been operational since the second expansion and already, this role has shown to be a key conduit 

between LCHS/nurses, schools principals and LHA given the proximity and understanding of all program 

stakeholders. The remit of the position, along with the relationships built has been integral in rectifying 

some of these engagement, governance and implementation challenges. 

We suggest funding continue at the current modelled rate as implementation issues continue to be 

addressed and the program becomes strengthened and integrated in participating schools. The estimated 

cost for expansion to 14 other government primary schools in the Latrobe LGA is $827,700, on top of the 

current schools at $578,400, for a total of $1,406,100. We are unable to definitively state whether funding 

or EFT should be altered based on the current data, however there is emerging evidence from the case 

study analysis that the EFT in the order of 0.2 (1 day per week) limits the scope of care that can be 

provided, particularly in relation to more complex and chronic conditions. This has also been reflected in 

interviews with nurses, who have stated that working one day per week in a school is a challenge for 

engaging with the school community, gaining trust with vulnerable families and limiting to care continuity.   

2. The gap between CHNiPS program objectives and service delivery should be bridged through a focus on 

minimum service delivery requirements 

CHNiPS program objectives could be re-framed as a consistent set of ‘minimum service delivery 

requirements’, of which fidelity measures or benchmarks are set for priority outcomes or results of 

interest. For example, minimum service delivery requirements for referrals could relate to time between 

nurse assessment and referrals made, a rate of adverse screening results to referrals made, or the rate of 

referrals an individual receives before attending the appointment. With greater specificity comes greater 

insight regarding whether outcomes are being met, and to what extent.  

This is an opportunity for LCHS, schools, LHA and the departments DHHS and DET to build a set of 

objectives and guidelines that incorporates the priorities each stakeholder has in the implementation of 

the CHNiPS program. For example, what health indicators are LCHS most interested in? What educational 

indicators do schools most value? What indicators carry most value to DHHS/DET and LHA in their 

strategic policy aims, in demonstrating the benefit of the program and assist in funding submissions? All of 

these should be presented together and discussed, with a final set of objectives agreed upon. This would 

allow for greater transparency across implementing stakeholders, and ultimately would assist nurses and 

school staff implementing the program on the ground, in terms of their scope of practice and priorities in 

triaging their daily/weekly service delivery tasks. 
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3. Nurse outreach data collection and the data collection system should be improved and adapted to 

measure minimum service delivery requirements 

Much of the quantitative data required a degree of assumption during analysis, especially regarding time 

(direct/indirect) and method of service delivery. This meant a level of uncertainty remains around how 

much time nurses were spending providing care versus other training, engagement of administrative 

tasks. It also made further analyses to understand conditions being treated and individual care 

information more complicated; the consequences of which are that it is not appropriate to glean definitive 

insight into individual health outcomes from the data as it is currently collected. Minimum service delivery 

requirements could for example, reflect the number of episodes of care given to a student for a condition 

(or a minimum total care time) and/or establishing care/monitoring benchmarks for specific conditions 

such as head lice so that screening occurs every term (e.g. 5 minutes per student), with scope to allow for 

additional treatment as required, but also acknowledging that it is not the sole condition to treat within 

the remit of a nurse delivering the CHNiPS program. By developing clear fidelity-focused program 

objectives, the data collection methods and indicators can be targeted to ensure what is being collected is 

data that accurately informs these objectives.  

4. There should be greater co-design and collaboration between LCHS and schools in the implementation 

of the CHNiPS program 

The fact nurses in the CHNiPS program are part of the broader public health system, and able to refer 

readily to other health practitioners, has been a clear strength of the program. For this reason, LCHS 

should maintain the managing overview of the program and nurses implementing it. There is a role, 

however, for more co-design between schools and LCHS in developing clear communicated structures of 

service delivery for all parties to understand what to expect from participating in the program and in turn 

provide nurses with a clearer role and scope for practice. Further, this would enable more systematic 

oversight at a program management and governance viewpoint regarding what is being delivered in 

schools, which in turn will provide more consistent and reliable information when comparing CHNiPS 

against program objectives and outcomes. Stakeholders should consider: 

• Developing school-level plans for delivering the CHNiPS program 

• Enabling greater scope for schools to be involved in appointing a nurse in their school 

• Continuing development of the ‘topic curriculum’ for health activities covering essential 

activities (e.g. health promotion activities and topics for primary school-aged children), and 

flexible activity add-ons (e.g. primary care for specific conditions, or health promotion in 

response to COVID-19).  

5. Process alignment, while a challenge beyond just CHNiPS, should be discussed by all stakeholders 

The challenge of working at the intersection of healthcare and education is recognised at a systems level 

and is not unique to the CHNiPS program. At a program governance level however, there are 

opportunities to table the practical challenges that outreach nurses experience in their day-to-day role 

(e.g. working across two separate online recording platforms) and negotiating LCHS and Education servers. 

Given the program is operating within the Victorian Health Innovation Zone, it is well placed to champion 

some of the alignment issues to create a smoother intersection of education and health, given the 

established and well accepted link between good health and education outcomes.   
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Appendix A CHNiPS Evaluation map 

Evaluation request Where made? Evaluator comments on 
inclusion/exclusion or combination 

Outcome 
measures/data 

Proposed methods Suggested ‘distilled’ 
evaluation question 

[Evaluation should]: provide enough information to 
determine fitness of the program as children’s health 
service suitable for on-going funding [beyond 2020]. 

LCHS Request for 
Quotation- 2. Project 
overview. 

• Program ‘fitness’ can be referred to as a 
combination of the perceived feasibility, 
acceptability, appropriateness and 
reach 

• Can also be represented by the 
perceived scalability and sustainability 
of the program 

To be explored 
through interviews 

• Qualitative 
interviews 

• Questionnaires with 
parents 

• Analysis of existing 
service data 
collected by LCHS 

1- What is the perceived 
appropriateness and 
acceptability of the CHNiPS 
program among those 
implementing and receiving 
it?   

2- What is the perceived 
sustainability and scalability 
of the CHNiPS program 
among those implementing 
and receiving it? 

The purpose of the engagement is to evaluate the 
impact and outcomes (see below) achieved through 
the Community Health Nurse in Schools Program. 

LCHS Request for 
Quotation- 6. Project Aim. 

• We can provide a preliminary analysis 
of any available data that speaks to the 
relevant program objectives being met. 

• When considering this in the context of 
impact, it is important to include 
accompanying information about how 
the program has been implemented (i.e. 
what has helped/hindered the process), 
and use any other data analysis as 
‘fidelity data’ or monitoring information 
that adds context to what is uncovered 
through interviews. 

• By adopting this approach, it is more 
likely to provide relevant and usable 
insight and recommendations to the 
program going forward 

Objective 1 Better 
attendance at 
participating schools 

• Qualitative 
interviews 

•  School attendance 
data analysis (to 
request this from 
participating 
schools) 

3- To what extent have 
program objectives been 
achieved to date? 

The evaluation will 
determine the 
extent to which the 
following 
objectives of the 
program have been 
met: 

Objective 1 
Increase positive health behaviours 
within the school community 

LCHS Request for 
Quotation- 7. Scope. 

Objective 2 
Build the health awareness and 
understanding of the school 
community by providing support in 
a trusted local environment 

Objective 2 
Fewer “poor” health 
related issues at 
participating schools 

• Qualitative 
interviews  

• Analysis of existing 
service data 
collected by LCHS 

Objective 3 
Reduction of student absence and 
disengagement from school due to 
health issues and increasing the 
learning and localised wellbeing 
support. 

Objective 3 
Families have better 
understanding and 
greater confidence in 
accessing health 
services to address their 
children’s and family 
needs. 

• Qualitative 
interviews 

• Questionnaires with 
parents 

• Analysis of existing 
service data 
collected by LCHS 

4- What factors have 
enabled the implementation 
of the CHNiPS program, and 
what have made it more 
challenging? 

Objective 4 
Increase timely engagement with 
health providers by the school 
community. 

Objective 4 
Increased family 
engagement in school 
activities 

• Qualitative 
interviews 

• Analysis of any 
school data that can 
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Evaluation request Where made? Evaluator comments on 
inclusion/exclusion or combination 

Outcome 
measures/data 

Proposed methods Suggested ‘distilled’ 
evaluation question 

speak to this (if 
available) 

Evaluation should 
review the program 
for: 

Consistency with Victorian 
government policy and priorities 
for children’s health 

LCHS Request for 
Quotation- 7. Scope. 

Consider excluding- Latrobe Health Innovation Zone is itself a novel initiative. By attempting to draw comparisons to other 
policy/priorities, it is likely to detract from the relevance to the local area and program effectiveness.   

Cost effectiveness in 
comparison to other models of 
children health service delivery 

LCHS Request for 
Quotation- 7. Scope. 

• A cost-benefit analysis requires a 
measure of the relative effect of the 
program compared to a counterfactual 
scenario e.g. no nurses in schools. This 
information is usually obtained through 
an experimental or quasi-experimental 
trial. As this information is not available, 
this analysis will focus on estimating the 
cost of scaling up CHNiPS in two 
scenarios a) status quo, b) an amended 
funding model 

• Modelling and amended funding model 
would allow for an assessment of scale 
up costs that takes into account both 
the size of the school and its relative 
disadvantage in estimates of the 
nursing resources required. 

To be tested during 
interviews with 
stakeholders 

• Cost per student to 
be estimated by 
analysis of secondary 
data (time use and 
budget) 

• Scaling up parameters 
to be derived from 
MySchool data 

• Assumptions around 
funding model 
revisions to be 
developed through 
interviews with 
stakeholders 

5- What is the per student 
cost of providing the CHNiPS 
program? 
6- What would it cost to 
scale up the delivery of 
CHNiPS to: 

a) Other schools in 
the region? 

b) Other schools in 
Victoria? 

7- How would this estimate 
change if the funding model 
was adapted?  

Transferability of the program to 
other locations in Victoria 

LCHS Request for 
Quotation- 7. Scope. 

Consider revising ‘other locations in Victoria’ 
to “wider expansion in the local area”. This is 
because other evaluation priorities relate to 
further funding in the area. 

Provide recommendations for program 
improvements if on-going funding was available 

LCHS Request for 
Quotation- 2. Project 
overview. 

Recommendations can be provided in the discussion of the evaluation findings. These will be presented in relation to the specific 
evaluation question(s).  

Evaluation should balance methodological rigor with 
purpose and value for the community 

Initial meetings/discussion 
with LCHS and DHHS. 

Will be combined through applying all other considerations in table 
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Appendix B Nursing staff interview guide 
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Date:  

Study participant ID: e.g. CHNIPSEVAL-1 

Organisation:    

Role:    

Background/role clarification Questions & Prompts 

 First, I would like to ask you about your role within to the CHNiPS program. 

 

What is your role at LCHS? (likely nurse delivering CHNiPS program) 

- How long have you been in the role/stationed at the school? 

- Can you briefly describe how this role relates to others in your career to date? 
(E.g. is it more specialised? Do they have previous experience with community 
health/paediatrics/school-based nursing?) 

 

On what FTE basis are you employed/stationed in the school?  

 

What are your main daily responsibilities in delivering the CHNiPS program? 

 

Prompt: What proportion of their role is Health Promotion vs Primary Care? 

 

Evaluation 
question (1-4, 7) 

CFIR Domain (and Proctor 
outcome/s) 

Operational 
Definition 

Questions & Prompts 

3,4 Intervention Characteristics  

 

 

Feasibility is the 
extent to which 
a program can 
be successfully 
carried out.  

To what extent have you (or your school) had the capacity to take on the delivery of the program, and; 
what have been were the implications for doing so? 

 

What have the implications in doing so regarding: 

• Meeting program objectives 

• Reaching the children who most need access to this program? 

 

Follow-up: 

How has the resourcing of this program helped/hindered? 

1-4,7 System Characteristics/Outer setting The relationship 
between key 

(The program was initiated by a local school and has had two local government departments 
involved, along with the local healthcare service.) 
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systems 
characteristics 
and 
implementation 
of the program.   

 
Could you please tell me about this relationship and the healthcare system in which this 
program is operating in? 
Prompt: ‘System’ refers to the relationship between healthcare, schools, government 
departments and other services for example in the community. 
 
Follow-up if not referred to in last Q: 
How does this program intersect with: 

• The School Nursing Program run by DET? 

• The Pathways to Good Health Program 
 
What features of the broader context or system has helped you to implement the program? 
How/In what ways? 

Prompt: 

• broader sector, political, economic, social factors (Outer Setting) 
• the local health system, funding/policy priorities and strategies (System 
characteristics) 
 

What features of the broader context that you and the program work in has made it harder to 
implement the program? In what ways? 

Prompt as above 

1 Appropriateness/Reach 

 

• School/LCHS (Inner Setting) 

• Staff (Individual 
characteristics) 

Student cohort/ other services & 
networks (Outer Setting) 

Appropriateness is 
the perceived fit, 
relevance or 
compatibility of a 
program. 

Reach is the 
integration of a 
practice within a 
service setting and 
its subsystems 

The next questions relate to the appropriateness of the program, or if you prefer, the extent to which 
the program is a good fit and why. 

It may help to give a short example/story about the program to answer these questions. 

 

• How does the program fit within LCHS and the experience/skills/capabilities of staff? 

• Does the program fit student cohort and their needs?  

• Are there students who this approach is particularly good/not good for?  

• Who aren’t you seeing but think you should etc.?  i.e. age, level of disadvantage  

• Other services/referral networks for at-risk children in the community 

 

1 Individual Characteristics 
(Acceptability)  

 

Organisations are 
made up of 
individuals. 
Setting and 

The next questions are about how individual ‘attributes’ of people involved in the program, including 
yourself of course. By attributes, we are particularly interested in staff experience, belief in/attitude 
toward the program and their knowledge/understanding of program and its need in the area. 
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Individual Identification with 
Organization 

Individual Stage of Change 

Knowledge and Beliefs about the 
Intervention 

Other Personal Attributes 

Self-efficacy 

intervention 
constructs are 
rooted, ultimately, 
in the actions and 
behaviours of 
individuals. Little 
is known about 
the interplay 
between 
individuals and 
their ripple effects 
through their 
teams, units, 
networks, and 
organizations on 
implementation. 

 

What is your perception of the extent to which the program has helped build capacity for: 

• Yourself and other nurses? (school-based + community focus, and links/support with 
the broader healthcare system/referral networks?) 

• School staff? (awareness and understanding of healthcare concerns, and 
relationships with healthcare staff) 

• Students and families? (Health literacy/ownership and linking in within the 
healthcare/child welfare system) 

2 Funding questions: 

(Feasibility, cost, appropriateness, 
reach, acceptability) 

Intervention characteristics 

System characteristics/Outer Setting 
(if not covered in above question) 

 The next questions are about the funding of the program. The purpose of these questions is to obtain 
perceptions around scalability and to create different assumptions required to estimate three different 
scenarios for funding scale up. We’ll develop the scenarios based on the range of feedback provided but 
generally speaking could involve: 1. Status quo and 2 different scale up assumptions.  

 

• How much of you time do you spend doing health promotion versus primary care?  

• Do you notice this changing in different schools?  

• Are you able to serve the needs of the student body in the time available? (Y/N) 
o Why? What makes it harder? i.e. can you deliver the preventive units and 

individual appointments or does one affect the other? 
o How is the referral process (receiving and referring on) implicated in this? 

• Is it more time consuming to provide services in some school more than others? 
Why do you think that is? 

• Do you believe that the current model of funding is reaching the children most in 
need? (Y/N) 

o What are the drivers that make it harder? Is it the number of children within 
each school or something else? 

2 (Sustainability) 

Intervention Characteristics 

 In your experience with the program, what aspects of its design or delivery: 

• Make it sustainable in the current context? 

• Need to be changed to make it more sustainable? 
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3,4 Process of implementation  How involved were you in the processes and decision making about the program, its 
inception/expansion, and implementation in schools? 

If involved at all: 

 

From your experience, how effective was the decision-making processes regarding implementing the 
program?  
In other words, how did decision making impact the implementation of the program? 

 

What activities did LCHS/your school do to prepare or build readiness for implementing the CHNiPS 
program?  

Prompt: What were helpful? 

 

Follow-up if relevant: Did these activities change between the initial and subsequent funding the 
program/school received? 

 Other Questions/final  Is there anything else about the implementation of the program that you’d like to add or something I 
haven’t asked you about that you’d like to mention? 
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Appendix C Nursing staff interview guide 
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Date:  

Study participant ID: e.g. CHNIPSEVAL-1 

School:  

Background/school context Questions & Prompts 

 First, could you please provide an overview of your school context, as it relates to the Nurses in Schools program? 

 

Prompts: 

- School size/population 

- Proportion of at-risk or vulnerable children  
(e.g. children with OOHC involvement, ATSI, developmental delay and/or disability) 

- General SES of the area and the familial context for students. Generational disadvantage important 
here 

- School welfare team composition/staff needs 

 

Evaluation 
question (1-
4, 7) 

CFIR Domain (and Proctor 
outcome/s) 

Operational Definition Questions & Prompts 

3,4 Process of implementation  Can you briefly describe how your school became involved in the program? 

 

How involved were you in the processes and decision making about the program, and its 
implementation in your school? 

 

If involved at all: 

How did decision-making impact the implementation of the program? 

 

What did your school do to prepare or build readiness for implementing the program?  

Prompt: What were helpful? 
 

1 Individual Characteristics 
(Acceptability)  

 

Individual Identification with 
Organization 

Organisations are made up of 
individuals. Setting and intervention 
constructs are rooted, ultimately, in 
the actions and behaviours of 
individuals. Little is known about the 

Generally speaking, how satisfied are you that your school is participating in the program? 

 

Prompt- why? 

In terms of capacity building, how do you perceive having a nurse in the school has built 
capacity for: 
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Individual Stage of Change 

Knowledge and Beliefs about the 
Intervention 

Other Personal Attributes 

Self-efficacy 

interplay between individuals and 
their ripple effects through their 
teams, units, networks, and 
organizations on implementation. 

 

• School staff? (awareness and understanding of healthcare concerns, and 
relationships with healthcare staff) 

Students and families? (Health literacy/ownership and linking in within the healthcare/child 
welfare system) 

1-4 Intervention Characteristics Feasibility is the extent to which a 
program can be successfully carried 
out. The judgement is practical and 
relies on an assessment of whether 
the program is easy, convenient, and 
possible to implement given existing 
resources and context. 

On what FTE basis is the nurse deployed in the school?  

 

Do you feel this is sufficient  in giving the nurse capacity to deliver the program?  
Why/why not? and; what are the implications of this in terms of: 

• Meeting program objectives 

• Reaching the children who most need access to this program 

• Building working relationships with the school staff/community? 

 

Follow-up: 

How has the resourcing of this program helped/hindered? 
e.g. school equity funding etc. 

 

 

What is your understanding of the main daily responsibilities for the nurse in your school? 

How is this decided or prioritized?  

1-4,7 System Characteristics/Outer 
setting 

The relationship between key 
systems characteristics and 
implementation of the program.  It 
influences both the outer and inner 
settings in terms of how 
organizational culture and policy 
develop and, likewise, the two 
setting domains cyclically influence 
how health systems evolve or 
devolve over time through the 
actions and interactions of 
organizations within the system 

The program intersects health and education systems, with departmental input 
from each. Could you please tell me about your perception of the relationship and 
intersection, including what has helped implement the program, and what has 
hindered it? 
Follow-up if not referred to previously: 
How does this program intersect with: 

• The school welfare team 

• The School Nursing Program run by DET? 
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1 Appropriateness/Reach 

 

• School/LCHS (Inner 
Setting) 

• Staff (Individual 
characteristics) 

Student cohort/ other services & 
networks (Outer Setting) 

Appropriateness is the perceived fit, 
relevance or compatibility of a 
program. 

Reach is the integration of a 
practice within a service 
setting and its subsystems 

The next questions relate to the appropriateness of the program, or if you prefer, the extent 
to which the program is a good fit and why. 

It may help to give a short example/story about the program to answer these questions. 

• How does the program fit the student cohort and their needs?  

• Are there students who this approach is particularly good/not good for?  

• Do you feel the program fits the requirements of the most vulnerable 
students at the school? 

• How does the program fit with the school welfare team and other services 
insides and outside the school? 

• Do you feel other schools need and could benefit from this program 
model? 

•  

2 Funding questions: 

(Feasibility, cost, appropriateness, 
reach, acceptability) 

Intervention characteristics 

System characteristics/Outer 
Setting  

 Do you believe that the current model of funding is reaching the children most in need? 
(Y/N) 

• What are the drivers that make it harder? Is it the number of children 
within each school or something else? 
 

2 (Sustainability) 

Intervention Characteristics 

 In your experience with the program, what aspects of its design or delivery: 

• Make it sustainable in the current context? 

 

• Need to be changed to make it more sustainable? 

 

 Other Questions/final  Is there anything else about the implementation of the program that you’d like to add or 
something I haven’t asked you about that you’d like to mention? 



 

 

 

 

 

  

Appendix D Indicative parent satisfaction questionnaire 

Community Health Nursing in Primary Schools (CHNiPS) Program Evaluation  

Indicative Parent Questionnaire  

Thank you for taking the time to do this survey. These questions are about the nursing program that has been running at your child’s school. A nurse has been working at 

the school to teach students about their health, and to help students with any problems that they have. 

 

You might know a lot about this program, or you might not know much about it at all. This is ok. 

Please answer the following questions based on how you feel about the nursing program at your child’s school. A score of 1 means you strongly disagree with the 

statement, and a 5 means you strongly agree. If you are not sure or think your answer is in the middle, please select 3. 

 

Statement Response 

1= Strongly disagree, 5=Strongly agree 

Attitude to 

Schools Survey 

(ATOSS) Domain 

ATOSS Factor (if 

applicable 

The nurse explains things to my child in a way we can understand    1                2             3                4                 5 Excellence in 

teaching and learning 

Effective teaching time 

I feel the nurse has a genuine interest in my child’s health and wellbeing    1                2             3                4                 5 Practitioner concern 

Since seeing the nurse at school, my child is more confident about their 

health.  

   1                2             3                4                 5 Learning confidence 

If my child is confused after their visit to the nurse, they will visit again    1                2             3                4                 5 Resilience 

Having a nurse at school makes me want to learn more OR keep up to 

date about my child’s health 

   1                2             3                4                 5 Motivation and interest 

If I don’t understand my child’s visit to the nurse, I will get in touch with the 

nurse myself   

   1                2             3                4                 5 Self-regulation and goal 

setting 

My child is attending school more often since seeing the nurse at school      1                2             3                4                 5 Attitudes to attendance 

Since seeing the nurse at school, my child looks forward to attending 

school  

   1                2             3                4                 5 Social engagement School connectedness 

The nurse has helped my child to be more confident in expressing his/her 

views at the school  

   1                2             3                4                 5 Student voice and agency 

Thank you for your participation. This is the end of the questionnaire. 

Please contact Tom Steele at tom.steele@ceiglobal.org if you have any queries about the CHNiPS Evaluation or this questionnaire. 

mailto:tom.steele@ceiglobal.org
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Appendix E Total individual episodes of care (all schools) 
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Morwell Park 7 91 48 35 4 5 10 16 2 21 3 36 113 3 57 67 38 48 16 12 57 49 7 8 9

Elizabeth Street 102 113 123 70 148 83 21 18 143 70 190 43 57 3 27 5 2

South Street 40 49 14 87 59 19 47 25 35 51 31 41 33 5 18 33 41 100

Yallourn North 14 16 2 24 15 4 7 11 4 16 8 59 32 4 2

Albert Street 8 53 49 77 101 155 152 153 208 168 56 134

Liddiard Road 226 37 81 41 73 57 31 136 65 8 116

Morwell Central 60 77 77 119 123 123 92 66 5 118

Churchill 3 22 16 18 22 9 2 7 23 11

n(total) = 6104 episodes
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Appendix F Total group episodes of care (all schools) 
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Morwell Park 3 22 5 13 18 12 9 16 1 3 2 6 9 13 4 6 10 2 2

Elizabeth Street 2 1 1 3 9 8 2 9

South Street 3 5 2 48 1 7 2 6 8 22 12 18 19 27 8 12 7 3 3

Yallourn North 2 12 1 1 2 1 6 4

Albert Street 1 2 2 7 7 7 9 14 22 24 6 27

Liddiard Road 1 22 25 27 37 37 26 28 18 13 33

Morwell Central 8 9 14 38 19 27 19 13 33

Churchill 5 2 1 12 2 8 3 3

n(total) = 1,044 episodes
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Appendix G Full ISAT (Indicative Intervention Scalability Assessment Tool) 
Assessment 

Q Domain/Question  N/A Not at 
all (0) 

To a small 
extent (1) 

Somewhat 
(2) 

To a large 
extent (3) 

Justification 

Domain A1: The Problem 

1 Is the problem of sufficient concern to warrant scale-up of an (the) 
intervention/program to address it?   

    3  

CHNiPS program has already expanded twice within three years from a pilot to 8 schools. 

  Total score Domain A1         3  

Domain A2: The Program/intervention 

2 Will the outcomes delivered by this program/intervention address 
the needs of the target group (and/or) problem? 

    2   

The program is targeted at schools as a preventative measure. It aims to address 
generational disadvantage through promotion of health and school engagement. It has 
varied levels of evidence to support the achievement of the program objectives. 

  Total score Domain A2      2  

Domain A3: Strategic/political context 

3 Is addressing the problem consistent with policy/strategic directions 
or priorities? 

      3  

DET and DHHS along with the LHA have financially supported the program. 

4 Will scaling up this program/intervention up be strategically useful to 
funders/ funding agency?  

     2  
 

This program is occurring in a Health Innovation Zone; the first of its kind in Victoria. 

  Total score Domain A3       2.5  

Domain A4: Evidence of effectiveness 

5 Is there compelling evidence from the literature to indicate that the 
program/intervention is effective in addressing the problem in the 
target population?    

     2   

There is research evidence to support the impact of nursing programs in schools. Most of 
the higher quality studies demonstrating significant effect in outcomes for students is in more 
specialist programs.  

  Total score Domain A4       2  

Domain A5: Intervention costs 

6  Is there evidence that the benefits of the intervention exceeded the 
costs?  

    1   The program has achieved the objectives with varying degrees of confidence. 7 of the 8 
schools are still participating in the program 

  Total score Domain A5       1  

Domain B1: Fidelity and adaptation 

7 Will the core components of the scaled-up intervention be 
consistent with what was previously shown to be effective? 

     2  The individual and group-based nature of the program, along with the primary care and 
health promotion will remain as the core components of the program. 
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8  If the core components of program/intervention are to be modified 
from its original form during scale up, will the impact of the 
modification likely be favourable?   

    1   

Schools will continue to be able to prioritise health promotion vs primary care, along with 
individual vs group service delivery if scaled up. The documentation and guidelines for the 
program should be re-visited ahead of scaling up to reflect the variability between schools 
and allow for co-design in guidelines from LCHS and schools. 

9  Can program fidelity be monitored and/or maintained when 
implemented at scale? 

    1   The nurse outreach data collection methodology has improved to provide more detailed 
information relating to program objectives. Need for data collection to be more systematic. 

  Total score Domain B1         1.3  

Domain B2: Reach and acceptability 

10 Does the selected intervention have the potential to reach the 
intended target population at scale? 

     2  
Being based in schools is advantageous, however nurses generally feel they require more 
time through EFT to engage with school community and build sustainable relationships and 
trust. 

11 Is the selected intervention likely to be acceptable to the target 
population? 

     2  Schools and nurses indicate a consistent satisfaction with the program. 7 of the 8 schools 
remain involved. The one school which withdrew from the program after the departure of 
their nurse did so due to workforce funding pressures which required the school to downsize 
other staff. This evaluation was unable to glean acceptability information from parents. 

  Total score Domain B2       2  

Domain B3: Delivery setting and workforce 

12 Is the delivery setting(s) selected to deliver the program at scale 
consistent with that used in previous studies? 

     3 
Schools provide a constant setting for the program. 

13 Is the delivery workforce selected to deliver the program at scale 
consistent with that used in previous studies? 

    2  
LCHS has generally been able to recruit a suitable workforce to deliver the program 

14 Is the intervention likely to be acceptable to the delivery workforce 
involved in its delivery at scale? 

     3 Indications from the 8 schools so far are that the CHNiPS program is as acceptable as other 
nurse outreach positions and roles. 

15 If the intervention requires integration into existing organisational or 
community structures, how likely is it to be acceptable? 

    2  The program has integrated well into the school community and local healthcare/welfare 
systems. Additional engagement and building of referral networks are required. 

  Total score Domain B3         2.5  

Domain B4: Implementation infrastructure 

16 Are the implementation infrastructure requirements of the 
intervention/program feasible for scale up?  

     2  Among schools, LCHS DET and DHHS there is an appetite for the program to continue. The 
two expansions of the program within 3 years indicates the infrastructure is suitable, 
however, additional funding and support will be required to facilitate any scale-up in addition 
to the continuation in current implementing schools.  

  Total score Domain B4         2  

Domain B5: Sustainability  

17 Is level of integration of the intervention into delivery settings 
required for implementation at scale sustainable?  

    2  
Greater exposure and awareness among schools and referral networks is required. 

18 Is the level of resourcing required to implement the intervention at 
scale sustainable?  

   1   The program is heavily dependent on the current funding sources. To sustain this at a larger 
scale would require greater investment. Schools indicate they would find it incredibly 
challenging to pay for the program beyond the subsidised rate. 

19 Is the delivery workforce selected for implementation at scale 
sustainable?  

    2  Nurses feel they should not spread their time across multiple schools. This would require 
additional nursing staff to join the team should scale-up occur. Indication from LCHS is that it 
is feasible, based on expansion so far. 

  Total score Domain B5         1.7  

 


