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In Gippsland, we are funded to deliver dental outreach at 
supported accommodation settings. We aim to improve 
residents’ oral health and wellbeing through education, 
assessments, and treatment. This initiative recognises 
preventative healthcare and maintaining oral hygiene helps to 
maintain a person’s independence and quality of life.

We visit each setting twice a year to provide dental screening 
and oral health education, and make referrals for residents 
who need dental treatment. We also give everyone an oral 
health pack to help them maintain good oral health habits by 
themselves. 

We also continued our relationship with the Windana 
Therapeutic Community in Maryknoll, northwest of Warragul, 
in 2021-22. Windana Therapeutic Community is a 77-bed 
residential facility for people recovering from alcohol and other 
drug misuse. 

Our partnership began in 2014 when we learnt of the difficulty 
Windana residents faced in accessing comprehensive dental 
care. Poor oral health and aesthetics can severely impact 
a person’s rehabilitation. Now Windana residents visit our 
Warragul dental clinic for check-ups and treatment. This is an 
integral step in rehabilitating and building a non-addict identity. 
Building a non-addict identity involves finding and developing 
new activities, jobs and relationships, a process that is greatly 
hindered by constantly dealing with pain or embarrassment 
from teeth.

Smile Squad rolls into Monash primary schools

In 2020-21, we received funding to deliver the Victorian 
Government’s Smile Squad outreach program across primary 
schools in Monash and Latrobe. Although COVID-19 restrictions 
– which saw many students learn from home – impacted our 
service delivery, we visited our first Monash school on 18 July 
2021. 

Between COVID-19 lockdowns, we provided dental check-ups 
to 1,183 children from five primary schools across the City 
of Monash. Post lockdowns, our metro and Gippsland Smile 
Squads have prioritised providing services to Victoria’s most 
vulnerable children who experience the highest oral health 
needs. We provided dental examinations for children with 
complex health needs, multiple disabilities and intellectual 
disabilities at Glenallen and Monash Special Developmental 
Schools. 

The return of Victoria’s dental 
vans keeping kids smiling

It’s been more than a decade since the Link Health and 
Community (Link HC) dental van visited Albany Rise Primary 
School.

And in 2021, the same team of experienced clinicians 
returned to the school – this time in a new, state-of-the-art 
dental van.

Link HC last visited Albany Rise in 2008 as part of the state’s 
last school dental program. Dental Therapists Manar Maroky 
and Nootu Isamaela, and Dental Assistant Kaylee Mitchell, 
are among the three original team members who returned 
to the school in 2021-22.

“Picking Albany Rise to start the Smile Squad program 
was just a coincidence really, but for us it was like a family 
reunion. It’s very special,” Ms Maroky says.

Albany Rise is one of 34 primary schools in the area to 
benefit from the Smile Squad program, which will provide 
free dental care to more than 23,000 children in eligible 
schools in the Monash LGA.

“The Smile Squad program is a very proactive, accessible 
and practical way for families at Albany Rise Primary School 
to access the highest quality dental services, and learn about 
good oral hygiene and dental care,” Principal Judith Drew 
says.

Ms Drew said Albany Rise staff had witnessed the impact 
the program has had on children’s wellbeing and general 
health, with regular dental care improving students’ learning 
and self-esteem.

We provided dental  
check-ups to 1,183 children 
from five primary schools 
across the City of Monash.
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Churchill manufacturing facility goes from 
strength to strength

Latrobe Community Health Service’s state-of-the-art dental 
prosthetics laboratory and university training clinic went from 
strength to strength in 2021-22.

The Churchill-based facility, which opened in December 
2017 with funding from the Victorian and Commonwealth 
governments, is manufacturing dentures for the Latrobe Valley, 
Monash, Bass Coast and Mornington Peninsula communities.

The Victorian Minister for Regional Development toured the site 
in March 2022 after we secured two new contracts with other 
Victorian community health organisations – Bass Coast Health 
(2019) and Peninsula Health (2022).

The contracts will inject $6 million dollars into the Gippsland 
economy over the next three years.

Latrobe Community Health Service now employs nine people 
who are making dentures at the Churchill laboratory. Three of 
our staff members have also completed their dental technician 
apprenticeships at the lab, which we provided in partnership 
with RMIT University. In December 2021, trainee prosthetic 
laboratory technicians Ashleigh Angwin and Lisa Palmer joined 
dental technician Frank Berend in graduating from their course 
in dental technology as part of our apprenticeship program.

At Latrobe Community Health Service, we are proud to create 
local jobs, build links with the higher education sector, and 
develop new manufacturing capacity in the Latrobe Valley. The 
prosthetics laboratory is an asset to our organisation, to the 
local community, and to the Victorian dental industry more 
broadly.
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Strategic priority three
Innovate to improve client outcomes.

GOALS:

n  Use technology innovatively to improve client outcomes

n Use research to drive improvement in client outcomes

At Latrobe Community Health Service, 
innovation is a new or improved program, 
process, system or capability that delivers 
improved client outcomes.

Our vision is that innovation will enable our 
organisation to improve the health and social 
wellbeing of Australians. 

Technology and research are the foundations of 
innovation at Latrobe Community Health Service. 
Telehealth, for example, wouldn’t be possible 
without videoconferencing technology. Research 
allows us to gather the required evidence to 
understand which interventions work for clients, and 
which ones need refining.

Since 2017-18, we have focused on:

n  Using technology to improve client outcomes

n  Using research to drive improvements 

To achieve this, we have:

n  Continued to invest in research via the Latrobe 
Community Health Service Research Council and 
CEO Research Grant. 

n  Continued to invest in technology that helps us 
improve the way we do things.

n  Defined what innovation means to our 
organisation.

n  Developed an innovation framework that outlines 
our approach to testing and trying new ideas.

n  Employed an Innovation Projects Lead who helps 
bring new ideas to life.
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Testing our innovation approach

We developed the Latrobe Community Health Service 
Innovation Strategy with the vision of using innovation to 
improve the health and wellbeing outcomes of the clients and 
communities we serve. To use innovation in this way, we firstly 
needed to get our organisation ‘innovation-ready’. 

Although innovation already occurs across our organisation, 
prior to implementing our strategy, there was no formal 
approach to trying new ways of doing things. We want 
innovation to become part of our culture – a culture in which 
staff feel safe to try new things, and also feel safe to fail.

 

Helping people manage their medication through a  
community health pharmacist

Latrobe Community Health Service has trialled the 
employment of a community pharmacist to help people 
understand and use their medication safely.

The trial comes after our Chronic Disease Management team 
identified many people who use a range of medications 
were at risk of medication-related harm.

Research shows 50 percent of medication-related harms are 
preventable and up to 50 percent of people with chronic 
diseases do not take their prescribed medication correctly, or 
at all.

Using a new innovation framework, and led by an 
Innovation Projects Lead, Latrobe Community Health Service 
employed a community pharmacist over a six-month period.

“Many people with chronic or complex conditions are 
prescribed multiple medications, but not everyone knows 
how to take them properly and others are concerned about 
the impact certain medications have on other aspects of 
their health,” Executive Director Primary Health Andrina 
Romano says. 

“By employing a community pharmacist, whose role is 
to review people’s medication and educate them about 
appropriate consumption, we are acknowledging this 
profession as a subject matter expert in medication and 
taking pressure off the whole healthcare system.”

Focus groups and interviews revealed although people trust 
their doctor’s advice, the shortage and turnover of doctors 
locally was a big concern.

“Continuity of care, frustration at retelling their story, 
explaining medications to new doctors, and a lack of 
communication between GPs and traditional pharmacists 
were all raised as concerns,” Ms Romano says.

The community pharmacist worked within our Integrated 
Primary Health Services team, and saw clients with chronic 
conditions who were taking at least five medications more 
than 12 times a day.

In one-on-one appointments, the pharmacist spoke to 38 
clients about their medication, including any side-effects 
they’d experienced.

After reviewing each client’s medication list, the pharmacist 
also provided advice and communicated concerns with 
clients’ doctors.

Every client was positive about the community pharmacist 
service, and reflected a desire for it to continue.

“Clients told us they intend to use the service again if 
available, and the information given and questions answered 
meant they had ‘no need’ to raise these questions with their 
GP,” Ms Romano says. 

A program evaluation identified opportunities and scope 
for this role to grow – from a sole practitioner to a team of 
community pharmacists working alongside doctors, nurses, 
aged care, alcohol and other drugs specialists, and the 
chronic disease team.

Latrobe Community Health Service is recruiting an ongoing 
permanent position for a non-dispensing community 
pharmacist, with plans to expand the role.
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So, we employed an Innovation Projects Lead and created a 
six-step process to guide staff through our innovation approach. 
Next, we tested these six steps in an ‘innovation project’ to 
make sure they work in practice.

Our first innovation project – the Non-Dispensing 
Community Pharmacist Project – served a dual 
purpose:

1.  To undertake a pilot project that builds a sustainable 
model for a non-dispensing pharmacist, which 
improves health outcomes of people at risk of 
medication misadventure. 

2.  To test the application and viability of the six-step 
innovation process. 

 
Embracing research to drive improvements 

At Latrobe Community Health Service, we pride ourselves  
on delivering services that are evidence-based and  
outcomes-focused. Research opportunities are therefore an 
integral part of our organisation. We support research that 
informs our practice, and that has the potential to deliver better 
health outcomes for our clients.

Our Latrobe Valley community-based occupational therapy team 
experienced increased demand for services, which was leading 
to longer waiting times. In response, our occupational therapists 
and allied health assistants developed a Basic Assessment Model 
(BAM). 

BAM is a pre-screening tool that allied health assistants use 
when supporting non-complex clients. Under the new model, 
our allied health assistant completes the following tasks:

• screening assessments when booking appointments

• additional equipment trials

• monitoring home modifications

•  checking in on clients after they receive new equipment or a 
home modification

•   closing client files when all their goals are achieved (as 
directed by the occupational therapist).

Using BAM, our allied health assistant collects initial background 
information and identifies any basic equipment the client might 
need. The occupational therapist then takes this equipment 
and completes home modification diagrams that are sighted 
and approved by clients during home visits. This ensures timely 
interventions and modifications are made while potentially 
eliminating the need for more visits. Another benefit is that 
occupational therapists can spend more time with people with 
more complex needs.

We undertook a quantitative comparative study pre- and  
post-implementation of BAM to understand whether BAM led 
to shorter waiting times for occupational therapy. 

Researchers found:

•  There was a significant decrease in the waiting time for 
occupational therapy after BAM was implemented.

•  We completed more occupational therapy assessments under 
the new model.

The BAM is now fully integrated into Latrobe Community Health 
Service’s community-based occupational therapy service in the 
Latrobe Valley. Our research was published in the Australian 
Journal of Rural Health in November 2021.

People at risk of falls benefit from new 
integrated model of care

In another effort to reduce waiting times for occupational 
therapy, our occupational therapists, care coordinators and 
physiotherapists teamed up to develop an integrated model of 
care.

People often need occupational therapy to make their home 
safer, to complete tasks independently, and to prevent falls and 
balance-related problems. 

Previously, our occupational therapists screened and triaged 
all referrals. We then sent clients a waitlist letter, and our 
occupational therapists would work through the list. This 
approach made it difficult to see people as soon as possible, 
particularly because screening, assessments and interventions 
were the responsibility of occupational therapists.

A working group developed a new model of care, which allows 
physiotherapists and care coordinators to complete functional 
assessments of people with falls and balance issues, and 
provide the results to the occupational therapists. Occupational 
therapists use this information to prescribe specific interventions 
and visit clients at home if necessary. Our physiotherapists 
can provide physiotherapy in the meantime, and our care 
coordinators can refer clients to other services that may be 
beneficial.

We have experienced the following benefits:

•  People are seen sooner, and do not feel forgotten.

•  Our clients receive a more comprehensive review of 
their falls or balance issues.

•  Care coordination allows identification and referral to 
other services, providing holistic care.

•  Our occupational therapists spend less time on 
administrative tasks, and more time on service delivery.

•  Clients can see a physiotherapist and occupational 
therapist in parallel, instead of one service after the 
other.

•  Our waitlist is decreasing, creating less pressure on staff.
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Pilot program helps more people quit or cut 
back on smoking

In July 2021, Latrobe Community Health Service established 
a pilot smoking support program in partnership with the 
Gippsland Primary Health Network. Co-designed with 
community members and delivered by a multidisciplinary team, 

the Latrobe Smoking Support Service aimed to help Latrobe 
Valley residents cut back or quit smoking. 

We recruited a nurse practitioner, counsellor, project 
coordinator, and peer support worker. Through the program, 
people had access to free health assessments, nicotine 
replacement therapy, counselling, and peer support. This 
multidisciplinary approach meant people could choose what 
kind of help they wanted. For example, one person might need 
counselling, peer support, and nicotine replacement therapy, 
whereas someone else might just need peer support. 

We delivered the Latrobe Smoking Support Service between 
September 2021 and May 2022. We provided 432 episodes of 
care to 117 people. Seventy-one clients returned for three to 
four visits, and over a six-week period there were 985 fewer 
cigarettes smoked in Latrobe Valley as a result of our support.  

The pilot program formed part of a larger smoking cessation 
project in the Latrobe Valley, which the Collaborative Evaluation 
and Research Group from Federation University Gippsland 
evaluated. Researchers noted the Latrobe Smoking Support 
Service was able to break down barriers for people accessing 
services, and increase support for smoking cessation. One of the 
program’s key successes was its focus on reduction as an option 
or step towards quitting. 

Researchers described the Latrobe Smoking Support Service as 
the most successful activity of the broader smoking cessation 
project.

Innovation in practice at the Gippsland 
Pharmacotherapy Network

Latrobe Community Health Service runs the Gippsland 
Pharmacotherapy Network, which was created to improve 
the health and wellbeing of people with opioid use disorder. 
The network aims to reduce drug-related harm, and increase 
access to services by advocating for people and reducing the 
stigma associated with their drug use. We work one-on-one 
with people. We also work alongside service providers to 
ensure there are sustainable referral pathways and genuine 
collaboration between community-based and specialist 
pharmacotherapy providers. 

Doctors and nurse practitioners prescribe pharmacotherapy 
medications to treat opioid use disorder. These are administered 
in a community pharmacy. Clients must present to the pharmacy 
up to seven times a week and pay $5 a day for the medication, 
placing a considerable burden on their time and finances. 

Integrated model of care in 
the spotlight

Our occupational therapist identified a client 
waiting for ramp access at home who might be 
suitable for an interdisciplinary assessment. Our 
physiotherapist discovered the woman had a 
history of falls and near misses in the garden. 

We arranged a four-wheeled walker for the client to 
use in the garden, and prescribed some strengthening 
exercises. Our occupational therapist completed a 
home assessment later on, and the woman now has 
ramp access at home. Our client says the walker is 
helpful, and she feels much safer.

During another interdisciplinary assessment with 
a woman waiting for front access and bathroom 
rails, our physiotherapist discovered she needed 
help with a range of other issues. We referred her 
to our community pharmacist, diabetes clinic and 
continence nurse. We also encouraged her to visit her 
optometrist for a review. Her occupational therapy 
home visit has now been completed, and we are 
planning to modify her home with a front step and 
bathroom rails.

Twenty-one people stopped 
smoking completely, and 67 
people reduced the amount 
they smoked each day.
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But in response to the COVID-19 pandemic, a new treatment 
was fast-tracked for approval in Australia. This is called the  
long-acting injectable buprenorphine (LAIB) depot injection. 
Administered only once a month, and costing between $20 and 
$30, the injection provides a huge time and cost benefit. 

A significant barrier is the pain associated with the injection. 
A nurse practitioner approached our team for support in 
conducting a research project on the use of numbing patches 
when administering this injection. The nurse practitioner 
wanted to investigate whether the patches would improve 
client retention in treatment, and reduce their pain. Our 
Placement, Education and Research Officer connected the nurse 
practitioner to Federation University academics, via the Latrobe 
Community Health Service Research Council. The Gippsland 
Pharmacotherapy Network has also received Department of 
Health approval to fund and support this research. 

Community paramedics complement our 
nursing workforce 

A growing ageing population, prevalence of chronic disease, 
and shortage of healthcare workers present challenges for 
Australia’s healthcare system. At Latrobe Community Health 
Service, we have been investigating how we can address these 
challenges to ensure no one misses out on essential healthcare.

There is growing evidence that community paramedicine can 
complement community health workforces; paramedics are 
skilled in emergency care, and they also have the knowledge 
and skills required to deliver effective primary care, such as 
nursing services.

We met with the Department of Paramedicine at Monash 
University, and the Chief Paramedic Officer of Victoria, to 
understand how community paramedics can complement our 
workforce. Our ultimate aim is to build our workforce capacity 
to ensure we provide continuity of services in the communities 
we serve.

In 2021-22, we employed four community paramedics in 
Gippsland. The paramedics joined our Integrated Primary Health 
Services teams, and work a five-day work week from Monday 
to Friday. We plan on starting a seven-day roster that includes 
morning, afternoon, and on-call shifts.

Our community paramedics provide health assessments, care 
planning, and direct care for our home nursing and palliative 
care clients. Medication supervision and administration, catheter 
care, wound care, and health education and promotion are 
among the activities they perform, in partnership with other 
health clinicians at Latrobe Community Health Service.

The community paramedic workforce is the first of its kind at 
Latrobe Community Health Service. We are working alongside 
our paramedics, other staff, and clients to understand where 
there are other opportunities to grow and introduce new roles.

Promoting the safety of women  
and children

Our team that works to address family violence in Gippsland 
and the City of Monash continues to grow. Latrobe Community 
Health Service is a partner organisation delivering the Orange 
Door in Inner and Outer Gippsland. We also deliver family 
violence intervention services in Clayton, a suburb in the City of 
Monash.

The Inner Gippsland Orange Door opened in Morwell in 
November 2018; here we partner with Anglicare Victoria, 
Quantum Support Services, Child Protection, The Salvation Army 
Leongatha, and the Victorian Aboriginal Child Care Agency 
to deliver a multi-service hub where women, children, and 
men receive specialist family violence services. In 2021-22, we 
celebrated the opening of the Outer Gippsland Orange Door 
hub in Bairnsdale, where we play a similar role in providing 
intake and assessment services for men who use violence 
against women and children. Our partner organisations here are 
Uniting, Quantum, Gippsland Lakes Complete Health, Yoowinna 
Wurnalung Aboriginal Healing Service, and Child Protection.

In 2021-22, we continued to deliver Men’s Behaviour Change 
group sessions across the Wellington, Latrobe, Baw Baw 
and Monash local government areas. We have four pairs of 
facilitators – more than ever before – who delivered seven 
groups in the past financial year. We have also introduced a new 
case management service for family violence perpetrators in 
Inner Gippsland. Our case manager helps men who have used 
family violence to access the Men’s Behaviour Change Program, 
mental health services, treatment for alcohol and other drugs 
use, housing, and funding for things like dental services.

This year, we also piloted a new ‘post participation support’ 
program for men who complete the 20-week Men’s Behaviour 
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Change Program. Aimed at encouraging men’s ongoing 
engagement in services and promoting the safety of women 
and children, we started providing one-on-one support and 
more group sessions for male perpetrators. Our hope is these 
men continue to make positive changes in their behaviour. We 
have received funding for the next two years to deliver this 
program.

While our team grows, a core group of staff – who are  
long-serving and experienced team members – create 
consistency among our team. This ensures we continue to 
deliver quality outcomes for men, women, and children as our 
services expand.

Increasing social connection through 
technology

Our planned activity groups in Melbourne moved to an online 
delivery mode in response to COVID-19 lockdowns. However, it 
was evident many people who would normally attend our face-
to-face groups weren’t able to attend online. This was because 
they either didn’t have a suitable device or had limited access to 
the internet.

We obtained a grant, which we used to buy tablets for client 
use. We recognised tablets were new and confusing for most 
clients, and so we worked to educate and introduce our clients 
to the use of these devices. Our clients could then access the 
weekly group sessions online and in their own home. Activities 
included gentle exercise, craft, guest speakers, mentally-
stimulating activities, and discussions, which enabled people to 
stay socially connected during an otherwise isolating period.

One client was advised to isolate due to low immunity, and 
exercise regularly to stay healthy. They became increasingly 
isolated and no longer felt motivated to exercise. When we 
sourced the tablets and showed the client how to use them, 
they started attending our planned activity groups every week. 
They regularly engaged in the group discussions, and started 
exercising again.

Our online groups gave our clients a safe community to learn 
new skills and connect with others. 
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Continued support online for pregnant women 
with gestational diabetes 

In response to the growing number of pregnant women being 
diagnosed with gestational diabetes in the City of Monash, we 
teamed up with Monash Health to deliver an interdisciplinary 
model of care. 

Together, a team of endocrinologists from Monash Health and 
a diabetes nurse educator, dietitian and allied health assistant 
from our organisation help pregnant women manage their 
diabetes.

The program sees pregnant women newly-diagnosed 
with diabetes receive face-to-face appointments at the 
interdisciplinary clinic, held at our Clayton site. 

The clinic includes:

•  Individual consultations with a Monash Health endocrinologist, 
followed by an educational group session with the diabetes 
nurse educator and dietitian.

•  A weekly follow-up appointment with the endocrinologist 
and / or diabetes nurse educator to help manage things like 
insulin.

The clinic takes the pressure off the public hospital system, 
and ensures women with gestational diabetes access timely 
appointments, care and education. But, during COVID-19 
lockdowns, face-to-face clinics were not possible.

In 2021, we adapted our delivery model to ensure mothers 
and their babies continued to receive the timely care they need 
without exposing them to COVID-19. 
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We have:

•  Delivered online educational sessions, which our diabetes 
nurse educator and dietitian facilitated with administration 
support from our allied health assistant. 

•  Arranged reviews with Monash Health’s endocrinologist via 
telehealth.

Since beginning this collaborative program, we have received 
more referrals from Monash Health for a range of other services 
we offer. We have also received referrals to support women and 
their families post-birth.

Place-based nutrition education for  
a Chinese-speaking community

Our paediatric dietitian is educating Chinese-speaking parents 
and carers about children’s nutrition – where they already meet.

The coordinator of a Chinese family support group invited our 
dietitian to attend two playgroup sessions in Mulgrave and 
Clayton, to provide basic nutrition information and answer the 
carers’ questions.

After attending the playgroup in Term Two 2022,  
we recognised:

•   Many carers have growth and nutrition concerns about their 
child, but don’t know where to go for help.

•  This community can speak Chinese only.

•  Many of the carers can’t drive, so travelling to a health centre 
is a challenge.

More than 20 parents and carers attended the initial sessions, 
with many sharing they learnt new strategies that helped them 
feed their babies and toddlers in a healthy way.

In response, we have arranged regular visits – every term our 
dietitian will attend the playgroup to help parents and carers 
learn about children’s nutrition, and connect them with other 
helpful services.

More than 20 parents 
and carers attended the 
nutrition education sessions.

Dietetics education for disadvantaged young people 

We are giving young people the knowledge and skills 
to make better food choices and establish healthier 
eating habits.

A dietitian is visiting a supported residential facility in Greater 
Dandenong every month, to talk all things food with young 
people aged 16-25 who are recovering from mental health 
issues.

“The residential service manager reached out to our dental 
team during their outreach visit, expressing concerns about 
residents’ eating habits,” Integrated Primary Health Service 
Manager Jing Yang says.

“Our dental team passed on the request to our dietitian, 
who conducted a needs assessment. The needs assessment 
looked at the residents’ perceived quality of their current 
diets, healthy eating knowledge, and areas they would like 
to learn more about. 

“The completed surveys highlighted the residents’ current 
habits and knowledge, along with an interest in learning 
about healthy eating, so our dietitian started planning a 
place-based education program.”

We designed an education session, followed by a cooking 
session, to provide a hands-on learning experience. 

Our overall aim is to address the gap in basic food 
knowledge and food preparation skills that exists in this 
group of young people.

Before the end of June 2022, we conducted three sessions 
at the facility, and have received positive feedback. Residents 
are engaging in discussions and contributing to ideas for 
future topics. We will visit the facility every month.
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Strategic priority four
Use evidence-based outcomes to drive improvement  
across services.

GOALS:

n  Develop the capability to measure client and organisational outcomes

Health services have traditionally focused 
on outputs. 

How many clients did we see today? How many 
episodes of care did we deliver? How many new 
appointments have we booked?

This is the information we have always collected, 
because it helps us and our funding bodies plan our 
workforce and deliver services that meet or exceed 
community expectations.

But for a for-purpose organisation that aims to 
improve the health and wellbeing of Australians, 
there are greater opportunities.

When developing the 2017-2022 strategic plan, 
we set out to measure outcomes. Measuring 
outcomes tells us whether the services we provide 
have a genuine impact on the people we support. 
Have we helped our clients improve their mental 
wellbeing? Did the equipment we prescribed help 
that person safely get in and out of bed? Is that 
person functioning better after we co-designed and 
delivered their care plan?

By measuring outcomes (as well as outputs), 
we are better able to understand the strengths 
of our services as well as identify improvement 
opportunities.

Since 2017-18, we have:

n  Employed a Research and Evaluation Officer to 
lead this work.

n  Agreed on five outcomes our organisation will 
measure consistently across our services.

n  Set up the required software and procedures. 

n  Started trialling the measurement of client 
outcomes across different services.

n  Started measuring all five outcomes across  
15 services.
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Measuring outcomes to understand  
our impact

Latrobe Community Health Service – like most health services – 
compiles a lot of information to measure our work. This includes 
things like how many appointments we offer, and what type of 
treatments we provide.

This information helps us plan for the future. It tells us which 
services are in demand, and where we might improve. But one 
thing is missing: it doesn’t tell us whether our clients believe we 
actually improved their health. That’s why we’re adding a new 
measure: client health outcomes.

We are now following up after appointments to ask some 
simple questions, such as: did we help to improve your health? 
Do you feel better than you did before?

Crocheting helps Cherie cut back on cigarettes 

The 95 hours Cherie spent crocheting a beautiful quilt 
were 95 hours she didn’t spend smoking.

Working with Latrobe Community Health Service, Cherie 
has cut back on her smoking habits by more than half, and 
she’s feeling fantastic.

“This is the best I have felt in a long time,” Cherie says.

Cherie was smoking about 40 cigarettes a day and “not 
in a million years” did she think she could cut that figure 
down.

It was a trip to the dental team at Latrobe Community 
Health Service that changed her mindset.

“I was having trouble with my teeth and I had a dental 
appointment, and they decided to do a breathing test on 
me,” she says.

“My lung function came back at 38 percent. They told me 
the respiratory educator could help me. I was very hesitant 
at first, but I’m really glad I went along.”

Latrobe Community Health Service employs oral health 
educators who help people change their lifestyle to 
improve their health and wellbeing.

The dental team works collaboratively with other programs 
across Latrobe Community Health Service, including a 
respiratory educator.

“We have offered smoking cessation for well over a decade 
now,” Respiratory Educator Karyn Thomas says.

“The first questions we ask clients are about motivation, 
confidence to quit or reduce, and the reasons why they 
want to undertake this journey. Cherie wasn’t confident 
she could stop altogether, but wanted to reduce the 
number she was having, to improve her health and general 
wellbeing.”

Karyn first asked Cherie to write down whenever she had 
a cigarette, and why. She then asked Cherie what else she 
could do with her hands.

“When you start writing down when you’re having a 
cigarette, it gives you an eye opener of what your triggers 
are, and you learn a new coping mechanism,” Cherie says.

“I learnt I can extend that smoke for another hour and (do 
something else). Karyn asked if I did craft, and I said I love 
crocheting. So I have been putting off having a cigarette by 
sitting down, and crocheting and relaxing. It does take your 
mind off the craving.”

Cherie says the dental team “saved my life in a way”. She’s 
not out of breath, she’s walking around a lot easier, and 
she’s full of energy.

“I’d still be smoking in the house, 40 cigarettes a day. I’m 
forever grateful for that nurse (oral health educator) giving 
me that breathing test and making me realise if I continued 
I wouldn’t be around much longer,” Cherie says.

“I’m just on this cloud nine being able to share my story. I 
hope it inspires others.”
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Whether it’s aged care, counselling, dental, or one of our many 
other services, we want to build a picture of what’s working – 
and what’s not – so we can focus on effective care.

That’s why we are measuring client health outcomes 
in five different areas:

1. improved or maintained physical health

2. improved or maintained mental health

3.  improved or maintained social connection or 
participation

4. improved or maintained functioning

5. achievement of client’s or participant’s goals

What we’ve done:

Taking a staged approach, we trialled the measurement of client 
outcomes in at least one area (such as mental health) across 
different services in 2020-21. In 2021-22, we continued to 
expand our approach. 

There are now 15 programs measuring client outcomes in all 
five domains. 

We have collected enough data to analyse and understand our 
impact in three areas: mental health, improvement in 

functioning, and achievement of goals. We expect to gain 
sufficient data on social connection and physical health when 
more programs begin measuring client outcomes in these areas.

 

In 2021-22*:

•   89 percent of clients improved or maintained their 
mental health

•   88 percent of clients improved or maintained their 
functioning

•   73 percent of clients achieved at least one goal

*This data is aggregated from 13 participating programs 
(not every Latrobe Community Health Service client is 
represented).

Next steps

We are building a public dashboard on the Latrobe Community 
Health Service website where our clients and the community 
can view our client outcomes data. The dashboard is part of our 
commitment to transparency and continuous improvement; we 
own what we do, and we continually improve the way we do 
things.
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As we continue to expand our outcomes data collection across 
remaining services, we are also exploring how we can improve 
the data collection process. At the moment, we rely on staff to 
ask the question and input the data. We are keen to try other 
ways, such as client-led data collection or the use of technology 
to streamline the process. 

Finally, once we are measuring client outcomes consistently 
across Latrobe Community Health Service, we will use this data 
to drive improvement in our services. 

Some programs are already doing this on a small scale;  
this aggregated data will help us identify improvement 
opportunities at a high-level, service-specific-level,  
and individualised-level.

Health services have traditionally focused 
on outputs. How many clients did we see 
today? How many episodes of care did we 
deliver? How many new appointments 
have we booked?

This is the information we have always collected, 
because it helps us and our funding bodies plan our 
workforce and deliver services that meet or exceed 
community expectations.

But for a for-purpose organisation that aims to 
improve the health and wellbeing of Australians, 
there are greater opportunities.

When developing the 2017-2022 strategic plan, 
we set out to measure outcomes. Measuring 
outcomes tells us whether the services we provide 
have a genuine impact on the people we support. 
Have we helped our clients improve their mental 
wellbeing? Did the equipment we prescribed help 
that person safely get in and out of bed? Is that 
person functioning better after we co-designed and 
delivered their care plan?

By measuring outcomes (as well as outputs), 
we are better able to understand the strengths 
of our services as well as identify improvement 
opportunities.

Since 2017-18, we have:

n  Employed a Research and Evaluation Officer to 
lead this work.

n  Agreed on five outcomes our organisation will 
measure consistently across our services.

n  Set up the required software and procedures. 

n  Started trialling the measurement of client 
outcomes across different services.

n  Started measuring all five outcomes across 15 
services.

Client outcomes in the spotlight

When we first meet NDIS participants, we ask: ‘what is 
important to you’, and ‘what would you like to be able to do 
or continue doing?’ We work with people as they set their 
goals, and then we build a plan that helps them achieve 
those goals. Being able to measure whether a participant 
has achieved their goals or not has led to new training 
opportunities for our staff. We now train our staff on how to 
develop SMART goals with participants to ensure their goals 
are specific, measurable, achievable, relevant and timely. 
More than 75 percent of NDIS participants older than seven 
are achieving the goals they set. We will continue running 
refresher training for staff, so participants continue to 
achieve and celebrate genuine outcomes.

And in the early childhood space, we’ve been able to achieve 
similar success. On average, 86 percent of families with 
children younger than seven agree the services we link them 
into, along with their NDIS plans, are helping them achieve 
their goals. 

Our Latrobe Valley Children’s Service started measuring client 
outcomes in 2021-22, and specifically focused on whether 
children were achieving their goals. The team works with 
children aged 0-7 with mild-to-moderate developmental 
delay. Using an ‘early intervention’ approach, the team 
delivers different types of therapy to help children improve 
their fine or gross motor skills, speech, sensory-processing, 
and / or communication. Our Children’s Service reviews each 
child’s goals three months post therapy, to make sure the 
interventions we delivered are working. We also review the 
service’s outcomes data during team meetings to celebrate 
successes and identify improvements.

headspace Morwell uses The Kessler 10 (K10), and Social 
and Occupational Functioning Assessment Scales (SOFAS), 
to measure client outcomes. The K10 is self-reported at 
key intervals throughout a young person’s episode of care. 
It assesses how clients have been feeling over the previous 

four weeks in ten key areas. The SOFAS assesses a person’s 
current functioning, using a rating range of between 1 
and 100. headspace staff measure client functioning using 
SOFAS at each occasion of service. We use this information 
to better support our young people when we are assessing 
their wellbeing, identifying personal goals, and planning 
treatment. This data can tell us over time if our young people 
are feeling more positive and hopeful, and whether their 
functioning has improved. Our 2021-22 aggregated data 
(up to March 2022) shows a reduction in our clients’ distress 
levels, and their functioning* has remained stable. 

*Note: consideration of statewide lockdowns and its impact 
on a young person’s ability to improve functioning (i.e. their 
participation in school and extracurricular activities) needs to 
be taken into account.
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Volunteers
From driving Gippsland residents to and from medical appointments, 
to sewing ‘buddy bears’ for children who are nervous about seeing a 
doctor or dentist – volunteers are well and truly an integral part of our 
organisation.

Our first volunteers joined Latrobe 
Community Health Service in 1979, 
when community day centres (known as 
friendship groups and later social support 
groups) began in the Latrobe Valley. 

Friendship groups were designed to increase social 
connectedness, and volunteers would prepare meals 
and help participants do different activities.

We still rely on volunteers in our social support group 
programs to this day. Our volunteers also take on the 
roles of:

n   Transport driver - taking people to and from their 
medical appointments

n  Bus jockey - helping clients get on and off a shuttle 
bus, to and from planned activities

n  Meal server - preparing and serving meals 

n  Activity assistant - helping clients participate in 
crafts and games

n  Sewist - sewing buddy bears that are gifted to 
children when seeing the doctor or dentist

n  Simulated patient - acting as a client to help train 
student medical professionals

n  Administration assistant - helping with filing, data 
entry, mail-outs

n  Community visitor - visit people who live in aged 
care facilities and provide companionship

n  Pet carer - help older people take care of their pets

Between 2017-18 and 2021-22, our 
volunteers have contributed:

n  91,280 hours of service

n  $3.6 million value to our organisation

Volunteer  
hours
14,063

Active  
volunteers 
147

Monetary value to 
organisation 

$570,957
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Perseverance comes to mind when 
we think of the past 12 months in the 
volunteering sector

Many of our volunteers have been with us throughout the 
COVID-19 pandemic. Together we have experienced major 
changes and regulations we never previously imagined 
possible. Like all of us, our volunteers adapted to evolving 
mandates and health recommendations. And throughout the 
challenges of COVID-19, they continued to turn up to keep 
everyone safe and to help our clients receive the services they 
need.

Where possible throughout the past 12 months, our 
volunteers have continued to transport clients to and from 
appointments and visit vulnerable residents. We also started 
providing virtual services, such as Facetime or Zoom catch-ups 
in vulnerable settings. This connection has proven vital – both 
for volunteers and for clients alike. 

Our volunteer numbers reduced significantly over the past 
18 months – many former volunteers are spending their time 
travelling or with family. Others are focusing on their own 
health, and some are simply fatigued. We will continue to 
experience the ebbs and flows of volunteering for a while 
yet; there has been a 50.2 percent decline in volunteering 
participation across Victoria. 

However, as many services recommence, we expect there will 
be more and more opportunities for volunteer involvement. 
Next year, our focus is on rebuilding our volunteer program, 
and on increasing collaboration between staff, volunteers, and 
clients. 

In 2021-22, our 147 active volunteers 
delivered:

•   14,063 hours of service

•   $570,957 value to our organisation

When Angel Fan began 
volunteering with Latrobe 
Community Health Service in 
December 2021, she had two 
goals in mind.

“To meet new friends and to put myself in others’ 
shoes,” the volunteer community visitor says.

With more free time during the pandemic, and as someone 
who enjoys hearing stories from others, Angel thought 
becoming a community visitor was the perfect fit. 

Volunteer community visitors enrich the lives of people who 
live in Commonwealth-funded aged care homes in the City 
of Monash. 

Volunteers visit residents twice a month, both virtually – over 
Skype, FaceTime, letters or phone calls – and face-to-face 
when it’s safe to do so. 

“Being a volunteer means I am capable of giving something 
to others,” Angel says.

“I feel being a volunteer is satisfying. I also did not think that 
a visit can make someone happy, but it actually does.”

Angel visits Joan and Helen every fortnight, starting each visit 
with some small talk and a catch-up. Some days, they might 
do some arts and craft together, while others are simply 
spent chatting.

“When I first met Joan, she was so shy (but) after a few 
sessions, she remembered me and welcomed me on my 
visits,” Angel says.

“Recently, we started to talk about hobbies and she stated 
she used to crochet. On the following visit, I brought her 
some yarn and a crochet tool and she was happy to do that. 
I am so happy that we are bonding and she is willing to 
maintain our friendship.”

They continue to turn up to 
keep everyone safe and to 
help our clients receive the 
services they need.
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When Laura Salembier 
considered volunteering for 
Latrobe Community Health 
Service, she realised there was 
nothing holding her back.
“I just thought, ‘why not?’” Laura says.

“There wasn’t ever a thought about why I shouldn’t do it; I 
just knew I wanted to.”

Laura started volunteering as a community visitor in October 
2021, at a time she was feeling very isolated herself after 
nearly two years of lockdown.

“I had moved from interstate to Melbourne before the 
lockdown happened, so I also didn’t know many people,” 
she says.

“I liked the idea of interacting with someone new. I knew 
it would have been very hard in the aged care homes, and I 
thought it (volunteering) would also be a good way to use 
my time and help others.”

When Laura visits her resident, Trixie, she makes a day of it 
by also visiting family nearby and getting some tasks done in 
the same neighbourhood.

“Each encounter has been wonderful, and they always leave 
me feeling really happy, as I can see how happy Trixie is,” 
she says.

“For anyone who is thinking about volunteering, I’d just ask, 
why wouldn’t you do it?”

Volunteering as a medical 
transport driver has helped  
Sigrid Wilson feel connected  
to her community.

The registered paramedic started volunteering with 
Latrobe Community Health Service when she was in her 
final year of university.

Keen to learn more about the health and community 
services available across Gippsland, Sigrid put her hand up to 
drive clients to and from appointments.

And while she has learnt about the services available, it’s the 
people she’s met and the places she’s driven that have kept 
her coming back.

Once a week, Sigrid picks up a pool car from the Warragul 
site, close to where she lives, and heads off to take people 
to their appointments at hospitals, allied health services, and 
specialists.

She has travelled to Cowes, Koonwarra, Nyora, Leongatha, 
and Korumburra – among other places – and learnt about 
popular local destinations and the history of the area along 
the way.

“On Phillip Island, a client told me these little towers I 
noticed were kilns for drying chicory, because in World War 
II, Australia was short of coffee so they replaced it with 
chicory, which was easy to grow on Phillip Island,” she says.

“It’s the history and little things you see along the way when 
you’re driving people, like beautiful scenery, that make it 
very enjoyable. It’s so easy to make conversation – I have 
witnessed firsthand how conversation and a scenic drive 
help take people’s minds off their illness, and help them to 
relax before their appointment.”
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