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Health Resources and
Services Administration
Bethesda MD 20814

June 1, 1996

Dear Colleague:

We are proud to present you with this publication entitled

Linking Community Health Centers with Schools Serving lLow_Income
Children: An Idea Book. The goal of the Idea Book is to

promote linkages between schools and community and migrant
health centers (C/MHCs) .

The Health Resources and Services Administration, Bureau of
Primary Health Care (HRSA/BPHC) continually seeks to identify
and support successful models of health care delivery that
increase access to comprehensive primary and preventive care
and improve the health status of underserved and vulnerable
populations. The models of school health services represented
here provide you with examples of linkages that have worked
despite obstacles.

In June 1995, HRSA/BPHC and the Department of Education shared
with you a letter which provided some initial ideas and
rationale for linkages between C/MHCs and schools. Every day
there are more and more challenges to face in the form of
increased need and shrinking resources to provide health care
to children and adolescents. By working together, pooling
resources and energy, both health centers and schools can do
more to help children to be ready to learn and to reach their
full potential as citizens.

With this book, we seek to provide you with practical advice
and tips from the field from school health and education
professionals who have collaborated and who know what works.
We hope it will inspire you to begin your own school health
linkage.

Sincerely vy
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Introduction

For many communities that are grappling with
shrinking resources and burgeoning social needs, pro-
grams linking education, health, and social services
aren’t just expedient—they’re beneficial and necessary.
In hopes of addressing health needs that impede chil-
dren’s learning, many communities are developing
comprehensive service initiatives in neighborhoods
that have limited or no health services for low-income
students and their families. Many of these initiatives
include school-health linkages designed to improve
students’ readiness to learn as well as their health sta-
tus, school attendance, and school performance, and to
reduce school dropout and teen pregnancy rates.

School-health linkages today can draw on two
decades of experience in designing, planning, imple-
menting, and funding successful programs.
Researchers estimate that approximately 500 programs
provide school-based or school-linked health services
in 38 states.” Several states have launched initiatives
addressing statewide school-linked services, and anec-
dotal evidence shows that children at these sites miss
less school and gain much-needed access to health and
human services.

Establishing and maintaining strong links
between schools and health providers isn’t always easy.
Program leaders frequently struggle with community
concerns, logistical problems, reimbursement obsta-
cles, institutional turf battles, and confidentiality and
consent requirements. But these obstacles can be over-
come. This Idea Book explores these issues; offers
strategies for planning, designing, implementing, modi-
fying, and expanding school-health programs based on
the experiences of nine diverse sites across the country;
and guides the reader to useful resources.

*.(Aliurpose and Overview of the Idea Book
‘4 This Idea Book was written for practitioners

and policy makers who recognize the importance of
interactions between education and health efforts
and want to create links between schools and com-
munity health-care providers. Several excellent
guides have been written on how to establish school-
linked or school-based health programs, and this
book is intended not to duplicate them but to aug-
ment them with lessons learned from case studies.
This book focuses specifically on establishing links
between schools serving low-income children and
community or migrant health centers—just one of
many types of possible linkages in the broader field
of comprehensive services. Community or migrant
health centers (C/MHCs) are health care organiza-
tions with a mandate to serve residents in
underserved communities.

Although this book explores programs involv-
ing schools that serve low-income students, the
lessons learned are relevant to all schools and all stu-
dents. Many of the issues and strategies that affect
these programs are common to a variety of links
between schools and service providers. Our premise
is that practitioners who want to establish these link-
ages will benefit most from detailed examples and
advice from fellow practitioners, given in their own
words—and that the in-depth look at issues provid-
ed by these case studies will complement the
more general overviews and the how-to guides
available elsewhere.

IBrellochs, C., and Fothergill, K. (1995) Ingredients for success: Comprehensive school-based health centers. Special report on
the 1993 National Work Group Meetings. Bronx, NY: The School Health Policy Initiative. To order, contact the Initiative at
Montefiore Medical Center, Albert Einstein College of Medicine, (718) 515-5601.
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Definition of Terms

C/MHC:s are funded by the Bureau of Primary Health Care (BPHC), located within the U.S.
Department of Health and Human Services’ Health Resources and Services Administration.

Community health centers provide comprehensive primary and preventive health care to medically
underserved, vulnerable populations. Primary health care services include preventive health services
such as health screenings and immunizations; treatment of minor injuries, health conditions, and
illnesses; and management of chronic diseases. Health centers are located in communities where
there are financial, geographic, or cultural barriers to primary health care for a substantial portion

of the population.

Migrant health centers provide comprehensive primary and preventive health care to migrant and
seasonal farm workers and their families. Clinicians in these health centers are often bilingual,
provide culturally competent services, and are familiar with the complex health problems faced

by farm workers and other vulnerable populations.

Health Care for the Homeless programs improve access to primary health care and substance abuse
treatment for homeless people and people at risk of homelessness. Of the more than 700 organizations
receiving federal funding through the C/MHCs or BPHC’s Health Care for the Homeless grant pro-
gram, approximately 250 provide school health services.

School-linked health services, defined in greater detail in Chapter 2, are medical, psychosocial, and
dental services provided through special arrangements between schools and other agencies but not
necessarily located at the school. School-based health services, also defined in more detail later,
refers to services delivered on school grounds. In both cases, the services may be available full-

or part-time. '

For additional definitions, please see the glossary of health and education terms in Appendix A.




This book examines a range of programs
that reflect a continuum of services, from basic
to comprehensive health programs. The continu-
um of human services offered through compre-
hensive initiatives can and does extend beyond
the scope of sites selected for this book, so plan-
ners of new linkages should consider using the
guidance offered here to link their programs with
additional community resources.

The Idea Book is organized into three
chapters corresponding to critical steps in the
development of a school-linked or school-based
program. This format allows a range of read-
ers—parents, principals, teachers, school nurses,
district administrators, and many others—to find
the information most relevant to their needs and
experiences as they evolve over time.

The first chapter guides readers from initial
thinking about a school-linked program through
the organization of a planning group. It provides
information and advice on critical first steps and
an overview of issues that sites should anticipate
as they move into the more detailed process of
program design and implementation.

The second chapter explores key issues to
consider during the actual design and implemen-
tation of the program. We combine the discus-
sion of these two steps into one chapter because
many implementation issues that sites described
could—and perhaps should—have been
addressed during planning; sources often said
that if they had anticipated certain issues, they
would have done things differently. This chapter
is organized by key topics: gathering data and
organizing support, deciding which services to
provide and where, determining a staff configu-
ration, establishing an organizational and man-
agement structure, financing the project,
addressing confidentiality and consent issues,
establishing referral systems, cultivating commu-
nity involvement, and building in plans for
self-assessment and evaluation. Most barriers

(4

3

that sites encounter fall into these categories,
and our sources used a variety of strategies
to address them.

A third chapter examines issues that devel-
op during ongoing operation and expansion of
school-linked and school-based health initiatives.
Because few of the sites had progressed beyond
initial implementation and early operation, the
discussion is based on the experience of a few
sites as well as information from the more gener-
al school-based/school-linked health literature.
This chapter also considers key issues that affect
program stability and sustainability. A central
question for school-linked and school-based pro-
grams is how to build long-term support and
funding so that services will be available after
initial seed funds are exhausted. This may not
become a critical matter until several years after
the initial planning effort, but the elements
required for stable operations and sustainable
funding should be incorporated from the very
beginning of the planning process. A growing
number of school-health programs are con-
fronting barriers to long-term sustainability as
they near the end of demonstration grant periods
and must fight for dollars in an era of diminish-
ing resources. Many have adjusted their
approach in response to this reality.

In addition, each chapter of the Idea Book
contains “tips from the field”-—advice and sug-
gestions from the sites interviewed—and recom-
mendations for further reading. In particular, we
refer to documents produced by school-linked
programs and other experts in the field with
direct experience in planning, designing, imple-
menting, and operating programs. Each chapter
concludes with a checklist that is intended to
help new planners begin identifying and address-
ing their own needs, issues, and solutions.

Appendix A contains a glossary of health
and education terms. Appendix B contains a ref-
erence chart in addition to sample forms used by

i0



jpking Community Health Centers with Schools Serving Low-Income Children:
IDEA BOOK

a site profiled for this book. Appendix C con-
tains contact information for further assistance.
Full profiles of the nine sites studied for this
book are contained in Appendix D: Profiles of
Selected Sites.

Natural Links Between Local Health
Centers and Schools That Serve Low-
Income Students

Community and migrant health centers,
usually located in areas with high numbers of at-
risk students and few health or social service
resources, make natural partners for schools that
serve low-income children because both work to
provide services to children in need. As one
teacher explained,

A lot of our kids are here without shots,
without the appropriate care that they
need, because [their parents] can't reach
the services—they don 't have transporta-
tion or the motivation of getting up and
going across town. Whereas at the
school, teachers can make sure the kids
get the services.

Although they operate in different institu-
tional environments and provide different profes-
sional services, the efforts of high-poverty
schools and C/MHCs are mutually reinforcing.
Many C/MHCs describe their interest in schools
in these terms: If health care providers can’t get
kids to the health centers (a common problem in
low-income communities), then bring the health
centers to the kids. By collaborating to bring
services to a shared target group, C/MHCs and
high-poverty schools can help one another
improve health and educational outcomes for
children in their communities.

Links between high-poverty schools and
C/MHC:s also support the broader goals of edu-
cation and health care reforms that emphasize
school readiness and access to health care.
Educators and school or school district

administrators interviewed for this book identi-
fied connections between health linkages and:

* The National Education Goals, especially
the goals of readiness to learn, school
completion, and safe and drug-free
schools

* School-level reforms in which teachers
are developing curricula with real-world
contexts and applied living skills; in these
cases, school-health linkages teach st-
dents to integrate their learning with their
actions

* Goals of raising educational standards for
all children, because healthy students are
better able to learn

* Education improvement for homeless
children and youth, because health ser-
vices attract these students to the school
where they can then receive an education

In addition, school-health programs seek to
increase children’s ability to focus on learning in
the classroom and decrease the problems and
behaviors that lead to absenteeism, suspension,
and expulsion or dropping out. Teachers find
that students who are not distracted by unmet
health needs are more motivated and attentive in
class, and that students who can receive health
services through a school-linked or school-based
program usually spend more time in school.
School-health programs are especially important
as more students with serious health condi-
tions—such as cancer, kidney disease, quadriple-
gia, cerebral palsy, hemophilia, or organ trans-
plants—have begun to attend regular schools and
need assistance with complicated medication
schedules and other health-related issues. School
principals frequently told us that their schools’
links with health services allowed them to con-
tinue teaching students who otherwise would
have missed school because of poor health.

[Kc 4
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Although all students benefit from health
services, these programs are especially useful for
reaching special-education students, who tend to
need health care more often, and high-risk chil-
dren, who often form close bonds with the health
professionals who provide much-needed services.
In some cases, school-based or school-linked
programs prevent health problems from occur-
ring simply because health services become
available where before there were none.

School-health partnerships extend beyond
mere co-location of medical services in schools
to collaborative efforts to create healthy environ-
ments for children. In many school-health pro-
grams, medical staff help teachers develop cur-
ricula, clinic staff teach regularly in classrooms,
and school and medical staff serve actively on
each other’s planning and oversight committees.

i}ackground on Case-Study Sites
" . . . .

We selected nine sites for this study in con-
sultation with the Bureau of Primary Health
Care, Health Resources and Services
Administration, U.S. Department of Health and
Human Services, and with the U.S. Department
of Education. Our criteria included high involve-
ment of low-income students and variety in client
demographics, urbanicity, program design and
services provided, geographic location, funding
sources, duration of program, and number of
schools or students served. Although this was
not a scientific sample, these sites were selected
to cover a range of needs, issues, and strategies
that are typical of many other sites.

l/,.
!

Our sample included five urban and four
rural sites, and represented a mixture of popula-
tions including African American, Hispanic,
Native American, migrant, and homeless students
and communities. Although six sites had school-
based programs, and one had a mixed school-
based and school-linked design, several of the
school-based sites began with simple linkages.

(4

E

Some sites offered comprehensive health services
and links with other human services, while others
provided very basic health care. The sites includ-
ed newly implemented programs that faced plan-
ning dilemmas as well as mature programs in
their second decade of operation that had adapted
goals and services to meet changing community
needs. Some served only a few students a week,
while others served thousands a year. Although
maﬁy of the programs implemented their current
designs in the late 1980s or early 1990s, they
often were built on longstanding informal rela-
tionships between schools and health centers or
on previous, less-comprehensive linkages. The
sample included:

* Cherry Street Health Services and
Henry Paideia Academy, Grand Rapids,
Michigan. Rotating medical and dental
teams visit this urban school and six oth-
ers for two- to three-month periods. The
linkage provides access to medical and
dental care for 2,187 students in kinder-
garten through sixth grade. Ninety-seven
percent of the students are African
American. Ninety percent are eligible for
public assistance. The major funding
source is a local hospital.

* Clinica Adelante and the Queen Creek
School District, Queen Creek, Arizona.
This school-linked program offers health
services to students and families—many of
whom are migrants—in a small, rural
community, through a satellite C/MHC.
Students range from pre-kindergarten
through high school. Sixty percent of the
students are Anglo and 35 percent are
Latino. Thirty-four percent live in pover-
ty. Major funding comes from the U.S.
Public Health Service, third-party patient
revenue, and fees.

Q
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* Fort Pierce Family Service Center and
Fort Pierce Elementary School, Ft.
Pierce, Florida. This comprehensive
family service center, located on school
grounds, targets the medical needs of
children and youth from birth through age
18 as well as the multiple social needs of
families. Fifty-one percent of the stu-
dents are Anglo, 38 percent are African
American, and 11 percent are Hispanic or
Haitian. Seventy-seven percent are eligi-
ble for free or reduced-price lunch.

Major sources of funding are federal
Public Education Capital Outlay funds, a
state Full Service Schools grant, and a
special taxing district for children’ ser-
vices that awards grants to two of the
agencies co-located at the family center.

HealthNet, Inc. and School 50,
Indianapolis, Indiana. This school has
one of three school linkages operated by
the health organization. The program,
which is part of a broader integrated
services initiative called Bridges to
Success, provides basic health care at a
clinic based in an elementary school.
Half of the students are African American
and half are Anglo. Seventy-five percent
are eligible for public assistance, and 80
percent receive free or reduced-price
lunch. Major sources of funding are the
Robert Wood Johnson Foundation, the
United Way, and local foundations.

Konawa Community Health Center
and Pleasant Grove School, Konawa,
Oklahoma. This school is one of several
in eight rural communities where children
and youth receive health education,
screenings, basic services, and medical
referrals from a mobile van. Ninety
percent of the students are Anglo; the rest
are Native American or African
American. Eighty-five percent receive
free or reduced-price lunch. Major

funding sources are federal grants,
Medicaid/Medicare reimbursement,
patient fees, local foundations, and some
state funds.

Logan Heights Family Health Center
and The Place, San Diego, California.
Students at this alternative school for
homeless youth receive basic health
services, health education, and medical
referrals from clinic staff who visit the
school one day a week. Sixty-seven per-
cent of the students are Hispanic, 19
percent are Anglo, and 13 percent are
African American. Approximately 60
percent are eligible for public assistance,
although far fewer receive it. Funding
comes from federal grants (Healthy
Tomorrows, Health Care for the
Homeless, and Healthy Schools/Healthy
Communities).

Multnomah County Health
Department and Jefferson High School,
Portland, Oregon. This program is one
of seven comprehensive, school-based
health clinics in Portland-area high
schools. The clinics serve more than
4,400 students in grades nine through
twelve; Jefferson’s clinic serves about 650
students a year. Forty-eight percent of
the students are African American, 31
percent are Anglo, 7 percent are Asian
American, 8 percent are Hispanic, and 1
percent are Native American. Thirty
three percent are eligible for free or
reduced-price lunch. Funding comes
from the county’s general fund and third
party reimbursement.

Southeast Lancaster Health Services
and King Elementary School,
Lancaster, Pennsylvania. Between 400
and 600 students a year receive basic
health services at this school-based
program, one of six state pilots and one
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of two school linkages administered by
the community health center. Sixty-six
percent of the students are Hispanic, 28
percent are African American, and the
rest are Anglo or Asian American.
Ninety percent are eligible for free or
reduced-price lunch. Major funding
sources are state and federal block grants
and Medicaid reimbursement.

* Valley Wide Health Services and Sierra
Grande School, Blanca, Colorado. This
school-based clinic emphasizes health
education, pregnancy prevention, and
case management for students in a very
large, rural area with few alternative
sources of health care. Other schools in
the area obtain school-linked services
from the same community health center.
More than 300 students receive services
at Sierra Grande; 82 percent are Hispanic,
5 percent are Asian American, and 13
percent are Anglo. Eighty percent are
eligible for free or reduced-price lunch.
Major sources of funding are federal grants
and a state block grant for child health.

After conducting telephone interviews with
sources at these sites and creating profiles of
their experiences (focusing on a specific school,
where appropriate), we chose five programs to
visit. We selected sites that could illustrate typi-
cal challenges, useful strategies, or innovative
solutions, and strove to maintain the same bal-
ance among criteria used during the initial
selection process.

< ?onclusions

One of the remarkable aspects of school-
linked and school-based approaches to improving
the health status of schoolchildren is the diversity
of strategies that schools and community or
migrant health centers use to address the chal-
lenges they face. Each community has different
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needs, interests, and priorities; each operates
within its own set of constraints. There is no
ideal service design, approach, organizational
structure, or staffing configuration for school-
linked or school-based health services. Each
component must respond to local needs, prefer-
ences, and political context. At the same time,
certain common experiences in designing, imple-
menting, and sustaining programs offer guidance
for future school-health linkages.

Program Design Strategies

Most programs, even those that planners
consider school-linked, have some school-based
components in order to deliver services as close
to students as possible. Sometimes this means
operating across the street rather than on school
grounds, and sometimes it means delivering only
part-time, temporary, or noncontroversial ser-
vices—or services that do not demand much
space—on school grounds and providing the rest
through referrals.

In addition, although many programs begin
as efforts to address specific health needs, pre-
ventive health care is a crucial component of
school-linked and school-based health services
and one that health professionals feel should be
included whenever possible. Mental health ser-
vices also are in high demand among school-
linked and school-based programs and tend to be
added to the design over time as students learn to
trust providers and make their mental health
needs known.

Finally, schools and health centers don’t
wait until they have designed a perfect linkage
before starting implementation. Because so
many factors are involved in establishing a link-
age—and because the services are so desperately
needed—planners lay the groundwork for a pro-
gram and then help it evolve, rather than waiting
for an ideal arrangement or set of circumstances
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that may never occur. School-linked and school-
based health programs may offer a limited set of
initial services for a variety of reasons, but these
programs still add to the long-term capacity of
communities to meet the needs of children in a
significant way. The goals and opportunities of
school-linked and school-based health programs
change over time, as staff become more familiar
with students’ needs and the community begins
to rely on and trust the program. Many collabo-
rators view school-linked programs as a begin-
ning rather than a complete solution.

Strategies Supporting Program
Implementation and Operation

School-health linkages rely on both formal
and informal means of planning and managing
their efforts. While some formal arrangements
may be necessary to establish clear lines of
authority, informal communication and participa-
tion by school and health staff, parents, and com-
munity members—on a continual basis and from
the very earliest planning stages—are essential to
a program’s successful implementation and oper-
ation. In particular, communication with and
involvement of a broad base of parents and com-
munity leaders helps school-linked and school-
based health programs anticipate and resolve
potential controversy around services. However,
planners must balance their desire to reach pro-
gram goals with decisions to avoid controversy—
especially when the program is designed to
address sensitive health issues.

Issues and Strategies for Monitoring and
Sustaining Programs

Program planners and operators are still
struggling to find solutions to many of the issues
involved in evaluating and funding school-health
initiatives over the long term. School-linked and
school-based health programs frequently rely on
single-source funding for start-up costs, for
example, but find it difficult to maintain stable
funding after the first few years of operation.

Medicaid and other reimbursements are harder to
obtain than many planners anticipate—because
of managed care requirements and other barri-
ers—and are not sufficient to sustain a program
without additional funding.

Federal or private funding is essential to
getting many school-linked and school-based
programs off the ground. When asked to evalu-
ate the governmental role in supporting school-
linked health services, most sources called for
increased funding and fewer restrictions on how
programs may allocate grant money. State or
local policies or funding—often linked to man-
dates for AIDS education, concern about high
teen pregnancy rates, or broader maternal and
child health initiatives—provide the impetus for
some school-health linkages in addition to giving
planners early legitimacy and community sup-
port. Planners may shy away from some state
funds, however, because of restrictions on ser-
vices that may contradict some programs’ goals.

Program evaluation is the last piece of the
puzzle to fall into place for most school-health
initiatives. Most sites recognize that evaluation
should be built into a program from the begin-
ning, and are dissatisfied with their limited capa-
bilities for evaluation, but lack the time, funding,
infrastructure, or expertise to improve data col-
lection and analysis.




First Thoughts and First Steps

Before the actual creation of a school-
health linkage—the detailed planning, design,
and implementation stages—can begin, someone
must first recognize and communicate the need
for such a linkage and explore the feasibility and
options available for developing one. During
this somewhat invisible phase, which may
involve only a few people, planners ask the most
basic questions: Why should we establish a
school-health linkage? What are the potential
benefits? Who else is likely to be supportive?

To resist the idea? Who should be involved in
a planning process? The answers help deter-
mine the program’s basic components and
form the information base that supports design
and implementation.

Drawn from the experiences of the sample
sites, this section summarizes catalysts and initial
goals for school-linked and school-based initia-
tives as well as steps for building interest in and
a base of support for such a project. It also
introduces key issues that should be considered
immediately—even though they play out later in
the planning and implementation process—
because they guide the selection of participants
for planning.

The Catalyst for School-Health Linkages

The motivation for developing a school-
health linkage usually comes from (1) a recogni-
tion by educators, parents, and/or community
members that unmet health needs interfere with
students’ education, and/or (2) a recognition by
health center staff or administrators that many
potential clients who lack access to health care
could be reached through the school system.
Educators, health professionals, and communities
see school-health linkages as a way to address

these concerns. The impetus can begin on the
front lines of service delivery or at almost any
administrative level.

The Impetus for a School-Health Linkage
Can Come From Many Sources

The impetus for the Fort Pierce (Florida) Family Service
Center, which places nurse practitioners in schools, came
from the school district’s director of student services,
who used data on high poverty levels, poor access to
health care, limited public transportation, and high levels
of health and education risk among children to gain
community support for a school-health linkage.
Together, the director of student services and various
community groups convinced school staff and adminis-
trators to pursue the idea, and planners turned to the
community health center for support. The health cen-
ter—which had adequate staff but lacked space—saw the
connection with schools as a way to gain both space and
a link with the community. A formal agreement between
the health center and the school board gave the school
system responsibility for providing the site, facility, and
equipment and the health center responsibility for staff,
funding, and oversight of operations. The health center’s
medical director, the district’s director of school services,
the school site principals, and the site coordinator jointly
developed the family center program.

Valley Wide Health Services in Alamosa, Colorado,
became involved in school-based clinics when teachers
at a high school where many of the junior girls were
pregnant came to the health center for guidance. A
physician and the director of Valiey Wide approached the
school superintendent (who was also the school’s princi-
pal) and offered to provide health services at the school,
including reproductive counseling. This service slowly
grew into a school-linked health program that also pro-
vides screenings, primary care, and mental health referrals.

At Clinica Adelante in Arizona, health center leaders
decided after six years of operating a mobile health van
that they could provide more systematic services through
full-time satellite clinics. At the same time, the school
district realized that the schools’ toughest problem
wasn’t the quality of teaching—it was the social,
economic, and personal problems that interfered with
students’ learning. The school system developed a
comprehensive education plan that integrated the
community’s resources to support the education of

all students—and the linkage with the health center

fit into these efforts.
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Teachers, school nurses, or principals may
advocate establishing a school-health program to
help students who are unable to concentrate in
class because of health problems. “If a student
has a healthy mind, he’s more ready to absorb
learning,” said a lead teacher in an urban elemen-
tary school. “Children that are receiving health
services are not as sluggish, they’re more moti-
vated, they’re more alert. If you get them at the
beginning, alert and motivated, you can do a little
more with them.”

Many educators also initiate health links in
an attempt to reduce student absences.
Explained one teacher:

We get notes [saying], “Johnny didn’t
come to school yesterday because he had
to go to the clinic.” Or parents will bring
Johnny in to school and then take him out
again at 9:00 because he has to go to the
clinic. Then he misses school for the rest
of the day. With a clinic in the school, the
children would not have to leave the
school grounds; the appointments could
be centered around the child’s time. If the
child is in the middle of reading, the
appointment could be set during a
resource period. Everything would work
around the child, not the child working
around the agency.

School nurses may seek school-health link-
ages because of their experiences on the front
lines of school health. As growing numbers of
students with special health needs enter main-
stream schools, school nurses may initiate links
with health programs in order to increase the
level of support available to students. A school
nurse coordinator in a metropolitan area, for
example, where in 1994 nurses reported 84 major
health conditions among public school students,
views school-health linkages as an important way
to help seriously ill students attend school as
much as possible. To serve these students,

school health staff must spend more time in con-
tact with parents and the student’s primary and
specialty physicians, make sure that the school
has the equipment and medication to administer
treatment in school, obtain documentation to
ensure that the school is allowed to treat the stu-
dent, and provide infrastructure (e.g., longer test-
ing times, larger bathroom stalls, large-print
books, wheelchair ramps) to make sure the stu-
dent has proper access to classrooms and learn-
ing opportunities. Health clinic staff can help
school nurses meet these needs. Similarly, for
the growing numbers of students on mood-alter-
ing medications for conditions such as depres-
sion, Attention Deficit Disorder, or manic
depression, school-based or school-linked health
staff can administer daily doses and interact
with the child’s other physicians to help them
determine when to adjust dosages.

State or local policies or the availability of
new funding may also provide the impetus for
school-health linkages:

+ In Lancaster, Pennsylvania, the catalyst
for a school-based linkage was a state
initiative through the department of
maternal and child health that funded six
pilot programs. Health center staff say
that the state grant gave planners early
legitimacy and community support for
the effort.

« The teen pregnancy program that formed
the basis of a school-linked mobile health
unit in rural Konawa, Oklahoma, was part
of a state-wide response to the fact that
the state had one of the highest teen

" pregnancy rates in the country. When
state law mandated AIDS education,
the clinic expanded its health and sex
education activities.
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« In Portland, Oregon, planning for the first
school-based clinic was instigated by the
director of the county health department,
who had received information from a
foundation that provided grants for such
projects.

The nature of the impetus for a school-health
linkage affects the way in which collaborators—
and, later, community members—view and plan
the program. Linkages that begin as part of a larg-
er reform effort instead of as an isolated program,
for example, may find it easier to garner early sup-
port and reduce community concerns. Clinica
Adelante’s school-linked program in Queen Creek,
Arizona, falls into this category: The clinic had
hoped to design a school-based health program but
community concerns about a direct health role for
schools made this impossible. But after the school
district invited the community health center to
open a clinic in a strip mall across from the school,
where a family center designed by the school sys-
tem was already located, the process of designing
and establishing the new linkage proceeded quickly.

The motivation for developing a school-
health linkage also influences the program’s initial
goals, which in turn affect the later stages of plan-
ning, design, and implementation. The most com-
mon goals are (1) to increase access to health care
for students, and sometimes their families; (2) to
address students’ health needs so they do not miss
or drop out of school; and (3) to improve education
by reducing health barriers to learning. Linkages
that are based on the goal of treating a specific
problem, such as teen pregnancy, tend to provide
specific—but possibly limited—services, while the
more general goal of improving all students’ access
to health care may require a broader, more compre-
hensive approach. Programs motivated by a desire
to improve general health often take a more pre-
ventive approach than those designed to solve a
particular health problem or to identify medical
needs. For example, the first goal cited above—
increasing access to health care—usually translates

C/

E

into efforts to provide basic health screenings, the
second goal—providing health services to keep
students in school—often leads to family planning
and pregnancy services, and the third goal—
improving students’ health to reduce learning barri-
ers—often leads to programs that deliver acute care
and coordination with social services.

( Who Are Your Natural Supporters?

(

dentifying Early Planning Partners
Although strong partners emerge most
visibly during the actual planning of a school-
health linkage as key players are drawn into a
growing circle of supporters, every program begins
with a small number of early supporters who share
an idea or conviction. If you are the initial planner,
the challenge is to find your first partner. The
experiences of the sample sites show that this
search can lead almost anywhere—there is no
simple prescription for finding partners—but
often begins with personal connections with
colleagues in related organizations.

This first group of planners may be small, but
it should be as diverse as possible. Natural support-
ers include the strong and vocal parents, teachers,
school nurses, and principals who can be found in
every community, health center staff, and other
medical practitioners. Other partners include parent
organizations; school district and health center
administrators; and representatives of state or coun-
ty departments of education, health, and welfare.

Less obvious but important supporters include
local clergy, leaders within the community’s ethnic
or racial communities, social activists, and volun-
teers who share a passion for solving the problems
of disadvantaged populations. At one site, for
example, a linkage began when a van driver, hired
by a community clinic to transport homeless youth
to the health center, met the charismatic head
teacher of an alternative school while making his
rounds; the van driver introduced the clinic’s med-
ical director to the teacher and together they began
designing a school-based clinic.
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Based on our sites’ experiences, initial
partners should have (1) the ability to attract
support or interest to the linkage, either through
a network of personal connections or because
of professional status (e.g., a top school or
health administrator); and (2) enough commit-
ment, initiative, time, and energy to get the
project off the ground. Sources at successful
school-health linkages suggest focusing efforts
first on a small group of key people interested
in promoting the concept of the linkage before
expanding to include a wider but less easily
coordinated group of collaborators. This allows
collaborators to move quickly and in concert
to build a solid base of support that will attract
potential supporters. In Portland, for example,
the initial planners—health department staff,
local politicians, and a social activist—gained
financial backing from county legislators for
the concept of the linkage before sitting down
to plan specifics with the school superintendent,
principals, and school staff.

Starting with support from the top—in
Portland’s case, the county commissioners and
the superintendent of schools—helps planners
move quickly to flesh out their goals. “Start with
something simple—one or two pages of bullet
explanations” of needs, issues, and proposed ser-
vices, advised one key planner. “People at the
top don’t have time for more than that.” In
Portland, once the top administrators were on
board, the key planners set out to find partners
with very specific qualities. They asked for prin-
cipals who could respond to community con-
cerns, were willing to collaborate with health
professionals, and headed schools that needed
health services. The initial planning group also
asked the superintendent to identify an adminis-
trative link above the principal level (e.g., an
assistant superintendent) as a liaison.

The strategy of asking only for cooperation
and school space for a clinic was successful in
attracting early partners because it didn’t require
their financial commitment, but as Portland dis-
covered it can backfire in the long run because it
sets a precedent of placing the financial burden
primarily on one stakeholder. When this pro-
gram first began, planners were willing to accept
any available space. During implementation,
daily use of the facility made it clear that space
and quality issues needed to be addressed—but
the school felt it had given the initiative all that
the health department had asked for. Planners
have had to address this issue repeatedly as the
program expands.

{ Using Existing Data to Communicate
\the Need for a School-Health Linkage

School-based and school-linked health pro-
grams must meet student and community needs
in order to generate support. Preliminary discus-
sion of school-linked services often is motivated
by the experience or observations of an individ-
ual or group of providers—but existing school
and health data will likely point to other issues
that might be addressed through school-linked
services, and can broaden initial perceptions of
the problem. Gathering existing evidence and
communicating to others the case for school-
linked health services is an important step in
thinking about a program.

Formal needs assessment that gathers
new information and supplements existing data
is a useful tool during planning; we discuss it
later in this book. However, informal compila-
tion of readily available information helps guide
the earliest efforts to increase awareness and
build support and participation.” Planners
suggest collecting data that tend to be easily
available from local health departments or
school districts, including:

2In fact, planners should not attempt a large-scale community needs assessment too early in the process, before all the key paly
ers are on board. Collaborators want to be part of the information-gathering process because the findins can drive so much of

the program that emerges.
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+ School dropout and absence rates Planners also suggest assessing the commu-
nity’s general views on schools, health services,
+ The number of students who are and health education: Who will be most likely to
uninsured, lack access to health care, support and help develop the program? Who
or are eligible for Medicaid might have concerns about the program? The
answers to these initial questions will make it
« The rates of chronic health conditions easier to form a productive planning group and
such as asthma or allergies among the to anticipate issues to address during program
target population design.

« Hospitalization rates among the target
population

» Local teenage pregnancy, birth, abortion,
and sexually transmitted disease (STD)
rates

« Suicide rates, frequency of mental health
crises for the target population, and avail-
ability of mental health services

« Tobacco, alcohol, and drug use among
the target population

+ Existing community resources—What
health services does the target population
now have? How are these resources
used? What are their advantages and
drawbacks?

« Immunization rates upon student entry
into school
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( A) Checklist for Initial Thinking About a [Iprevious surveys by unbiased community
2 g

‘School-Health Program organizations

What are the needs in your community that
would be best served by a school-linked or school- What are the likely benefits of building a
based health program? school-health linkage in your community?

[]high poverty, lack of access to health care

[1high rates of health conditions that
interfere with schooling (e.g., allergies,
asthma, skin conditions, tuberculosis,
diabetes, seizures, cancer, kidney impair-
ment, depression, anorexia, hemophilia,
cystic fibrosis, cardiac disability, severe
headaches, juvenile arthritis)

[]high rates of teen pregnancy

[]high suicide rates among school-age
children and youth

[] frequent mental health crises among
school-age children and youth

[Jtobacco, alcohol, and drug use among
children and youth

[1high school absence and dropout rates

[]high numbers of uninsured students and
students without access to health care

[Thigh numbers of children born into
poverty, with addictions, or below normal
birth weight

[] high numbers of homeless, neglected, or
abandoned children and youth

Where can you find convincing documenta-

tion of these needs?

[11ocal health department

[] school district central office

[] state departments of child and maternal
health, child welfare

[]state school nurse association

[] National Association of School Nurses’

[1health care providers (e.g., local hospital
or community health center)

[] existing state or local coalitions of
education, health, or social service
professionals

[1direct, accessible services

[1free or low-cost services or sliding-scale
fees

[lincreased knowledge about health risks
among high-risk populations

[Ireduced disease rates

[Jreduced teen pregnancy rates

[Jimproved school attendance, perfor-
mance, and completion

[Jopportunity to teach self-care skills in an
age-appropriate sequence A

[Jhealthier children and parents over the
long term, through health education

What are the likely obstacles to a school-
health linkage in your community?

[11ack of facilities

[Nack of funding

[1difficulty in obtaining staff

[11ack of support from key stakeholders
[Jcommunity controversy

Who is most likely to support your school-
health program, and what strategy will you use to
engage this support? (List specific people and
organizations in your community.)

Supporter Strategy
Teachers
Principals

School nurses

3Located in Scarborough, Maine. Call (207) 883-2117 for more information.
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School or health

administrators

Medical practitioners

and providers

State or county health

and education

representatives

Clergy, religious groups

Parents, parent groups

Leaders of local

ethnic/racial
communities

Students

Civic activists

Volunteers

Other

Who is most likely to have concerns about a
school-health program, and how will you address
their concerns?

SRy

(/

€
Also consider:

[JConservative political or religious groups

[1Medical practitioners, providers, or
professional organizations who may feel
threatened

List the individuals and groups in your communi-
ty who should be involved in the early planning
process, and consider how each stakeholder can
best contribute to the group effort. Try to choose
a broad but small first set of collaborators to
increase its effectiveness.

Collaborator Contribution
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U.S. General Accounting Office. (May 1994).
Health care reform: School-based health

centers can promote access to care.
Washington, DC: Author.
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Nuts and Bolts of Program Design and Implementation

When the general case for school-linked ser-
vices has been outlined, a set of core supporters
organized, and community support assessed, it’s
time to move on to detailed design and implementa-
tion. This process often begins with expanding the
planning group to include all key players identified
during the initial design process and conducting a
more detailed and broad-based community assess-
ment to inform specific decisions about the target
group, program location, and mix of services.
Other key topics include community relations; par-
ent involvement; staffing configurations, roles, and
issues; establishment of an organizational and man-
agement structure; funding and reimbursement;
coordination of referrals to and from the program;
consideration of confidentiality issues; resolution of
parental consent needs and concerns; and develop-
ment of procedures for continuous self-assessment
and evaluation.

{ l;l?stablishing a Core Planning Group

% Every plan for a school-health linkage needs a
core planning group to carry the project from con-
cept to reality—people who can help assess needs,
gather information about other linkage models,
gauge public support for the linkage, help assure
funding, and develop consensus on goals and ser-
vices. Inurban areas, which tend to have many
large factions and special-interest groups, the key
players are likely to include members of every stake-
holding group. In rural communities, a small group
of parents and other leaders typically takes responsi-
bility for new initiatives—and, as one planner notes,
“unless you get those people on board, you may as
well pack up your suitcase and go home.”

Typical key planners include school princi-
pals, teachers, parents, special-education profes-
sionals, health professionals, health center

administrators, and community activists. The most
productive core planning groups tend to include
upper-level decision makers, frontline practitioners,
and consumers, so that all perspectives are repre-
sented. Having a diverse planning group usually
increases the community’s investment in the pro-
gram’s success. In Indiana, for example, in addition
to the planners who initiated the integrated services
project that includes the school-health linkage (the
superintendent of schools and the president of the
local United Way), key partners included a coalition
of community leaders interested in education, a
county health and hospital corporation, a city net-
work for employment and training, local communi-
ty centers, and the Chamber of Commerce. A core
planning group dedicated 10 percent of its time to
developing the initiative; participants held a plan-
ning retreat and met regularly to identify implemen-
tation steps, review needs assessments, and plan
linkages with schools.

Key players often play different roles in the
planning group based on their areas of expertise.
At one site in the sample, an activist who was
lobbying the state legislature for programs serv-
ing pregnant or parenting teens became involved
in the county health department’s efforts to estab-
lish school-based clinics. The activist and health
department staff built support for the concept of
school clinics among the county commissioners,
one of whom was a former state legislator who
then helped build support at the state level. The
commissioners quickly approved a proposal for a
school-based clinic. Backed by the county com-
mission’s promise of funding, health department
staff suggested to the superintendent of schools
that the clinics could improve adolescent access
to health care and address the county’s high teen
pregnancy rate. The superintendent supported
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the idea and appointed a liaison to the health
department. At each step of the support-building
and planning process, new players with unique
perspectives and skills joined the core group.

Whatever the composition of the core plan-
ning group, sources at all sites warned that a
communication gap tends to separate educators
and health care professionals and that it can
stand in the way of program planning. “At times,
we almost needed a translator,” said a planner at
one urban site; on several occasions, planners
would walk away from a meeting thinking that
everyone understood what had been discussed,
only to discover later that members had different
interpretations based on misunderstood concepts,
vocabulary, and expectations.

These differences are often very fundamen-
tal. For example, for a health center a “client” is
the child seeking services, while schools may
also define clients as the child’s family, the
school’s neighborhood, and the local government.
“Comprehensive health services” is a term used
by health professionals to describe a particular
health care package; school staff may define
“comprehensive services” as a broad range of
services that include but go beyond health care.
“Confidentiality” also has different meanings for
school and health professionals, who operate
under different institutional protocols. The solu-
tion: Always try to explain and discuss issues in
the simplest terms possible, and devote some
planning time to defining terms.

When stakeholders are not aware of or
involved in planning school-health linkages, pro-
grams usually spend more time cultivating com-
munity or school support during implementation,
and in some cases the actual program design is
affected. In Fort Pierce, Florida, for example,
the family service center’s planning committee
included medical representatives but not the
practitioners who would actually work in the
clinic, who had not yet been hired. In one

mix-up, planners overlooked the clinic’s need for
hot water but medical staff disagreed—and this
feature had to be added after construction ended.
Some examining rooms also had to be redesigned
to accommodate services that frontline staff
found necessary.

On the other hand, planners of a linkage
at one rural site in the sample attributed much
of their success to the fact that they did not
have multiple committees and advisory panels
involved in their effort and did not solicit com-
munity consensus before proceeding. Working
with prominent farmers, a local grocer, and
some teachers, planners identified the problem
(teen pregnancy) and offered a solution (school-
linked health education). The informal planning
process kept planners from getting bogged down
in procedure and protocol and did not give any
resistance the time or forum to develop into a
major conflict. “In a community that is largely
Roman Catholic and Hispanic you have to won-
der how they might feel about giving students
birth control information,” recalls the former
superintendent of schools at that site. “We
wondered if it would backfire on us. But there
was no backlash whatsoever.”

In rural areas, where a few people often
share the decisionmaking roles, the involvement
of a few key community leaders in planning may
be just as important as including a range of par-
ticipants. Valley Wide Health Services attributes
its school clinic’s initial success to the fact that
the health center’s physician was a well respected
member of the community, so people trusted his
opinions and did not challenge him. The health
center also was well established in the communi-
ty, which gave the planners legitimacy. Planners
also attribute their success to the closeness of the
community, a large but sparsely populated area
where residents know or know of each other and
where most of the local leaders have spent their
entire lives.
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Parent Involvement

Parents of elementary-school students are
frequently active in school issues; parents of
middle- and high-school students often are con-
cerned about their children’s access to reproduc-
tive services. In both cases, parents have an
interest in the way that a school-health linkage
may change their lives.

Parent involvement in planning and design-
ing school-health linkages, especially from an
early stage, gives school health programs valu-
able perspectives, broader investment in program
success, and an opportunity to address any con-
cerns parents might have about services before
they become full-blown issues or compromise
patient confidentiality. Parent involvement in
school health programs also can improve family
awareness of health needs and services, make it
easier to collect information needed for financial
reimbursement, or fulfill a legal need for consent
for services.

School-linked or school-based health
services can help parents as well as students
by providing easily accessible opportunities for
health education. As one elementary school
teacher explained:

We get a lot of young parents who don't
really know the importance of health care.
If [services] are housed here, the health
agency can work more with parents. It s
easier for parents to stop in to find out
what it is their child needs. When [health
or parenting] workshops are provided at
the school, parents seem to come out more.

Sources at all sample sites recognized the
importance of parent involvement in their link-
ages and said students would benefit if health
services also reached their families. But few
sites had broad or extensive involvement of
many parents during the early stages of the
linkage (beyond responding to community

|
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needs assessment surveys or attending town
meetings) and sites that were not designed as
family-oriented service centers often had trouble
getting parents and families involved—either
because the health program lacks the resources
to meet their needs, parents’ work schedules
prevent them from participating, or neighbor-
hood crime makes it unsafe to visit the school
during non-work hours.

In retrospect, many sources said they could
or should have involved more parents, early and
continuously, in program planning and design.
Sites that did not cultivate parent involvement
had to rely on outreach efforts after the program
began or make extra efforts to respond to indi-
vidual parent concerns each time they arose.
Typically, clinic staff made a point of accepting
parents’ phone calls immediately, taking time to
explain the clinic’s goals and practices, initiating
contact with parents more frequently—in person
or by telephone—and inviting the parent to
attend appointments with his or her child. At
several sites, health staff built support by inviting
parents to tour the clinic; when they visited, staff
reassured parents that the clinics would encour-
age students to discuss health issues with their
parents and would not perform abortions—a
common misperception about health clinics that
serve adolescents. One clinic also placed an out-
reach worker on staff to make home visits.

These efforts improiled parents’ understand-
ing of the clinics—but early involvement in
establishing the program would have given par-
ents a more central role to play. “You have to
[build support among] the majority of the par-
ents,” said a planner of Multnomah County’s
school-based clinics. “You really have to listen
behind the din...because there is no way you can
avoid this kind of controversy.”
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Additional Tips from the Field

it took 14 months."

* Involve a broad sample of community members in planning in order to build
ownership, smooth out relationships, and share resources. Suggested participants
include members of neighborhood or ministerial organizations, merchants, and
representatives of public youth agencies operating in the community.

* Whenever possible, seek the involvement of supportive parents and parent
organizations from an early stage of planning.

* Include special-education and mental-health professionals in planning to
ensure that the program considers a range of needs and services.

* Allow the planning group adequate time to find a facility, address legal and
policy issues, research other programs, and obtain funding. "In my naivete, |
said we'd be in [the school] in a month," recalled one key planner. "Actually,

J

Community Needs Assessment as a
Process and Product of Planning

Most school-linked initiatives emerge as a
response to the experiences of people directly
involved with children in schools, health clinics,
and neighborhood programs. Every day, commu-
nity members, teachers, principals, physicians,
and nurses see the needs of children and work to
address them. A community needs assessment
builds on this experience to document the nature
and extent of the problem, to identify available
resources for addressing it, and to establish a
baseline against which to measure progress. A
community needs assessment is important not
only for the information it produces, but also as a
process for building support for and participation
in the design of a solution. Needs assessment at

the school level is also a required step for some
private, state, and federal grants. Finally, the
process of gathering the data needed for needs
assessment lays the groundwork for later program
evaluation—an aspect that early planners often
overlook although it is crucial to longterm fund-
ing and self-assessment.

The needs assessment process may be a
formal undertaking, involving significant
research and data analysis, interviews, and focus
groups with community members. It may also
be a more informal effort to assemble evidence
and talk with key individuals in the community.
In either case, the important thing is to talk
with parents, community members, students,
and health and education professionals. By the
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end of a community needs assessment, planners
should have a good feel for (1) the physical and
mental health, education, and social needs of stu-
dents: (2) the major concerns and priorities
among stakeholders, (3) major issues and poten-
tial conflicts to anticipate, and (4) available
resources, including potential funding sources
and sources of in-kind support.

One-third of the sites in the sample report-
ed that needs assessments conducted during the
early stages of planning helped keep their pro-
grams on track and demonstrated the level of
community support the program had established
as it moved toward implementation. For exam-
pie, the advisory committee for the community
center in Alamosa, Colorado, conducted a com-
munity assessment that found parents extremely
supportive of counseling or educational services
involving nutrition, eating disorders, sex educa-
tion, and self-esteem; encouraged by this finding,
the health center’s director of adolescent health
made a formal presentation to the school board,
which approved a school-linked clinic. Similarly,
in Multnomah County planners conducted com-
munity assessments that measured income levels,
pregnancy and school dropout rates. and avail-
ability of medical services to identify the school
with the greatest needs; the planning group tar-
geted this site to host the county’s first school-
based clinic. Supported by this assessment data.
the school district liaison met with the principal,
vice principals, and health department staff to
discuss the clinic; the principal was at first reiuc-
tant but was convinced by the data that he should
support the project.

How do you conduct a good needs assess-
ment for planning purposes? First, talk with staff
in each school that will be affected to ensure that
the program will coordinate effectively with edu-
cation programs. identify potential barriers, and
gauge the political climate. Next, talk to students

A Community Needs Assessment Can Lay the
Groundwork for a Comprehensive Educational Plan
that Includes School-Linked Health Services

A community needs assessment conducted by the school
district in Queen Creek, Arizona inspired community
leaders to develop an education plan that included links
with a community/migrant health center. The needs
assessment revealed that more than 60 percent of the stu-
dents were economically disadvantaged and that many
were at risk of dropping out of school. Students “may
be hungry, or beat up, or anxious, or pregnant, or suffer-
ing from some terribie combination of fears and psychic
injuries....And students in trouble cause trouble,” the
assessment team found:

The toughest probiem in education is not the
quality of teaching. It is the social, economic,
and personai problems of the students...probiems
that prevent students from learning...and problems
that the schools and teachers cannot help. If we
could solve the human problems, the teachers
could solve the learning problems.

The plan Queen Creek developed to address these prob-
lems included the school-linked health program, voca-
tional education programs, counseling, and other ser-
vices—"a unique system in which the needs of the at-
risk student are addressed in a holistic manner.”

who will be affected about their health concerns
and needs—either through a survey or in person-
al interviews. An l1-page student survey con-
ducted by the Muitnomah County Health
Department, for example. elicited information on
how students obtain healith care, how they use
school clinic services, student health risk factors,
school and student safety, and emotional and
mental health issues. (See Appendix B for
excerpts.) Other useful strategies include con-
ducting focus groups with parents and other
community members and conducting public
opinion polis.

Conducting Focus Groups with Parents and
Community Members

Focus groups and town meetings with com-
munity members or parents can provide valuable
feedback and support. [n Indianapolis, for exam-
ple, members of Bridges to Success (BTS)4

+The umbrella reform effort that encompasses the school-based clinic program profiled for this book.
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interviewed parents and community leaders—
especially clergy and business people—to identify
the issues that affected student achievement. BTS
also conducted focus groups, telephone interviews,
and surveys of area residents to identify health care
issues and asked teachers, students, and health care
providers to identify student needs. Responses
showed that students often came to school with mal-
nutrition, head lice, fevers, and other illnesses that
interfered with education. Planners used this infor-
mation to design the program and to build commu-
nity support for a school-health program.

Public Opinion Polling

Public opinion polls are a particularly effective
means of assessing community needs, especially in
politically conservative communities, because they
provide hard data that can be used to support the
need for school-health linkages. “Polling is the
most convincing thing you can do to convince
school districts to support [a linkage],” said the for-
mer director of public affairs for the Multnomah
County Health Department. Polls can show the
depth of public support for school health programs
and can underscore the need for school-health link-
ages by revealing the lack of access to services or
the health problems that affect education. Polls also
can indicate the most effective way to market ser-
vices, where to focus public education efforts and
which issues to concentrate on, and which strategies
are most effective. Collaborators in Portland con-
ducted three public opinion polls over a six-year
period—first, to establish the level of support for the
concept of school-based health clinics, then to mea-
sure support for a clinic to be located at a particular
high school, and finally to gauge support for plans
to make birth control available at the clinics and to
elicit opinions on other health issues. Findings from
each poll influenced plans for program location,
policies, and funding.

Polls need not be hard to conduct—in fact,
making the policy decision to take a poll may be the
most difficult part of the process. Sample questions,
adapted from Portland’s poll, might be:

Do you think it is a good idea or not a
good idea to have student health clinics
in [name of city] public high [elementary,
middle] schools? Do you think it is a
good idea or not a good idea to have
student health clinics provide services
including routine physical exams, well-
ness exams, [list any other services]?

Experienced planners also offer the following
tips:

» Work with a professional pollster from
your community who is not affiliated
with a single political group or has links
with many, so your results will have
credibility

» Have the school or school district, health
center, and pollster decide together what
to measure and how to design the poll

» Have the results reported back to you in
a public setting so there is no question
about credibility

After polls, focus groups, and other assess-
ments are completed, planning partners need to
consider and incorporate the community’s view of
the appropriate role of schools in health programs
in order to minimize resistance to the linkage.
This can have a profound effect on program
design. Clinica Adelante, for example, addressed
community concerns by making the health ser-
vices school-linked rather than school-based,
maintaining a low profile, creating separate insti-
tutional roles for the school and clinic, and pro-
viding services that met specific needs identified
by the community.

Community Relations: Turning
Doubters into Supporters

School-health linkages frequently generate
controversy. Some communities resist any role
for schools in providing health care; others are
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e Establish connections with other youth-involved agencies, such as county
and state commissions on children and families, or coalitions of many youth
and family agencies. These groups often conduct community assessments and
you may be able to collaborate with them. Your involvement will also help
you build a network of supporters and will give you credibility in the commu-
nity as someone who is well-intentioned—and not just pushing his or her own
agenda.

e Use a community assessment to identify key issues that could be addressed
by a school health center: youth violence, gangs, high tuberculosis or preg-
nancy rates, lack of access to medical care, student absenteeism, child abuse,
drug abuse. Circulate your findings among the decision makers in the commu-
nity to draw attention to the problems and to show your school health program

as part of the solution.

_J

concerned about specific components, particular-
ly birth control. Opposition can seriously hinder
or even derail a school-health program and
undermine the linkage’s goal of unifying com-
munity efforts to better serve children and fami-
lies, so program planners should make an extra
effort to include the community and address any
concerns directly.

Unfortunately, most program planners
focus on goals and services and consider public
relations only as an afterthought, at best.
Planners in Portland, for example, say they
ignored community relations until they were
almost ready to open their first school-based
health clinic—and then faced picket lines and
acrimonious public forums. At this site, which
had support from county commissioners and the

school board, the principal met with parents

to address their concerns about services, and
clinic staff invited parents to tour the clinic.
The uproar subsided but planners learned a
crucial lesson;: Community outreach must be
an integral part of all stages of planning, should
predate the opening of a school-health program,
and should include efforts to build a solid

base of community support as well as proactive
media strategies that help explain the program
to community members.

Build a Solid Base of Community Support

Before announcing any activities, planners
should approach key elected officials and reli-
gious leaders who are likely to support the
program to describe the program’s key elements,
notify them of plans to discuss the project
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publicly, and provide them with a program
description and outline of responses to any con-
cerns about the program. By providing an expla-
nation to supporters before the media spotlight
hits, planners can ensure that the community will

receive a consistent, collective set of information.

After contacting natural partners—human
services advocates, health and social service
providers, and sympathetic elected officials
and religious leaders—veteran planners suggest
seeking support from parent-teacher organiza-
tions or other community groups that may be
willing to help with planning, public presenta-
tions, and additional community outreach. The
core group of planners should expand to include
these supporters before efforts to implement the
program begin.

Use public forums to air the issues, but
structure meetings carefully. Portland’s planners
designed forums in which elected officials lis-
tened to comments that were facilitated by com-
munity leaders who did not represent either the
school district or the health department. By
requiring speakers to state their names and
addresses, facilitators limited testimony to actual
residents of the district in which the clinic would
be located—a strategy that prevented distortion
of the extent of community concern. If the clinic
is already operating, program leaders can build
support by inviting partners or community mem-
bers to tour the facility and become familiar with
its services.

Strategic thinking about how to communi-
cate plans for a school-health linkage, and to
whom, is especially important if planners are
trying to build a community base in a rural area,
because the power of the individual is greater.
In larger communities, organizers usually can
build enough momentum to carry the plan
through; but in a rural town, where there are
fewer key players, one person’s resistance can
stop a project completely.

Develop a Proactive Media Approach
Strategies for working with the media are
an alien concept for health departments.
Its important to spend time thinking about
them in advance, laying out the sequence
of events....On the scale of media interest,
from 1 to 10, teen health clinics tend to
be a 12.

— School-based clinic planner

Unfortunately, many public agencies
involved in health care do not have good systems
for dealing with the media. And although media
relations conducted by practitioners may be
effective, it isn’t practical because of staff time
constraints. But projects that don’t deal openly
with the media often receive bad coverage
because reporters focus on controversy instead of
the benefits of services.

The core planning group should spend
several months discussing program design until
members understand how the community is
likely to perceive each element. In some com-
munities, merely proposing a school-based
clinic may be controversial; in other areas,
specific services may raise concerns. Work
your way up the controversy scale, one veteran
planner advised: Are you providing controver-
sial reproductive health services? What proto-
cols will you use for delivering services?
Develop responses to each concern that
community members might have.

What Services, Where, When, and to
Whom?

The target group, location, and mix of ser-
vices provided are core decisions around which
school-linked and school-based programs are
built. The impetus for the program, the compo-
sition of the planning group, the community
needs assessment, and responses to public
concerns discussed above all have a significant
influence on decisions about the scope and
location of services. Once the key players and
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Additional Tips from the Field

* Anticipate community concerns. Hold public meetings; seek support from
the superintendent of schools, county commissioners, and top health depart-
ment administrators in addition to parents, teachers, and principals.

¢ Include media representatives on the program’s advisory committee.

* View media relations as part of an organizing strategy. Look for support
among community organizers who have public relations experience.

* Pick one or two credible, accessible planners to use as media representatives
so your message to the community is consistent. Media contacts should serve
as liaisons between reporters and sources within the planning group.

s Develop a few simple messages that support your program. Contact writers
and editors to discuss your messages so they don’t focus only on controversy.

* Be open to community concerns; present your ideas in terms of problems
that need solutions, not as radical changes that you intend to enforce. “Never
speak in absolutes, as if you have everything all figured out,” advised one
planner. “Always invite participation.”

« Focus on positive aspects as well as controversy. “Don’t be afraid to blow
your own horn once you've done some good things,” advises a physician.
i “Make sure the school district and the community know what you've done.”

» Don't let controversy delay implementation. “There will be controversy—

there’s no way to avoid it,” said one planner. “That doesn’t mean you shouldn’t
do all the community development you can, but don't keep planning and plan-
ning until you think there’s not going to be any controversy, because that day is

\ not going to come.” )
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interests are assembled and the needs assessment
completed, planners can begin to consider the
“nuts and bolts” questions:

* Who should be the target group(s)?

* Should services be limited to students,
available to families, or open to commu-
nities?

* Should services be school-based or
school-linked?

* What mix of medical, psychosocial, and
dental services should be offered, at what
time of day, and at what stage of the
program?

* How should the health services be
integrated with the education program?

Who is the Target Group?

Elementary, middle, or high school stu-
dents? School-linked services exist in high
schools, middle schools, and elementary schools,
although high schools are the most common
location for school-based health centers. School-
linked services implemented at all three school-
ing levels in a community would facilitate conti-
nuity of access to services as children progress
through school. This model is rare, however.
This is in part due to funding constraints, but
sites also may opt to concentrate on a single
school level because each age group requires a
different mix of services and raises somewhat
different concerns.

There is growing interest in implementing
school-linked and school-based services in ele-
mentary schools as a way to emphasize preven-
tion. Many high-risk behaviors begin before stu-
dents reach high school, making health-related
interventions important in middle and elementary
schools. In addition, parents play a larger role in
children’s lives in elementary and middle school

and thus are likely to be more active in decisions
around school-linked and school-based services.
Concerns among parents about services in
elementary schools tend to center on the extent
to which their role in the care of their children

is diminished. This has implications for
procedures for obtaining parental involvement
and consent, issues that are discussed in other
sections of this book.

At the middle and high school levels, con-
cerns emerge about reproductive health and sex
education. Reservations among parents and com-
munity members tend to focus on family plan-
ning services and the extent to which providing
such services at or through schools encourages
sexual activity among students. Several sites
consciously avoided middle schools in order to
avoid controversy over family planning, and some
high school health initiatives compromised on
family planning services to keep the overall
program afloat.

One exception is Portland, where in early
1995 the county health department expanded its
school-based clinic program to two middle
schools and one elementary school.
Implementers found that middle- and elementary-
school programs required a stronger effort to
reach parents because consent is required for
most services. Strategies included in-person or
telephone contact with parents on a more regular
basis than at the high school level, invitations to
parents to attend appointments at the clinics, and
placement of an outreach worker on the staff to
make home visits if necessary. In addition,
because students’ attitudes are different at the ele-
mentary, middle, and high school levels, elemen-
tary- and middle-school clinic staff required
training in working with younger clients, with an
emphasis on preventing or diverting unhealthy
behavior. Although these clinics have very
recently begun implementation, observers pre-
dicted that they would also find a greater need
for treatment of mental health and behavioral
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problems than at the high school level because stu-
dents with these problems would not yet have
dropped out of school. On the other hand, medical
staff expected that the smaller size of most elemen-
tary and middle schools would provide opportunities
to get to know students better and to improve inte-
gration with school staff.

Income eligibility. Most school-linked and
school-based programs offer services to all students,
regardless of income. In part, this is possible
because planners select schools with a high propor-
tion of students from low-income families. It is also
a deliberate effort to minimize the stigma associated
with the services. One site with a school-linked
health center battles a lingering public perception
that it is a free clinic rather than a community clinic.
Staff found that some potential clients did not con-
sider using the services because they considered it
only for “poor people.” This is not a problem for
programs such as mobile vans, which travel to
communities that can’t use the clinic because it is
too far away.

Should the program serve students, families,
or communities? All of the programs in the sample
had a goal of improving health and/or access to
health care to the entire student body of the target
school(s). The differences in program design
emerged in whether the program also served stu-
dents’ siblings, parents, or other community mem-
bers not directly linked to students enrolled in the
school(s). Again, initial goals and available
resources are significant factors. In addition, how-
ever, programs consider the extent to which limiting
the target population imposes a stigma on the ser-
vices. Planners also consider the available pool of
reimbursements and may choose to broaden their
service population to include greater numbers of
insured and Medicaid-eligible patients. The sample
included a range of target populations:

¢ The Fort Pierce Family Service Center in
Florida makes its services available to all
family members

(/)
)

» The Cherry Street Health Services pro-
gram in Michigan focuses entirely on the
basic medical and dental needs of
elementary students and provides no
family services

* As the sole medical facility in its locality,
Clinica Adelante in Arizona serves the
entire community

Should Services be School-linked or School-
based?

School-linked services are those medical
and psychosocial services provided through spe-
cial referral arrangements between schools and
other agencies. A school-linked program may
provide transportation to and from the school
and other agencies, or establish special relation-
ships with other providers that enable them to
make appropriate referrals and schedule appoint-
ments on behalf of students and their families.
These linkages target students with unmet health
needs and ensure that they get to the services
they need.

Programs are school-based if medical or
psychosocial services are delivered on school
grounds. Another term for this approach is co-
location of services. While school-linked pro-
grams bring students to the services, school-based
programs bring the services to the students by locat-
ing them within the existing school building or in a
separate building on school grounds. The services
may be available on a full- or part-time basis.

The degree to which a school-health program
is linked to or located at a school can have a signif-
icant impact on the services it provides, the
number of students and others who use the ser-
vices, and the degree of collaboration among the
school and health staff. Several sources indicat-
ed that, especially in high-need areas where
increased access to care was a primary goal, the
delivery of services at or very near schools was
more desirable than simply facilitating referrals.
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As a result, most of the sites have at least some
school-based component. However, sources also
recognized that the location of services should be
responsive to the particular needs and concerns
of the community.

Factors influencing location. For most of
the programs profiled here, the decision to link
or co-locate health services on school grounds
was influenced by both practical and philosophi-
cal considerations. Some sites chose to co-locate
services because funding became available with
requirements that included building school-based
health centers. In Florida, for example, a state
initiative that provided funding specifically for
school-based health services influenced program
design. Other sites considered both options and
weighed a variety of factors, discussed below.

The breadth of the target group, and the
convenience of a location for those individuals,
are key considerations in decisions about service
location. Some sites are designed to serve not
just students but also the broader community
located near—but not within—schools. This
allows them to attract and serve a larger propor-
tion of the community while still improving chil-
dren’s access to care through school linkages.
For example, a program in Fort Pierce, Florida is
located on school grounds but leaders call the
program school-linked because its goal is to con-
nect students’ entire families and other community
members to health services.

School-based services, or services delivered
very near the school site, also save students (and
parents) from making extra trips to receive care.
In some studies, students—especially adoles-
cents—have reported that they would be much
less likely to use a health center located too far
off-campus, even if they were referred directly by
a school nurse and transportation was provided.
Thus a program in Blanca, Colorado locates
health services at a community center across the
street from the school building, and school staff

work closely with health staff to ensure that stu-
dents make it across the street to the health cen-
ter. Convenience is a different matter in large
rural areas, where schools may be no more con-
venient than other locations—especially for ser-
vices provided before or after school hours or to
other family members—and school-linked pro-
grams may make more sense. School busing
presents a similar dilemma for school-based ser-
vices in urban areas, because many students do
not live near the schools they attend.

In some sites, the decision about location
of services required addressing school concerns
about the implications of school-based service
delivery. School-based services impose
demands for school resources and are potentially
more disruptive to school operations than
school-linked programs. School-linked pro-
grams can therefore be easier to initiate because
they place fewer logistical demands and manage-
ment responsibilities on schools. In particular,
finding space for a school-based clinic can gen-
erate conflicts between school and clinic staff.
Because many schools are strapped for space
and do not have the resources to build additional
space for health services, space can become a
test of a school’s commitment to the health pro-
gram. “Some schools will say, ‘We’ll give you
part of the teachers’ lounge and two broom clos-
ets and a janitor for a month to see if this will
work’—and other people stand there in their
huge schools and say, ‘We have no room at all,””
a health care administrator observed.

Even when schools are able and willing to
provide space, the use of the space may cause
disagreements. At one site, for example, school
building regulations required that the health
facility have three separate bathrooms—one for
male clients, one for female clients, and one for
staff. Clinic staff saw this as a tremendous waste
of limited space in a building that is essentially a
large trailer. Because the community health cen-
ter sponsoring the services depends on revenue
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generated by patient fees and Medicaid reimburse-
ment, its staff saw the extra bathrooms as limiting
their ability to maintain an efficient patient flow—
and therefore as limiting their revenue. Locating,
remodeling, and equipping space for a school-
based program must be negotiated very early in
the planning stage so that neither partner is sur-
prised by hidden costs or logistical barriers. These
issues are especially important because inadequate
space will quickly lead to burnout among clinic
staff. :

Community concerns about the provision of
services on school grounds also influence service
location. In some cases, planners locate services
off-site to ease community objections to expanding
the role of the school. School-linked rather than
school-based services can also be less threatening
to parents, who may fear loss of involvement in
their children’s health care and health education.
In other cases, planners decide that the conve-
nience of school-based services, and the likelihood
of increasing access to basic health services, is
more important than the breadth of services.

Sites also considered the importance of fos-
tering close interaction and cooperation among
school and health staff when deciding where to
locate services. School-based programs and
health centers located very near schools facilitate
personal interactions between school and health
staff to obtain services for students and to resolve
logistical or other problems as they arise. For
example, the school nurse at one site attributes the
strength of the school-health linkage to the prox-
imity between the school, the health center that
operates the clinic, and the family-oriented social
service center. Families whose children use the
clinic are already using the health center, so clinic
staff know them; the short distance between facili-
ties makes it easy to share resources and coordi-
nate parents, teacher, and staff for consultations,
and it reduces the amount of time students spend
out of class.

State or local licensing requirements for
health care facilities may also play a role in the
decision about where to deliver services. For
example, one state requires that all health care
facilities maintain a certain minimum number of
hours of operation and schedule and follow spe-
cific protocols for service delivery and supervi-
sion that are more difficult to meet in a school-
based setting. According to the director of one
school-linked program, such restrictions can dis-
courage the design of innovative service deliv-
ery strategies such as school-based health cen-
ters and mobile health vans. These programs
may need to start small or operate part-time ini-
tially to build support and credibility in the
community and to demonstrate the demand for
services. Once established, these programs can
then draw additional funding to support full-
fledged health and/or social service centers.

Some licensing requirements are linked to
liability concerns, another significant considera-
tion for school-based programs. Health care
providers must be insured against malpractice
lawsuits and follow specific protocols for prac-
tice and supervision. Most existing health care
providers, such as C/MHCs, carry such insur-
ance for their staff and have established the nec-
essary protocols. These must be translatable to a
school setting, however, and the dictates of mal-
practice laws may supersede other priorities in
terms of what services are provided, where, and
by whom. In particular, supervision of health
care staff posted off-site, at schools, requires cre-
ative solutions for school-based programs.

These strategies are described in a later section
on staffing.

Finally, school-based programs must recog-
nize that a clinic’s location within a school
affects how much it gets used and its relationship
with other school services. At one site in the
sample, the school-based health center began in
a space shared by the school nurse, located on a
busy floor that received a lot of student traffic.
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After about five years, school administrators
moved the clinic into the basement so the origi-
nal space could be converted to classrooms. The
new clinic afforded more privacy but was much
smaller and no longer co-located with the school
nurse, which made communication between the
school and clinic health staffs more difficult.
The clinic now receives consistently fewer
patient visits per day than it did in its original
location.

Blurring the lines between school-based
and school-linked strategies. Most school-based
programs are also school-linked—they provide
services at the school as well as through special
referral and/or transportation agreements. For
example, one program in the sample has two
major components—dental and basic medical
care—provided through a cross between a
school-based and a school-linked model. Two
medical and three dental teams rotate among the
seven targeted public schools. Each team sets up
equipment in the school buildings and is school-
based for three months, five days a week, before
moving to another school.

Mobile vans are another mixed strategy,
allowing both school-based and school-linked

Additional Tips from the Field

* Even if you already have a philosophical preference for school-linked or
school-based services, consider your community’s needs, requirements,
resources, and acceptance of or resistance to a particular mode of delivery.
Make sure your program design responds realistically to these factors.

* It's better to start with a minor linkage than nothing at all. Once in place, a
program can evolve in many directions.

services. At a program in Konawa, Oklahoma, a
mobile van travels to some schools but in other
cases provides health care off school grounds
because of community concerns about specific
services.

Changing service locations over time. The
choice of a school-linked or school-based service
design is not necessarily permanent. Many pro-
grams that begin as linkages evolve into co-locat-
ed programs as the need for services grows and
changes, service partners work out the kinks in
collaboration, funding becomes available, or the
community observes the benefits and becomes
more open to co-location of school and health
services. The issues involved in modifying
school-linked and school-based programs are
discussed in Chapter 3.

What Mix of Services Should the Program
Offer?

Ideally, school-based and school-linked ser-
vices programs provide access to a continuum of
health services for children and their families, by
providing direct services, making referrals, and
working to ensure that clients can and do keep
referral appointments. Sites in the sample

offered a variety of services ranging from basic
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services (e.g., health screenings, physical exams,
immunizations, chronic illness care, health edu-
cation, and minor acute care) to a comprehensive
set of health services (e.g., basic care plus mental
health counseling; case management; pregnancy
testing and family planning; prenatal care; home
visits; Head Start screenings; Women, Infants,
and Children (WIC)/nutrition services; and den-
tal care). Most sites try to balance preventive
and acute care, although their ability to offer spe-
cialized services is limited by available
resources, community preferences, and reim-
bursement policies. A typical set of services
focuses on primary care and provides health
screenings or physicals, immunizations, and
minor acute care, with at least one additional
specialized service such as family planning or
dental care. (The services offered at each site in
the sample are discussed in detail in Appendix D:
Profiles of Selected Sites.)

Efforts to define “essential” or “core” ser-
vices. In 1993, Columbia University’s School
Health Policy Initiative held two meetings of
national experts and practitioners “to develop a
national consensus on a minimum set of core ser-
vices to be provided at school-based health cen-
ters in elementary, middle, and high schools.”
Sponsored by the Centers for Disease Control
and Prevention and The Carnegie Corporation of
New York, the meetings generated a framework
and principles for planning, implementing, and
operating school-based health centers. The
report of the meetings includes a set of checklists
that define “essential,” “optional preferred,” and
“optional as needed” services for health centers
based in elementary, middle, and high schools.
(See Appendix B.) In addition, the American
School Health Association has endorsed eight
components of a comprehensive school health
program: (1) health instruction, (2) health ser-
vices, (3) physical education, (4) guidance and
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counseling, (5) worksite health promotion for
faculty and staff, (6) food service and nutritional
information, (7) integration of school and com-
munity health efforts, and (8) efforts to promote
a healthful school environment.®

Some of the most common services
offered—sports physicals, screening and diag-
nostic services, and immunizations—are also
those identified by principals, teachers, and
school district administrators as most useful to
schools. These services help schools fulfill basic
health requirements for school registration,
enrollment, and participation in school activities.
For example:

+ In Fort Pierce, Florida, the health center’s
ability to provide immunizations and
physical exams for new students was
immediately helpful to the school. In the
past, many children were temporarily
prevented from attending school because
they had not met these requirements—but
since the center opened, no students have
been kept out of school for lack of
immunizations.

* In Queen Creek, Arizona, schools and
health centers have found a better way to
serve the health needs of migrant stu -
dents. Few of these students receive
regular inoculations—and even if they
did, their records would not be easily
available. The health center across the
street has been especially helpful in
providing required screenings and immu-
nizations to migrant students. This year,
the school nurse will be able to maintain
her own supply of vaccines, relieving the
health center of this responsibility. The
arrangement is a welcome reassignment
of shared responsibilities for providing
services to this population. The health

SBrellochs and Fothergill (1995). For full reference, see footnote on page 1.

6For more detail on these components, see: Allensworth, D.D., and Kolbe, L.J. (December 1987). The comprehensive school
health program: Exploring an expanded concept. Journal of School Health, 57 (10), p. 410.
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center can now focus more of its limited
resources on other services, and the
school nurse need not send students
across the street for their shots.

Factors affecting the mix of services.
According to sites, the ultimate mix and compre-
hensiveness of services depends on several fac-
tors, particularly the breadth of the original
vision and goals of the program; the availability
of staff, space, equipment, funding, or other
resources; the level of commitment of both
health and education partners; and the level of
community support for specific services. The
original motivation for the program, which usual-
ly arises from an identified need or problem in
the community, influences at least the initial set
of services included in the program’s design.
Initiatives launched to address specific problems
such as high teen pregnancy rates or low immu-
nization rates require specific services, while
programs with a more general goal of improving
access to preventive health care may require a
broader set of services.

Hours of Operation

Hours of operation vary among sites.
Several sites operate full-time health services on
school grounds or make services available full-
time through linkages during the school year,
although only one site provides school-linked
services year-round. Two sites extend services
beyond school hours every day and into the early
evening once a week, to facilitate appointments
after school. Several sites provide services on
limited days or for limited hours. One site offers
services on school grounds in four two-hour ses-
sions per week; another rotates medical teams to
schools for three-month clinics.

Integrating Health Services with Education
Programs

School-health programs whose services are
integrated with the school’s education program
have the best chance of gaining support within a

school because teachers and administrators
become more aware of the services, more com-
fortable with health care providers, more under-
standing of health goals, and more inclined to
communicate with clinic staff or refer students to
the health center. Most of the programs in the
sample integrate health services with the educa-
tion programs, usually by providing health educa-
tion in classrooms and during students’ health
appointments. Staff at most sites reported deliv-
ering classroom presentations on nutrition, sexu-
ally transmitted diseases, drug and alcohol abuse,
self-esteem, and mental health. Clinic staff usu-
ally wait for teachers to request these services so
they don’t create turf issues—and sometimes
health staff find it most effective to act as
liaisons to other health care providers who might
be more appropriate as presenters.

Both clinic and school sources say that the
level of integration depends primarily on whether
the school-health linkage has support from key
school staff, especially the principal, teachers, or
school nurse—so it’s important to design strate-
gies for achieving integration with these players.
Several sites with school-based clinics held ori-
entation meetings for all school staff when the
program began, to explain the clinic’s role within
the school and to describe outreach services, such
as classroom presentations, that would be avail-
able to teachers. To make their services more
attractive to teachers, clinic staff tailored their
efforts to the specific needs of individual class-
rooms—for example, teaching classmates of a
diabetic student what to do if she became ill.

Classroom collaboration need not be limit-
ed to single presentations. At one urban site, the
school-based clinic’s mental health worker teach-
es a stress-reduction class in health classrooms
and, with the clinic’s nurse practitioner, imple-
ments a five-week curriculum on depression in a
health class. A rural site with a smaller clinic
staff makes health education presentations to
high school physical education classes weekly for
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nine weeks. The mobile van in Konawa,
Oklahoma, provides a teen pregnancy prevention
program that includes information on AIDS/HIV,
STD prevention, reproductive biology, sexual
responsibility, self-esteem, hygiene, and a sepa-
rate birth control distribution service ranging
from condom distribution to prescriptions. A
sex education program for younger students

deals with puberty changes, hygiene, self-esteem,

and sexual abuse. Each school chooses which
services to accept, although the AIDS/HIV
component is mandated by the state.

Several sites have more extensive integra-
tion, bringing classes into the clinic for special
presentations on a variety of topics or helping
teachers design new health education curricula.
At two sites, clinic and school staff viewed a
health-related curriculum as a natural link with
efforts to make the general curriculum more
interdisciplinary and to promote hands-on learn-
ing. Similarly, a school with a comprehensive
clinic in rural Colorado is changing its curricu-
lum to include more practical applications and
interdisciplinary learning; the principal says that
health education services provided by the school
clinic lend themselves to the hands-on teaching
that educators want to promote.

< Funding and Reimbursement

2 Given the variety of approaches to provid-
ing school-linked or school-based services, it is
not surprising that the financing levels and
strategies vary greatly among programs. But
regardless of their approach, all programs face
the challenge of obtaining enough funding to
sustain the school-health linkage over the long
term. To design a viable financing strategy,
schools, community and migrant health centers,
and other partners must develop strategies for
sharing costs and must raise funds for planning
and implementation. A major challenge for
schools and C/MHCs is learning about and

(
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understanding one another’s funding mechanisms
and requirements. Each institution has its own
funding sources, financing terminology, eligibili-
ty requirements, and “bottom line.”

Funding Sources and Issues for C/MHCs
Community and migrant health centers
are funded to provide services to Medicaid
recipients, the uninsured, and other underserved
populations in areas with few other health care
resources. In addition to receiving federal
grants, C/MHCs bill Medicaid, third-party
payers (e.g., insurance companies), and patients
themselves for services provided. Developing
linkages between schools and C/MHCs offers
school-based health centers the opportunity
to tap the C/MHCs’ capacity to bill Medicaid
for services provided to schoolchildren. Two
issues affect C/MHC Medicaid reimbursement:
Medicaid requirements for providing services
in schools, and the trend toward managed
health care.

Medicaid. The major source of funding for
basic health care services to low-income children
is Medicaid.” Although the Medicaid eligibility
requirements vary by state, every state is
required to serve children who are (1) recipients
of Aid to Families with Dependent Children
(AFDC) or Supplemental Security Income (SSI);
(2) infants under the age of 1 who are born to
Medicaid-eligible women; (3) recipients of adop-
tion assistance and foster care (funded under
Title IV-E of the Social Security Act); (4) chil-
dren under age 6 and pregnant women whose
family income is at or below 133 percent of the
federal poverty line; and (5) children under age
19 born after September 30, 1983 whose family
income is at or below 100 percent of poverty.

In order for any service to be covered under
the Medicaid state plan, it must be included
among those listed in section 1905(c) of the

TMedicaid regulations have an impact on how and when the cost fo services provided in a school setting may be reimbursed.
For more information, contact your state Medicaid agency (see Appendix C for a list of Medicaid directors).
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Social Security Act. There is no benefit category
in the Social Security Act titled “school-based
services.” Consequently, the state must describe
its school-based services in terms of the specific
1905(a) services that will be provided. Except
for services furnished under the EPSDT program
(see below), a service must be specifically identi-
fied in the state’s Medicaid plan to make
Medicaid reimbursement available. Typically,
schools that provide services offer several differ-
ent Medicaid services. This means that the ser-
vices must be separately identified and billed
under each appropriate Medicaid coverage cate-
gory (e.g., physical therapy, occupational therapy,
rehabilitation, etc.). Service providers must
meed the Medicaid provider qualification
requirements for those services that are provided.

Within Medicaid, there is a preventive
health program for Medicaid-eligible children
and young adults under age 21, called the Early
and Periodic Screening, Diagnostic, and
Treatment program (EPSDT). Services covered
under EPSDT include screenings (comprehensive
history, physical exam, immunizations, lab tests,
and health education); dental, hearing, and vision
services; and any other Medicaid-covered health
service required to address a problem identified
during the screenings.8 Case management ser-
vices to eligible children and families—including
assistance in selecting a provider, assistance with
transportation and scheduling appointments,
follow-up and communication with parents
to assure that services are received, service
coordination, and outreach—may also be
funded by EPSDT.

Before developing a strategy for conducting
EPSDT outreach activities in the community, a
school must first examine the state Medicaid
plan and assess existing community outreach
programs to prevent duplication of services.

Medicaid managed care. As the experience
of several sites illustrates, managed care presents
some obstacles to C/MHC:s, especially in states
with Medicaid managed-care initiatives that
require Medicaid recipients to enroll in a health
maintenance organization (HMO). In many
Medicaid managed-care arrangements, HMOs are
prepaid an amount of Medicaid money (called a
“capitation payment”) to cover the costs of pro-
viding health care services to the Medicaid recip-
ients who enroll with that HMO. C/MHCs are
sometimes not members of managed-care
provider groups, however, and thus are not reim-
bursed through the capitation payment. Because
Medicaid managed care is primarily a cost-con-
tainment rather than an access strategy,
Medicaid-eligible clients may still turn to
C/MHC:s for care because they are more conve-
nient or familiar. This leaves C/MHCs in
Medicaid managed-care states with the option of
either turning away Medicaid patients and hoping
they visit their own HMO, or providing services
with little hope of reimbursement from the
patient’s selected provider.

Funding Sources and Issues for Schools

Certain federal education programs support
activities that relate to school-linked and school-
based health programs.

Several Title I provisions relate to compre-
hensive services such as school-health linkages.
Title I of the reauthorized Elementary and
Secondary Education Act provides funds to
improve the education of disadvantaged students.
A school’s eligibility for Title I funding is based
on the percentage of low-income children living
in a school’s attendance area, usually measured
by eligibility for free or reduced-price school
lunches; often, these are the same students who
most need school-linked health services. Schools
can use Title I funding either for a comprehensive

8For more information on Mediciaid and EPSDT, see U.S. Department of Health and Human Services, Health Care Financing
Administration, Mediciad Bureau. (1992). EPSDT: A guide for educational programs. Washington, DC,
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schoolwide program, which upgrades educational
instructional services for all children, or for targeted
assistance programs that reach the students at great-
est risk of academic failure. :

Title I schoolwide programs have several
required components that may be used to support
comprehensive service efforts, including (1) a com-
prehensive needs assessment of the entire school;
(2) a reform plan developed with the involvement of
community leaders, parents, and school staff; and
(3) reform strategies that may include counseling or
other pupil services. For example, Title I legislation
stipulates that the needs assessment should examine
how well students are performing in relation to state
standards; based on that assessment, planners should
design a schoolwide program to meet the students’
needs. These programs are to be designed at the
school level—not by the district. Although the leg-
islation does not spell out the need to look at stu-
dents’ health, social, and emotional needs, a school
assessment may find that these unmet needs prevent
students from meeting state standards for learning.
School-linked, coordinated services may be the solu-
tion that best responds to the needs identified by the
Title I assessment.

Schools with Title I targeted assistance
rograms have a special provision regarding the use
of Title I funds for comprehensive services: If
(1) health, nutrition, and other social services are not
available to children being served by Title I funds,
(2) the school has conducted a comprehensive needs
assessment, and (3) funds are not available from any
other source, then—only as a last resort—a portion
of Title I funds can be used to provide basic medical
equipment (e.g., eyeglasses and hearing aids), com-
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pensate a program coordinator, and provide training
for teachers, parents, and school staff in identifying
and meeting the comprehensive needs of children.

After a Title I program is implemented, if the
school does not meet state goals for achievement
within a prescribed period of time, the local educa-
tion agency must provide technical assistance and
may take corrective actions. These actions may
include collaborative agreements between the school
and other agencies to provide health and other social
services needed to remove barriers to learning.
Similarly, if a local education agency does not
achieve the state’s goals for achievement within a
prescribed period of time, the state must provide
technical assistance to the local agency. This can
mean helping to establish collaborative agreements
between the local education agency and other public
agencies to provide health and other social services,
and/or granting waivers of state laws or regulations
that pose barriers to learning. In addition, the Title I
plans submitted by local education agencies that
obtain Title I funds must assure that the Title I pro-
grams will coordinate and collaborate with other
agencies that provide services to children, youth,
and families—including health care and social services.

Title I also has a program for schools with a
large number of students who are the children of
migratory agricultural workers and migratory fish-
ers. The purpose of the migrant program is to estab-
lish and improve programs that meet the special
educational needs of migrant children by helping
states design programs to help these children over-
come education disruption, cultural and language
barriers, social isolation, health-related problems,
and other factors that inhibit migrant children’s
ability to do well in school.”

9Certain restrictions apply to all Elementary and Secondary Education Act (ESEA) funds, including Title 1 funds. For example,
Title XTIV, Section 14511 of ESEA prohibits the use of any ESEA funds *“(1) to develop or distribute materials, or operate pro-
grams or courses of instruction directed at youth, that are designed to promote or encourage sexual activity, whether homo-
sexual or heterosexual; (@) to distribute or to aid in the distribution by any organization of legally obscene material to minors
on school grounds: (3) to provide sex education or HIV prevention education in schools unless such instruction is age appropri-
ate and includes the health benefits of abstinence; or (4) to operate a program of condom distribution in schools.” Section 14511
also state the “Nothing in this section shall be construed to” authorize federal review or control of state, district, or school
“instructional content, curriculum, and related activities” or to “require the distribution of scientifically or medically false or
inaccurate materials or to prohibit the distribution of scientifically or medically true or accurate materials.”
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Other federal education programs are rel-
evant to links between schools and service
providers. Title XI of the reauthorized
Elementary and Secondary Education Act allows
schools and districts to allocate up to 5 percent
of their total federal categorical funds to develop-
ing, implementing, or expanding a coordinated
services project. Partners of projects using Title
XI funds, who may include local education agen-
cies, schools, or a consortium of schools, must
create a development plan that assesses econom-
ic, social, and health barriers to educational
achievement in the community; identifies ways
to establish community partnerships that link
public and private agencies; and uses funding for
development for no longer than one year. The
partners also must develop an implementation or
expansion plan that provides results of a needs
assessment; describes who will operate the pro-
ject; describes project objectives, location,
staffing, training, and evaluation; and provides
information on the feasibility and use of a sliding
fee scale for services.

Title XI funds may not be used for the
direct provision of health or health-related ser-
vices, but they may be used to hire a services
coordinator, make minor renovations to existing
buildings, purchase basic equipment, improve
communications and information sharing, train
teachers and other staff, and conduct the required
needs assessments. '’

Provisions of the Goals 2000: Educate
America Act that relate to school-health linkages
include a requirement that state plans focus on
broad reforms, promote bottom-up improvement,
facilitate flexibility and waivers from regulations
that hinder reform, and involve parents and com-
munities. Goals 2000 provides one-year sub-
grants to local education agencies for projects
that focus on local reform and professional
development; identify the critical health,

nutrition, child care, and social service needs of
students and families; and establish partnerships
with public and private nonprofit agencies to
increase family and student access to coordinated
services at or near schools.

The Cost of Linkages Between Schools and
Community and Migrant Health Centers

Most school-health programs we contacted,
especially those that maintain more than one site
but have a consolidated budget, were not able to
give detailed budget information. Annual bud-
gets among sites that could at least provide esti-
mates of their costs ranged from approximately
$100,000 to $300,000 a year, depending on the
number of services provided, hours of operation,
staffing arrangements, and the extent to which
the services are school-linked or school-based.
The bulk of these funds comes from a combina-
tion of resources contributed or solicited by
schools and community health centers.

The following sample annual budgets indi-
cate the range of costs for school-health services:

» Konawa Community Health Center
spends $300,000 to operate a mobile van
that visits schools in a very large, rural
area. The program serves approximately
5,700 students a year.

» Three school-based health centers in
urban Lancaster that operate eight hours a
week cost a total of $123,000, an average
of $41,000 per site. The site profiled for
this book serves between 400 and 600
students a year.

* The Multnomah County Health
Department, located in an urban setting,
operated seven full-time school-based
health centers and paid for the first six
months of three new elementary- and

10 Certain restrictions apply to all Elementary and Secondary Education Act funds, including Title XI funds. For example, the
prohibitions of Sections 14511 (se previous footnote) apply to Title XI funds.
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middle-school clinics for $2.2 million—
an average cost per center of $261,400.
The entire program serves more than
4,000 students; the site profiled for this
book serves slightly more than 600 a year.

These costs are consistent with other stud-
ies that estimate that a typical budget for a full-
time, school-based health center is $150,000, not
including in-kind contributions.'’ Again, these
numbers will vary with the size of the target pop-
ulation, breadth of services, and actual number of
students served.

Typical Funding Combinations and Cost-
Sharing Strategies

Funds to support the planning, implementa-
tion, and operation of school-linked and school-
based health services come from both schools
and health centers. Typically, the school system
provides space or a facility for the health linkage,
janitorial services, and utilities. The school also
contributes staff time (e.g., school nurse, coun-
selor, principal) for planning and for coordina-
tion between the school and the health program.
The health care provider covers salaries for addi-
tional health staff (e.g., nurse practitioners,
physicians, dentists, etc.), medical materials, and
lab services. In addition, the health centers usu-
ally are responsible for billing Medicaid and pri-
vate insurers for reimbursement. Staff salaries
comprise the bulk of the costs, so the staffing
mix required to deliver the desired set of services
drives the ultimate size of the budget.

Just as schools and health centers share
costs, they also share revenues and other
resources. Southeast Lancaster Health Services,
for example, shares with the school district half
of all revenue that the health center receives as a
result of services to students at the school clinic,
in exchange for use of school facilities. The

UBrellochs and Fothergill (1995)
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health center bills the school system (which
administers the federal grant for the clinic) for
staffing costs. (Staffing costs cannot exceed the
grant amount, and no funds for the clinic come
out of the school system’s budget). At another
site, a principal says his school benefits from
access to office equipment that the school does
not own—such as a fax machine—in the health
program coordinator’s office.

Typical sources of funding for school-
health programs in the sample include:"

* Federal grants (usually Public Health
Service Act sections 329, 330, or 340)

« State block grants, especially for maternal
and child health

« Other special state grants (e.g., Florida’s
Full Service Schools grants)

* Local government funds

 Grants from national or local foundations
or from local hospitals

» Medicaid reimbursement (primarily
EPSDT)

Very few school health programs charge a
fee for services, although two sites in the sample
charged sliding fees based on family poverty
level and the number of family members. Two
sites draw from locally generated funds estab-
lished to raise money for children’s services.
Fort Pierce has a local tax dedicated specifically
to raising funds for children’s services;
Multnomah County draws the bulk of its support
from the county general fund.

12For 1ocal or regional contacts for funding information, see Appendix C.
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As is true for any program, reliance on a single
funding source is risky but hard to avoid, at least
initially. Most sites draw from a single core
source of funds and secure additional grants to
support planning activities and specific services.
For example:

* Clinica Adelante combines federal grants
with a grant from a local foundation to
pay for services and uses state Health

- Start funds to support a community out
reach nurse—whose services are particu-
larly important in this rural community,
where migrant farm workers are often
unfamiliar with and suspicious of public
services

* Southeast Lancaster balances federal and
state block grants (approximately 53
percent of the annual budget) with reim-
bursements from medical assistance (47
percent) to fund two school-based centers

* Valley Wide’s school linkage receives 90
percent of its funding from federal grants
and 10 percent from a state block grant

* Multnomah County’s school-based health
centers receive approximately 70 percent
of their budget from county funds

» Konawa’s school-linked mobile van was
initially funded by a three-year, federal
rural outreach start-up grant. Since the
grant expired, the mobile van has been
funded by patient revenue

* Fort Pierce’s family service center
receives approximately one-third of its
funding from a state Full Service Schools
grant. Staff and consumable supplies are
funded by each agency co-located at the
center; the grant helps defer the cost of
maintaining the building, setup expenses,
and the salary of the coordinator.

Some funding streams come with restric-
tions that affect a health program’s design. In the
Portland program’s early years, for example, state
funding for school-based clinics was available
but the state was wary of controversy surround-
ing family planning and discouraged programs
that would provide these services. Since family
planning services comprised a major part of the
Multnomah County Health Department’s plan,
this site sought funding from the county instead.
In Konawa, funding from the Healthy People
2000 program requires that the health center
focus on preventive care. Funding for the mobile
van, which provides acute care, had to come from
somewhere else. At Clinica Adelante, schools
are not allowed to dedicate education funds to the
linkage because the community believes that aca-
demic and social service roles should be separate.
Medicaid reimbursements raise confidentiality
problems at all sites because statements that
reveal private information go to students’ homes.

To meet their budgetary requirements, sites
in the sample relied heavily on short-term or
start-up grant funding and usually received the
majority of their funding from a single source—
conditions that leave them continually seeking
new funding sources and threaten their long-term
viability. The ability to obtain reimbursement
from Medicaid, private insurers, and managed
care organizations is crucial to long-term financ-
ing and is discussed in Chapter 3.

Other Funding Sources to Explore

The additional federal funding opportunities
outlined below are important sources for school-
linked programs to explore, although they were
not used by sites in the sample. Some funds are
administered through federal and state health
agencies, others through the educational system,
and a few by other human services agencies such
as the Departments of Justice and Housing and
Urban Development.
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Federal health programs. The federal
Maternal and Child Health Block Grant (Title V
of the Public Health Services Act) is a common
source of funds for school-based and school-
linked health services. Title V funds are distrib-
uted as block grants to states, which are then
responsible for awarding grants to local health
departments and/or other maternal and child
health agencies. Services provided under Title V
include perinatal care and preventive and primary
care for pregnant women, children, and adolescents.

In addition to funding community and
migrant health centers, the Health Resources and
Services Administration’s Bureau of Primary
Health Care also funds a variety of other pro-
grams for special populations. The programs
most directly relevant to school-based and
school-linked health services include:

» The Comprehensive Perinatal Care
Program to improve pregnancy outcomes
and health status of mothers and infants
in neighborhoods served by C/MHCs

* The Healthy Schools, Healthy
Communities Program to support
school-based health programs for high
risk students

* The Health Care for the Homeless
Program, funded by the Stewart B.
McKinney Homeless Assistance Act of
1987, to improve access to health care
and substance abuse treatment for
homeless individuals and families. The
Outreach and Primary Health Services
for Homeless Children Program, added
to the McKinney Act in 1990, awards
grants for comprehensive primary health
care programs for homeless or near
homeless children.
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* The Public Housing Primary Care
Program, which supports health centers
located at or near public housing
developments

Other federal human services initiatives.
Several other federal agencies sponsor programs
that meet the goals of school-linked and school-
based services initiatives. Planners should
explore these sources and the status of existing
programs in their communities funded under
these initiatives:

* PACT (Pulling America’s Cities
Together), is a pilot program currently
funded by the Department of Justice in
five cities. It is a locally planned and
operated initiative that brings together the
strengths and resources of these commu-
nities to meet local needs, including edu-
cational and health needs.

* The Family Preservation and Support
Program is funded by the U.S.
Department of Health and Human
Services and supports state efforts to
improve the well-being of vulnerable
children and their families, particularly
those experiencing or at risk of abuse and
neglect. States are encouraged to use this
program as a catalyst for establishing a
continuum of coordinated, integrated,
culturally relevant, and family-focused
services. Services range from preventive
efforts to strengthen families by providing
crucial support to services for families in
serious crisis or at risk of having children
removed from the home.

» The Violent Crime Control and Law
Enforcement Act of 1994 contains
funding for efforts to prevent crime and
violence among children and youth and in
communities. The Ounce of Prevention
Council, established by the Act,
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coordinates crime prevention programs,
including many oriented toward youth.
The Community Schools provision,
administered by the Department of Health
and Human Services, provides funding
for supervised after-school, weekend, and
summer programs. The Family and
Communities Endeavor Schools (FACES)
program, administered by the Department
of Education, supports in-school and
after-school activities.

The Empowerment Zone/Enterprise
Community Initiative, administered by
the Departments of Housing and Urban
Development and Agriculture, creates
community development compacts

between the federal government and
communities and state and local govern-
ments. Each compact includes a compre-
hensive, strategic plan for change, with
performance-based benchmarks. Nine
communities have been designated
Empowerment Zones; six urban zones
were awarded $100 million each, and
three rural zones $40 million. Two urban
areas were designated Supplemental
Empowerment Zones (one for $125
million and one for $90 million). Ninety-
one communities were designated
Enterprise Communities and awarded $3
million. Four communities received
Enhanced Enterprise Community awards
of $25 million each.
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&@Eldget Checklist

Major budget items to consider: Estimated Cost/Amount:

Planning
Community needs assessments

Focus groups

Public opinion polling

Staff time

Printing costs

Child care costs for staff

Development
Building/modifying space
for services if necessary

Exam rooms

Bathrooms

Offices

Obtaining equipment
(medical and administrative)

Operation
Janitorial services

Transportation services

Utilities

Telephones and Fax machines

Supplies/materials

Linked computer systems
for information management

Staff salaries

Sources of Funds
Foundations

Potential funding sources:

Local government

State grants

Federal grants

School district

Local service clubs

Local businesses

Private insurers/health maintenance organizations

Medicaid
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\<S;21mple Budget

The following sample list of expenditures (for the 1994 fiscal year) was provided by a free-stand-
ing, school-linked adolescent health clinic in a large, metropolitan area. In 1994, this clinic served
1,029 students at a cost of $227 per client or $53 per visit. The funding source is the city’s general
fund.

Expense Expenditure
Full-time employees 44,310
Part-time employees 127,689
Social security 12,726
Retirement contributions 4,943
Group life insurance 143
Hospitalization medical plans 3,285
Long-term disability group insurance 202
Personnel services subtotal: 193,298
Fees for professional services 21
Fees for temporary personnel services 1,566
Professional health services 5,151
Other equipment maintenance 305
Building and improvement maintenance 10,478
Photocopying 32
Printing 115
Office supplies 1,057
Food supplies 105
Housekeeping and janitorial supplies 2
Operating supplies and materials 383
Tools and shop supplies 55
Medical and laboratory supplies 10,965
Controlled operational equipment 433
Utilities - electric 1,717
Postal and messenger services 450
Telecommunications 5,463
Memberships/subscriptions/books 1,362
Conferences and registrations 660
Regional travel 383
Non-personnel expenditures subtotal: 40,703
TOTAL EXPENDITURES: $234,001
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, Staffing Configurations, Roles, and

-Issues

Staffing arrangements at sites in the sample

varied according to the programs’ size, manage-
ment structure, and comprehensiveness—ranging
from one nurse or physician assistant working
with one counselor or school nurse to a six-mem-
ber staff including a pediatrician, two nurses,
mental health counselors, and an administrative
assistant. But whatever their configuration,
sources at most sites identified similar staffing
roles and issues involving key staff positions,
hiring obstacles, necessary qualifications and
experience, relationships with school nurses,
coordination among education and health
staff, supervision systems, and professional
development needs.

Key Staff Positions and Roles

All sites have a full-time, site-based leader
who often plays multiple roles and has extensive
responsibilities for operating the program, seeing
and treating clients, and sometimes coordinating
with school staff or administrators. Our sources
emphasized that this staff person should be locat-
ed on site, either at a school-based clinic or at the
point of contact for the school linkage, during as
many hours of operation as possible in order to
maintain program consistency. This key staff
person usually is a nurse practitioner or physician
assistant who is qualified to examine students,
make diagnoses, prescribe treatment, and oversee
licensed practical nurses (LPNs) on staff. Some
sites, particularly those with comprehensive ser-
vices or extensive integration with the education
program, or those that are affiliated with larger
reform efforts or family service centers, also have
a coordinator to act as a liaison with school staff
and other care providers. This liaison usually is
also located on site but may not work full-time.

The nurse practitioners or physician assistants
work very closely with the LPNs, school nurses, or
community health nurses, who may work full-time
or part-time to provide immunizations, take

Y

E

medical histories, determine medical priorities
among students, and sometimes coordinate
appointments. At all sites, communication between
staff is constant and direct; because working quar-
ters are often tight and staff must coordinate their
efforts to meet the demand for services, staff at
most sites said they promote a team atmosphere in
which there is little or no hierarchy.

Many sites supplement core staff with
people who provide more targeted services.

For example, Clinica Adelante coordinates with

lay health workers, provided by a state-funded pre-
natal education program, who make home visits to
pregnant women and families with young children.
Several rural sites supplement their staff with
student nursing or mental health interns from

local universities or community colleges, who

are supervised by the regular nurse practitioners;
however, some sites reported difficulties with
attracting student interns, and no sites depended
on student interns as a source of staffing.

About half of the sites in the sample rotated
some or all of their staff among school or health
center sites. This strategy allows programs to reach
more clients but means that certain staff—and
therefore certain services—are not available at all
sites at all times. Schools that have a school-based
clinic for a limited number of hours each week can
solve scheduling gaps by relying on the school nurse
to see students and make referrals to the health cen-
ter when the clinic is closed.

Most programs have some mental health staff,
usually counselors provided by the school district or
an outside provider that coordinates with the health
center. However, sources at all sites said mental
health services are among their highest needs and
that most school-health linkages lack sufficient
mental health staff.

Although most sites choose staff carefully to
ensure that students feel comfortable talking to any
available staff person, certain staff positions seem
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to have special strengths. Students at a compre-
hensive, urban site prefer to see the clinic coordi-
nator first so they don’t have to discuss their
problems at the busy front desk, sources report-
ed. At another school-based clinic where health
center staff are not on site every day, clinic staff
defer to the school nurse’s judgment in making
appointments because she is more familiar with
students and their use of services.

Obstacles to Hiring Appropriate School-based
Staff

Finding appropriate medical staff—people
who have experience working with school-age
children and youth and who are willing to work
for less salary than they could command in similar
positions in private health care—can be very diffi-
cult for school-linked and school-based health pro-
grams. The location of school health programs in
extremely rural or high-crime, inner-city areas also
makes it hard to attract and maintain staff. Many
students who use the school clinics are emotional-
ly needy; working with them is draining and takes
a toll on staff. School-based health professionals
need strong negotiating skills in order to juggle the
needs of school, health provider, and school dis-
trict bureaucracies and bring the groups together.
And some health practitioners, accustomed to
working among peers or with constant supervi-
sion, or who want more exposure or recognition,
can find themselves feeling isolated at school sites.

Community and migrant health centers often
solve staffing problems, at least partially, by
staffing school health programs with practitioners
from their own centers. But locating some health
staff at the school might reduce the amount of
time they can provide services at the main clinic.
At one site, planners decided that, because they
would be serving students in two medically under-
served areas of the community, they would proba-
bly be seeing the same patients—just at a differ-
ent, more accessible site—and therefore would not
be increasing demands on staff time. In addition,
planners realized that Medicaid reimburses at the

same rate for office visits at a school and for visits
to a health center—so they did not expect their
income to be affected.

Issues in rural areas. School-linked health
programs in rural areas may have an especially
hard time attracting staff. Konawa, Oklahoma, for
example, tried several strategies to locate staff for
a school-linked program. Local business owners
first attracted a physician to the area in 1964, by
forming a non-profit organization that provided
loans to a medical student. After graduating, the
new doctor practiced in Konawa for five years,
working at a clinic built by the local utility compa-
ny. When the doctor moved to another community
to open his own practice, Konawa replaced him
with a succession of phusicians, each of whom
stayed for only one or two years. At times, the
clinic had to operate without a medical director or
with only part-time services. Konawa’s communi-
ty health center opened in 1984; physicians hired
by the health center, most of whom are identified
through the federal medical school loan repayment
program, continue to move on about every two
years. Administrators trace the frequent turnover
to two factors: (1) serving such a large population
produces burnout, and (2) many physicians can
earn more by starting their own practices
(although in recent years the clinic’s salaries have
become more competitive.)

Other rural programs that establish satellite
clinics find it hard to satisfy health care practi-
tioners who find their experience and peer inter-
action limited at the school sites. Clinica
Adelante’s main clinic, located more than an hour
away from its satellite, must balance providing
adequate support and monitoring with allowing
clinic staff the freedom to tailor their services
and strategies to community needs. The nurse
practitioner at the satellite clinic assumes certain
administrative functions by default, and must jug-
gle this role with a busy medical practice. To
mitigate potential staff problems in this setting,
Clinica Adelante’s program director has learned
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to screen job candidates carefully for the ability
and desire to be flexible, adaptive, politically
astute, and entrepreneurial. In addition, the
nurse practitioner spends one day a month at
the main health center to maintain her skills,

an arrangement she insisted upon as a condition
of working in Queen Creek full time. Tensions
between the main health center and the satellite
clinic linger, however, and to some extent are
inevitable as the satellites receive pressure to
become self-supporting.

Screening out unrealistic expectations.
Programs that have the backing of a large infra-
structure—such as the Multnomah County Health
Department’s school-based clinics—find they
have the greatest success finding compatible
school-health staff when they select people from
within their own organization. This isn’t a fail-
safe strategy, however. A health department
administrator says that although many health pro-
fessionals want to transfer into the school clinic
program because they expect to find more auton-
omy, they don’t realize that they will encounter
some bureaucracy at the school level. “I’ve had
[staff] say, why can’t we dispense [birth control
pills] on-site—we’re a county program,” the
administrator said. “They have to realize we’re
really guests.” For this reason, some planners
suggest observing job candidates working in a
school clinic setting before hiring. This way, job
candidates are exposed to the real experiences
they will encounter in the schools, and program
leaders can make sure the candidate doesn’t have
an idealized vision of the job.

The Impact of Staff Qualifications and
Previous Experience

Because schools are significantly different
institutions than health centers, and because stu-

dents may need a different combination of service

strategies than other health care clients, school-
health programs place a premium on staff who
are comfortable working with children or adoles-

cents and experienced in working with school-age
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clients. With few exceptions, all of the staff at
sites in the sample had backgrounds in pediatric
or adolescent health care. The physician assis-
tants, nurse practitioners, and LPNs at these
sites had degrees in pediatric and adolescent
health or specializations in primary care,
prenatal care, pediatric mental health, family
planning, or family nursing.

School-linked health staff who like to work
with students often integrate their health promo-
tion efforts with education in ways that benefit
both sides. For example, the physician assistant
at a rural site serves on the local school board,
which gives her credibility with educators and
access to both education and health perspectives.
The nurse practitioner at another rural site dou-
bles as a coach for the school’s soccer team,
which increases her contact with students, fami-
lies, and school staff. Hiring staff who are com-
fortable having contact with schools and students
helps make a school-health program more
appealing to students; staff have to be extra-
responsive to students’ inquiries in order to gain
their trust. “We still get lots of phone calls from
kids who graduated years ago who feel we’re the
only person they can ask a question of,” says one
school-based clinic nurse.

Orienting New Staff

Even staff with appropriate experience face
an adjustment when they first begin working in
schools. Some of the longer-running sites in the
sample solved this problem by providing orienta-
tion to all new staff. Orientation topics and
resources in Portland included the following:
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Topic

Resource Materials

Overview of school-based health clinics
* history, philosophy, mission, goals, objectives
* self-managed work team concepts
* organizational chart
* meeting schedule
* supervisory structure
» staffing, staff evaluations

Article on school-based health clinics
Annual report for health clinics

Written mission, goals, objectives
Workbook for self-managed work teams
Policy and procedure notebook

Team job descriptions

Health center and school district calendars

School site orientation

* meet principal and key school personnel: health
teachers, school counselor, secretaries,
administrators

* review school policies, procedures, faculty meeting
schedule

* tour facility

* overview of school organizations: PTA, site
council, school interdisciplinary team, community
schools program, other special programs in schools

* overview of English as a Second Language
(ESL)/special ed./alternative programs

School policy and procedure manual
Meetings and observation time at school,;
may include lunch or bus duty, classroom
observation, sitting with school secretary,
or participating in faculty and
interdisciplinary team meetings

Off-campus orientation

* Visit other school-based clinics, local family or
community resource centers, local primary care
health center, other youth-serving organizations

Working with school personnel

Written agreement between clinics,
school staff
Set up process for resolving problems

School-based clinic facility and operations
* equipment/supplies, including phones, keys, etc.
* hours of operation
* pharmacy arrangements, laboratory

referrals outside school-based clinic

* insurance billing

* consent/confidentiality

reproductive issues

Medical records and data collection
* medical record forms and codes, brochures,
consent process, insurance, health/social histories

Sample chart with all appropriate forms

Grant requirements, goals, and objectives
* reporting, data system, advisory board
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Additional Tips from the Field

e Screen staff carefully to find people who can deal with autonomy; show
flexibility; and have management, political, and entrepreneurial skills as well
as clinical skills.

o Make sure your program has strong leadership that can keep a network of
community resources together and functioning as a team. '

_/
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Coordinating Health Staff with School Nurses

Coordination with the school nurse, if one
exists, is essential to building support among
school staff and administrators and averting turf
problems. “She is the gatekeeper in the school
system,” explained one health center director;
“the school nurse can make or break this pro-
gram.” At most sites in the sample that had both
school-based clinics and school nurses, the nurs-
es had daily contact with the clinics either by
phone or in person, and in some cases were locat-
ed within the clinic. A typical strategy for pro-
moting coordination was to make the school
nurse the students’ first contact with the clinic so
she could assess medical priorities among stu-
dents and make or accept referrals to and from
the clinic.

Coordinating referrals. At school-linked
sites, coordination with the school nurse is espe-
cially important if she or he is responsible for
referrals to the health center. At Clinica Adelante
in Arizona, for example, the school district nurse,
the high school principal, and the clinic’s nurse
practitioner work particularly closely. School
staff usually refer students first to the school
nurse and depend on her to make referrals to the
clinic. The school nurse follows up to ensure that
students get to the clinic—but whether services
such as immunizations are provided solely by the
school nurse on school grounds, by clinic staff on
school grounds, or at an off-site clinic depends
on the child’s needs and the capacity of the
school nurse.

Careful coordination between a health cen-
ter’s care providers and school nurses can solve
or avert problems that would otherwise derail a
school-health linkage; poor coordination can be
disastrous. At one urban site in the sample, turf
issues arose between public health staff and a
school nurse when the health staff first began
providing comprehensive, school-based services
to high school students without consulting school
nurses, and the school nurse worried that her role

would diminish. The site solved the problem
by establishing a process for referrals between
the health care providers and by arranging for
the school nurse to examine some patients in
the new clinic.

Defining separate roles. Coordination
between health center staff and school nurses
improves when the two parties make an effort to
establish separate roles for each other, instead of
competing to serve the same patients. For exam-
ple, an urban site that experienced turf problems
arranged to have the school nurse serve walk-in
clients, provide case management of chronic
physical problems, and assess medical priorities
among students for the health center while the
school-based clinic provides long-term, appoint-
ment-oriented health care, medication adminis-
tered on-site, and prescriptions. The region’s
director of school health services compares the
school nurse’s office under this setup to an emer-
gency clinic, while the school-based clinic oper-
ates like a doctor’s office. At this site, the nurse
refers one-third to one-fourth of the students she
sees every day to the clinic. This system has
worked to the benefit of students as well as staff.
For example, the school nurse diagnosed a chron-
ic ear infection in a special education student
with poor communication skills but was not
allowed to prescribe antibiotics under district reg-
ulations. The nurse referred the student to the
clinic, where staff prescribed medication and
referred the student for surgery on a perforated
ear drum. This site facilitates interaction
between the school nurse and clinic staff through
special referral forms. When the school nurse
wants to refer a student to the clinic, she fills out
a one-page form that gives preliminary medical
and parental consent information, allows the
school nurse and clinic staff to share information,
and includes space for feedback from the clinic
to the school nurse on any diagnosis, treatment,
or followup plans. (See Appendix B for sample
referral forms.)
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Addressing school nurses’ concerns. Even
with a carefully designed coordination system,
integrating the efforts of school-health programs
with school nurse programs requires frequent
attention. The main issues are (1) concern that
clinic staff will take on all of school nurses’
responsibilities and roles in the schools and 2)
confusion among students and teachers over the
difference between clinic and school nurse roles.
One site in the sample painstakingly worked out
compromises between school nurses and clinic
staff at high schools, only to have the same con-
cerns about the loss of school nurse responsibili-
ties resurface many years later when the school-
based health program expanded to middle and
elementary schools.

Concerns became so great at one site that
school nurses filed a grievance against the public
school system, accusing the district of subcon-
tracting services that could be provided by the
school nurses. The nurses feared that their role
would be phased out if the cash-strapped school
system could get community clinics to pay for
health services. They were also worried that the
clinic staff covered by the community health cen-
ter’s liability insurance were legally able to pro-
vide more comprehensive services. However, a
judge ruled that the health center nurses provided
different, nonduplicated services; nurses from
both institution have subsequently worked to
improve their relationship by creating joint
projects, such as a school health fair.

Coordinating School and Health Staff

No matter how similar their goals may be at
times, schools and health centers operate in dif-
ferent cultures, with different practices. This can
create frustration on both sides. Health centers
are businesses; schools are not. Schools want
clinics to supplement education but not to inter-
fere with it, while health professionals protest
that schools are accustomed to operating without
specific productivity standards or accountability.
Health staff, on the other hand, have a hard time
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understanding the intense political environment
of the typical school system, where principals
and other administrators can be transferred if
their activities displease parents, the community,
or the school system.

Designing a health program that coordi-
nates school and health staff effectively, on a
daily basis, depends to some extent on the per-
sonalities and inclinations of the people involved.
At times, sources described principals, health
educators, classroom teachers, district adminis-
trators, and school board members as most sup-
portive of coordination with health services. At
other times, people in these same positions were
labeled least supportive. In all cases, however,
sources emphasized that the principal’s support is
essential to establishing strong coordination
because of the central role a principal plays with-
in the school. “Principals are kings and queens
in their fiefdoms,” said a health administrator
who planned one school-health linkage,
«__whereas clinics don’t have as much power to
decide what they want to do.”

Good coordination doesn’t just happen. It
requires good communication; a willingness to
interact to solve problems; shared goals among
clinic staff, teachers, and school administrators;
and, sometimes, protocols for dealing with
touchy issues. These factors may not come into
play every day—but when issues arise that test
links between a school and health center, they
can’t be avoided.

Establishing mutual understanding.
Designing a school-health linkage that has good
coordination between school and health staff
means placing an emphasis on strategies that
establish rapport between staff members.
Coordination of efforts doesn’t always come nat-
urally and may make some staff uncomfortable.
“Schools are just like a foreign country [to health
care providers],” says a health program adminis-
trator. “When you get mutual understanding,
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The Impact of Good Coordination Between School
and Health Staff

In one urban site where clinic staff maintain close con-
tact with school administrators, health providers at a
school-based clinic faced a dilemma when a student
who had been receiving care was expelled from school
and thus lost his only access to health care. By commu-
nicating this concern to the principal and establishing
that both educators and health providers had the stu-
dent’s best interests in mind, clinic staff were able to
coordinate short-term medical treatment for the student
until a new source could be found.

The impact of coordination on this student’s life is obvi-
ous—but the coordination also benefits the health pro-
gram. Because of these and other coordinated efforts,
staff at that school are forming a more active partnership
with the clinic and no longer view it as an outside entity
that is simply co-located in the school. Teachers now
view the clinic’s services as a way to broaden the impact
of classroom discussions on social issues such as AIDS
or teen pregnancy.

things like space and policies about who can be
out of class when, and all those issues, begin to
fall into place. It doesn’t mean they go away, but
at least you have a common goal.”

To reach mutual understanding, leaders on
both sides must believe that an integrated social
services/health program fits logically into the
educational scheme. Teachers at most sites
reported some resistance to school-linked health
services among some of their peers, especially
when students must miss class time in order to
visit the clinic. Although all clinics try to sched-
ule as many appointments as possible before or
after school or during non-academic periods,
because of the high number of students needing
services this is not always possible—especially
for students who need to visit the clinic repeatedly
(e.g., for mental health counseling).

Clinic staff often take the initiative for
developing support among teachers and school
staff. In Portland, clinic staff found supporters
among physical education teachers—many of
whom had been in place a long time and quickly
“adopted” the new clinic staff—and coaches,

Teachers and Clinic Staff Must Share Realistic
Expectations for a School-linked Program

Teachers at one site, impressed by the success of their
school-based health center, expected that they could
send difficult children to the center’s physician to be
“fixed” through prescriptions for Ritalin or other behav-
ior-modifying medications—despite the fact that the
children’s problems were not always caused by medical
disorders. The clinic’s site coordinator and the principal
addressed the problem by increasing communication
between teachers and clinic staff so the health practition-
ers could hear teachers’ concerns about student behavior
and teachers couid build their knowledge about appro-
priate medical treatments. Clinic staff were invited to
eat lunch in the school cafeteria and use the teacher’s
lounge for breaks to increase informal interaction;
teachers whose students receive medical services were
encouraged to meet weekly with clinic staff to discuss
progress and setbacks.

In one case, school staff referred a student to the school-
based health center, hoping that he would receive Ritalin
to control his behavior. The child’s mother resisted the
school’s diagnosis, and the clinic’s physician agreed that
Ritalin was unnecessary in this case; mental health
counselors said the child was depressed and prescribed
antidepressants. When the child returned to school but
continued to misbehave, school staff assumed that the
mother had not foliowed their recommendations. The
mother, confused and frustrated, asked clinic staff to
meet with school staff to explain the child’s diagnosis,
treatment plan, and prognosis. Now, each party has sim-
ilar expectations and the child’s behavior is improving.

who were eager to set up appointments for sports
physicals. Teachers, who were well aware that many
students lived in poverty and had limited access to
health care, also were quick to support the clinic.
Clinic staff cultivated school support by maintaining
high visibility: walking around the halls, eating in
the cafeteria with students, attending afterschool
sports events, making classroom presentations, and
helping teachers with their health curricula or spe-
cial concerns. To show their involvement with the
whole school, clinic staff wore the school colors on
game days, attended assemblies, and held raffles to
encourage students to sign up for basic services.
These activities also raised awareness about the ser-
vices available at the clinics. At the same time, clin-
ic staff made a point of showing their respect for
other teachers by not letting students loiter in the
clinic when they were supposed to be in class.
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An Example of Close Coordination Among
School and Clinic Staff

Although it has no formal structure, the relationship
between school and clinic staff at Clinica Adelante is so
close that when the clinic was asked to make a presenta-
tion at a state conference on school-linked services, the
nurse practitioner and community health nurse shared
the platform with the high school principal, school
nurse, and district superintendent, who all contributed to
the discussion.

The school nurse, who serves three schools in the dis-
trict, approached clinic staff soon after she was hired to
establish a relationship; recently, she arranged to main-
tain her own supply of vaccines and administer them at
the schools to relieve the clinic of some of its immuniza-
tion workload. The high school principal, who is also
the director of the family resource center, coordinates
with clinic staff and makes many referrals to the clinic.
The high school counselor coordinates her services with
the clinic’s psychiatric nurse practitioner intern.

The high school principal and counselor recognized the
critical role of teachers as the adults most likely to iden-
tify students’ needs and link them to the health center.
To assist teachers in this role, the principal and coun-
selor established and trained teams of teachers and other
school staff to identify and address the needs of students
at risk of school failure. Participants receive three days
of training that focuses on (1) general knowledge about
risk factors, (2) approaching students about sensitive
issues, (3) making referrals, and (4) facilitating counsel-
ing sessions. These staff members now intervene
throughout the school to help students with personal and
family problems that affect school attendance and per-
formance. (Clinic personnel were not involved in this
training.)

Compromises support coordination on
both sides. Good coordination requires a willing-
ness to compromise so that both the education
and health programs can be as strong as possible.
For example, an urban school developed a pass
system to address teachers’ concerns that students
would use the health center to get out of class
unnecessarily. Every student receives a pass that
allows him or her to leave class four times per
quarter to visit the nurse, clinic, restroom, or a
locker. Unfortunately, the limited number of vis-
its allowed makes it hard to schedule repeated
visits for chronic health needs. The problem is
aggravated at this and other sites by the fact that
the students who most need health services are

%

often the ones who are farthest behind academi-
cally, so teachers are understandably reluctant to
release them to attend other programs. Now, stu-
dents who make appointments at the health clinic
also receive a slip that verifies the appointment.
The day before the appointment, the clinic noti-
fies the teacher of the class during which each
visit will occur. When the student must leave for
the appointment, he or she gives the slip to the
teacher. This system has been so successful that
some teachers who receive notification of future
appointments now call the clinic to tell staff
when the student in question is suspended or
absent. At another site, where a clinic sets up
once a week in the closet and hallway of a store-
front alternative school, teachers compromise by
showing instructional films during clinic hours to
minimize disruptions.

Program designers must realize that school
staff sometimes have good reasons for resisting
coordination with health services, however. For
example, in an effort to save the schools money,
one rural clinic’s medical director suggested that
his staff teach teachers how to check students for
lice so they wouldn’t have to contact nurses for
this service. But schools were concerned that
parents would be angry with teachers for finding
lice in their children’s hair, and declined.

Scheduling barriers can limit opportuni-
ties for coordination. Scheduling often poses a
barrier to school-clinic coordination because
schools and clinics operate at different times. It
may be hard to bring teachers, administrators,
and clinic staff together for meetings—and,
although the neediest students often arrive at
school long before the school day starts and want
to see clinic staff, custodians may not arrive early
to open the school. Schools that use block
scheduling to increase learning time encounter
barriers, too; teachers at one site asked the clinic
not to interrupt their 90-minute blocks with
phone calls except during the first or last five
minutes of each class period—making it difficult
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Additional Tips from the Field

* Attitude is important if you want to gain acceptance from a school. “You
can’t go in with the attitude that you know all the answers; school nurses have
often been doing their job for a long time and they know a lot,” said a clinic
physician. “I defer to [her] knowledge about the students in terms of which
ones are [frequently ill]. She knows which teachers hardly ever send students
down, and which ones send them at the drop of a hat.... [You] need the
attitude that we're going to work as a team.”

* Emphasize communication among service providers and school administra-
tors and staff. Develop trust and cooperation so the groups focus on the
families they serve, rather than on the various agencies. Make sure that
each player has a realistic understanding of what a school-linked health
facility can do.

* Realize that when schools deal with outside agencies, they may also take on
the agencies’ internal struggles. Understanding the pressures on clinic staff
helps coordinating efforts on a daily basis. J

for clinic staff to contact students and teachers.
“It helps to know in advance that the clinic’s

periodically and are available for telephone
consultations if needed. These supervisors

hours may be different from the school’s so you
can negotiate in advance who will have keys or
access to what [space],” and so clinic staff can
set up systems for locking up appointment
books and medical files so they aren’t accessi-
ble to cleaning crews, one planner said.

Staff Supervision Systems

School-based health programs in the
sample had a great deal of autonomy over
daily practices, with supervision provided by
off-site physicians or medical directors based
at the community or migrant health centers
who review clinic staff’s notes and diagnoses

usually receive weekly reports from the clinic
staff or visit the site weekly or monthly. Staff
at school-linked programs may be supervised
by physicians on site if the services occur at

a community or family center, or by periodic
oversight similar to that of school-based clinics
if the program uses a mobile van. In all cases,
supervisors showed high levels of trust for the
work done by front-line practitioners, who were
free to perform as many services as they were
qualified and certified to conduct—and with
physicians formally signing off on procedures
only when required for Medicaid reimburse-
ment. This level of trust is important for
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school-health linkages because it enables
them to operate with small staffs. maintain
close working relationships, and provide
many services efficiently.

Physicians who supervise the heaith staff in
school-health programs do not usually extend their
oversight to school nurses, but sources did not con-
sider this a problem because the nurses, when avail-
able, were integrated into the schooi-health linkage
and communication among nurses and other staff
members kept all players well informed of the oth-
ers’ activities. However, we did find instances in
which school and health administrators disagreed
over which entity should have direct oversight of the
program and staff. The disagreements usually were
caused by personality conflicts rather than by faulty
supervisory systems. For example, a principal
whose school has an on-site health clinic wanted
full control over the clinic’s operations and staff
because he saw it as a part of “his” school—but
the health center that operates the clinic has a
contract with the school system that grants it
autonomous control over the clinic and services.
Unfortunately, clinic staff, who are accountable
only to the health center, sometimes feel trapped
between the school and the health center.

Programs that involve services at several sites
find it useful to combine supervisory activities to
streamline their efforts and to provide cohesion
among sites. In Portland, where the county heaith
department operates clinics in seven high schools, a
lead nurse practitioner from the health department
visits all clinics regularly to evaluate staff. In addi-
tion, the on-site coordinator (also a community
health nurse) at each site visits other clinics to
observe their activities and help solve problems.

Professional Development

Front-line clinic staff view professional devel-
opment as extremely important in order to help staff
maintain the medical skills they typically don’t use at
a school site and learn how to address needs that
arise in the student population but are not part of

}
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standard health care training. Most programs we
studied offered some form of professional develop-
ment. usually through the health center rather than
the school district. Typically, clinic staff can and do
attend local or regional training seminars or forums.

Affiliation with County Health Organizations
Increases a School-based Program’s
Access to Funds for Professional Development

In Portland, where the school-based clinics are operated
by the county health department, clinic staff participate
in monthly peer forums, attend nursing forums on such
topics as domestic violence, and attend lectures on top-
ics such as developing self-directed work teams. Nurses
in these programs also have attended forums on adoles-
cent reproductive health care, delivered by other county
health departments or organizations, and nurse practi-
tioners have attended training on sports injuries or diag-
nosing mental illness. Two or three times a month, all
clinic staff meet for several hours to address organiza-
tional issues identified by the county or ones they have
mutually chosen. They may discuss ways to implement
consensus decisionmaking or evaluate quality improve-
ment activities to see how effectively staff are providing
family planning or monitoring immunizations. Recently,
staff at one school-based health center decided to con-
duct a survey so students could grade the clinic’s health
education and services.

Although professional development activi-
ties should target the concerns of both health
professionals and educators, professional devel-
opment on health issues is typically far more
limited for educators and school staff—even
though sources agreed that teachers are better
prepared to participate in and contribute to heaith
linkages if they understand medical issues, treat-
ments, and roles. In the sample used for this
book, most professional development for educa-
tors occurred very informally when clinic staff
sought opportunities—at school events, facuity
meetings, assemblies, or during lunch periods—
to build relationships with school staff, answer
questions, and build understanding about specific
issues (e.g., the use of Ritalin). Given the chal-
lenge for both health and education professionals
in understanding each other’s language and
practices, mutual professional development
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opportunities would benefit collaborators on both
sides of the linkage.

Establishing an Organizational and
Management Structure: Key Roles and
Oversight Groups

The structure and composition of a manage-
ment group often looks different from that of a
planning group. At the very least, the roles of
participants are likely to change from building
support and designing a program to maintaining
support and handling ongoing management.
Establishing a productive group means defining
roles for key collaborators—including staff as
well as entities such as school districts—and
striking a balance between on-site autonomy and
accountability to the collaborating institutions.

Informal Organizational Structures

Most sites relied on close-knit but informal
organizational structures that combined hands-on,
site-based management with regular oversight.
This gave the programs autonomy while main-
taining coordination between the schools and
health providers.

Most sources say the informal structure
helps give a program breathing room, but the
reliance on ad hoc communication has its
drawbacks; one district administrator noted
that it would be easier to build support for the
effort if there was a mechanism to keep top
administrators more informed about the program.

The sites in our small sample generally did
not make formal connections with broader educa-
tion reforms, although principals and teachers
noted that the goals of many education programs
and of health linkages—addressing the needs of
high-poverty, disadvantaged children in order to
improve their ability to learn—often are the
same. A possible exception is the Bridges to
Success (BTS) program in Indianapolis which, as
explained elsewhere, is part of a broader effort to
integrate education and human service delivery

An Informal Organizational Structure

The urban, school-based program operated by Southeast
Lancaster Health Services in Lancaster, Pennsylvania,
illustrates a typical arrangement that involves school
district staff (the coordinators of pupil services and
health services and the business director), principals,
school nurses, the health center’s medical director, the
clinic physician, and physician assistants. The medical
director oversees the program at schools and supervises
the physician and physician assistant, while the center’s
executive director handles billing, contract negotiations,
and longterm decision making. Although the school dis-
trict reviews accountability data, the relationship
between the school-health linkage and the school district
is mostly informal. Periodically, the school district con-
venes a meeting of all people interested in school health
care to discuss relevant issues. A recent meeting
focused on the county’s decision to shift to mandatory
managed care and how it will affect services for students
whose primary care physicians are not at the school-
based clinic. Other meetings have addressed enrollment
or billing issues.

The informal structure at Lancaster builds on relation-
ships among key players that predate the school-health
linkage. The health center’s executive director had
worked extensively with the assistant superintendent of
schools on other projects and is a friend of the grant
director; the assistant superintendent of schools grew up
in the area and understands the need for school-health
linkages; and the health center’s head nurse—a 20-year
veteran—had worked with every school nurse in town
and was respected for her administrative and clinical

skills.

to serve at-risk children and families. At this
site, each school involved in the collaboration has
a site team composed of parents, teachers, school
administrators, health and social workers, com-
munity members, and students. The team pro-
vides a mechanism for linking health and educa-
tion reforms by identifying academic, medical,
and other needs and providing guidance in
addressing them.

Informal organizational relationships
between school-health linkages and school dis-
tricts often reflect deep-seated views on the prop-
er role of education and health providers that can
have an extensive and lasting impact on school
health programs. For example:
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At Clinica Adelante in Queen Creek, Arizona, the
school-based clinic and the school district are financed
entirely separately and have separate governing boards.
The school board does not have authority over clinic
activities, although it can establish guidelines for health
education and services provided directly on school
grounds. Board members and administrators of Clinica
Adelante have not made any formal arrangements with
the school district other than to lease the clinic’s office
space. Lacking formal organizational ties, the school-
health linkages function primarily because of individual
relationships and a shared commitment among school
and clinic staff to the healthy development and learning
readiness of children.

This institutional separation is based on a strong com-
munity belief that schools should provide only educa-
tion, and health and welfare agencies should provide
social and health services. Residents and parents are
particularly concerned that schools avoid issues related
to sexuality. This view extends to the activities and poli-
cies of the school board and town council; as a result, an
AIDS education program was implemented in Queen
Creek only because it was mandated by the state, and it
was tightly scripted by the school board.

Formal Organizational Structures

More formal structures are useful when pro-
grams grow larger and more comprehensive. The
fact remains, however, that school-health pro-
grams are hybrids, and each contributor wants a
say in the program’s design and management.
Programs that try to link many contributors. may
be able to provide an enviable smorgasbord of
services, but they may also struggle with coordi-
nating oversight of these services. Even with for-
mal organizational structures, it isn’t €asy to
coordinate management between the separate
entities involved in a school-health linkage—or
even within each of these entities.

Organizational Groups in Rural Communities
In rural communities, where collaborators
tend to know each other well and sometimes serve
several roles in the community, organizational
links between schools and health centers may be
especially close. In Konawa, Oklahoma, for
example—a community of 1,600 residents—

Formal Organizational Structures

A rural program based at a family center in Florida uses a
coordinator, hired by the school district, to oversee and
coordinate the relationship between the school and the ser-
vice agencies based at the family center. The coordinator
interacts regularly with the school’s principal, guidance
counselor, and faculty to help them understand the services
available and identify children in need of services. The
coordinator also helps service providers coordinate efforts
across agencies and make referrals to outside agencies.
Issues beyond day-to-day coordination and management at
this site are addressed jointly by the school board, officials
of the contracted service provider, center staff, school
administrators, and the site coordinator. An oversight com-~
mittee meets quarterly to direct future growth and develop-
ment and to make budget recommendations. Committee
members include principals; school board members; busi-
ness leaders; and representatives of several social service
agencies, the community college, and the public health unit.

Similarly, at a high school in Portland that has one of the
county’s seven school-based health clinics,” the clinic
coordinator meets every other week with a designated
school liaison (a vice principal) and always consults with
the principal before interacting with outside agencies.

Even Formal Organizational Structures Can’t Eliminate
All Institutional Barriers to Coordinating Services

The Logan Heights Family Health Center, which operates a
school-based clinic at an alternative school for homeless
youth in San Diego, initially had trouble coordinating the
many levels of its own bureaucracy to manage the school-
health linkage. The health center’s first attempt—a walk-in
teen clinic that predated the school project by one year—
involved staff from the center’s departments of health pro-
motion, pediatrics, and women’s clinics. The staffs did not
always agree on billing practices, the relative importance of
services, and whether the program should focus on sex-
related services. Confidentiality protocols also posed a
problem, because staff from the pediatric division had less-
stringent rules than staff with adult H[V/AIDS experience.
When the health center expanded its efforts to the school,
even more internal departments became involved.

At another urban, school-based site, medical and mental
health staff are frustrated because they feel supervisors at
their off-site corporate headquarters place unfair pressures
on the school-based staff and do not understand the issues
they face. Although the frontline medical workers have
more autonomy than some of their peers in corporate envi-
ronments, they say it is autonomy by default: “Out of sight,
out of mind” At the same time, practitioners say they are
pressured by off-site supervisors who want to increase pro-
ductivity but don’t understand that high-need patients
require more time or that the school-based clinic has less
support and fewer facilities than the main clinic.

13 Multnomah County was in the process of opening three additional school-based health centers at the middle-school and

elementary levels at the time of our site visit.
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collaborators say that the overlap among leaders
helps build a sense that everyone is working
toward the same goal. Two school board members
and four teachers sit on the health center’s board of
directors, and the vice president of the health cen-
ter board is also the director of community educa-
tion for the town’s only school. Six school admin-
istrators sit on health center policy boards; school
and clinic staff attend each other’s board meetings;
and the health center’s family nurse practitioner is
also the “physician” for the school’s football team,
creating strong ties with students.

Providing Oversight Through Advisory
Committees

Advisory committees, which often emerge
during the early stages of program planning, also
play an important role for most school-health link-
ages, especially during the design and planning
stages, by providing a structure for problem
solving and averting turf barriers.

These committees can be informal groups of
community members or collaborators involved in
other aspects of education or service provision.
For example, Southeast Lancaster’s school linkage
does not have an advisory committee—but King
Elementary School, which has one of Lancaster’s
school-based service centers, has a coordinating
council for its family center to which clinic staff
belong. This committee meets weekly to coordi-
nate services among the school, clinic, and family
center for students with special needs.

Advisory committees offer useful strategies
for changing the design of school-health linkages.
At a high school in Portland, for example, the vice
principal in charge of curriculum serves on the
school clinic’s advisory board. Recently, the
school’s health teacher (who is not part of the clin-
ic but sits on the advisory board) raised the issue
that the school does not provide health education
until the sophomore year, yet many health-risk
behaviors begin during freshman year. Clinic staff
already were concerned about this gap; together,

the health workers used the vice principal’s partici-
pation on the advisory board as an opportunity to
raise the issue and ask for a curriculum change.

Advisory committees also provide a natural
forum for attracting and mobilizing collaborators,
as the planning activities of a broad-based com-
mittee at one urban site illustrate: Members iden-
tified principals who were willing to accept a clin-
ic, located agencies that were interested in provid-
ing services, collected information on similar pro-
grams from other health centers in the state, con-
sulted with state education officials, and visited
other sites in the state. As planning progressed,
the committee broke into smaller groups to
address such issues as staffing, equipment, hours
and protocols for operations, facility design, and
budgets. The planning committee eventually
became a permanent consortium of all entities
interested in integrating services—a useful trou-
ble-shooting mechanism for the school clinics.
Now, a principal says, “When we run into a barri-
er, we kick it up to the consortium and tell them to
get rid of it.”

How One Advisory Commiittee Provides Oversight

Each of the school-based clinics in Multnomah County
(Oregon) is required to have an advisory board composed of
parents, teachers, students, and community members. Most
of Portland’s advisory groups have about 10 members and
meet quarterly, although when the program began the
groups met monthly. At first, participants had trouble
understanding whether the board should take an advisory or
a governing role; because planners lacked experience in
developing such groups, it took time to sort this out. But
the board proved useful in building support for the school-
health linkage. “The board is important because they will
advocate for you and let you know if [the clinic has} bad
images in the community,” one planner says. In addition, a
pediatrician who initially thought he would lose business
when the school clinic opened realized through his member-
ship on the board that he would actually receive referrals for
services the clinics didn’t provide—and that the clinics
would take responsibility for school-age patients who could-
n’t afford a private pediatrician. Because organizers found
that most groups work best when they have something to
respond to, program leaders now use the board to gain feed-
back on draft policies and procedures, to offer advice on the
best way to reach parents and community members, and to
solve problems as they arise.
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a(liarental Consent

%( Parental consent systems varied among
sites, but most sources agreed that consent can be
helpful or even crucial to a school-health pro-
gram’s success in treating students. One-third of
the sites in the sample require a signed parental
consent form that grants permission, either annu-
ally or permanently, for a child to receive school-
linked health services. More than one-third of
the programs require limited parental consent
(e.g., for mental health care only or for children
below a certain age). Two sites require parents to
be present when their children receive services.

A program’s choice of a consent system
is influenced by state law, school district
mandates, or a desire to improve program
operations and patient participation. A
program’s experience with parental consent
also is influenced by the extent to which
parents were involved in program planning.

Requiring Parental Presence

Programs that require parents to be present
when their children receive services usually do so
because it allows clinic staff to communicate
directly with parents or increases the clinic’s
opportunity to obtain reimbursement for services.
Fort Pierce’s Family Service Center, for example,
requires parents to accompany their children to
the clinic in the hope that parents may be able to
pay for some or all of the services; the health
center, although a non-profit organization, is not
a public health unit and must cover its costs.
Sites that use this system must have a back-up
strategy for cases in which the parent cannot or
will not come to the clinic; some sites arranged
to have principals grant emergency permission in
these instances.

Requiring Signed Consent

Typically, programs that require signed
parental permission distribute consent or “enroll-
ment” forms to parents at the beginning of the
school year or during registration. These forms

are kept at the school-based clinic or health cen-
ter and often contain a brief medical history as
well as permission for treatment. In at least one
site, the form also identifies the child’s primary
provider and preferred pharmacy. The schools
that participate in the health linkage usually have
responsibility for distributing the forms, although
responsibility for collecting them lies with the
health staff: If a student arrives at the clinic and
does not have a card on file, clinic staff call the
parents and arrange for permission. (Most sites
said that in these cases they provide health care
on a one-time basis but inform parents that they
must file the form in order for the child to
receive care again.)

Programs that require parental consent
sometimes make limited exceptions for students
who have chronic illnesses that require attention,
such as asthma or diabetes. They may also make
exceptions for emergency situations, in which a
principal usually is allowed to authorize services,
or for certain services that are exempted by state
or local law, discussed in more detail below.
Rules that govern different types of services may
vary on parental consent requirements, however,
putting clinic staff in the uncomfortable position
of choosing one policy over another. In Portland,
for example, children who are at least 15 years
old can receive health services without parental
consent—but the mental health department’s pro-
tocols require parental consent for psychotropic
or antidepressant drugs, even for children who
can legally consent to health services. School-
based clinics at this site chose to follow the more
restrictive mental health policy.

Although two sites allowed parents to grant
permission for services for as long as their chil-
dren are enrolled at the school, most sites require
parents to sign a new consent form every year.
This presented problems for at least one site,
Southeast Lancaster, which saw dramatic
changes in its consent rates—a dropoff of 200
“enrollments” in one year—despite increased
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parental satisfaction with the program. Staff say
they have had trouble getting parents to under-
stand that consent must be renewed every year.
This has had a significant impact on the program,
because the consent form also allows the clinic to
collect reimbursement from insurers. To increase
parent awareness, clinic staff attend parent con-
ferences and PTA meetings, and the school nurse
talks to parents about the clinic and sends materials
home with students.

Limited Consent

Programs that require consent for some but
not all services usually are responding to state or
local laws designed to increase children’s or ado-
lescents’ access to health care. These laws,
which may carry age limits, usually govern men-
tal health care, family planning, or the diagnosis
and treatment of sexually transmitted diseases.
For example:

* Valley Wide’s school-based program
operates under a Colorado law that does
not require parental consent for health
services except for mental health care for
children under age 15.

* Portland’s school-based clinics are
governed by an Oregon law that allows
students of any age to receive family
planning services without consent and
allows youths above age 15 to receive
STD or mental health care without
parental consent; other patients under age
14 must have a signed consent card.

* Students who use Konawa’s school-linked
mobile van do not need parental consent
for reproductive services if they declare
themselves sexually active and manage
their own birth control—although all
other services require consent.

~
\ &

Even for services that do not require parental
consent, however, school-linked medical staff say
they often encourage parents or guardians to be pre-
sent during an examination so they can follow the
exam immediately with a parent conference, reduc-
ing the potential for misunderstanding and improv-
ing the chance that parents will follow up on addi-
tional treatment. Parent involvement is not always
possible for adolescent students, who may be
estranged from their families.

joordinating Referrals and Appointment

Schedules
Referrals establish the critical links between

students and needed health services. Arrangements
for referrals—from teachers, parents, and students
to the school-health program and from the program
to other health services—determine the extent to
which the program improves students’ access to service.

Referrals to the School-Based or School-Linked
Health Program

All of the sites in the sample accept referrals
from students, parents, teachers, or school adminis-
trators. Although programs do not
always keep statistics on referrals, self-referrals and
referrals from school nurses, teachers or principals
seemed to be most common.

Designating a gatekeeper for referrals.
Most sites streamline the referral process by des-
ignating one staff person—often a school nurse—
to receive referrals, assess priorities among stu-
dents requesting services, and refer cases to the
nurse, physician, or physician assistant on duty at
the school or community health center. At
school-based sites, this gatekeeper usually also
measures the student’s height, weight, blood pres-
sure, and temperature; gathers a brief history of
the illness; and may contact the referring teacher
or parent for more information. At school-linked
sites, the gatekeeper keeps communication clear
between the school and the health center by col-
lecting referrals from teachers and conveying
them to the clinic staff in an organized way.
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Designating the school nurse as the referral
contact can smooth implementation in several
ways. First, these nurses usually know individual
students and teachers best; the nurses can use
their knowledge of clients’ use of health services
when assessing students’ medical priorities.
Second, teachers and administrators recognize
school nurses as part of the school and are likely
to approach them with concerns. Third, school
nurses often are restricted by school rules from
administering more than basic health services,
but assessing medical priorities among students
gives them a valuable role, integrates them into
the school-health linkage, and frees clinic staff to
perform other services.

Centralized referral systems can limit teach-
ers’ direct involvement with clinic staff and
reduce opportunities for coordination, however.
At one rural site, the school’s 28 teachers make
referrals to the school counselor or the principal’s
secretary, who schedules clinic appointments.
There is no formal process for letting teachers
speak directly with clinic staff. In this case,
health center staff rely heavily on the communi-
ty’s small-town atmosphere to promote informal
communication between teachers and clinic staff
that will keep both sides informed.

Encouraging self-referrals by students.
Clinic staff were unanimous in their advice for
building support among students and attracting
them to the school-health programs: (1) Treat
them with respect, (2) don’t judge their behavior,
(3) cultivate word-of-mouth referrals from stu-
dents you’ve successfully treated, and (3) spread
the word by visiting places or events where you
may find potential patients, such as classrooms
and summer sports camps. “I think [providers]
tend to have a tendency to ‘save’ people—and
first you just have to take care of the basics,” said
one nurse, explaining why school-health services
should be judgement-free. “People need to feel
safe.” Clinic staff frequently conduct classroom
presentations to try to attract students to school-

¢

based or school-linked health services. Typical
topics include sexually transmitted diseases, sex
education, and basic health care.

School-health programs seem to have
greater success attracting girls than boys.
Several sites try to attract male students by offer-
ing sports physicals, with some success. One
school-based clinic’s entire medical team accom-
panies the school’s football coach each spring
when he visits middle schools; the health staff
distribute pamphlets describing their services and
ask students to sign up for physicals. In June,
clinic staff call these students to set up appoint-
ments for the beginning of the school year. (To
accommodate the increased demand for services
during this time, the clinic opens a few weeks
before the school year begins and remains open a
few weeks after school ends.)

Generating community-based referrals.
Programs that focus on attracting community—
rather than school—clients follow different pro-
cedures to cultivate referrals. At the school-
based Fort Pierce Family Service Center, for
example, only a small percentage of clinic users
are referred directly by the elementary school,
although many are referred by other schools in
the district. Most users are not even of school
age; they are identified through community out-
reach and referrals from other social service
agencies. Outreach at this site includes inviting
community groups and service agencies to tour
the family center, offering staff as speakers for
community groups, disseminating a district-wide
newsletter, inserting articles into school newslet-
ters, sending flyers home with students, and pro-
moting services on the district’s cable television
channel.

Scheduling Appointments with School-Based
Providers

Arrangements for scheduling student vis-
its to the school-linked or school-based program
must balance students’ needs for health care with
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their class schedules. This is a critical aspect of
coordination between school and health staff—
the process should ensure that students are
accounted for and that they do not consistently
miss a particular class to visit the health program.
Common arrangements include requiring that
they have a hall pass, as in the case described
earlier, and requiring students to sign in when
they arrive at the health center. Students also
must typically sign out when they leave and
obtain a hall pass from a health provider for the
trip back to class.

If students require regular visits to health
providers on site (e.g., for counseling groups,
allergy shots, monitoring of a chronic condition),
health staff try to make the appointments during
lunch or after school. If this is not possible, they
may also rotate appointments so the student miss-
es a different class each week. Clinics also try to
reschedule appointments if they interfere with
tests or other important classroom activities.
Valley Wide clinic staff try to see each student at
least once during the academic year, and teachers
sometimes complain that students miss class
time. The clinic has tried to address the problem
by scheduling clinic visits during various times
of day; teachers can ask students to reschedule
appointments if they feel that the student should
not miss the material being covered in class.

Referrals to Outside Providers

All programs refer acutely ill students to
the community health center’s main clinic or
to a local hospital. Students who require
comprehensive health services not offered by
school-based programs are referred to the
community health center, other agencies or prac-
titioners, or primary care providers. For example,
students in Valley Wide Health Services’ rural
program who need drug abuse treatment or men-
tal health care are referred to the county mental
health center; a Valley Wide representative often
accompanies students on their first visit to the
mental health center.

Coordination with other providers.
Referral relationships with students’ private
physicians—for students who have private physi-
cians, a minority—vary in terms of cooperation
but seem to benefit most from direct communica-
tion between the school clinic staff and private
provider. In Southeast Lancaster, for example,
when clinic staff need to coordinate services with
a family physician the clinic physician calls the
family doctor directly and asks permission to
observe the child and to confer with the family
doctor. Some family doctors have responded by
giving the clinic physician permission to treat
students. In fact, sources report that most
providers outside the program are cooperative—
except when the student is uninsured or, in some
cases, the student is a Medicaid client in a man-
aged care system. In this case, school-linked
health providers have to work out arrangements
with individual managed-care providers, some of
whom prefer that students maintain a single med-
ical “home” within their network. A discussion
of arrangements for serving and obtaining reim-
bursement for students enrolled in managed care
networks is contained in a later section on
funding and reimbursement.

Even when students lack health insurance—
and sources estimate that between 25 percent and
75 percent or more of their clients fall into this
category—most programs in the sample have
identified clinics or private practices that will
accept a limited number of uninsured patients. In
these cases, the patient may need to wait for an
opening or for a clinic staff member to help the
family register for Medicaid. Sources report few
effective strategies for pressuring specialists to
take uninsured patients, other than repeated
“pushing and begging.” Outside referrals can be
complicated by the fact that many communities
served by school-health linkages simply do not
have alternative sources of care.
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As with referrals to a school-based or
school-linked program, programs find it most
efficient to designate one staff person to handle
referrals to outside providers; this is usually the
physician, lead nurse, or site coordinator. At
rural sites, where the same people often serve on
the governing boards of mental health or social
service organizations, juvenile justice institutions,
community groups, and sometimes schools, it’s
easy for care providers to contact one another and
for the school-based clinic to make referrals to
other organizations.

Efforts to Coordinate Referrals from a School-health
Program to Other Community Services Also
Generate Referrals to the School-linked Program

A principal with a school health linkage in the Valley
Wide program, for example, recently joined other health
service providers in a coalition to design ways to inte-
grate health care referrals without violating patients’
confidentiality. Representatives of the valley’s six coun-
ties belong to the group, including mental health and
social services departments; the group hopes to establish
and improve linkages between programs and with
schools so the referral system will work faster.

Three programs that have relationships with other
providers built into their design—San Diego’s program
linked to an alternative school for homeless youth,
Portland’s school-based health centers operated by the
county health department, and Indianapolis’ program at
School 50, which links with other providers through
Bridges to Success—find that these relationships facili-
tate referrals to outside providers. As one coordinator
explained, a teenage client is more likely to follow up on
a referral—and get an appointment more quickly—if
clinic staff can say to the student, “Go see so-and-so at
such-and-such agency and tell her I sent you.”

None of the sites in the sample gather sta-
tistics on the types of services for which outside
referrals are made. Several estimated referrals by
type of service; these ranged from one site that
refers about 10 percent of students for outside
services (mostly for ear/nose/throat problems,
behavioral or family counseling, surgery, or acute
emergency care), to one that refers 50 percent
of students for dental needs and 60 percent for
hearing problems.
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Importance and difficulty of follow-up to
referrals. All sites that make outside referrals
conduct some sort of follow-up to see whether
students actually receive services, usually by hav-
ing the clinic nurse call the student’s parent or
the service to which the referral was made—but
sources say a lack of money or transportation
often keeps students from following up on the
referrals. Some sites provide transportation for
students and their families, but rarely on a regu-
lar basis. Staff at Clinica Adelante drive patients
to providers in other communities, but the dis-
tances are so great that such trips are too time-
consuming for staff to make often.

Follow-up services for referrals also are
difficuit to provide because students don’t keep
appointments and because the disadvantaged
population targeted by these programs is often
very transient. One urban site that has a part-
time transportation service tries to improve fol-
low-up by making referral appointments for days
on which the van service operates; the program
coordinator supplements this by calling patients
to remind them of their appointments a day in
advance. Still, the coordinator finds that many
students fail three or four times before keeping
an appointment.

Addressing Confidentiality Issues
Educators and health care providers are
governed by strict confidentiality and privacy
laws that prevent them from readily sharing
information about students. Yet school-health
linkages consistently face demands for informa-
tion sharing among school and health staff trying
to help individual children. Confidentiality is
important not only to protect the privacy of stu-
dents. patients, and families, but also to establish
trust between health professionals and the
patients they are trying to serve. Client percep-
tions of confidentiality are as important as legal
enforcement; if a student fears that a nurse prac-
titioner who visits the school once a week will
tell any teacher who asks whether the student is
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pregnant, she isn’t likely to visit the center for care.
At the same time, each of the concerned adults
‘nvolved with a child wants—and may also have
a legal right—to know what’s happening with the
child. Sites cope with these competing demands
by developing strategies for sharing information
with parents, teachers, and other human service
agencies. Part of this approach entails formal
procedures, but it also requires that school-linked
and school-based service providers spend time
building trust among parents and students in their
qualifications and discretion.

Confidentiality and Parents

Medical sources at all sites gave primary
importance to confidentiality between patients and
health care providers, especially regarding reproduc-
tive services. This is consistent with normal medical
protocols and also is crucial to convincing students
(especially adolescents) to use health services. At
the same time, parents want access to information
on their children’s health. Several sites in the sample
that are linked to elementary schools addressed this
issue by requiring parents to accompany their chil-
dren when they receive services. Other sites insisted
on maintaining confidentiality even to the detriment
of relationships with parents. This is especially true
for services to adolescents, who may be estranged
from their families.

The confidentiality issue is most problematic
in school-based clinics, where students receive ser-
vices within the school and parents therefore feel
they are entitled to information, just as they would
be from a classroom teacher. All school-based clinic
staff said they respond by encouraging parents to
visit the clinic. They believe that such visits reassure
parents that their children are receiving appropriate
care from qualified providers, even if the medical
staff is not allowed to describe the nature of the care.
All medical staff also said they strongly and repeat-
edly encourage students to discuss their medical
needs with their parents. One nurse practitioner
described role-playing to help one of her patients
decide how to tell her parents she was pregnant.

Billing for reimbursement from Medicaid
and private insurers can also create confidentiali-
ty problems with parents, because these organiza-
tions may send statements with confidential
information to the patient’s home. Clinic
staff usually make a point of warning students
about this predicament and, in at least one
site that serves adolescents, will not bill for
reimbursement if it would jeopardize the
student’s confidentiality.

Clinics may be required by law to keep
certain health matters confidential, regardless
of age. At Indianapolis’ school-based program
operated by HealthNet, for example, state law
says that parents do not have to be notified if
their child has a sexually transmitted disease
or is pregnant. The law in Colorado is even
stronger: Clinic staff in Valley Wide Health
Service’s school-based program are required
not to tell parents if their child has a sexually
transmitted disease.

Confidentiality Between Health Care
Providers and Teachers

Confidentiality issues can and do create
tension between teachers and clinic staff. Many
referrals to clinics come from teachers, who
know that their students are having problems and
want to be informed—especially when depres-
sion may be involved. But clinic staff, operating
under standard protocols and professional ethics
for patient-physician relationships, feel com-
pelled to keep information private. (The obvious
exceptions are cases of child abuse or neglect.)
“If we have erred at all, it’s been on the side of
confidentiality for the kids,” said one principal.

The logistical needs of the multiple collabo-
rators that are often involved in school-health
linkages—schools, health centers, and social ser-
vice agencies or organizations—also present
potential confidentiality problems during imple-
mentation. School-health programs must work
out who “owns” a student’s health records and
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which confidentiality rules—those designed by
the school or those used by the health
providers—should be followed. For example,
schools at one site keep “health folders” on every
student; by law, these files are open to parents
and teachers. When school-based clinics first
opened in this community, schools assumed that
health information from the clinics would go into
these folders and were miffed when the clinics
refused. At one clinic, school administrators
began dropping by to ask which students had
been seen, and for what medical reasons. “You
tell me who in here has AIDS and I’ll have them
thrown out of school!” one principal allegedly
shouted at clinic staff. At another site, sources
reported that although they follow standard med-
ical protocols for patient confidentiality, they are
also instructed not to counteract school policies,
which include informing parents of a child’s life-
threatening conditions.

To resolve these barriers, medical and other
staff that work with schools must communicate
with school staff about the confidentiality rules
that govern their agencies. Staff need to be
clear about where their procedures differ, why,
and how to handle conflicts when they arise.

In one case, the health care provider that
operated the clinic gave clinic staff orientation
on ways to politely resist giving out information.
According to sites, the key to reducing tension
lies in understanding up front that confidentiality
will be an issue, and making it part of early and
continuing negotiations and training between
school and health planners.

Confidentiality and Other Service Agencies
The communication required for collabo-
ration among several agencies or organizations
that provide services for the school-health linkage
also raises confidentiality issues. Each service
provider wants to know what services their clients
are receiving from other providers. The Fort
Pierce Family Service Center experienced this
regularly, and its solution was to develop an

/
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interagency consent form, modeled after a stan-
dard medical consent form. The consent form
is a common solution to confidentiality issues
among school-linked services providers.
Families must sign the form before students can
receive services or exchange information with
other providers. The form allows clinic staff to
share information with staff from the collaborat-
ing agencies. With permission granted by this
form, members of the medical, mental health,
and school staffs at this site can meet weekly

to discuss patients and members of the mental
health and medical staff regularly participate in
teacher-parent conferences. The only complaint
about these forms among staff was that they

do not contain an expiration date, a feature

that mental health staff feel is important for
protecting their clients.

Rural sites in the sample found that con-
fidentiality and privacy can be especially hard to
maintain in a small-town setting. At these sites,
clinic staff often remove information about
reproductive services from a student’s medical
chart if he or she visits the clinic with a parent or
guardian for another medical reason. This strate-
gy isn’t always sufficient; staff from a mobile
van at one site thought this solution would
encourage students to flock to the school-linked
program for reproductive services, but because
the van is highly visible in the small towns, stu-
dents are still reluctant to use it for information
on sexual matters. Instead, the nurse suggests
that these students visit the mobile van when it
stops in a neighboring town.

Finally, although most school-health
programs can’t afford sophisticated computer
systems, it’s worth noting that the same
technology that facilitates coordination among
services providers may also threaten patient
confidentiality. Medical staff at a site that is
developing a computer network for sharing
patient information among schools and service
agencies, for example, are pleased that the
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system will reduce the paperwork burden and lag
time and will improve program evaluation by
providing access to school data. But they are
also uncomfortable with the potential for misuse
or unauthorized access and are trying to find
mechanisms to prevent this."*

( ljeveloping Procedures for Self-
(Assessment and Evaluation

Community and migrant health centers and
schools share an interest in improving the health
status of children and families in their communi-
ties—especially when it comes to addressing the
health problems that interfere with learning.
Whether school-linked and school-based health
services have an impact on these problems
depends on the quality of services provided, and
the extent to which students use the services.

It is critical that school-linked and school-
based programs document their successes and
learn from their failures. Procedures for self-
assessment and evaluation are difficult to think
about in the midst of planning and developing a
program, but early attention to these issues can
help build credibility, flexibility, and sustainabili-
ty over the long term. Although the traditional
purpose of evaluation is to document the out-
comes of services and activities, collecting ongo-
ing process information helps facilitate self-
assessment and program improvement. The out-
comes are still important—but what a program
does in response to poor outcomes is just as
important, if not more so.

All sites in the sample have basic proce-
dures for ongoing self-assessment of health ser-
vices. Fewer sites document patterns of service
utilization, although most gather basic informa-
tion to fulfill funders’ reporting requirements.
This information usually focuses on documenting

the processes involved in providing services, and
access to services, rather than on the outcomes
for students. Two sites are implementing formal
evaluations to assess the impact of their school-
linked programs. These programs hope to
demonstrate that school-linked or school-based
services improve health and educational out-
comes as well as access for students who use
them. Other sites indicated regret that they had
not been able to fund evaluations, since informa-
tion about the benefits of their programs would
help them in their quest for continued and
expanded funding.

Anecdotal Evidence of Success

In most cases in our sample, programs mea-
sure progress anecdotally. Because a major goal
for these programs is access to services, staff
view increases in the number of students coming
for services as an indication of success. “Just
walking around the school is all you need to
assess the program—the amount of students who
know who we are, the amount of parents who
send notes wanting [children] to be seen, the trust
level,” said one health care provider. School staff
frequently credit school-based services with
keeping students in school—although the links to
increased attendance again are usually estab-
lished anecdotally rather than formally:

* School staff at King Elementary School in
Lancaster say that their school-based
clinic has enabled students with infectious
diseases to avoid missing school by
obtaining immediate treatment on site.
Without the clinic, state rules would
require these students to stay out of
school until they begin medical treatment.
King’s average daily attendance rate is 95
percent, and the principal attributes at
least 2 percent to the existence of the

14 For further discussion of the relationship between information systmes and comprehensive services, see Information systems
to support comprehensive human services delivery: Emerging approaches, issues, and opportunities by C. Marzke, D. Both, and
J. Focht (1995), published by the National Center for Service Integration in Des Moines, Iowa. To order this and other resources
published by the National Center for Service Integration (formerly located in Falls Church, VA), call (515) 280-9027 or write:
NCSI, 218 Sixth Avenue, Suite 1021, Des Moines IA, 50309-4006.

64




school clinic. “Before we had a health
clinic, we would maybe have a home
visitor or teacher talk to the parent about
a child’s [problem], and many times the
parent neglected to follow up,” the princi-
pal explains. “This way, follow-up is done
immediately and the child doesn’t lose
any time. The longevity of the absence is
reduced—instead of four of five days out,
they lose only one day.”

» Attendance at Jefferson High School in
Portland has improved since the clinic
began providing services, from about 60
percent to between 75 and 80 percent. In
several cases, the school has avoided sus-
pending or expelling troubled students by
enabling them to obtain mental health
services at the clinic while they continue
to attend school. The principal credits the
health linkage with improving the dropout
rate and encouraging former students to
re-enroll, but no data are available to
support this.

» When the clinic at Sierra Grande opened,
the school’s attendance rate was in the 70
percent range; in 1992-93, it was 94
percent. The principal attributes at least
10 percent of this change to the health
services provided by the clinic, including
nutrition and pregnancy counseling.
Since the school-based clinic opened, the
teen pregnancy rate at Sierra Grande has
declined from 8 percent to zero, the
lowest in Colorado. Administrators have
not seen such dramatic changes in school
performance, but they note an improve-
ment in students’ general attitude simply
because students know there are adults
available who have answers and will share
them without judging. Teachers’ attitudes
also have improved as they see more
children staying in school instead of
getting pregnant and dropping out.

Self-Assessment

Self-assessment efforts must be regular
and ongoing to be effective. Programs should
analyze measurable aspects of quality, and the
results should lead to changes that augment
quality. Although books and other resources
can guide planning and development, the imple-
mentation of a school-linked health program is
rarely a simple, direct process; no program can
anticipate exactly how it will operate once in
place. Programs therefore must monitor the
extent to which services reach the students
they target and the extent to which they match
these students’ needs. In addition, most pro-
grams that use public funds must assemble data
on the number of students served, types of ser-
vices, and expenditures for reporting purposes.

Most sites also try to track certain information
so they can make informed decisions about ongoing
changes and adjustments. At a minimum, many
sites track:

+ The number of students who use the
health services

 What services are provided

« Student, parent, and community
satisfaction with services

These data often are part of a student’s patient
record and are extracted and summarized
periodically for review and assessment.

Manual collection and assembly of data and
reports are time-consuming. Because of limited
staff time, collecting data manually is “just about an
impossibility,” said a physician at a site that tracks
the number of visits made to the clinic each year but
does not gather data on diagnoses or treatment.
Clinic staff expect a new computer system to facili-
tate more sophisticated data collection, identify
diagnosis trends and patterns of use, and add more
self-assessment mechanisms. In this respect, pro-
grams affiliated with large, established infrastruc-
tures like a county health department have an
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advantage in data collection because these organiza-
tions usually have a system in place for collecting
and analyzing information. In Portland, for exam-
ple, the health department’s director of school-based
clinics receives a monthly productivity report that
includes statistics on the number of clients and visits
to each clinic per month, quarter, and year; the type

Formal Mechanisms for Gathering Information

Valley Wide's director of adolescent health monitors the
program by reviewing a monthly, computerized update
of daily services that indicates the number of students
served.

Bridges to Success in Indianapolis hired an independent
consultant to evaluate the program’s processes and out-
comes. The consultant released two papers in early
1994 that summarize the program’s key concepts and
strategies and an interim evaluation in late 1994, The
evaluator’s data came from on-site interviews, focus
groups with parents and community members, and
reports from on-site coordinators; evaluation topics
included services provided, strategies used, implementa-
tion issues, and barriers.

In Fort Pierce, the community health center (FCHC)
tracked eight program goals and objectives for the 1993-
1994 school year. For example, one stated that “FCHC
would provide well-child screenings and immunizations
to 1,200 children per year per provider at [two] elemen-
tary schools.” The program reported achieving 64 per-
cent of this goal. Another goal was to “provide early
screening, diagnosis, and referral for treatment of lead
poisoning in...county children.” Another goal focused
on providing outreach to community groups; actual
achievement of this goal was reported as 100 percent.
This program also measures compliance with appoint-
ments; before the center opened, less than 53 percent of
patients showed up for recommended services, but com-
pliance is now about 90 percent.

In Portland, school-based clinics keep a written
“encounter record” of every visit made to every center,
coded by diagnosis and including demographic data.
The findings are included in the program’s annual report
and provide baseline information on why students use
the centers to help with program planning and needs
assessment. For example, after the clinics’ first year, the
visit records showed a strong need for mental health
counseling, so a part-time counselor was added to the
clinics’ staff; when records of waiting lists and student
demand showed a growing need for these services, the
mental health staff became full-time. The data also
allow the clinics to plot changes in student-staff ratios,
anticipate needs for future sites, and respond in detail to
questions from the public regarding students’ use of the
clinics.

and number of services provided; and the number of
patient contacts made by each staff member per day.

Several sites also conduct surveys and focus
groups to determine whether people are aware of
the services, whether they use the services and
why, and what degree of support exists for cer-
tain services. The health center located near Fort
Pierce Elementary School conducts surveys of
students, parents, and school staff to gauge client
satisfaction and assess the extent to which the
program fills the gap between unmet needs and
services. Feedback shows that the centers’ users
are the highest risk categories of students; their
presence in the clinic confirms that the targeted
clients are using the center and finding its ser-
vices acceptable. Over time, clinic staff hope the
records also will show a reduction in their
clients’ risk behaviors. Similarly, clinic staff in
Lancaster initiated a roundtable discussion with
parents to elicit feedback, and Valley Wide sur-
veys students twice a year to identify why they
use the clinic and to evaluate service quality.
These programs report survey data to funding
sources and use them for program planning.

In addition to gathering data about the pro-
gram, sites have developed procedures for moni-
toring and improving service quality. Because
school-linked and school-based health services
often are provided by nurse practitioners operat-
ing away from their medical “homes,” they do
not always have direct access to the physician
responsible for supervising staff. Typically, the
participating community or migrant health center
establishes protocols for nurse practitioners or
physician assistants to follow during examina-
tion, diagnosis, and treatment. These remain in
effect even if the practitioner works at a school or
in a mobile health van. School-health programs
also ensure that front-line health staff have access
to a physician for assistance and back-up. Most
school-based clinics bring physicians on site
regularly to review charts and see patients.
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Examples of Ongoing Self-Assessment

In Multnomah County, Oregon, the county health
department has infused the school-based health clinics
with a philosophy of continuous quality improvement.
Because the clinics are autonomous, staff receive train-
ing in self-directed work team techniques so they can
develop their own team priorities and ground rules. The
county has provided program policy guidelines that
every site will use to maintain consistency. According
to one clinic director, new clinic staff tend to view con-
tinuous quality improvement activities as separate from
their job and think that they won’t have time to perform
chart audits and other monitoring tasks. As they spend
more time at the clinics and come to view parents, stu-
dents, and school staff as clinic customers, however,
staff are more likely to integrate these activities. The
key lies in periodic reinforcement, orientation, and high
expectations for job performance, the program manager
says: “In a sense, we’re evaluating [informally] all the
time and making little adjustments.”

Self-assessment at Valley Wide’s health center involves
reviews of staff credentials; chart audits to check com-
pliance with protocols; staff discussions of procedures
and examination of equipment to address safety issues;
and a patient satisfaction survey. The doctor is in regu-
lar contact with the nurse practitioner or physician assis-
tant, and supervisors conduct annual reviews of clinic
staff.

Documenting Impacts: Getting Beyond
Anecdotal Evidence of Success

Few school-linked or school-based pro-
grams are conducting evaluations to determine
the impact of their services on students’ health
status or educational achievement. In fact, there
is little statistical evidence in the literature about
the health or educational effects of these pro-
grams. In part, this is because designing solid,
rigorous evaluations for school-linked services is
very difficult and can be expensive. Data collec-
tion also uses limited staff time. Clinic staff
would prefer to evaluate their programs by con-
ducting in-depth studies that follow clients over
time, but this requires more case management
and interview time than is usually available.

In addition to resource constraints, there is a
certain risk inherent in evaluation. For example,
program leaders at several sites are frustrated
because as they begin to treat more people and

collect more data on health problems, disease
rates appear to climb because more cases

are identified. This is the case in San Diego
regarding tuberculosis rates and in Portland
regarding teen pregnancy. This sort of risk can
be mitigated if the evaluation is treated as a tool
for internal learning and program improvement,
as well as for research and accountability. A
good evaluation explores the reasons that a pro-
gram succeeds or fails to attain expected
impacts, and helps point to ways to correct the
problem. Despite the cost and risks, program
staff and leaders recognize that evaluations are
extremely important for program redesign,
expansion, and funding.

Two sites in the sample are designing
evaluations in hopes of obtaining hard data on
the effects of their school-based programs. In
1994, the school-based program in Portland
began an evaluation that will include a telephone
survey of parents, a student survey, and a survey
of school personnel using instruments designed
by a professional researcher. Program leaders
hope to repeat the evaluation every two years
but are concerned that schools are already
overburdened by surveys.

Also in 1994, the school district in Fort
Pierce formally asked all agencies providing ser-
vices through the health center to develop mea-
surable, outcome-based treatment plans. The
county school district is developing a computer
network that will eventually allow the school sys-
tem and service agencies to share information on
students. The primary goals of this system are to
provide electronic networking capabilities that
will reduce the burden of paperwork and infor-
mation transfer on families who interact with
several agencies, and to aid in program evalua-
tion by linking school data with services provid-
ed. The major barriers to this project are confi-
dentiality and security; people are uncomfortable
with the potential for misuse or unauthorized
access. Planners intend to begin collecting
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Additional Tips from the Field

* To demonstrate a school-health program’s success in meeting the needs of at-
risk students, collect school data as well as health information. Compare
attendance rates and other school-oriented indicators between schools that

\ have health linkages and comparable schools in the same district that do not)

noncontroversial information (e.g., data on
immunizations and participation in early
intervention programs) while school district
staff work with the service agencies to develop
security features.

Several other issues have emerged during
discussions of data gathering in Fort Pierce. In
particular, the data that the school district would
like to track are different from those that the
health center normally tracks with its computer
system. As a result, the district lacks accurate
school and student data regarding services pro-
vided. The high student mobility rate at Fort
Pierce—38 percent during 1992-93—also makes
program analysis over time difficult because the
population changes.
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Planning and Implementation Checklist

\\\ v

The Core Planning Group

(] Have you expanded your initial planning group to include:
0 a range of stakeholders?
(] top-level decision makers and front-line practitioners?
(] key players within your community?
[ Have you made an effort to address the communication gap between professionals from

different fields on the planning committee?

Community Needs Assessment

(] Have you designed a needs assessment that will tell you:
(] the major concerns and priorities among stakeholders?
(] major issues and potential conflicts to anticipate?
0 available resources, including sources of potential funding and in-kind
support?
(] Have you talked with staff in each school that will be affected to gauge support?
(] Have you surveyed or talked to students about their health concerns and needs?
0 Have you conducted focus groups, town meetings, or a public opinion poll?

Community Relations
Have you: [ met with elected officials and religious supporters who are likely to sup-
port your program, to explain the project and outline responses to com-
munity concerns?

0 gained support from other community groups (PTAs, the Junior League,
the League of Women Voters, etc.)?

[ invited parents to tour the clinics to answer questions, assuage their fears,
address misperceptions, and encourage enrollment?

0 discussed how your community is likely to react to each element of your
program design, and developed responses to any concerns?

[ chosen and trained a credible, articulate, accessible person to act as your
official spokesperson?

(] developed a few powerful, simple messages that support your program?
contacted editorial writers, editors, and reporters to discuss your message?
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(] made the public aware of your program’s positive aspects?
0 reported your efforts back to community members on a regular basis

(e.g., quarterly)?

Services
Have you: (] defined your target group (elementary, middle, or high school students)
and thoroughly discussed the reasons for targeting this group that are spe-
cific to your community?

(] discussed the pros and cons in your community of providing services to
students, families, or the entire community?

[ discussed the pros and cons in your community of making services
school linked or school based?

What mix of services will your program offer?

[ health screenings 0 physical exams

0 immunizations 0 chronic illness care

[ health education (] minor acute care

[ counseling (] case management

(] pregnancy testing 0 family planning

(] birth control distribution (] home visits

(] Head Start screenings (] WIC/nutrition services
[ dental care 0 other

How will your health program integrate with education?

(] classroom presentations, health-related classes
(] curriculum co-design
(] clinic-based special presentations or student internships

Funding and Reimbursement
How will collaborators in your program divide financial responsibility for:

0 the facility 0 staff salaries
0 equipment and supplies [ custodial services
[ operating and administrative expenses (] malpractice insurance

Who will be responsible for obtaining reimbursement from Medicaid and private insurers?
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Staffing and Management
Which of the following staff positions fit your project best, and why?

[l
[l
[l
[l
(]
[

physician 0 nurse practitioner

LPN (] physician assistant
mental health professional  [] clinic coordinator
school nurse 1 dentist, dental assistant
health educator [ WIC/nutrition staff
case manager 0 student interns

Have you considered:

[l
[l
(]
[l
(]
[

what type of work background you want prospective staff to have?

what type of orientation you will provide for new staff?

how to coordinate clinic staff with school nurses?

how to coordinate health and school staff?

what form of staff supervision will meet your specific needs?

how much autonomy on-site clinic staff should have, and what oversight system
will work best for your program?

Referrals and Appointment Schedules
Who (if anyone) will serve as gatekeeper for referrals to your program?

What are the creative, low-cost ways in which you can encourage self-referrals and community-
based referrals?

[
[l
[l
[l
(]
[l
[

[]

coordinate with coaches for sports physicals

offer extended hours at the beginning and end of the school year

make presentations in classrooms or to community groups

visit feeder schools or summer sports camps to distribute flyers

send mailings to parents and community members

offer tours of the clinic

publicize services on local cable television channels, including those that broad-
cast in languages other than English

publicize services through free public service announcements on radio stations,
notices or exhibits at libraries, participation in county fairs or other community
events, etc.

Which outside providers in your community will take referrals from your school-linked or
school-based program?
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Confidentiality and Parental Consent
What are the local or state laws in your community that affect confidentiality? (What services
can you give and what medical conditions can you treat that don’t require parental consent?
What services do require parental consent and information?)

Whose confidentiality rules (those of the school district or those of the health care provider)
will your program use?

Have you designed or obtained:

0 a consent form or policy that will allow educators and health professionals to
share information as needed?
0 a parental consent or “enrollment” form or policy, if required by law or desired

by program staff

Self-Assessment and Evaluation
What procedures will your program use for self-assessment?

0 periodic review of patient charts by a staff supervisor (if so, how often and by
whom?)

[ staff training in management or team techniques

0 regular meetings of all staff to discuss quality issues

What data will you track to inform decisions about ongoing changes and adjustments?

0 number of students who use the school-health program

(] services provided

0 student, parent, and community satisfaction with services
0 patterns of use

(1 other

Who will be responsible for data collection?

How will you involve all staff—both education and health professionals—in assessing the pro-
gram? '

Are your procedures for self-assessment in place and working? If not, what will it take to
achieve this?
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Maodification, Expansion, and Sustainability

A school-health program’s issues and strate-
gies change over time as the linkage moves from
establishing services as originally planned to
fine-tuning the program in response to students’
needs. As planning and implementation give way
to long-term operation, program leaders face the
challenges of modifying the program and work-
ing toward long-term financial stability. Both are
discussed below.

\( ;}/Iodifying the Program

!4 Typical modifications to school-health
linkages that occur over time as a natural part
of the maturing process include changes in goals,

services, and staffing.

Changing Goals and Services

Typically, as programs become more estab-
lished and students get to know and trust the
medical staff, more students use the center and it
faces new demands. In several school-based
cases, the health program’s role shifted from an
emphasis on walk-in access to providing a more
structured environment with more pre-planned
appointments; this allows staff to provide more
individualized and comprehensive services. “If
you’re always stamping out fires, you never get
that preventive edge,” a nurse explained. By
adding the structure of appointments and preven-
tive care, clinic staff were better able to ensure
that each child receives the same basic package
of health care in addition to specialized attention.

Several other sites reported that their
school-health linkages began as an attempt to
reduce pregnancy rates among adolescents but as
this goal was achieved, the programs identified
other needs, such as education on nutrition and
drug or alcohol abuse, and branched out into

these services. Some sites also reported that as
their programs moved in these directions mental
health services became more integral, as did ties
with outside agencies that could provide the more
comprehensive services.

Front-line clinic staff also realize that as
their programs moved into full-blown operation,
some of the important services offered by the
school-health program were not necessarily tradi-
tional health care services. For example, clinic
staff found that they had to teach students how to
make—and keep—appointments at the school
health program and with outside providers.

Clinic staff also reported that they began to spend
more time on referrals to health maintenance organi-
zations when they realized that their intervention
helped students get services more quickly.

Staffing Changes

Staffing needs frequently change over time
as programs recognize new needs, expand ser-
vices, or encounter problems. Most often, pro-
grams try to (1) turn part-time nurse-practitioner
or LPN positions into full-time positions so they
can serve more students, (2) hire new or addi-
tional mental health counselors to offer more
comprehensive services, or (3) add a coordinat-
ing position to improve relationships with the
school and other care providers. Most sources
said they knew in advance that these extra
staffing positions were needed but they lacked
adequate funding.

Sometimes, however, staffing needs arise
during implementation that planners didn’t antici-
pate. Comprehensive school-based clinics at one
site struggled during their first year because there
was no lead nurse position; no one on the staff
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was responsible for disseminating information,
fielding calls from the public, or coordinating
interaction with other players. There was no sin-
gle point of access or accountability to the
school, and no staff member designated for solv-
ing referral problems. Planners responded by
adding a community health nurse to the staff of
each clinic as a coordinator, and this change
seems to have solved the problems. Another
urban site with a much smaller program found it
necessary to add a coordinator to free up the lim-
ited staff to concentrate on providing primary
care. “If you’re trying to put together a continu-
um of care, primary care is only one piece,”
explained an administrator. “A [nurse] can’t be
expected to be a liaison with other community
groups, do evaluation, and do outreach. That’s
not the best use of them.”

Changes in staffing or management can
generate turf problems, however. The clinics that
decided to use community health nurses as coor-
dinators ran into problems with county guidelines
that said such a central decision-making role
must constitute a lead position. This touched
off a power struggle among other care providers
already in the clinics. (The community health
nurses were chosen as coordinators because
organizers felt that their experience in social
work and administration as well as nursing
would give them greater awareness of the envi-
ronmental factors that affect school-health link-
ages, whereas nurse practitioners were believed
to have a more purely medical orientation.)
Although this change occurred more than four
years ago, and most of the friction has subsided,
evidence of the turmoil remains in the fact that
while county administrators refer to the position
as “lead nurse,” a nurse who has the coordinating
role refers to herself simply as “the community
health nurse” and downplays her official role as
a clinic leader.

High turnover among certain types of
health staff, particularly mental health profes-
sionals, caused staffing changes and problems at
some sites. A center operated by one of the sites
in the sample had gone for most of the school
year without one of its two planned mental health
counselors because of staff turnover, which
restricted the services the program could provide.

\(}?xpanding the Program

- A new set of issues come into play when
programs expand services from one school or
site to several. Of the sites in the sample,
Multnomah County’s school-based health
centers had the most experience in expanding
services (from one school in 1986 to ten by the
end of 1995). Sources at this site offered the
following advice:

 Multiple sites require extra administrative
infrastructure. “We'’re struggling as we
grow [to decide] how many managers we
need and what is a reasonable number of
sites [to manage] per person,” explained
one source. Portland planners have
decided that one manager can effectively
oversee about six or seven sites.

* New sites need intensive attention for 12
to 18 months to make sure that they settle
into a routine and are accepted by the
school and community.

* Learn from past experiences. In Portland,
planners learned to be more precise in
estimating space needs and to conduct
more community outreach to avoid
misunderstandings about clinic services.

* The way in which the program expand
may affect participant investment.
Multnomah County’s program expanded
in bunches of two or three sites at a time,
not singly, because political support and
money was available for quick growth.

76

83



But planners now say that successive
collaborators didn’t get the same “trial by
fire” that the first group did; they didn’t
have the bonding experience of facing
problems and devising solutions, and the
initial process of discovery had become
an established system. As one planner
recalled, “The next group of principals
was told this was a great idea; they
weren’t convinced.”

« To make the program as comprehensive as
possible as it expands, try to promote
continuity of services among sites or
among levels of sites. Portland, which
began with high school clinics and
expanded to middle and elementary
schools, hopes that the middle- and

" elementary-level programs will be more
preventive and will focus more on teach-
ing children how to gain access to health
services, while the secondary sites
continue to focus on primary care and
pregnancy prevention. As the program
expands, the health care provider plans to
have high school clinic staff act as
consultants to the middle school
providers, and to hold joint staff meetings,
to promote the view that school-health
linkages are a combined effort.

(O Working Toward Long-Term Financial
“Sustainability
For school-health programs, long-term
financial strength comes from the ability to
survive changes in funding and obtain stable,
sufficient funding.

Surviving Changes in Funding

Because stable, long-term funding for
school-health linkages is so hard to find, many
programs face significant changes in financial
support after the first few years of implementa-
tion. At many sites in the sample, local funding
sources were reducing their commitment and, in

(.
lE

many cases, federal funding was scheduled to
expire soon. At one site, the state had reduced
its financial commitment in the school-based
program from 80 percent of the cost in 1993 to
65 percent in 1994. The health center director
had great doubts about whether the program
would be able to continue if the school district
stopped its contribution and the program was
forced to rely on reimbursements to support
itself; yet district administrators feared that
change was inevitable. At another site, adminis-
trators were concerned that the school-linked pro-
gram’s three-year federal grant was set to expire
at the same time that the state is considering
requiring Medicaid recipients to enroll in man-
aged-care systems, a change that could make it
more difficult for the school-health program to
obtain income through reimbursements.

Like any other program, school-health link-
ages survive changes in funding by diversifying
their funding sources or redesigning services. A
school-linked program that provided sex educa-
tion at no charge, for example, lost its funding
for materials and began to charge for these ser-
vices. No schools have signed up to continue the
classes since the funding change, although school
staff say they would like to if they had money to
spare. Until this matter is resolved, the health
care provider appears to be providing some sex
education services at no cost, in addition to
health screenings and basic health care already
provided without charge. Several other sites
reported that they are pursuing Medicaid reim-
bursements more aggressively to generate more
revenue. But sources at all sites advise planners
of new school-health linkages to think ahead and
try to avoid these problems by not relying on
single-source, short-term funding.

Stable, Sufficient Funding—Where Does it
Come From, and How Do You Get It?

Everyone agrees that sufficient funding
for school-health programs is hard to find—and
a stable mix of funding is even more elusive.
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The most common approaches to long-term sus-
tainability are strategies for increasing reimburse-
ments from Medicaid, private insurers, and man-
aged care organizations.

Obtaining reimbursement from Medicaid
and private insurers. All except one site in the
sample provided services at no charge to all stu-
-dents, regardless of insurance status, so obtaining
reimbursements plays a big role in long-term
funding for these school-health linkages. The
amount of program costs collected through reim-
bursements ranged from approximately 7 percent
to 46 percent of programs’ annual budgets—not a
sufficient amount to maintain them without addi-
tional support. Sources attribute the low rates of
reimbursement to several issues that C/MHCs
themselves face in treating patients, including
confidentiality constraints, paperwork burdens,
and fluctuations in eligibility:

* Medicaid generally will not pay for
services for a Medicaid recipient that are
available to other children without charge.
The Health Care Financing Administration’s
long-standing rule is that a provider must
either bill other individuals receiving the
services or at least bill the third-party
payers of other individuals who have
third-party coverage. Providers may not
bill the Medicaid agency alone, except in
the case of Title V services and services to
handicapped children under Individualized
Education Plans (IEPs) and Individualized
Family Service Plans (IFSPs) under the
Individuals with Disabilities Education
Act (IDEA).

* Medicaid eligibility fluctuates for many
students. At one urban, school-based site,
an estimated 15 to 20 percent of the
students served by the program go on and
off medical assistance several times
during the course of each year.

* When a student or other Medicaid recipi-
ent has private insurance in addition to
Medicaid, Medicaid usually requires
health programs to pursue payment from
families and insurers first; but most
families served by these programs are too
poor to pay—and insurers require
additional paperwork, placing an adminis-
trative burden on school health staff.
Medicaid makes an exception for preven-
tive pediatric care, including early and
periodic screening and diagnosis services.
In these cases, the medical provider can
bill Medicaid first. Medicaid will
generally pay the provider and seek
reimbursement from the insurer. This is
referred to as “pay and chase.” The pay
and chase method may be used for treat-
ment whenever it is determined that
requiring the health care provider to seek
reimbursement from the insurer will
discourage provider participation.

Statements from insurers typically are
mailed to a student’s home. Clinic staff
are reluctant to bill for reimbursement of
some services if it would jeopardize a
student’s confidentiality. For Medicaid-
eligible students, confidentiality can be
jeopardized by the fact that many
students do not know their Medicaid
number and must ask a parent for
it—which reveals that the student is
seeking health services. This issue is
especially problematic for adolescents,
who may not want to discuss health
concerns with their parents.

Reimbursement and managed-care
providers. The problems listed above become
more complicated in communities that require
Medicaid participants to enroll in managed-care
health plans (i.e., primary provider systems or
health maintenance organizations). As noted
earlier, a growing number of states have such
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requirements, including two in the sample
(Indiana and Michigan). These sites report
obstacles to coordinating with managed-care
providers to obtain reimbursement, including
state-level policies that prevent C/MHCs and
school-based clinics from qualifying as managed-
care providers, and refusal by managed-care
plans to turn over payments to school-based cen-
ters or C/MHC:s for services provided to students
who belong to managed-care plans.

These restrictions manifest themselves
in a variety of ways. For example, nurses in
the Cherry Street, Michigan, school-based clinics
cannot provide EPSDT screenings for students
who are enrolled with managed-care providers
unless those providers have authorized the pro-
gram to conduct screenings or other routine
checks. Approximately 20,000 students are
eligible for the screenings, so Cherry Street
staff are negotiating with providers to obtain
authorization. So far, two clinics have granted
authorization and two have refused. Clinic
staff notify parents whose children are enrolled
with providers who do not grant authorization,
and the clinic encourages parents to make
appointments with those providers for physical
exams or EPSDT screenings.

Reimbursement issues are further
complicated by busing and school choice
arrangements, which remove students from
their neighborhoods to attend specific schools.
Medicaid patients in Indiana, for example,
often chose managed-care providers that are
located in their neighborhoods. But in
Indianapolis, which has mandatory busing
requirements, most students do not attend
school in the neighborhood where they live.
Chosen providers often are reluctant to consent
to treatment by school-health staff because they
have not seen the student in several years and
are not familiar with his or her medical history.
Programs like HealthNet, however, cannot bill
Medicaid for services without the chosen
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provider’s consent. As a result, HealthNet treats
these patients at the school clinic but does not
receive reimbursement from Medicaid.

Finally, Medicaid managed care compli-
cates the paperwork required for reimbursement,
because a C/MHC must file different forms for
each HMO from which it requests reimburse-
ment. At one site, the proliferation of forms
under Medicaid managed care discouraged a
school-linked clinic from seeking reimbursement
because staff time was too limited.

There are no easy solutions to these prob-
lems. In some cases, the combined challenges to
obtaining reimbursement lead programs to avoid
the issue altogether. In other cases, sites are
working to obtain state waivers that would facili-
tate the reimbursement of school-linked services
to Medicaid recipients or have negotiated
arrangements with area managed-care providers
that allow school-linked or school-based health
programs to treat students if they have not been
examined by a managed care physician in a
specified number of years.
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Appendix A:
Glossary of Education and Health Terms

Acute care
Care of illnesses in which the symptoms or
discomfort develops very quickly—over
only a few hours or days.

BPHC
The Bureau of Primary Health Care is locat-
ed in the Health Services and Resources
Administration—one of eight agencies of
the Public Health Service within the U.S.
Department of Health and Human Services.
BPHC'’s mission is to increase access to
comprehensive primary and preventive
health care and to improve the health status
of underserved and vulnerable populations.
BPHC provides funding for community and
migrant health centers, programs that pro-
vide health care for the homeless, primary
health care programs in public housing
developments, school-based health centers,
and programs to provide early intervention
services to people who are HIV-positive.
BPHC also supports the placement of pri-
mary care providers in underserved areas
through the National Health Service Corps.

C/MHCs
Community and migrant health centers.
Community health centers provide compre-
hensive primary health care to medically
underserved, vulnerable populations. Health
centers are located in communities across
the country where there are financial, geo-
graphic, or cultural barriers that limit access
to primary health care for a substantial por-
tion of the population. Migrant health cen-
ters provide comprehensive primary health
care to migrant and seasonal farm workers
and their families at sites across the country.
Clinicians in these health centers are often

bilingual and bicultural and are familiar with
the complex health problems faced by farm
workers and other vulnerable populations.
Of the more than 700 organizations receiv-
ing federal funding through the C/MHCs or
the BPHC’s Health Care for the Homeless
program, approximately 250 provide school
health services.

Chronic illness care
Care of illnesses in which the symptoms or
ill-health findings last for months or years.

Co-located services
See school-based health services

Comprehensive health care
Care that includes primary medical services
as well as related services that support over-
all good health; often includes mental health
counseling and dental care and supplemental
services such as nutrition counseling and
social services.

Community health nurse
A nurse who works in an outreach position
for a community-based health provider and
often has experience in linking health and
human services.

EPSDT
The Early and Periodic Screening, Diagnostic,
and Treatment program is Medicaid’s pre-
ventive health care program for children.

ESEA
The Elementary and Secondary Education
Act of 1965. The Act authorized several ini-
tiatives to improve the education of at-risk
students, including the Title I program.

A-3
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Licensed practical nurse (LPN)

A nurse who is trained and licensed to pro-
vide nursing services under the supervision
of registered nurses or doctors.

Nurse practitioner

A registered nurse who has obtained
advanced training in one of several primary
care areas. State regulations vary, but these
nurses usually are authorized to provide pri-
mary and preventive health care, conduct
physical exams, monitor patients with chron-
ic illnesses, provide nutrition and health
counseling, and make referrals to other
health care providers. In some states, nurse
practitioners can also prescribe medications
and work without supervision.

Physician assistant

A person who is authorized to conduct phys-
ical exams, provide counseling, and pre-
scribe some medications under supervision
by a physician.

Primary health care

STD

First-line health care provided in an office or
clinic setting by a provider who takes
responsibility for the patient’s health.
Primary care providers may refer patients to
specialists for a more in-depth diagnosis and
specialized treatment.

An acronym referring to a sexually
transmitted disease.

School-based health services

Medical, psychosocial, or dental services
delivered by non-school personnel on school
grounds (also sometimes called co-located
services). School-based programs bring ser-
vices to students by locating them within the
school building or in a separate building on
school grounds. Services may be available
on a full- or part-time basis. Most school-
based programs also have special referral

and/or transportation arrangements with
service sites located off school grounds for
services not offered at the school.

School-linked health services

Title I

Medical, psychosocial, or dental services
provided through special referral arrange-
ments between schools and other agencies.
A school-linked program may provide trans-
portation to and from the school and other
agencies or establish special relationships
with other providers that enable them to
make appropriate referrals and schedule
appointments on behalf of students and their
families. The services may be available on a
full- or part-time basis.

A program authorized by the Elementary
and Secondary Education Act, later replaced
and amended as Chapter 1 (and reauthorized
by the Improving America’s Schools Act of
1994, which changed the program’s name
back to Title I). This program, the mainstay
of federal efforts to improve the education of
at-risk students, provides approximately $7
billion for services that range from supple-
mental instruction to staff development to
comprehensive schoolwide programs.

Title XI

A program authorized by the Elementary
and Secondary Education Act (ESEA). This
program allows local education agencies to
use up to 5 percent of their ESEA funds to
develop, implement, or expand a coordinat-
ed services project, defined as a comprehen-
sive approach to meeting the educational,
health, social service, and other needs of
children and their families through a com-
munity-wide partnership that links public
and private agencies providing services
through a coordination site at or near a
school.

A-4
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Appendix B:
Reference Materials

This appendix contains sample forms This appendix also contains a chart clarify-
used by an urban, school-based clinic at one of ing the range of essential and optional services of
the sites profiled for this idea book. Items school-based health centers. The chart, accompa-
include: nied by a set of principles for school-based health

centers, originally appeared in Ingredients for
* A single consent form that authorizes success: Comprehensive school-based health
school-based clinic staff to provide health centers, by C. Brellochs and K. Fothergill. This
and counseling services to students, report on the 1993 National Work Group
exchange information with school nurses, Meetings was published by the School Health
and bill Medicaid and other insurance Policy Initiative in 1995. The chart is reprinted
carriers here by permission from the author.

+ A form used by the school nurse to refer
students to the school-based clinic for
services, which includes a mechanism to
provide feedback to the school nurse in
order to facilitate coordinated services

+ A form used by the school-based clinic to
refer students to outside providers,
which includes a mechanism to provide
feedback to the school-based clinic with
the patient or parent’s consent

« Sections of a student health evaluation
used by the program planners to assess
needs and design services

9 0 A-5
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SCHOOL HEALTH SERVICES
MULTNOMAH EDUCATION SERVICES DISTRICT

REFERRAL FOR SCHOOL -BAS TH CENTER SERVICE
Student Name DOB Date
Reason for Referral: Vital signs: Temp

BP

HR

RR

Appointment needed when:

Other health care source/provider:

If client is under 15 years of age and needs parental consent please 1ist name and

phone number where consent can be obtained:

Signed

(SHS Nurse) : Date
If student is 15* years or older and there is no conset card on file In SBHC, the following must be signed:

| authorize the exchange of information between Multnomah Education Service District nurses and the School Based
Health Clinic.

Signed

{Student) Date

FEEDBACK TO SCHOOL NURSE
Appointment date:

Diagnoses (if applicable):
Treatment:
Plans for Follow-up:

Additional Information:

Signed Date Returned
(SBHC Nurse/Nurse Practitioner)

*1f student is 14 years and has no signature card on file in SBHC, parental consent must be obtained except for family

planning, sexually transmitted disease, mental, emotional, or chemical dependency services. (ORS 109.610 - 109.640 -
109.675)

SHS/Referral .sbc
white - SBHC Chart; Yellow - Returned to SHS RN

Q. Bigsl LUFY AVALLABLE
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Multnomah County will not make
weain contor| HEALTH REFERRALL  pevmenttoranices rncerea

MULTNOMAH COUNTY
DEPARTMENT OF HUMAN SERVICES
HEALTH DIVISION

SECTION A

FROM: TO:

Q Cleveland School-Based Health Ctr. Q
Cleveland High School
3400 SE 26th Avenue
Portland, Oregon 97202 / 248-3350

Q Grant School-Based Health Ctr.
Grant High School
2245 NE 36th Avenue
Portland, Oregon 97212/ 248-3372

Q Jetterson School-Based Health Ctr.
Jefferson High School
5210 N, Kerby Avenue
Portland, Oregon 97217/ 248-3360

Q Madison Schooi-Based Health Ctr.
Madison High School
2735 NE 82nd Avenue
Portland, Oregon 97218 / 248-3382

Q Marshall School-Based Health Ctr.
Marshall High School
3905 SE 91st Avenue
Portland, Oregon 97266 / 248-3370

Q Parkrose School-Based Health Ctr,
Parkrose High School
11717 NE Shaver Street

Date:

REFERRAL INFORMATION

Referring
Provider:

Referring
Provider #:

SECTION B — OUTSIDE REFERRAL INFORMATION

REFERRED TO

ADORESS

cny ST ‘P PHONE

SECTION C - CLIENT INFORMATION

PATIENTS ID #

PATIENT'S NAME

ADDRESS

ciry upP PHONE

Insurance: ID #

Group #

Effective:

RIC

Portland, Oregon 97220 / 248-3392

Q Pivot School-Based Health Center
2508 NE Everett Stireet
Portland, Oregon 97232 / 248-3352

Q Rooseveit School-Based Health Ctr. Q
Roosevelt High School
6941 N. Central Street
Porttand, Oregon 97203 / 248-3111

SECTION D - PROVIDER INFORMATION

Reason for referral and outside provider findings (or send wiitten report):

Q

Insurance: ID #

Effective: / /

Group #

PLEASE RETURN A COPY OF YOUR EVALUATION, FINDINGS. STUDIES, AND RECOMMENDATIONS TO THE REFERRING MULTNOMAH COUNTY FACILITY CHECKED IN SECTION A ABOVE,
Thank you.

I consent to the release of the above information, including medical, dental, alcohol, drug abuse & mental health records obtained in the course of my
diagnosis and treatment. I understand that such information cannot be released without my consent, except in a medical emergency, audit or court order.
This release complies with Federal and State law.

Date Signature of Patient / Parent / Legal Guardian (Circle One)

POR-771 Rev8/90 THE MULTNOMAH COUNTY DEPARTMENT OF HUMAN SERVICES OFFERS EQUAL OPPORTUNITY IN SERVICES AND EMPLOYMENT

A-
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Multnomah County Health Department A
Student Health Evaluation ==

4 MARKING INSTRUCTIONS | Which school do you go to?
+ Use No. 2 pencil only. i e Ro_(_»sevell
« Fill bubbles completely. ! _ ’ Jetterson
i« Erase changes cleanly. ’ | 7 Marshall
o Make no stray marks in this booklet. i 7 Madison
!  Grant
INCORRECT MARKS CORRECT MARK i ) Cleveland
(U1d =10 ® "} Parkrose

To all students:

Your help today in filling out this survey is very important to us. This survey will help us to
better understand the thoughts and concerns that students in your school have about their
health and health care.

This is not a test. There are no right or wrong answers. Your name will not be on this survey. No
one will ever be able to find out how you answered any question.

Please take time to answer each question carefully and truthfully. Sometimes you will find that
the answer you give will cause you to skip over some questions. This will take you to the next
question that applies to you. Please follow these skips carefully.

Thanks for your help!
SECTION A
e e SRR

In this first section, we would like to learn about how the students in your scheol get their
health care.

1. How many times have you seen a nurse or doctor ! 3. Where do you usually go for health care?
during the past school year for any reason? ! (Mark only one.)
QO None C Family Doctor
O One time > Community Clinic
O Two times C;’ Emergency Room
O Three or more times (7 School Based Health Center

) No where

2. When did you last have a routine physical exam or , 0 Other
check-up on your health? (Not because you were sick.)
C Within the past 12 months " 4. What kind of health insurance do you have?
O 1-2years ago
O Over 2 years ago i No insurance
O Never : Private health insurance
O Don’t remember ' . Medicaid/Medical card

Don’t know
Q
ERIC o A-9
Y
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During the past school year, was there a time when you
needed to see a nurse or doctor but did not go?

O Yes
O No - if No, skip to Question #7

. What kept you from going to see a nurse or doctor?

(Mark all that apply.)

O It cost too much

O 1 didn’t have a regular nurse or doctor
O 1 didn’t want my parents to know

O 1 was 100 busy

O The hours were not good for me

O 1t was hard 10 get an appointment

O 1 was afraid

O 1 didn"t have insurance

QO 1 had no one to take me there

QO 1 didn’t know how to get an appointment
O Other

SECTIONB

. How is your health?

() Excellent
<" Good

) Fair

" Poor

. In the past 30 days, how many days of school did you

miss because you were yick?

None

1 - 2 days

3 - 4 days

S days or more

There is a School Based Health Center that provides health care for students in many Portland/Parkrose high schools. It
is separate from the school nurse. In this section, we would like to know about how students use the School Based Health

Center.

10.

During the past school year, where did you go for each of the following reasons? You may have gone to more than one place

for each reason. (Mark all that apply.)

Didn’t need

care
Check-up or sports physical .
Injury/accident O
liness 0
Birth control/condoms S
Sexually transmitted diseases O
Pregnancy test O
Female exam )
Drug/alcohol problem O
Immunizations (shots) L
Personal/emotional problem O

Have you ever used any School Based Health Center in
a Portland/Parkrose high school?

C Yes
O No-—if No. skip to Question #12

When did you first use any School Based Health Center
in a Portland/Parkrose high school?

Q 9n grade

O 1o grade
C1th grade
O 12th grade

Needed care;

School Based
Health Center

Family
Doctor

Community Emergency
Clinic/Kaiser Room

YO

/_

101810}

12. How did you first hear ahout the School Based Health

Center in this school? (Mark all that apply.)

1I've never heard of the Schoo! Based Health Center
» Brochure or fetter

Teacher or School Counsclor

Friend

School Nurse

New Student Orientation

Somconce came 1o class (o el us about it

School Assembly

Other

36
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13.

14.

16.

17.

Have you used the School Based Health Center at
this school?

O Yes - if Yes, skip to Question #16
O No
O 1don’t know

If you haven't used this School Based Health Center,
what are your reasons? (Mark all that apply.)

( 1didn’t know there was a School Based Health Center

® 1don’t necd 10 go

®1 go somewhere clse

{® I'm alraid my parents would find out

(® My teachers would not let me out of class

(® 1 worry about my privacy (it doesn’t feel safe there)

“7) 1 couldn’t get an appointment .

{8 1°'m afraid of what it will look like to other people if 1
go there

(3 Other

. Fill in the number below that matches the most important

reason from above for not using the School Based Health
Center.

ODOH D DOE

If you havent used the School Based Health Center,
skip to Page 4, SECTION C now.

When did you first use the School Based Health Center
at this school?

) 9th grade

O toth grade
G 11th grade
(O 12th grade

During the past school year, how many times have you
used the School Based Health Center at this schooi?

{O Never

) One time

77 Two times

. Three times

7Y Four times

" Five or more times

97

(Q
\_f/

18. During the past school year, how often have you gone to

19.

the School Based Health Center for...?
(Mark one for each reason.)

ltor2 3ord Sor
Never  times times more
Check-up or sports physical
Injury/accident
liness

Birth control/condoms
Sexually transmitted diseases
Pregnancy test

Female exam

Drug/alcoho} probiem
Immunizations (shots)
Personal/emotional problem

The staff at the School Based Health Center will
sometimes ask students to come back for follow-up visits
to check their progress. Have you returned to the School
Based Health Center for follow-up visits when you were
asked to?

Always

Sometimes

Never

I have never been asked to come back for a
follow-up visit

20. Why do you use the School Based Health Center?

(Mark all that apply.)

The hours are good for me

Itis casy for me to get there

My privacy will be protected (it feels safe there)

1 tike the stafl (they understand my needs and problems)
1 get good care there

My parents want mie to go there

1 do not have to pay

1 do not have (o wait a long time for an appointment
My parents don’t have to know | go there

It's casy to make an appointment

1 don’t have insurance

! have no where else to go

21. Fill in the number below that matches the most important

reason from ahove for going to the School Based Health
Center.

O

ERIC

Aruitoxt provided by Eic:
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22. The last time you visited the School Based Health

Center, how long did it take you to get in for:

Birth control
O Didn't need it
O The same day
O A few days
O About a week
O More than I week
O Never got an appointment

Personal or emotional problem
O Didn’t need it
O The same day
O A few days
O About a week
O More than | week
O Never got an appointment

Hliness/Injury
Q Didn’t need it
() The same day
O A few days
O About a week
O More than | week
O Never got an appointment

23. Do your parents know you use the Schoo! Based

25,

Health Center?

C Yes
C No
C Don't know

Do your parents approve of your using the School Based
Health Center?

C Yes. for cverything — if Yes for everything, skip to
Question #26

C Yes. for some things

GO No

C Don't know

What services do your parents not want you to use at
the School Based Health Center? (Mark all that apply.)

C Physical exam/check-up
C Injury/accidem

C Miness

QO Birth control

Sexually transmitted diseases
C Pregnancy test

C Drug/alcohol problem

C Immunizations (shots)

C Personal/emotional problem
O Don't know

O

i 28,

26.

27.

In general, how satisfied are you with the services you
have received at the School Based Health Center?

& Very satisficd

O Somewhat satisficd
O Ssatistied

O Somewhat unsatistied
O Not satisfied

If you have used the School Based Health Center for a
personal or emotional problem, how satisfied are you?

O 1 have never used the School Based Health Center for a
personal/emotional problem

O very saisticd

O Somewhat satisticd

O Satistied

O Somewhat unsatisticd

(O Not satisfied

If there wasn 't a School Based Health Center at this
school, where would you get the care you now get from
the Center? (Mark all that apply.)

O Family doctor

{2 Community clinic
O Emergency room
O Kaiser - .

O No where

Q) Don't know

O Other

98
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ESSENTIAL & OPTIONAL SERVICES
OF COMPREHENSIVE SCHOOL-BASED
HEALTH CENTERS (SBHCS)

HICH SCHOOL SERVICES

MEDICAL SERVICES

Comprehensive medical and psychosocial histories
Immunizations

Comprehensive physical examinations per
EPSDT guidelines

Developmental assessment

Assessment of educationdl,
achievement, and attendance problems

Vision screening

Hearing screening

Dental assessment

Referral for dental care

Dental care

Diagnosis and treatment of minor medical problems
Diagnosis and treatment of acute medical problems
Management of chronic medical problems

Prescription of medications for minor medical problems
Prescription of medications for acute medical problems
Prescription of medications for chronic medical problems
Dispensing of medications for minor medical problems
Dispensing of medications for acute medical problems
Dispensing of medications for chronic medical problems
Laboratory testing

Referral to medical specialty services

Twenty-four hour coverage

Gynecological/Urological care

Family planning

Family planning referrals

Prescriptions for contraceptives

Dispensing of contraceptives

Referrals for contraceptive prescriptions

Condom availability

33

ESSENTIAL

L 2

¢ 4 ¢ 00

6 6 0 0 0 0

o 0 ¢ 0 0 ¢

]

OPTIONAL OPTIONAL
(Preferred) (As needed)

O
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HICH SCHOOL SERVICES

Pregnancy testing

Pregnancy testing referrals

Options counseling

Onssite prenatal care

Prenatal care referrals

Well child care of students’ children
Referrals to well child care

On-site STD treatment

Referral for STD treatment

HIV testing and counseling

Referral to HIV pre/post test counseling
On-site HIV/AIDS treatment
Referral for HIV/AIDS treatment

Case management

HEALTH EDUCATION/PROMOTION

One-on-one patient education

Group/targeted education at SBHC
Sample topics:
Smoking cessation
Teen parenting classes
Weight reduction seminars

Family and community health education

Supplemental classroom presentations & resource
support for comprehensive health education
Sample topics as appropriate:

STD/HIV/AIDS education

Pregnancy prevention

Drug use prevention

Intentional & unintentional injury prevention
Chronic conditions [e.g. asthma)

General parenting skills

MENTAL HEALTH SERVICES

Individual mental health assessment, treatment, and
follow-up, including:
Physical/sexual abuse i.d. & referral
Substance abuse assessment
Substance abuse counseling
Substance abuse referrals

Group and family counseling

ESSENTIAL

¢

® ¢ 0 00 ¢

L 2B ]

¢ 40000

OPTIONAL OPTIONAL
(Preferred) (As needed)

100
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HIGH SCHOOL SERVICES

Crisis intervention

Mental health referrals

SOCIAL SERVICES

Social service assessment

Referrals to and follow-up with social service
and other agencies for:
Basic needs (e.g. food, shelter, clothing)
Employment services
Legal services
Public assistance (e.g. AFDC, Medicaid)

Case management
Onssite provision of services [e.g. food pantry)

Transportation

MIDDLE SCHOOL SERVICES

MEDICAL SERVICES

Comprehensive medical and psychosocial histories
Immunizations

Comprehensive physical examinations per EPSDT guidelines
Developmental assessment

Assessment of educational, achievement, and
attendance problems

Vision screening

Hearing screening

Dental assessment

Referral for dental care

Dental care

Diagnosis and treatment of minor medical problems
Diagnosis and treatment of acute medical problems
Management of chronic medical problems

Prescription of medications for minor medical problems
Prescription of medications for acute medical problems
Prescription of medications for chronic medical problems

Dispensing of medications for minor medical problems

10t

ESSENTIAL

ESSENTIAL

¢ 6 00

¢ 6 0 00

* ¢ 0 0 0 0 0

@ )

OPTIONAL OPTIONAL
(Preferred) (As needed)

OPTIONAL OPTIONAL
(Preferred) (As needed)

O
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HICH SCHOOL SERVICES

Dispensing of medications for acute medical problems
Dispensing of medications for chronic medical problems
Laboratory testing

Referral to medical specialty services
Twenty-four hour coverage
Gynecological/Urological care

Family planning

Family planning referrals

Prescriptions for contraceptives
Dispensing of contraceptives

Referrals for contraceptive prescriptions
Condom availability

Pregnancy testing

Pregnancy testing referrals

Options counseling

Prenatal care

Prenatal care referrals

Well child care of students’ children
Referrals to well child care

Onssite STD treatment

Referral for STD treatment

HIV testing and counseling

Referral to HIV pre/post test counseling
On-site HIV/AIDS treatment

Referral for HIV/AIDS treatment

Case management

HEALTH EDUCATION/PROMOTION

One-on-one patient education

Group/targeted education at SBHC
Sample topics:
Smoking cessation
Teen parenting classes
Weight reduction seminars

Family and community health education

Supplemental classroom presentations & resource
support for comprehensive health education
Sample topics as appropriate:

STD/HIV/AIDS education

ESSENTIAL

® 4 0 6 0 0 ¢

¢

OPTIONAL
(Preferred)

o
aW)

T

OPTIONAL
(As needed)

A-16



MIDDLE SCHOOL SERVICES

Pregnancy prevention

Drug use prevention

Intentional & unintentional injury prevention
Chronic conditions (e.g. asthma)

General parenting skills

MENTAL HEALTH SERVICES

Individual mental health assessment, treatment, and
follow-up, including:
Physical/sexual abuse identification & referral
Physical/sexual abuse counseling
Substance abuse assessment
Substance abuse counseling
Substance abuse referrals

Group and family counseling
Crisis intervention

Mental health referrals

SOCIAL SERVICES

Social service assessment

Referrals to and follow-up with social service and
other agencies for:
Basic needs (e.g. food, shelter, clothing)
Employment services
Legal services '
Public assistance (e.g. AFDC, Medicoid)

Case management
Onssite provision of services {e.g. food pantry)

Transportation

ELEMENTARY SCHOOL SERVICES

MEDICAL SERVICES

Comprehensive medical and psychosocial histories
Immunizations

Comprehensive physical examinations per EPSDT guidelines
Developmental assessment

Assessment of educational, achievement, and
attendance problems

Vision screening

Hearing screening

103

ESSENTIAL

* 00 000000

ESSENTIAL

¢ ¢ ¢

L 2K B

OPTIONAL
(Preferred)

OPTIONAL
(Preferred)

O
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ELEMENTARY SCHOOL SERVICES

MENTAL HEALTH SERVICES

Individual mental health assessment, treciment, and
tollow-up, including:

Physical/sexual abuse identification & referral

Physical/sexual abuse counseling
Substance abuse assessment
Substance abuse counseling
Substance abuse referrals

Group and family counseling
Crisis intervention

Mental health referrals

SOCIAL SERVICES

Social service assessment

Referrals to and follow-up with social service and
other agencies for:
Basic needs {e.g. food, shelter, clothing)
Employment services
legal services
Public assistance (e.g. AFDC, Medicaid)

Caose management
On-site provision of services (e.g. food pantry)

Transportation

ESSENTIAL

e

OPTIONAL = OPTIONAL

(Preferred) (As needed)
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ELEMENTARY SCHOOL SERVICES

Dental assessment

Referral for dental care

Dental care

Diagnosis and treatment of minor medical problems
Diagnosis and treatment of acute medical problems
Management of chronic préblems

Prescription of medications for minor medical problems
Prescription of medications for acute medical problems
Prescription of medications for chronic medical problems
Dispensing of medications for minor medical problems
Dispensing of medications for acute medical problems
Dispensing of medications for chronic medical problems
Laboratory testing

Referral to medical specialty services

Twentyfour hour coverage

Gynecological/Urological care

On-site STD treatment

Referral for STD treatment

HIV testing and counseling

Referral to HIV pre/post test counseling

On-site HIV/AIDS treatment

Referral for HIV/AIDS treatment

Case management

HEALTH EDUCATION/PROMOTION

One-on-one patient education

Group/targeted education at the SBHC
Sample topics:
Smoking cessation
Teen parenting classes
Weight reduction seminars

Family and community health education

Supplemental classroom presentations & resource
support for comprehensive health education
Sample topics as oppropriate:

STD/HIV/AIDS education

Pregnancy prevention

Drug use prevention

Intentional & unintentional injury prevention
Chronic conditions {e.g. asthma)

General parenting skills

ESSENTIAL

105

]

¢

* 0 0 0 0 ¢ 0

¢ ¢ ¢ ¢ ¢ 0 0

¢

OPTIONAL
(Preferred)

A-19

OPTIONAL
(As needed)



_inking Community Health Centers with Schools Serving Low-Income Children:

;,gm IDEA BOOK

Appendix ,C:,fCbnta'ct_,lnformatiOn~-~ o
Contacts at Sites Studied for the Idea-Book =~

Cherry Street Health Center
Donna Vesey

School Health Program Coordinator
Cherry Street Health Services

550 Cherry Street, SE

Grand Rapids, M1 49503

(616) 235-7272

Clinica Adelante
Nancy Hook

Regional Administrator
Clinica Adelante, Inc.
16560 N. Dysart Road
Surprise, AZ 85374
(602) 546-2194

Fort Pierce Family Service Center
Nancy Brown
Family Services Coordinator

Florida Community Health Centers, Inc.

1200 Delaware Avenue
Fort Pierce, FL 34950
(407) 468-5109

HealthNet, Inc.

Meredith Brashear

Program Development Coordinator
HealthNet, Inc.

3401 E. Raymond Street
Indianapolis, IN 46203

(317) 781-4918

Konawa Community Health Center
Howard Vincent

Administrative Director

Konawa Health Center

PO. Box 358

Konawa. OK 74849

(405) 925-3286

Logan Heights Family Health Center
Dr. Joseph Browne

Medical Director

Logan Heights Family Health Center
1809 National Avenue

San Diego, CA 92113

(619) 234-8171

Multnomah County Health Department
Denise Chuckovich

Program Manager

Multnomah County School-Based Health Centers
Multnomah County Health Department

426 Southwest Stark Street

Eighth Floor

Portland, OR 97204

(503) 248-3674

Southeast Lancaster Health Services
Phill Starr

Executive Director

Southeast Lancaster Health Services
630 Rockland Street

Lancaster, PA 17602

(717) 299-6371

Valley Wide Health Services
Antonio Gurule

Director of Adolescent Health
Valley Wide Health Service
201 Carson Avenue

Alamosa, CO 81101

(719) 589-5111
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State T'tle V Directors, Including Maternal and Child Health and.
Children with Special Needs: '

Alaska

Debra Caldera, Program Manager
Handicapped Children’s Program

Alaska Dept. of Health and Soc. Services
1231 Gambell Street

Anchorage, AK 99501-4627

(907) 274-7626

Karen Pearson, Chief, Maternal/Child/Family Health

Alaska Dept. of Health and Soc. Services
1231 Gambell Street, Suite 311
Anchorage, AK 99501-4627

(907) 274-7626

Alabama

Kay Herrin. Coordinator
Children’s Rehabilitation Service
Division of Rehabilitation Services
Alabama Department of Education
PO Box 11586

Montgomery, AL 36111-0586
(205) 281-8780,(205)

Thomas M. Miller, Deputy Director
Bureau of Family Health Services
Alabama Department of Public Health
434 Monroe Street, Room 381
Montgomery, AL 36130-1701

(205) 242-5661

Arkansas

Nancy Church, Administrator

Children’s Medical Services

Arkansas Department of Human Services
PO Box 1437, Slot 526

Little Rock, AR 72203-1437

(501) 682-8247

Donnie Smith, Administrative Director
Section of Maternal and Child Health
Arkansas Department of Health

4815 West Markham, Slot #41

Little Rock, AR 72201

(501) 661-2199

Arizona

Marianna Bridge, Chief

Office of Women'’s and Children’s Health
Arizona Department of Health Services
Room 200. 411 North 24th Street
Phoenix. AZ 85008

(602) 220-6550

Susan Burke, Chief

Office for Children with Special Health Care Needs

Arizona Department of Health Services
411 North 24th Street

Birch Hall, South End

Phoenix. AZ 85008

(602) 220-6525

Lynda Miller, Chief
Office of Children’s Rehabilitative Services
Arizona Department of Health Services
1740 West Adams Street

Phoenix, AZ 85007

(602) 542-1860

Jane Pearson, Assistant Director
Community and Family Health Services
Arizona Department of Health Services
Room 200, 1740 West Adams Street
Phoenix, AZ 85007

(602) 542-1223

California

Maridee A. Gregory, Chief

Children’s Medical Services Branch
California State Dept. of Health Services
714 P Street, Room 323

Sacramento, CA 94234-7320

(916) 654-0499

Stephen W. Kessler, Deputy Director
Primary Care and Family Health
California Dept. of Health Services
Room 350, 714 P Street
Sacramento, CA 95814

(916) 654-0265

Rugmini Shah, Chief

Maternal and Child Health Branch
California Dept. of Health Services
Room 750, 714 P Street
Sacramento, CA 95814

107 (916)657-1347
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Colorado

Daniel J. Gossert, Director

Family and Community Health Services
Colorado Department of Health

4300 Cherry Creek Drive South
Denver, CO 80222-1530

(303) 692-2315

Joan McGill, Director

Handicapped Children’s Program
Family and Community Health Services
Colorado Department of Health

4300 Cherry Creek Drive South
Denver, CO 80222-1530

(303) 692-2389

Connecticut

Lois Lewis, Director

Division of Program Administration
Addiction and Community Health Services
Connecticut Dept. of Public Health/Addiction
Services

999 Asylum Avenue

Hartford, CT 06105

(203) 566-8728

District of Columbia

Joyce Brooks, Acting Director

Children with Special Health Care Needs
Commission of Public Health

613 G Street, NW

Washington, DC 20001

(202) 727-0393

Barbara Hatcher, Acting Chief
Office of Maternal and Child Health
Department of Human Services
Commission of Public Health

Room 638, 613 G Street, NW
Washington, DC 20001

(202) 727-0393

Jacqueline McMorris, Chief Medical Officer
Children with Special Health Care Needs
Crippled Children’s Unit, DC General Hospital
Building 10, 19th and Massachusetts Avenue, SW
Washington, DC 20036

(202) 675-7148

Delaware

Marihelen Barrett, Director
Children’s Services

Delaware Health and Social Services
Division of Public Health

PO Box 637

Dover, DE 19903

(302) 739-4735

Lisa Maracin, Director, Child Health
Delaware Health and Social Services
Division of Public Health

PO Box 637

Dover, DE 19903

(302) 739-4785

Nancy W. Oyerly, Director

Women’s and Infants’ Health
Delaware Health and Social Services
Division of Public Health

PO Box 637

Dover, DE 19903

(302) 739-3111

Gregg Sylvester, Chief

Community Health Care Access
Delaware Health and Social Services
Division of Public Health

PO Box 637

Dover, DE 19903

(302) 739-4785

Florida

Donna Barber, Chief

Hlth Prog Policy/Development

Family Health Services

Florida Dept of HIth/Rehab Svcs/MCH
1317 Winewood Boulevard
Tallahassee, FLL 32399-0700

(904) 487-1321

Robert R. Furlough, Acting Director
Children’s Medical Services

Florida Dept. of Health/Rehab. Services
Building 5, Room 129

1317 Winewood Boulevard

Tallahassee, FL 32399-0700

(904) 487-2690

Georgia

Wyndolyn Bell, Chief, Children’s Health Services
Georgia Department of Human Resources

2600 Skyland Drive, NE

Lower Level

Atlanta, GA 30319

(404) 679-0547

Virginia Davis Floyd, Director

Maternal and Child Health

Georgia Department of Human Resources
2 Peachtree Street, NW, 8th Floor
Atlanta, GA 30309

(404) 657-2850
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Guam

Laurent Duenas, Director

Bureau of Family Health and Nursing
Department of Public Health and Social Services
Government of Guam

PO Box 2816

Agana, GU 96910

(671) 734-7116

Elizabeth Torres, MCH Director

Dept. of Public Health and Environmental Services
Commonwealth Health Center

PO Box 409CK

Saipan, GU 96950

(670) 234-8950

Hawaii

Loretta Fuddy, Acting Chief, Maternal/Child Health
741-A Sunset Avenue

Honolulu, HI 96816

808-733-9022

Alan N. Taniguchi, Chief

Children with Special Health Care Needs
741 Sunset Avenue

Honolulu, HI 96816

(808) 733-9070

Diana Tunei, MCH Director
Department of Health

LBIJ Tropical Medical Center
Pago Pago, HI 96799

(684) 633-4606

Ethel H. Yamane, Acting Chief
Family Health Services

3652 Kilauea Avenue
Honolulu, HI 96816

(808) 733-9017

Iowa

M. Jane Borst, Chief

Bureau of Family Services

Division of Family and Community Health
Iowa Dept. of Public Health

Lucas State Office Building

Des Moines, IA 50319-0075

(515) 281-4911

Richard P. Nelson, Director

Iowa Child Health Specialty Clinic
University of Iowa

247 University Hospital School
Iowa City, IA 52242

(319) 356-1118

1038
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Idaho

Brett Harrell, Acting Manager
Children with Special Health Needs
Bureau of Maternal and Child Health
Idaho Dept. of Health and Welfare
450 West State Street

Boise, ID 83720

(208) 334-5952

Roger Perotto, Acting Chief

Bureau of Maternal and Child Health
Idaho Dept. of Health and Welfare
450 West State Street

Boise, ID 83720

(208) 334-0670

Illinois

Robert Biehl, Director

Division of Special Care for Children
University of Illinois at Chicago

PO Box 19481

2815 W Washington, Suite 300
Springfield, IL 62794-9481

(217) 793-2340

Stephen E. Saunders, Chief
Division of Family Health

Illinois Department of Public Health
535 West Jefferson Street
Springfield, IL 62761

(217) 782-2736

Indiana

Jon Albright, Director .
Services for Children with Special Health Care Needs
Indiana State Department of Health
1330 West Michigan Street
Indianapolis, IN 46206-1964

(317) 633-0273

Judith Ganser, Director

Maternal and Child Health

Indiana State Department of Health
1330 West Michigan Street
Indianapolis, IN 46206-1964

(317) 383-6478

Kansas

Carolyn K. Domingo, Director

Children with Special Health Care Needs
Bureau for Children, Youth, and Families
Kansas Dept. of Health and Environment
Landon State Office Building

900 SW Jackson Street, 10th Floor
Topeka, KS 66612-1290

(913) 296-1313
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Cassie Lauver, Director

Bureau for Children, Youth and Families
Kansas Dept of Health and Environment
Landon State Office Building

900 SW Jackson, 10th Floor

Topeka, KS 66612-1290

(913) 296-1310

Kentucky

Lynne J. Flynn, Acting Director

Maternal and Child Health

Kentucky Department of Human Resources
275 East Main Street

Frankfort, KY 40621

(502) 564-4830

Denzle Hill, Executive Director
Commission for Handicapped Children
Kentucky Department of Human Resources
982 Eastern Parkway

Louisville, KY 40217

(502) 595-3264

Louisiana

David Thomas, Administrator
Children’s Special Health Services

- Office of Public Health
Louisiana Dept of Health and Hospitals
325 Loyola Avenue, Room 607

.New Orleans, LA 70112

(504) 568-5055

Joan Wightkin, Administrator
Maternal and Child Health Section
Office of Public Health
Louisiana Dept of Hlth and Hospitals
325 Loyola Avenue, Room 613
"New Orleans, LA 70112
(504) 568-5073

Massachusetts

Deborah Klein Walker

Assistant Commissioner

Family and Community Health
Massachusetts Dept of Public Health
4th Floor, 150 Tremont Street
Boston, MA 02111

(617) 727-3372

Maryland
Polly Harrison, Director

Child Health and Children’s Medical Services

Maryland Dept of Hlth/Mental Hygiene
201 West Preston Street
. - Baltimore, MD 21201

. (410) 225-6749

Russell W. Moy, Chief

Maternal Health and Fmly Planning
MD Dept of Hlth and Mental Hygiene
201 W Preston St, Rm 318

Baltimore, MD 21201

(410) 225-6726

Maine

Zsolt Koppanyi, Director, Maternal and Child Health
Maine Department of Human Services

State House Station 11

151 Capitol Street

Augusta, ME 04333

(207) 287-3311

Deborah Tuck, Director

Coordinated Care Services for Children with Special
Health Care Needs

Maine Department of Human Services

State House Station 11

151 Capitol Street

Augusta, ME 04333

(207) 287-5139

Marshall Islands

Helen Jetnil, Director, MCH Program
Republic of the Marshall Islands

PO Box 16

Majuro 96960

(692) 625-3355

Michigan

Ronald Uken, Chief

Children’s Special Health Care Service Programs
Bureau of Child and Family Services

Michigan Department of Public Health

PO Box 30195

Lansing, MI 48909

(517) 335-8955

Terri D. Wright, Chief, Maternal and Child Health
Michigan Department of Public Health

3423 North Logan/M.L. King Jr. Blvd

PO Box 30195

Lansing, MI 48909

(517) 335-8955

Federated States of Micronesia
Sizue Yoma, MCH Director
Department of Health Services
Federated States of Micronesia
PO Box PS 70

Pohnpei, GU 96941

(691) 320-2619

1i0
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Minnesota

Atashi Acharya, Section Chief
Children with Special Health Needs
Minnesota Department of Health
717 Delaware Street, SE
Minneapolis, MN 55440-9441
(612) 623-5140

Jan Jernell, Acting Section Chief
Services for Children with Handicaps
Minnesota Department of Health

717 Delaware Street, SE
Minneapolis, MN 55440-9441

(612) 623-5140

Donna J. Petersen, Director

Division of Maternal and Child Health
Minnesota Department of Health

717 Delaware Street, SE

Minneapolis, MN 55440-9441

(612) 623-5167

Missouri

Darlinda Smith-VanBuren, Director
Maternal, Child and Family Hlth
Missouri Department of Health
1738 East Elm Street

Jefferson City, MO 65102

(314) 751-6174

Mississippi

Ernest W. Griffin, Deputy Director
Bureau of Health Services
Mississippi Department of Health
2423 North State Street

Jackson, MS 39215-1700

(601) 960-7463

Sam Valentine, Director, Children’s Medical Program
Mississippi State Department of Health

2423 North State Street

Jackson, MS 39215-1700

(601) 987-3965

Montana

Maxine Ferguson, Chief, Family and MCH Bureau
Health Services Division

Dept. of Health and Environmental Sciences
Cogswell Bldg

Helena, MT 59620

(406) 444-4740

North Carolina
Thomas J. Vitaglione, Chief, Children/Youth Section
Dept. of Environment, Health, and Natural Resources
1330 St. Mary’s Street, Room 316
Raleigh, NC 27611-7687

(919) 715-3808

i11

()

Ann Wolfe, Director, Maternal and Child Health
Dept. of Environment, Health, and Natural Resources
1330 St. Mary’s Street, Room 302

Raleigh, NC 27611-7687

(919) 733-3816

North Dakota

David J. Cunningham, Director, Maternal/Child
Health

North Dakota State Department of Health

State Capitol Building

600 East Boulevard Avenue

Bismarck, ND 58505-0200

(701) 328-2493

Robert W. Nelson, Administrator
Crippled Children’s Services
Department of Health and Human Svcs
Judicial Wing, State Capitol Bldg

600 East Boulevard Avenue

Bismarck, ND 58505-0200

(701) 328-2436

Nebraska

Mary Jo Iwan, Administrator

Special Svcs for Children and Adults
Nebraska Department of Social Services
301 Centennial Mall South, 5th Floor
Lincoln, NE 68509-5026

(402) 471-9345

David P. Schor, Director

Div of Maternal/Child Health
Nebraska Department of Health

301 Centennial Mall South, Third Floor
Lincoln, NE 68509-5007

(402) 471-2907

New Hampshire

Charles Albano, Chief

Bureau of Maternal and Child Health
Division of Public Health Service

6 Hazen Drive

Concord, NH 03301-6527

(603) 271-4516

Jane M. Hybsch, Chief

Bureau of Special Medical Services
Division of Public Health Service

6 Hazen Drive

Concord, NH 03301-6527

(603) 271-4596

A-25



IDEA BOOK

%kin Community Health Centers with Schools Serving Low-Income Children:

Roger Taillefer, Assistant Director
Office of Family and Community Health
Division of Public Health Service
Health and Welfare Building

6 Hazen Drive

Concord, NH 03301-6527

(603) 271-4547

New Jersey

Barbara Kern, Director

Special Child Health Services
New Jersey Department of Health
Capital Center Building, 6th Floor
50 East State Street, CN 364
Trenton, NJ 08625-0364

(609) 984-0755

Jane R. Marshall, Asst. Commissioner
Family Health Services

New Jersey Department of Health
Capital Center Building, 6th Floor

50 East State Street, CN 364

Trenton, NJ 08625-0364

(609) 292-4043

Roberta McDonough, Director
Maternal and Child Health Services
New Jersey Department of Health -
Capital Center Building, 6th Floor
50 East State Street, CN 364
Trenton, NJ 08625-0364

(609) 292-5656

Andrew Miller, Medical Director
Division of Family Health Services
New Jersey Department of Health
Capital Center Building, 6th Floor
50 East State Street, CN 364
Trenton, NJ 08625-0364

(609) 984-1384

Celeste F. Wood, Director, Community Health
Services

Division of Family Health Services

New Jersey Department of Health

Capital Center, 6th Floor

50 East State Street

Trenton, NJ 08608

(609) 633-3666

New Mexico

Marilyn Sakara, Program Manager
Children’s Medical Services

Public Health Division

New Mexico Department of Health
1190 St. Francis Drive, S-1250
Santa Fe, NM 87502

(505) 827-2350

Ann Taulbee, Chief, Maternal and Child Health
Bureau

Public Health Division

New Mexico Department of Health

1190 St Francis Drive

Santa Fe, NM 87502

(505) 827-2350

Nevada

Judy Wright, Chief, Family Health Services
Nevada State Health Division

Room 205, 505 East King Street

Carson City, NV 89710

(702) 687-4885

New York

Robert Berroyer, Associate Director
Center for Community Health

New York State Department of Health
Empire State Plaza

Corning Tower Building, Room 831
Albany, NY 12237

(518) 474-3368

Christopher A. Kus, Director
Bureau of Child/Adolescent Hlth
New York State Department of Hlth
Corning Tower Building, Rm 208
Empire State Plaza

Albany, NY 12237

(518) 474-2084

Monica Meyer, Director, Division of Family Health
New York State Department of Health

Corning Tower Building, Room 780

Empire State Plaza

Albany, NY 12237

(518) 474-7922

Ohio

James Bryant, Chief

Bureau for Children with Medical Handicaps
Ohio Department of Health, PO Box 1603
Columbus, OH 43266-0013

(614) 466-1652

Karen Hughes, Director, Maternal and Child Health
Ohio Department of Health, PO Box 1603
Columbus, OH 43266-0013

(614) 466-5332

Kathryn K. Peppe, Chief, Maternal and Child Health
Ohio Department of Health

246 North High Street, 7th Floor

Columbus, OH 43266-0013

(614) 466-3263
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Oklahoma

Jim Igo, Acting Division Admin. for Medical Services

Oklahoma State Dept. of Human Services
Suite 124, 4545 North Lincoln Boulevard
Oklahoma City, OK 73125

(405) 557-2539

Edd D. Rhoades, Chief

Child Health and Guidance Services
Oklahoma State Department of Health
1000 NE 10th Street, Room 703
Oklahoma City, OK 73117-1299
(405) 271-4471

Steve Ronck, Chief, Maternal/Infant Health Service
Oklahoma State Department of Health

Room 703, 1000 NE 10th Street

PO Box 53551

Oklahoma City, OK 73117-1299

(405) 271-4476

Oregon

Donna Clark, Assistant Administrator
Office of Health Svcs

Oregon State Health Division

Suite 865, 800 NE Oregon, #21
Portland, OR 97232

(503) 731-4398

Clifford J. Sells, Director

Child Development and Rehabilitation Center
Oregon Hlth Sciences University

PO Box 574

Portland, OR 97207

(503) 494-8362

Palaun

Yora I. Demei, Director

Bureau of Health Services, Republic of Palau
PO Box 771

Palau 96940

(680) 488-2420

Pennsylvania

Daniel L. Brandt, Director

Division of Family and Child Health
Pennsylvania Department of Health
Health and Welfare Building, Room 725
Harrisburg, PA 17108

(717) 787-7440

Judy Gallagher, Director

Bureau of Maternal and Child Health
Pennsylvania Department of Health
Health and Welfare Building, Room 733
Harrisburg, PA 17108

(717) 787-7192

0
\

C. Gail Stock, Director

Division of Special Health Services
Pennsylvania Department of Health
Harrisburg, PA 17108

(717) 783-5436

Puerto Rico

Naydamar Perez-Otero, Director
Children with Special Health Care Needs
Puerto Rico Department of Health

Call Box 70184

San Juan, PR 00936

(809) 767-0870

Roberto Varela-Flores, Director, Maternal/Child Health

Puerto Rico Department of Health
Call Box 70184

San Juan, PR 00936-8184

(809) 754-9580

Iris Janet Vazquez, Assistant Secretary of Health,
Family Health, and Ambulatory Care

Puerto Rico Department of Health

Call Box 70184

San Juan, PR 00936

(809) 765-6210

Rhode Island

William Hollinshead, Director, Family Health
Rhode Island Department of Health

Three Capitol Hill

Providence, RI 02908-5098

(401) 277-2312

Peter R. Simon, Asst. Medical Director
Division of Family Health

Rhode Island Department of Health
Three Capitol Hill

Providence, RI 02908-5098

(401) 277-2312

South Carolina

Marie C. Meglen, Director, Maternal and Child
Health

Dept of Health and Environmental Control
Robert Mills Complex, PO Box 101106
Columbia, SC 29201

(803) 734-4190

Linda Price, Director, Children’s Rehab. Services
Department of Health and Environmental Control
Robert Mills Complex, PO Box 101106
Columbia, SC 29211

(803) 734-4050

Q
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South Dakota

Sandra Van Gerpen, Assistant Secretary for
Health and Medical Services

South Dakota Department of Health

445 East Capitol

Pierre, SD 57501-2080

(605) 773-3737

Tennessee

Suellen Joyner, Director, Family Health Services
Tennessee Department of Health

10th Floor, Tennessee Tower

312 8th Avenue North

Nashville, TN 37247-4701

(615) 741-0323

Judith Womack, Director, Children’s Special Services
Family Health Services

Tennessee Dept of Health

10th Floor, Tennessee Tower

312 8th Avenue North

Nashville, TN 37247-4701

(615) 741-7353

Texas

Patti J. Patterson, Chief

Bureau of Women and Children
Texas Department of Health
1100 West 49th Street

Austin, TX 78756-3199

(512) 458-7355

Susan C. Penfield, Director, Children’s Health
Bureau of Women and Children

Texas Department of Health

1100 West 49th Street

Austin, TX 78756-3179

(512) 458-7111

Utah

George W. Delaven, Assistant Director
Children’s Special Health Services
Division of Family Health Services
Utah Department of Health

44 Medical Drive

Salt Lake City, UT 84113-0650

(801) 584-8239

C. Michael Fitzgerald, Asst. Dir. for Internal
Environment and Health Education
Division of Family Health Services

Utah Department of Health

PO Box 144100

Salt Lake City, UT 84114-4100

(801) 538-6140

Kathleen Glasheen, Asst. Dir., Family Health Services
Utah Department of Health

288 North 1460 West

Salt Lake City, UT 84114-4410

(801) 538-6140

Scott D. Williams, Director, Family Health Services
Utah Department of Health

PO Box 144100

Salt Lake City, UT 84114-4100

(801) 538-6161

Virginia

Cecilia Barbosa, Director, Child and Adolescent
Health

Virginia Department of Health

1500 East Main Street

Richmond, VA 23218

(804) 786-7367

Nancy Bullock, Director

Division of Children’s Special Services
Bureau of Maternal/Child Health
Virginia Department of Health

1500 East Main Street, Room 135
Richmond, VA 23218-2448

(804) 786-3691

Barbara Parker, Acting Director
Division of Women’s and Infants’ Health
Virginia Department of Health

First Floor, 1500 East Main Street
Richmond, VA 23218

(804) 786-5916

Virgin Islands

Olaf Hendricks, Acting Asst. Commissioner of Health
U.S. Virgin Islands Department of Health

Charles Harwood Hospital

3500 Estate Richmond

Christiansted, VI 00820-4370

(809) 774-0117

Mavis L. Matthew, Maternal/Child Health Director
Department of Health .

Charles Harwood Hospital

3500 Estate Richmond

Christiansted, VI 00820-4370

(809) 773-1311

Vermont

Paula Duncan, Director, Maternal and Child Health
Vermont Department of Health

108 Cherry Street

Burlington, VT 05402

(802) 863-7606
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Carol B. Hassler, Director

Children with Special Health Needs
Vermont Department of Health

108 Cherry Street

Burlington, VT 05402

(802) 863-7338

Washington

Cathy Chapman, Program Manager
Children with Special Hlth Needs
Division of Parent Child Hlth Svcs
Department of Health

PO Box 47880

Olympia, WA 98504-7880

(206) 753-0908

Maxine Hayes, Assistant Secretary Division of
Community and Family Health

Department of Health

PO Box 47880

Olympia, WA 98504-7880

(206) 753-7021

Wisconsin

Richard A. Aronson, Chief Medical Officer
MCH Bureau of Public Health

Wisconsin Division of Health

1 West Wilson Street

PO Box 309

Madison, WI 53703-0309

(608) 266-5818

Millie J. Jones, Section Chief
Maternal and Child Health
Bureau of Public Health
Wisconsin Division of Health
1 West Wilson Street

PO Box 309

Madison, WI 53701-0309
(608) 266-2684

Gerard Simono, Supervisor

Wisconsin Program for Children with Special Health

Care Needs

Wisconsin Division of Health

Room 96, 1414 East Washington Avenue
Madison, WI 53703-3044

(608) 266-3674

West Virginia

Pat Kent, Administrative Director
Handicapped Children’s Services
WYV Department of Human Services
1116 Quarrier Street

Charleston, WV 25301

(304) 348-3071

=

Patricia Moss, Director

Office of Maternal and Child Health
West Virginia Department of Health
1411 Virginia Street East
Charleston, WV 25301

(304) 558-5388

Wyoming

John Harper, Manager, Maternal and Child Health
Division of Public Health

Wyoming Department of Health

Hathaway Building

Cheyenne, WY 82002-0710

(307) 777-7941

Cathy Parish, Program Manager
Children’s Health Services
Division of Public Health
Wyoming Department of Health
Hathaway Building, Room 466
Cheyenne, WY 82002-0710
(307) 777-6296
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Alabama

Chris Haag, Director, Adolescent Health
Alabama Department of Public Health
Bureau of Family Health Services

434 Monroe Street

Montgomery, AL 36130-1701

(205) 242-5760

Alaska

Becky Judd, Adolescent Health Coordinator
Alaska Department of Health

1231 Gambell Street

Anchorage, AK 99501-4627

(907) 279-4711

Arizona

Barbara Olson, Adolescent Health Consultant
Division of Family Health Services

Arizona Department of Health Services
Room 200, 1740 West Adams Street
Phoenix, AZ 85007

(602) 542-1880

Arkansas

Marie Sandusky Peterson, Coordinator
Adolescent Health Programs
Arkansas Department of Health

4815 West Markham, Slot 17

Little Rock, AR 72201

(501) 661-2807

California

Sharlyn Hansen, Adolescent Health Coordinator
Maternal and Child Health Bureau

California Department of Health

Room 750, 714 P Street

Sacramento, CA 95814

(916) 657-1372

Colorado

Barbara S. Ritchen, Director of Adolescent Health
Family and Community Health Services

Colorado Department of Health

4300 Cherry Creek Drive South

Denver, CO 80222-1530

(303) 692-2328

Connecticut

Lynn Noyes, Supervisor, School and Adolescent
Health

Connecticut Dept of Health Services

Child and Adolescent Health Division

150 Washington Street

Hartford, CT 06106

(203) 566-2057

Delaware

Karen Deleeuw, Director, School-based Health
Centers

Delaware Department of Health and Social Services
PO Box 637

Dover, DE 19903

(302) 739-4787

District of Columbia

Colevia A. Carter, Adolescent Health Coordinator
D.C. Commission of Public Health

Office of Maternal and Child Health

Suite 217, 2146 24th Place NE

Washington, DC 20018

(202) 673-4551

Florida

Sylvia D. Byrd, Adolescent Health Coordinator
Family Health Services

Florida Department of Health/Rehab. Services
Lafayette Building

1317 Winewood Boulevard

Tallahassee, FL 32399-0700

(904) 488-2834

Georgia

Becky A. Winslow, Director

Office of Adol Health/Div. of Public Health
Georgia Department of Human Resources
Suite 217, 878 Peachtree Street NE
Atlanta, GA 30309

(404) 657-2928
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Guam

Laurent Duenas, Director

Bureau of Family Health and Nursing Services
Department of Public Health and Social Services
Government of Guam

PO Box 2816

Agana, GU 96910

(671) 734-7116

Hawaii

Candice Radner, Planner, Community Adolescent
Prog.

School Health Services Branch

Hawaii State Department of Health

741-A Sunset Avenue, Room 106

Honolulu, HI 96816

(808) 733-8339

Idaho

Laurel Patterson, Child/Adolescent Health Consultant
Idaho Bureau of Maternal/Child Health

4th Floor, 450 West State Street

Boise, ID 83720-0036

(208) 334-5957

Illinois

Judith Redick, Adolescent Health Coordinator
Illinois Department of Public Health

535 West Jefferson Street

Springfield, IL 62761

(217) 782-0554

Indiana

Sabrina Edwards, Adolescent Health Coordinator
Indiana State Department of Health

1330 West Michigan Street

Indianapolis, IN 46206-1964

(317) 633-0680

Iowa

Carol Hinton, Adolescent Health Coordinator
Division of Family and Community Health
Iowa Department of Public Health

Lucas State Office Building, 3rd Floor

321 East 12th Street

Des Moines, IA 50319-0075

(515) 281-6924

Kansas

Lorenda A. Naylor, Adolescent Health Consultant
Children and Families Section

Kanasa Dept. of Health and Environment

Landon State Office Building, 10th Floor

900 SW Jackson

Topeka, KS 66612-1290

(913) 296-1307

Kentucky

Jennifer M. Bryson, Section Supervisor MCH
Kentucky Department of Human Resources
275 East Main Street

Frankfort, KY 40621

(502) 564-2154

Louisiana

Sylvia Sterne, Director, Adolescent School Health
Louisiana Dept. of Health and Hospitals

Room 612, 325 Loyola Avenue

New Orleans, LA 70160

(504) 568-5073

Maine

DeEtte Hall, Director, Teen/Young Adult Health
Dept. of Human Services, Div. of Mat./Child Health
State House Station 11

151 Capital Street

Augusta, ME 04333

(207) 287-5361

Maryland

Despina Sapounakis, Office of Child Health
Maryland Department of Health and Mental Hygiene
201 West Preston Street

Baltimore, MD 21201

(410) 225-6749

Massachusetts

Diane Hagan, Director of Adolescent Health
Massachusetts Department of Public Health
4th Floor, 150 Tremont Street

Boston, MA 02111

(617) 727-3779

Michigan

" Nell Pizzo, Adolescent Health Program Coordinator

Michigan Department of Public Health
3423 North Logan

Lansing, MI 48909

(517) 335-8906

Minnesota

Kathleen Kalb, Adolescent Health Coordinator
Minnesota Department of Health

717 Delaware Street SE

Minneapolis, MN 55440

(612) 623-5107

Mississippi

Ernest W. Griffin, Dep. Dir., Bureau of Health
Services

Mississippi State Department of Health

2423 North State Street

Jackson, MS 39215-1700

(601) 960-7463
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Missouri

Nela Bettem, Child and Adolescent Health
Coordinator

Missouri Department of Health

1730 East ElIm .

Jefferson City, MO 65102-0570

(314) 751-6267

Montana

Elaine Fordyce, Public Health Nurse Consultant
Montana Dept. of Health and Environment
Cogswell Building

Helena, MT 59620

(406) 444-0983

Nebraska

E. Rita Westover, State MCH Nurse Consultant
Maternal and Child Health Division

Nebraska Department of Health

301 Centennial Mall South

Lincoln, NE 68509-5007

(402) 471-2907

Nevada

Heidi Hammack, Health Educator
Division of Maternal/Child Health
Nevada State Health Department
Room 205, 505 East King Street
Carson City, NV 89710

(702) 687-4885

New Hampshire

Adolescent Health Coordinator

New Hampshire Division of Public Health Services
Health and Human Services Building

6 Hazen Drive

Concord, NH 03301-6527

(603) 271-4520

New Jersey ‘

Angela Malinoski, Public Health Nurse Consultant
New Jersey Department of Health

363 West State Street, CN364

Trenton, NJ 08625-0364

(609) 292-8104

New Mexico

Karen A. Gaylord, Adolescent Health Program
Manager Department of Public Health

PO Box 26110

Santa Fe, NM 87502

(505) 827-2356

New York

Annette M. Johnson, Director, School Health Program
New York State Department of Health

Empire State Plaza, Room 219

Corning Tower Building

Albany, NY 12237

(518) 486-4966

North Carolina

Duncan Shaw, Adolescent Health Coordinator
Children and Youth Section, Preventive Services Bureau
Division of Maternal and Child Health

PO Box 276§7

Raleigh, NC 27611-7687

(919) 715-3423

"North Dakota

Mary Dasovick, Adolescent Health Coordinator
North Dakota Department of Health and
Consolidated Laboratories

State Capitol

600 East Boulevard Avenue

Bismarck, ND 58505-0200

(701) 224-2493

Ohio

Angela Norton, Special Programs Supervisor
Ohio Department of Health

6th Floor, 246 North High Street

Columbus, OH 43266-0588

(614) 466-6039

Oklahoma

Marilyn Lanphier, Director
Adolescent Section/MCH Services
Oklahoma State Department of Health
1000 NE Tenth Street

Oklahoma City, OK 73117-1299
(405) 271-4476

Oregon

Tammy Alexander, Adolescent Health Coordinator
Oregon Health Division

800 NE-Oregon Street, #21

Portland, OR 97232

(503) 731-4584

Pennsylvania

Roxanne Lepore, Childhood Nursing Consultant
Injury Prevention Coordinator

Division of Maternal and Child Health
Pennsylvania Department of Health

Health and Welfare Building

Room 725, PO Box 90

Harrisburg, PA 17108

(717) 783-8451
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Puerto Rico

Angela Hernandez Freer, Director
Adolescent Health Services
Puerto Rico Department of Health
PO Box 70184

San Juan, PR 00936-8184

(809) 754-9576

Rhode Isiand

Laurie Petrone, Adolescent Health Coordinator
Division of Family Health

Rhode Island Department of Health

3 Capitol Hill, Room 302

Providence, RI 02908-5097

(401) 277-2312

South Carolina

Ann C. Alexander, Program Nurse Consultant
Department of Health and Environmental Control
Robert Mills Complex, Box 101106

Columbia, SC 29211

(803) 737-4061

South Dakota

Goldie Burnham, Child/Adolescent Health
Coordinator

Adolescent Health

South Dakota Department of Health

445 East Capitol

Pierre, SD 57501

(605) 773-4129

Tennessee

Deborah Johnson, Child and Adolescent Health
Director Family Health Services

Tennessee Department of Health

10th Floor, Tennessee Tower

312 8th Avenue North

Nashville, TN 37247-4701

(615) 741-7353

Texas

Linda G. Prentice, Division of Child Health
Bureau of Maternal and Child Health
Texas Department of Health

1100 West 49th Street

Austin TX 78756-3199

(512) 458-7700

Utah

Pat Shifflett, School Health Nurse Consultant
Division of Family Health Services

Utah Department of Health

288 North 1460 West

Salt Lake City, UT 84116-0650

(801) 538-6140

Q

=

Vermont
Patricia Berry, Director, Division of Local Health
Vermont Department of Health
PO Box 70

Burlington, VT 05402

(802) 863-7347

Virginia

Elizabeth B. Hutton, Adolescent Health Nurse
Consultant

Division of Maternal and Child Health
Virginia Department of Health

Room 137, 15 East Main Street Station
Richmond, VA 23218-2448

(804) 786-7367

Washington

Judy Schoder, Adolescent Health Coordinator
Washington State Department of Health
Parent-Child Health Services

PO Box 47880

Olympia, WA 98504-7880

(206) 586-1225

West Virginia

J. Nelson Parker, Director

Adolescent Health Initiative

Department of Health and Human Resources
Office of Maternal/Child Health, Division of
Infant/Child Health

1411 Virginia Street East

Charleston, WV 25301

(304) 558-5388

Wisconsin

Sharon Lidberg, Adolescent Health Coordinator
Wisconsin Division of Health

Room 96, 1414 East Washington Avenue
Madison, WI 53703-3044

(608) 267-2204

" Wyoming
Sharla Allen
Primary and Preventive Care for Children and
Adolescents
Wyoming Dept. of Health and Human Services
Hathaway Building, 4th floor
Cheyenne, WY 82002
(307) 777-7941
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Appendix D:
Profiles of Selected Sites

These profiles provide supplementary informa-
tion to the Idea Book for practitioners and policy
makers who recognize the importance of interactions
between education and health efforts and want to cre-
ate links between schools and public health-care
providers. The Idea Book presents issues and strate-
gies involved in establishing links between schools
serving low-income children and community or
migrant health centers—just one of many types of
possible linkages in the broader field of comprehen-
sive services—but many of the issues raised by pro-
grams linking these entities are common to a variety
of links between schools and service providers.

Our premise is that practitioners who want to
establish school-health programs will benefit from
detailed examples and advice from fellow practition-
ers, and that the in-depth look at issues provided by
the profiles in this appendix will complement the
more general overviews and the how-to guides
available elsewhere.

Community or migrant health centers
(C/MHCs) are health care organizations with a man-
date to serve residents in underserved communities.
Schools that serve low-income students and commu-
nity or migrant health centers make natural partners in
the effort to provide services to children in need
because areas with high numbers of at-risk students
often have few health or social services resources.
Although schools and health centers operate in differ-
ent institutional environments and provide different
professional services, their efforts are mutually rein-
forcing. By collaborating to bring services to a shared
target group, C/MHCs and schools can help one
another improve health and educational outcornes for
children in their communities.

We selected nune sites for this study in consulta-
tion with the Bureau of Primary Health Care, Health

Resources and Services Administration, U.S.
Department of Health and Human Services, and with
the U.S. Department of Education. Our criteria
included high involvement of low-income students
and vanety in client demographics, urbanicity, pro-
gram design and services provided, geographic loca-
tion, funding sources, duration of program, and num-
ber of schools or students served. Although this was
not a scientific sample, these sites were selected to
cover a range of needs, issues, and strategies that are
typical of many other sites.

QOur sample included urban and rural sites and
represented a mixture of populations. Although six
sites had school-based programs, and one had a
mixed school-based and school-linked design, several
of the school-based sites began with simple linkages.
Some sites offered comprehensive health services and
links with other human services, while others provid-
ed very basic health care. The sites included newly
implemented programs that faced planning dilemmas
as well as mature programs in their second decade of
operation that had adapted goals and services to meet
changing community needs. We conducted telephone
interviews with sources at all sites and visited five of
the sites that illustrated typical challenges, useful
strategies, or innovative solutions.

The continuum of human services offered
through comprehensive initiatives can and does
extend beyond the scope of sites profiled for this
book. These sites are not offered as models to be
replicated without considering local context; we hope
that planners of new links will use the guidance
offered here to develop programs that respond to local
needs and connect with the resources and opportuni-
ties that each community has to offer.
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Cherry Street Health Center and

Henry

Paideia Academy

Grand Rapids, Michigan

seven elementary schools

» Medical and dental teams work two- to three-month stints at

e Health center and school nurses resolved initial problems and
established a better working relationship

Overview

Rotating dental and medical teams provide
school-based preventive dental services, Early and
Periodic Screening, Diagnosis, and Treatment
(EPSDT)I screenings, and acute medical services to
low-income elementary students through a collabo-
ration between the school system, a community
health center, and the county’s departments of health
and social services.

Number of students served: 1,258 receive dental care,
and 540 receive medical care annually

Grades served: K-6

Racial/ethnic breakdown: 97% African American, 2%
Hispanic, 1% Anglo

Eligible for public assistance: 90%

Major sources of funding: Medicaid reimbursement.

major gift from local hospital

School and Community Context

The school-health linkage, known as the Target
Schools Healthcare Program, targets about one-fifth
of the elementary schools in the district. Grand
Rapids, a city with 250,000 residents located in
western Michigan, has large Hispanic and African
American populations and a growing number of
Haitian immigrants. The students targeted by the
health program have families that are often in crisis;
one of the program’s primary goals is to encourage
parents to seek preventive care rather than waiting
for a crisis.

I Medicaid's program for children.

The former Henry Park Elementary School,
where some of the school-linked health services
occur, closed in 1993 because of low student
achievement scores and a generally failing edu-
cation system. The school reopened in 1993-94
under the Paideia school reform system. The
new Henry Paideia Academy has a Title I school-
wide program. Almost all of the students receive
free or reduced-price lunches. Henry Paideia’s
demographics differ only slightly from those of
the overall school-health program: 98 percent of
the students are African American, 1 percent are
Anglo, and 1 percent are Hispanic.

Major Program Features

Planning Process

Grand Rapids’ superintendent of schools
suggested the linkage with the community health
center as a means of delivering health care to stu-
dents with limited family resources. Many stu-
dents had chronic ear and nose infections that
were never properly treated and prevented them
from attending school. Other key planners
included the director of the health center, the
director of the county health department, and the
director of the county department of social ser-
vices. During the 1991-92 school year, while
several elementary schools were involved in a
district-wide school improvement initiative, the
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superintendent convened a task force with repre-
sentatives from the district, the county depart-
ments of health and social services, the health
center, and other community organizations to
explore healthcare options for students. The
committee evaluated schools with the greatest
needs; criteria included students’ health, facili-
ties, and available equipment. Two elementary
schools were selected for two-year pilot programs
that began in December 1992. The program
expanded in 1993 to two additional schools and
in 1994 to a total of seven schools.

The superintendent, community health cen-
ter director, and health department director
signed a memorandum of understanding to devel-
op a school-based model that would provide pre-
ventive medical services within schools.

Planners formed a community-wide work group
that included principals, school district program
evaluation staff, and business partners to develop
a plan and implementation strategy. This com-
mittee met monthly for 18 months, contacted
other school-based clinics to ask for advice, col-
lected and reviewed literature on the topic, and
consulted with social workers and psychologists
to identify student needs and appropriate ser-
vices. There was little parent involvement at this
stage. Planners also say that they initially
neglected to include mental health providers on
the actual planning team, an oversight they recog-
nized during implementation when the need for
mental health services became apparent.

A registered nurse from the health center
began implementing the program, unassisted, in
1992. This nurse spent two and a half days per
week at each of the two target schools, providing
limited health screening and basic nursing ser-
vices, identifying medical needs, and conducting
some home visits. Students with apparent dental
needs were referred to the health center’s dental
clinic. The nurse also talked with social workers,

nutritionists, and mental health coordinators from
the Department of Social Services to improve her
understanding of public assistance and public
health systems and to build networks for referrals.

Data collected during the first pilot year
showed that the nurse spent too much time pro-
viding first aid—not a cost-effective use of her
time. So the health center designated first aid the
responsibility of the school nurse (who typically
spends half a day per week at any individual
school) or other available school staff. The med-
ical team only sees students who otherwise would
be sent home or to a doctor. The nurse and a
health center physician developed a protocol for
nurses to use in diagnosing strep throat, urinary
tract infections, and nose and ear infections.

During the program’s first year at two
schools, classloads of students were bused to the
clinic (one visit a year for each student); while
individual students received dental exams, X-
rays, and cleanings, their classmates received
dental health education as a group. Although this
was an effective method for making sure all eligi-
ble students received services, it was very disrup-
tive to the school, transportation was expensive,
and clinic staff found it hard to keep students
interested in oral hygiene for an entire half-day.
For these reasons, the program switched to
mobile, school-based dental teams, serving four
schools, in the fall of 1993.

During the 1993 school year, the nurse con-
tinued to provide services, alternating morning
and afternoon shifts at each of the four schools
and spending the fifth day at the health center to
conduct follow-up calls. However, acute care’
needs were not sufficient to keep the on-site
nurse busy each day. Planners added a pager sys-
tem so the nurse could be more flexible and
respond to acute care needs only when they
arose, rather than remaining idle while waiting

2Care of ilinesses in which the symptoms or discomfort develops very quickly—over only a few hours or days. For other health
or education terms that may be unfamiliar, please refer to the glossary in Appendix A.
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for them to happen. Planners made other
changes after realizing that much of the success
of the dental component came from the fact that
it emphasized screening, preventive care, and
early intervention—approaches that the medical
program lacked. The medical team expanded in
1994 to include a medical assistant. The program
also added three more schools, another nurse, two
medical assistants, and EPSDT screenings, which
have become the major component of the pro-
gram. The two medical teams now rotate among
schools, staying at each long enough to complete
EPSDT screenings for all eligible children.

Program Design

The program operates from 8:30 a.m. to
4:30 p.m., although medical staff often stay until
5:30 p.m. for parent conferences or to see addi-
tional students. Medical services include EPSDT
screenings for all students with signed parental
consent forms, follow-up services, limited case
management, acute care, and home visits when
needed. Dental services include check-ups, X-
rays, cleaning, and application of fluoride and
dental sealants; restorations are referred to the
health center or to other dentists in the area,
although very few are willing to accept Medicaid
clients. Students also receive a free toothbrush,
dental floss, and instruction in the basics of good
oral hygiene during each visit. The most com-
mon acute care needs include upper respiratory
infections, injuries, rashes, infections, wounds,
and pain. The most common dental problems are
neglect and nutritional deficiencies.

The teams enter student records into a
portable computer and later transfer them to the
clinic’s main system. After rotating to a new
school, the teams try to remain in contact with
students who need follow-up services.

Confidentiality. The medical team insists
that parents or guardians be present during
EPSDT examinations, which are followed imme-
diately by parent conferences to discuss any

abnormal findings. Nurses will confirm whether
or not a student has consulted with a doctor and
will answer any questions parents have. When
clinic staff refer a student to an outside physi-
cian, the program avoids confidentiality issues
by making follow-up calls to the student’s

parent rather than the physician—so clinic

staff do not receive information directly from
outside care providers.

Parental consent. Before receiving med-
ical or dental services, students must return a
signed parental consent form. All students who
return signed consent forms are considered eligi-
ble for services. Typically, between 80 and 90
percent of the students return signed consent
forms. All children who return dental consent
forms receive services without a parent’s pres-
ence, but parents must accompany their children
to school for EPSDT screenings. Parents need
not be present for acute care. The program has
had some difficulty ensuring that parents follow
through on the requirement for attendance at
EPSDT screenings.

Reférrals. Because the medical teams con-
sist of only a nurse and a medical assistant, the
program does not make referrals to specialists.
Students are referred to their family doctors or to
a primary care physician at the health center.
Staff refer between 60 and 65 percent of the stu-
dents to other health care providers for further
treatment, usually for dental, vision or hearing
problems, anemia, scoliosis, or other medical
conditions. Some students are referred to a sin-
gle provider while others may be referred to three
different providers because they have more
diverse needs or because clinic staff want to
spread the demand among providers.

Clinic staff make follow-up calls to families
to ensure that they contact the recommended
referral. Clinic staff gauge their success by the
number of referrals made, number in progress,
number resolved, and whether the resolution was
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good or poor. (A good resolution means that the
family followed through on making and keeping
an appointment. A poor resolution is when, after
repeated attempts to get the family to follow
through, no appointment is made.)

Integration and coordination with acade-
mic program. There is very little integration
between the health services and school curricu-
lum or staff; the health center focuses its efforts
on providing individual health education and
‘medical services, not classroom health education.
After hosting the dental team for several months,
one principal commented, “We did not even
know they were here.”” This was intended as a
positive comment on how smoothly the dental
team operated, but it also shows that interaction
with school staff is limited. The program does
not include health education (except for basic
dental hygiene), which the health center views as
the responsibility of teachers, school nurses, and
other support staff provided to teach the
Michigan health education curriculum.

Organizational/Management Structure

An oversight committee—including school
principals, an evaluator, the clinic nurse/manager
coordinator, business partners, and representa-
tives from the county departments of health and
social services—meets quarterly to discuss pro-
grammatic problems, proposals for improving or
expanding the program, and strategies for obtain-
ing resources. The committee is chaired by the
director of Cherry Street Health Services, whose
time is donated by her fulltime employer, a local
hospital. During planning and the early stages of
implementation, this group met monthly; plan-
ners switched to a quarterly schedule when
meetings became routine and attendance dropped.

The daily and weekly aspects of the pro-
gram are coordinated by a nurse on one of the
medical teams. She works closely with the
health center’s medical director, the dentist in
charge of school services, and the school principals.

A physician at the health center reviews the
charts every week, provides protocols for treat-
ments, and serves as a consultant for nurses. The
physician is available at all times by beeper. The
on-site dental teams include a dentist who con-
ducts exams and takes X-rays, and a dental
hygienist and assistant who clean teeth and apply
fluoride and sealants. The teams meet monthly
to evaluate program operations, discuss barriers,
and consider solutions.

Staffing

Each medical team is staffed with one reg-
istered nurse and one medical assistant. The
nurses must be licensed by the state and have
experience with ambulatory, out-patient care;
all have a great deal of experience in family
practice and pediatric medicine. The medical
assistants have graduated from certified programs
or have equivalent experience. The three dental
teams consist of a dentist, dental hygienist, and
dental assistant. The dentist and dental assistant
conduct exams and X-rays. The hygienist and
dental assistant provide cleaning and education.
Staffing the program has been relatively easy
because, with the exception of the dentist, all
positions follow the academic calendar—so
staff have the summer off. This feature has
attracted many staff who are also mothers of
school-age children.

The Cherry Street physician supervises the
medical teams, reviews all patient charts, and
authorizes all medical treatment protocols.
Medical staff report to the nurse who heads both
medical teams. The dental teams are headed by
the dentist on each team, one of whom acts as the
overall coordinator.

Funding and Reimbursement

The health center is a federally qualified
health center and therefore can claim reasonable
costs for serving the area’s Medicaid and
Medicare patients (about 70 percent of the popu-
lation). The center receives reimbursements for
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70 percent of its costs. In early 1995, the state’s
eligibility requirement for Medicaid was raised
from 100 percent to 185 percent of the poverty
level. This will increase the percentage of costs
that the health center can claim, because more
students will be covered by Medicaid.

Medicaid reimbursements cover most of the
school-health project’s budget (about $325,000 a
year). About 70 percent of the students receiving
medical services are eligible for Medicaid, 5 per-
cent have private insurance, and 25 percent are
uninsured. For dental services the percentages
are similar, although a higher percentage of stu-
dents are uninsured. The cost of serving unin-
sured students is covered by a $100,000 gift from
a local hospital ($84,000 for operating expenses
and $16,000 for the purchase of portable dental
equipment). 1994-95 was the first year of the
hospital’s contribution, but planners expect that
the gift will be renewed. The schools provide
space for the health programs.

The program’s medical services cost more
than initially expected, primarily because of par-
ents’ missed appointments. To bring costs down,
staff have begun to over-schedule appointments to
compensate for no-shows and have begun to offer
grocery coupons and other incentives to encour-
age patients to keep appointments. However, the
cramped quarters in which the program operates
make it hard to accommodate waiting parents.
Dental costs are lower than expected—in 1993,
about $45 or $50 per student visit. Adding a den-
tal assistant to work with the hygienist has
increased productivity significantly—staff had
more than 600 dental encounters in December
and January of 1995—and dental costs are likely
to drop to or below $40 per visit.

Family and Community Involvement
The school-based clinic does not focus
on services to families, with the exception of
an immunization clinic at which students’
siblings also received services. Although families

appreciate the medical services the linkage pro-
vides, medical staff say that many parents are
unable to participate in their children’s school
lives as much as they would like because of work
commitments, personal problems, or lack of par-
enting skills. One principal makes home visits to
parents who do not attend school meetings and,
with the support of the superintendent and school
board, requires parents or guardians to attend a
teacher-parent conference.

Lack of parent involvement has been
the biggest problem facing the medical teams.
Parent compliance with scheduled appointments
in some schools is below 50 percent. Although
health center staff believe they could legally
complete EPSDT screenings for students with
signed consent forms even if their parents are
unwilling or unable to attend, that is not a step
staff want to take because they fear that without
the parent attendance requirement, many of the
parents who do keep their appointments would
be less inclined to attend. Medical staff believe
that face-to-face consultations with parents after
the screenings helps parents understand and
commit to proper health care for their children.
The program coordinator is developing incentives
for parents to keep their appointments, including
meal coupons from restaurants and vouchers
for groceries.

The community supports the school clinics.
Because Grand Rapids is politically conservative,
the program’s focus on elementary schools—
rather than middle or high schools, where family
planning might be an issue—has helped avoid
controversy. The health center recently received
a Healthy Schools/Healthy Community grant to
develop a more comprehensive, permanent
school-based clinic at a school that serves
grades K-8, which may be more controversial.
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{ Implementation Issues, Barriers, and
gSolutions

Turf issues among private physicians.
Some private practitioners in the community do
not like having health center nurses assess ill-
nesses, even for minor health problems. Other
health care providers simply want to work with
the nurses before giving approval for these health
assessments. Some physicians oppose school-
based health care because they believe that
school-health linkages further fragment the
health care system. In response to these com-
plaints, clinic staff emphasize to students and
families that the screenings are only preliminary
and that patients must follow up with visits to
doctors. Clinic nurses also present themselves as
outreach workers for the community doctors who
can reach those patients who are unwilling or
unable to visit doctors’ offices.

Issues among school nurses. When the
program began, school nurses filed a grievance
against the public school system, saying that the
district had subcontracted services that could be
provided by the school nurses. School nurses
were concerned that if the cash-strapped schools
could get community clinics to pay for health
services, the nurses’ role would be phased out.
They were further concerned about the fact that
medical staff covered by the health center’s liabil-
ity insurance could provide more comprehensive
services than school nurses. In 1993, an arbitra-
tion judge ruled that the health center nurses pro-
vided different, nonduplicated services. Since
then, the Cherry Street nurses and school nurses
have tried to improve their relationship by work-
ing on projects together, such as a joint school
health fair. School nurses also have formed a
group to pilot some protocols and a supervision
program that would allow school nurses to
assume greater responsibility in providing
health care.

Coordination with managed care and
Medicaid. Among the biggest issues facing the
program is the state’s recent move to managed
care. All Medicaid-eligible individuals must
have, or are assigned, a designated provider and
medical “home,” a medical practice that is the
source of all services and/or referrals. Many
Medicaid clients select the health center host
agency as a medical home, but nurses in the
school clinics cannot receive reimbursement for
EPSDT screenings for students who are enrolled
with other managed-care providers who have not
authorized the program to provide services. So
far, two hospital clinics have granted authoriza-
tion and two have refused.

Clinic staff record students’ managed-care
providers on the signed consent form that stu-
dents file every school year. Staff notify parents
that they cannot provide services if the student is
enrolled with a provider who does not grant
authorization. If a patient returns a consent form
despite being registered with another provider,
the program coordinator calls that provider,
explains the EPSDT screening, and asks for
authorization. The reaction from providers has
been mixed. Without authorization, clinic staff
have to decide whether the student is likely to get
the services from his or her registered physician.
If not, they often conduct the screening with the
understanding that they will not be able to claim
reimbursement. Health center sources are con-
cerned that as the managed-care environment
begins to attract health maintenance organiza-
tions (HMOs), the health center’s reimbursement
rate will be threatened and the program may not
be able to compete effectively with the HMOs’
aggressive marketing tactics and budgets.

i@ccountability and Assessment

' Under the agreement between the school
system and health center, the schools bear
responsibility for evaluating the program. The
district conducts an annual survey of students,
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parents, teachers, and principals and collects
qualitative and quantitative information from the
program coordinator, the Target Schools
Healthcare Task Force, and the director of the
health center. The school-health program’s sec-
ond-year evaluation identified the following
objectives for 1993-94: (1) Ensure that all chil-
dren in designated schools are provided access to
and assistance in receiving EPSDT or alternate
screening procedures, (2) broaden the program to
cover a minimum of six schools and develop link-
ages with other providers, (3) maximize Medicaid
and other reimbursements by using school nurses
and volunteers for non-reimbursable services, and
(4) enhance use of the program by obtaining
feedback from parents and by coordinating with
school nurses.

1mpacts

This program has done little to track
impacts. However, the new Healthy Schools
grant carries rigorous expectations for document-
ing impact, including a software package for
tracking patients and outcomes. As staff learn to
monitor outcomes at the demonstration site, they
expect to apply the same techniques to the other
school programs. The program serves such a
needy population that the staff feel that almost
any service makes a difference in the students’
lives. Principals say they see happier, healthier
children just as a result of the attention given to
them by the clinic staff. Dental staff began to
examine students on a broad basis in 1992, and
staff expect to see decreases in dental problems
as a result.
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Clinica Adelante and

the Queen Creek School District
Queen Creek, Arizona

health care in the schools

* School nurse and clinic staff work closely to provide primary
care services to children and families

* School linkages are viewed as an essential method of bringing
families with few healthcare alternatives into the clinic

* Physical exams for school sports provide an access point for

Overview

This program provides school-linked health
services to students and their families in a small,
rural community through a satellite community and
migrant health clinic.

Number of students served: Not documented
Grades served: preK-12

Racial/ethnic breakdown of clinic users: 70%
Hispanic, 25% Anglo, 5% other

Children living in poverty: 34%

Major sources of funding: Federal community and
migrant health grants. local foundation

School and Community Context

Queen Creek is an agricultural community of
2,600 residents located one hour east of Phoenix.
Queen Creek has a majority Anglo population, a
strong Mormon community, and a large Hispanic
minority including many migrant farm workers
from Mexico. Thirty-four percent of children below
age 18 live in families whose incomes are below the
federal poverty level. Major health needs in the area
are for basic medical services, dental care, mental
health services, immunizations, nutrition education,
and pharmacy services.

Queen Creek only recently incorporated as a
town, and elected its first mayor and council in
1992. The freeway from Phoenix to the eastern por-
tions of the valley was completed in 1994, and
developers are building housing and shopping cen-
ters nearby. Before Clinica Adelante opened, the
nearest doctor’s office was 25 miles away; there is no
public transportation in the area, and few mugrant
farm workers have private transportation.

As part of a cost-cutting policy, the state
requires Medicaid recipients to enroll in a managed
care plan. The state provides up-front, lump sum
Medicaid reimbursements to health maintenance
organizations (HMOs), and HMOs may in turn con-
tract with other providers for services. Clinica
Adelante serves many non-citizens who do not quali-
fy for state Medicaid and residents who cannot
afford private insurance.

Social services have only recently become
available in Queen Creek, and they remain limited.
A family resource center across the street from the
high school and middle school houses an intake
worker from the state’s welfare department, who vis-
its once a week to enroll eligible families in AFDC,
food stamps, and Medicaid. The town recently
received a federal community development block
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grant to build a teen center that will offer recreation,
nutrition, counseling, and other youth programs.

The school district serves approximately
1,200 students in three schools; the high school
and middle school share a campus. The school
district’s offices are located on the high
school/middle school campus, and interaction
between district and school staff is regular and
informal. In the early 1990s the district hired a
new superintendent and elementary school princi-
pal, and there has been some turnover among
school board members, but the principals of the
high school and middle school have been in place
since the school-health program began.

‘ Major Program Features
| Clinica Adelante is located in a strip mall
across the street from the high school/middle
school campus. The property, which also houses
some school administration offices, is owned by
the school district. The clinic’s school-linked
program provides services through informal
arrangements with the school district; because of
the informality, participating agencies are not
sure how many students receive services. In the
first six months of 1994, the clinic documented
1,600 health contacts, of which 120 were to chil-
dren between the ages of 10 and 18. There are no
data for young children or for the proportion of
children or families served as a result of school
referrals and other linkages.

Planning Process

This program began in 1985 as a mobile
health van operated by the main clinic to serve
migrant farmworkers in outlying areas of the
Phoenix valley. The van visited Queen Creek
weekly to provide immunizations, health screen-
ing, and other primary health services. Hours
were flexible and the van stayed as long as there
were people waiting for services—often into the
evening. Recognizing the need for more regular
health services in these communities, Clinica
Adelante decided in 1991 to replace the van with

¢

several full-time satellite clinics. The transition
included establishing extended hours one day per
week and staffing the satellites adequately to
meet requirements for receiving a state license
and qualifying for Medicaid reimbursements.

At the same time, the school district devel-
oped a comprehensive educational plan that rec-
ognized that the toughest problem in education is
the social, economic, and personal problems of
the students that prevent them from learning.
The plan’s goal was to explore ways to integrate
the community’s resources to support the educa-
tion of all students. To address this goal, the
high school principal—who had directed a pre-
vention program and family center in a nearby
community—the district superintendent, and the
school board established a family resource center
in Queen Creek with the goals of reestablishing
linkages between youths, families, schools, and
the community. State and local agencies station
staff at the center to improve access to social ser-
vices, although the center’s development has
been hindered by staff turnover and funding
issues. The school board supports the center as
long as the school itself does not fund or provide
services directly. '

In addition, the principal asked Clinica
Adelante to expand its services to the community
to support the comprehensive educational plan.
The school district had hoped to design school-
based health services, but community resistance
to a direct role for schools made this impossible.
However, once the school district, town council,
and health center agreed to establish the satellite
clinic at the strip mall, the process of obtaining a
state license, hiring staff, and setting up the clinic
moved quickly (approximately five months).
Clinica Adelante/Queen Creek opened in late
1992. The only formal arrangement between the
school district and the clinic is the lease agree-
ment for the clinic’s offices.
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Program Design

By maintaining close, informal links with
the schools, the clinic expects to make students
more comfortable with health staff and more
inclined to use the clinic. Services include: (1)
School and sports physical exams, including vision
and hearing screenings, at a flat rate of $10 for any
school-aged child, regardless of family income.
This has been a major strategy for getting children
and parents into the clinic and for providing
EPSDT screenings; (2) immunizations, especially
for migrant children who arrive during the school
year; (3) prenatal care, services provided by the
federal Women, Infants, and Children (WIC) pro-
gram, and home visits for pregnant teens, in part-
nership with a community volunteer; (4) substance
abuse counseling for student athletes from the mid-
dle and high schools who fail mandatory drug
tests; (5) home visits with—or at the request of—
the school nurse to students’ families to provide
information about basic health, nutrition, hygiene,
and available health services; (6) health education,
including guest lectures at the high school and
middle school and for parents as part of the Title I
preschool program. Clinic staff helped the school
district implement an AIDS education program by
providing lectures for Spanish-speaking students.

The selection of these services developed
over time according to the needs of the schools and
the capacity of clinic staff; it is not based on a for-
mal plan. The school district nurse, the high
school principal, and the clinic’s nurse practitioner
work particularly closely. The school nurse makes-
most of the referrals; school staff usually refer first
to her and allow her to make referrals to the clinic.
This arrangement facilitates clear lines of commu-
nication between the schools and the clinic. The
school nurse usually refers children to the clinic
and follows up to ensure that they get there—but
whether services such as immunizations are provid-
ed solely by the school nurse on school grounds, by
clinic staff on school grounds, or at the clinic
depends on the child’s needs and the capacity of
the school nurse.

Parental consent. Parental consent and con-
fidentiality procedures maintain the separation
between the clinic and the schools. Parents must
accompany their children or provide written con-
sent when children visit the clinic. The clinic’s
nurse practitioner strongly encourages students
to communicate with the school staff who refer
them but does not share any case-related informa-
tion with the schools or other institutions unless
there is a duty to report (e.g., evidence of child
abuse or neglect).

Organizational/Management Structure

The organizational structure is informal, based
on physical proximity and relationships among indi-
viduals in the school system and at the clinic.
Communication is ad hoc; there have been few reg-
ular congregations of school and clinic staff to -
develop or refine a common vision or strategic plan.

The clinic and the school district are financed
entirely separately and have separate governing
boards. The school board does not have authority
over clinic activities, although it can establish
guidelines for health education and services provid-
ed directly on school grounds. The board members
and administrators of Clinica Adelante have not
made any formal arrangements with the school
district other than to lease the clinic’s office space.
The institutional separation is based on a strong
community belief that schools should provide only
education, and health and welfare agencies should
provide social and health services. Residents and
parents are particularly concerned that schools
avoid issues related to sexuality, although the
school can address these issues for some students
through referrals to the clinic. Generally, the
schools maintain a “don’t ask, don’t tell” policy
toward these referrals. Lacking formal organizational
ties, the school-health linkages function because of
individual relationships and a shared commitment
among school and clinic staff to the healthy
development and learning readiness of children.
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Staffing

The clinic’s primary medical staff person is
a nurse practitioner, who is also the site-based
manager. She provides all diagnoses and is the main
contact for the schools. She is assisted by a licensed
practical nurse (LPN) who screens patients and pro-
vides support to the nurse practitioner. A communi-
ty health nurse, whose primary responsibility is out-
reach, provides home visits and health education and
maintains relationships with schools and other orga-
nizations. The WIC program provides nutrition edu-
cation and food vouchers. Lay health workers, hired
by a state-funded prenatal education and advocacy
program called Health Start, make home visits to
pregnant women and families with young children.
The clinic also works closely with the Arizona State
University school of nursing and is a regular site for
nursing interns. A student psychiatric nurse practi-
tioner staffs the clinic once a week and another stu-
dent nurse practitioner spends one day a week
working with the clinic’s nurse practitioner.

A physician at Clinica Adelante’s main
office supervises medical staff; this person is on
site once a week and available by phone at all
times. While on site, he reviews charts, meets
with staff, and sees patients who require addition-
al medical care. In addition, Clinica Adelante
staff from all facilities attend monthly sys-
temwide meetings. After a meeting of the entire
staff, practitioners meet in small peer groups to
exchange ideas.

Several school staff work particularly close-
ly with the clinic. The school nurse, who serves
all three schools in the district, regularly turns to
the clinic for assistance and also helps monitor
the health of clinic patients. She approached
clinic staff soon after she was hired to establish a
relationship; recently, she arranged to maintain
her own supply of vaccines and administer them
at the schools to relieve the clinic of some of its
immunization workload. The high school princi-
pal, who is also the director of the family
resource center, coordinates with clinic staff

and makes many referrals to the clinic. The
high school counselor coordinates counseling
services with the clinic’s psychiatric nurse
practitioner intern.

The high school principal and counselor
established and trained teams of school staff and
teachers who help identify and address the needs
of students at risk of school failure. Participating
staff receive three days of training that focuses
on (1) general knowledge about risk factors, (2)
approaching students about sensitive issues, (3)
making referrals, and (4) facilitating counseling
sessions. These staff then intervene throughout
the school to help students with personal and
family. problems that affect school attendance
and performance.

Funding and Reimbursement

Until recently, the health center did not
maintain separate budgets for its various facili-
ties, so an exact accounting of the clinic’s operat-
ing costs is not available. The director estimates
that it costs roughly $150,000 to operate the clin-
ic, most of which covers staff salaries. Funds for
the school-linked clinic services come from the
community and migrant health center and are
composed of federal migrant and community
health grants and a grant from a local foundation.
The community outreach nurse is funded through
the state Health Start money. The schools are not
allowed to dedicate education funds to the link-
age because of the community belief that acade-
mic and social service roles should be separate.

Self-sufficiency is a major concern for the
clinic. Staff work continually to increase the,
clinic’s Medicaid and sliding-scale fee caseloads
and to reduce the reliance on grant funding. As
long as the clinic serves non-citizens, however, it
will have to obtain private funding and funds set
aside for migrants.
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Family and Community Involvement

The school-health linkage brings families to
the clinic for services; word of mouth has been a
very effective means of advertising. School staff
say it has not been hard to get students to go to
the clinic in part because parents are grateful to
find out about the service and because the clinic
will provide services to the student’s entire family.

The community is just beginning to be directly
involved in the school-health linkage. To avoid con-
troversy, the schools and clinic deliberately main-
tained a low profile about their relationship—and,
because of the clinic’s Spanish name and its past as a
mobile clinic for migrant workers, many community
members view the clinic as a place primarily for
migrant workers. Hispanics continue to comprise .
the bulk of client visits. In the wake of recent gang
activity, and with the support of the school board
and town council, the Kiwanis Club has agreed to
partially support the expansion of the clinic and its
youth services; a local architect and contractor
donated time and materials. The new space will
include five exam rooms, a lab, and a waiting area.
The current space will then house WIC staff and
additional mental health services. '

Cultural Inclusiveness )

~ The schools rely on the clinic to help them
meet the needs of migrant and Hispanic students and
to provide translation for the school nurse and other
school staff. All ofthe clinic staff are fluent in
Spanish, and several are Hispanic. The psychiatric.
nurse practitioner student who provides counseling
was a migrant farm worker as a child. School staff,
including the principals of the high school and mid-
dle school, the school nurse, and the school coun-
selor, are all Anglo and do not speak Spanish.
Clinica Adelante is regarded by area managed-care
organizations as a “culturally appropriate, sensitive
provider” that can reach non-Anglo populations,
according to the program director. Managed-care
providers that receive Medicaid funds are audited for
EPSDT and immunization rates in their service
areas, and contract with clinics like Adelante to reach
rural and minority children.

{ Implementation Issues, Barriers, and

‘L;/Solutions

Community’s view of the appropriate role of
schools. In addition to making the health services
school-linked rather than school-based, the program
addressed community concerns by (1) maintaining a
low profile and separate institutional roles for the
school and clinic, and (2) providing services to meet
needs recognized by the community rather than forc-
ing a plan on the community. The main disadvan-
tage to these strategies is the possibility that the pro-
gram will not reach many who need services
because the program is separate from the school and
not widely publicized.

Isolated working environment for medical
practitioners. Staffing a satellite clinic, whether on
or near school grounds, can isolate health care prac-
titioners accustomed to supervision and interaction
with peers. Practice in a rural, basic health care set-
ting also challenges staff who enjoy broader expo-
sure and experience. The main clinic, located more
than an hour away, must balance adequate support
and monitoring with allowing freedom to tailor ser-
vices and strategies to community needs. The nurse
practitioner at the satellite clinic assumes certain
administrative functions by default and must juggle
this role with a busy medical practice. For clinic
staff, the transition from mobile van to full-time clin-
ic required a more structured practice and knowl-
edge and use of formal reimbursement policies.

To mitigate staff problems in this setting, the
program director screens job candidates carefully for
the ability and desire to be flexible, adaptive, politi-
cally astute, and self-motivated. The nurse practi-
tioner spends one day a month at the main health
center to maintain her skills. The staff’s sense of
separation from the main health center lingers, how-
ever, and are likely to grow as the satellites receive
pressure to become self-supporting.

Operating in a managed-care environ-
ment. The area’s health maintenance organiza-
tions have been willing to contract with Clinica
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Adelante for care they cannot provide. State
audits of immunization and EPSDT rates provide
incentives for HMOs to serve at least these basic
needs through the school-linked clinic. Clinica
Adelante’s major challenge in working with
HMOs has been the paperwork required for
reimbursement, which differs with each HMO.
Occasionally, an HMO refuses to recognize

the nurse practitioner as a qualified provider,

in which case the clinic must bill under the
supervising physician’s name.

Lack of transportation. Transportation,
public or private, remains a problem for residents
of this rural community. Clinica Adelante is easi-
ly accessible by foot from the schools, but chil-
dren needing additional services still must travel
25 to 30 miles. Clinic staff occasionally provide
transportation but it is too time-consuming to do
so regularly.

Meeting state licensing requirements.

State licensing requirements for health service
organizations include maintaining a certain staff
mix and establishing and following protocols for
service delivery and supervision. This provided
more of a challenge while operating the mobile
van than for a full-time clinic. However, the pro-
gram director remains frustrated with the state
restrictions, which have discouraged efforts to
implement innovative service delivery strategies.

', Accountability and Assessment

Although there is no formal system for doc-
umenting or evaluating the school-linked services
at Clinica Adelante/Queen Creek, nursing stu-
dents from Arizona State University conduct
community health needs assessments as part of
their coursework, the high school administered a

teen survey to ascertain students’ health concerns,

and a Youth Advisory Council has interviewed
community members about health topics. The
clinic recently began collecting data on children
served, but because funding is not targeted
explicitly for the provision of school-linked

i
\
4

services, data documenting this activity are not
in demand. Assessment is driven by its ability to
meet overall service delivery and financial goals.

* Tmpacts

il

Evidence of the strength of the school
linkage is largely anecdotal—as in the
following story:

A student athlete went to the clinic for his
required sports physical. The nurse
practitioner concluded from tests that he
was using drugs. The student admitted
using drugs, and the nurse practitioner
suggested that he talk with the high school
principal about getting counseling at the
clinic in exchange for the chance to keep
playing football. The principal was
supportive and monitored the student’s
weekly attendance at the clinic for counsel-
ing. The student is “clean,” still in
school—and playing football.
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Fort Pierce Family Service Center,
Fort Pierce Elementary School
Fort Pierce, Florida

community

health reasons

* School-based health center serves children, families, and the
* Comprehensive family service center establishes close and
effective links between medical and mental health services

* Immunizations and physical exams provided by the health center
means schools do not have to block students’ enroliment for

Overview

Although the Fort Pierce Family Service
Center is located on school grounds and the school
serves as an important link between the services and
the community, this program focuses on serving
entire families, and planners consider it more
school-linked than school-based. One of two such
centers operated by a private non-profit company
under an agreement with the county school board,
the family center targets the medical needs of chil-
dren and youth from birth through age 18. Since
1993. the center has served more than 1.000 clients,
most of whom live in poverty and have no other
source of health care.

Number of students served: More than 300 students
(40%) use services

Grades served: PreK-5

Racial/ethnic breakdown: 51% Anglo, 38% African
American. 11% Hispanic or Haitian

Eligible for public assistance: 77% of students eligible for
free/reduced-price lunch

Major sources of funding: Federal Public Education
Capital Outlay (PECO) funding, state Full Service Schools
grant. special taxing district for children’s services

School and Community Context

Fort Pierce (pop. 36,000) is located on the
Atlantic coast of Florida, 100 miles north of Miami.
The area’s immigrant population has increased
recently. In Fort Pierce, 49 percent of the residents
are Anglo, 45 percent are African American, and
6 percent are Hispanic or other. Approximately
35 percent of the adult population is illiterate.
Approximately 30 percent of school-aged children
do not have health insurance. The school district is
the largest employer in the county; other major
employers include a regional medical center and
various agricultural and retail companies. The
county’s unemployment rate averaged 13.2 percent
in 1993.

Fort Pierce’s school district is unique in
Florida because it has controlled choice zoning, a
policy that responds to court-ordered desegregation.
Controlled choice divides the county into three
zones; within each zone, parents may choose among
a prescribed list of schools. Based on the parents’
preferences and the need for racial balancg, the

school district assigns children to schools.” As a
result of controlled choice zoning, most children

°The school district recently approved “walk zones™ that will allow children to choose a school within walking distance of their
home, even if the school is not among those from which they would normally choose.
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who attend Fort Pierce Elementary School do not
live in the immediate community; some live up to
26 miles from their school. This lack of connection
with the community made it difficult for the school
to initiate relationships with community-based
organizations.

Fort Pierce Elementary School has 778 stu-
dents and is in its first year of a Title I school-
wide program. The Family Service Center, oper-.
ated by Florida Community Health Centers, Inc.
(FCHC), is housed in a large trailer on school
property, some distance from the school. The
trailer, which is owned by the school district,
houses a children’s center and WIC staff in addi-
tion to the Family Service Center. The agencies
that provide services at the center were all operat-
ing before the Family Service Center opened—
but without the formal link to the school district,
public awareness and access to the services were
limited. The school district’s ability to provide
resources, start-up expenses, and new clients gave
it leverage with the agencies to encourage the
development of the health program.

Major Program Features
§ The Fort Pierce Family Service Center is
one of two centers operated by FCHC (the other
is at Windmill Point Elementary School). The
centers offer one-stop shopping that links health
care, social services, and education. Agencies
that operate out of the centers include FCHC
(medical services); New Horizons Children’s
Center (mental health services); and the federal
Women, Infants, and Children (WIC) assistance
program. The Fort Pierce site also offers Even
Start and adult education supported by a local
community college and a federal grant to the
school district.

During 1993-94, the Fort Pierce health cen-
ter treated 971 people, of whom 55 percent were
under 5 years old and 27 percent were between 5
and 10 years old. The racial distribution of
clients at both centers is 52 percent Anglo,

",

28 percent African American, 12 percent
Hispanic, and 8 percent Haitian. Eleven percent
of the clients are migrants. Statistics on the

- minority population served at the Fort Pierce site

are not available but the figure is probably high-
er, because the community has a higher minority
population. The most common medical services
or diagnoses are routine infant/child health
checks, acute upper respiratory infection, DPT
and polio vaccinations, and noninfectious gas-
troenteritis/colitis. The number of patient con-
tacts per month grew steadily during the center’s
first year, from an average of 367 during Fiscal
Year 1993 (October through March) to an aver-
age of 511 during the first five months of 1994.

Planning Process

This project began as an effort to place
nurse practitioners in the schools. The impetus
came from the district’s director of student ser-
vices, who used data on high poverty levels, poor
access to health care, limited public transporta-
tion, and high levels of health and education risk
among children to gain community support.
Together, the director of student services and var-
jous community groups convinced school staff
and administrators to pursue the idea. When
budget cuts in the county public health depart-
ment made the original plan impossible, the plan-
ners turned to FCHC for support.

FCHC saw the connection with schools as a
way to gain space for expanded services and a
link with the community. A formal agreement
between FCHC and the school board put the
school board in charge of providing the site,
facility, and equipment for the health center.
FCHC provided staff, funding, and oversight of
the center’s daily operations. FCHC’s medical
director, the district’s director of school services,
principals, and the site coordinator jointly devel-
oped the program over the course of one year.
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Planners faced several political obstacles.
First, they did not want the clinic to be perceived
as stealing clients from established health care
providers. To prevent this, they publicized the
fact that the county has a shortage of pediatri-
cians, encouraged the concept of using primary
care physicians, and emphasized that no one
would be obligated to use the school health cen-
ter. Planners also anticipated problems surround-
ing family planning services, although the school
district recognized the need to increase accessi-
bility to these services. Planners agreed that the
centers would not distribute family planning liter-
ature and birth control—an arrangement that
almost derailed the project because of opposition
by the medical staff. Today, family planning
remains a very low-key component of the project
and clinic staff do not distribute birth control.
Students with family planning needs are referred
to the main FCHC, off the school site.

Logistical issues dominated the planning
stage. School building regulations required that
the facility have separate bathrooms for male and
female students and for staff. Clinic staff saw
this as a waste of limited space and a constraint
on the program’s ability to generate revenue
because it would reduce the number of patients
who could be served. Responsibility for cleaning
the facility presented another issue; because the
center is in a school building, FCHC thought the
school should provide janitorial services, but the
school refused. Planners compromised: The
school repairs the building, while FCHC handles
daily cleaning.

Program Design

The centers provide comprehensive pedi-
atric health services (lab work, immunizations,
vision and hearing screening, physicals, gyneco-
logical services, and HIV care) and acute care
Monday, Wednesday, Thursday, and Friday from
8 a.m. to 5 p.m., and Tuesdays from 10 a.m. to 7
p.m. A staff member is always on call.
The Fort Pierce center’s ability to provide

immunizations and physical exams for new stu-
dents, and mental health services for all students,
has been most immediately helpful to the school.
In the past, many children were temporarily prevent-
ed from attending school because they had not met
immunization requirements; since the center
opened, no students have been kept out of school
for lack of immunizations.

Only a small percentage of patients are
referred by Fort Pierce elementary, although many
are referred by other schools in the district. Most
users are not even of school age; they are identified
through community outreach and referrals from
other social service agencies. Outreach includes
inviting community groups and service agencies to
tour the family center, offering staff as speakers for
community groups, disseminating a district-wide
newsletter, inserting articles into school newsletters,
sending flyers home with students, and promoting
services on the district’s cable television channel.

Coordination and cooperation among medical,
mental health, and school staffs are key features of
the Family Service Center; because most student
referrals are rooted in behavioral problems, medical
and mental health staffs must also work well togeth-
er. Program staff say that successful collaboration
and coordination is more a result of hard work and
responsive personalities of the people involved than
of any structural mechanism.

Confidentiality. The high level of collabora-
tion raises confidentiality issues: Each service
provider wants to know what services their client
has received from other providers. The service
center solves this problem by having families sign
an interagency shared consent form, modeled
after a standard medical consent form. Members
of the medical, mental health, and school staffs
also meet weekly to discuss patients and the
mental health and medical staffs hold parent
conferences when appropriate.

Q

A-50

138



Referrals. The family centers make many
referrals to outside providers, although percentages
for specific needs were not available. Sources
reported some problems with referring patients who
have no insurance or who need specialists who are
not located in the area. Some patients must wait for
referral services while family center staff arrange
Medicaid registration, and it can be hard to convince
some specialists to take Medicaid patients. Family
center staff are persistent in asking or pushing other
providers to take these patients. Lack of transporta-
tion is also a barrier; the county does not have public
transportation and often referrals are made to
providers outside of the county. The community has
a shuttle van, but families often must wait for hours
to get to or leave an appointment.

Organizational/Management Structure

A coordinator hired by the school district
serves as liaison between the school and agencies at
the family center. The coordinator interacts regularly
with the principal, guidance counselor, and teachers
to help them understand the services available and
identify children in need of health and/or social ser-
vices. The coordinator also helps the service
providers coordinate efforts across agencies and
referrals to outside providers or agencies. Sources at
the agencies and school said the coordinator was
crucial to program success because she opened lines
of communication between schools and agencies
where they did not exist before. As the program
grows and more schools use the resource, however, it
is harder for the coordinator to personally facilitate
communication.

Issues beyond day-to-day coordination and
management are addressed jointly by the school
board, FCHC officials, center staff, school adminis-
trators, and the site coordinator. An oversight com-
mittee meets quarterly to direct development and
oversee budgets. Its members include principals;
school board members; business leaders; and repre-
sentatives of social service agencies, the community
college, and the public health unit.

@ )

Staffing

The school district contracts with FCHC to
provide services but not specific positions or
staffing arrangements. FCHC staffs the centers
based on what the center feels it needs to provide
services cost-effectively. The Fort Pierce family
center is staffed by a full-time pediatrician, a nurse,
a medical assistant, and two administrative office
workers. Most of the health services are provided
by the pediatrician. A mental health service contrac-
tor is expected to provide two full-time counselors,
and the school district provides a site coordinator. A
WIC staff person visits the site two days a week,
although recent budget cuts have reduced the
frequency of the WIC visits.

The primary staffing issue at Fort Pierce has
been high turnover rates among mental health staff.
In 1994-95, the center operated for much of the
school year without one of its two counselors. The
county school district has only one school nurse,
who circulates among the schools to provide basic
health services. Her role has not changed much
since the clinic arrived—she is still overworked—
but she now can refer students to the two Family
Service Centers. Instead of being threatened by the
service centers’ role, the district nurse finds that they
generate more work for her by referring students for
screening, prescribing medications, and recom-
mending home visits.

Funding and Reimbursement

The school district receives a grant from the
Florida Full Service Schools program (approximate-
ly $108,000 in 1993-94). This grant covers the costs
of the full-time program coordinator, a part-time

‘paraprofessional, and administrative and operating

expenses. Several sources said the funds provided
by the state grant were crucial to the development of
this project.

Because the school district, FCHC, and
other providers maintain separate financial
records, it is hard to create a consolidated budget
for the family service center. Based on FCHC’s
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income summary of April through August, 1994,
the major expense is for salaries, wages, and ben-
efits (about 65 percent of total expenses). The
average cost per patient contact is $58. FCHC
writes off an average of 6 percent of total expenses
per month as bad debt. The program charges for all
services. Uninsured patients pay sliding fees, with a
minimum payment of $12. The county school dis-
trict contracts with FCHC to provide the medical
and billing services. In early 1994 at the Fort Pierce
center, 49 percent of the students were covered by
Medicaid, 48 percent paid out of pocket, and 3 per-
cent were covered by insurance. During the same
period, the school-based centers had a net revenue of
$334,024 and expenses of $280,123, for a net profit
of $53,901.

From the school’s point of view, the center has
no negative effect on its budget; in fact, the principal
said the school has benefitted from having access to
office equipment in the site coordinator’s office, such
as a fax machine—an item the school did not have.

Coordination with health insurance. Healthy
Kids, a nonprofit program established in 1990 to
provide low-cost health insurance to school-aged
children in Florida, is a major component of the
family service centers. Healthy Kids has two goals:
to create comprehensive insurance coverage for
school children and to help provide preventative
health care for children. Fort Pierce’s county is a
pilot site for the program, and as of October 1994,
all children in the county between age S and 19 who
are enrolled in grades K-12 and have no private or
government-sponsored health insurance are eligible
for this coverage. Premiums range from $5.00 to
$43.00 per month, depending on family income.
The family service center receives several inquiries
about the program every day; so far, staff have
signed up more than 1,000 students who previously
lacked health insurance, most of whom had not been
participating in the health care system. Healthy
Kids receives funding from the state and from the
county Children’s Services Council—a special tax-
ing district authorized to raise money and distribute
grants for children’s services.

Family and Community Involvement

In almost all cases, a parent must accompany
a child to the clinic for medical services, although
the principal can authorize services in emergencies.
The center staff would like to develop a release form
that would allow students to receive services without
having a parent present. This type of release is now
used with a few patients who need regular services.
But because FCHC charges for its services, handles
its own billing, and must be able to confirm finan-
cial responsibility for all services—and because
FCHC must cover its operating costs—having
parents accompany the children helps the clinic
collect more revenue. FCHC already absorbs
many costs because it uses a sliding fee scale
for uninsured patients.

The Family Service Centers have received
more community support and involvement than
anticipated. Sources attribute this to the pediatri-
cian’s ability to develop rapport with her patients
and their families. The coordinator believes that
if the center had been assigned another doctor
without the same interpersonal skills, the clinic
would not have developed such a positive reputa-
tion so quickly. Staff also promote the family
centers through school and community newslet-
ters and by making staff available to address pub-
lic groups. As interest in the centers grows, more
community organizations and service agencies
want to be linked to the center. However, space
is limited and these additional services cannot be
located at the center, which was originally intend-
ed for only the co-location of a nurse practitioner.
After one year, the center is already considering
plans for a larger facility.

Cultural Inclusiveness

The Fort Pierce community includes rapidly
growing numbers of recent immigrants from
Haiti and Latin America as well as migrant labor-
ers. The health center’s primary cultural concern
has been the language barrier. Many staff mem-
bers speak Spanish, including the pediatrician,
but it is harder to find staff who speak Haitian
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Creole. Parent educators from the Title I office,
located next door, visit immigrant families at
home to explain the center’s services, but these
populations are not yet fully served.

( Implementation Issues, Barriers, and
ESolutions

Preferential treatment for students closest
to the center. Because of the focus on serving
the community rather than a single school, med-
ical staff often do not know which school a
patient comes from. However, Fort Pierce
Elementary School students have priority for
mental health services. This is a touchy subject
among other agencies that use the counseling
services and even among the counselors them-
selves, who say that the squeaky wheel tends
to get the attention; by virtue of the clinic’s
proximity to Fort Pierce, it is easier for Fort
Pierce students (and their families and teachers)
to squeak the loudest.

Unrealistic teacher expectations. Health
center staff found they needed to educate skepti-
cal teachers about the programs and services
available at the new center and convince them
that efforts to work with the health center could
be successful. But when teachers recognized the
value of the health center, they developed unreal-
istically high expectations—for example, that
they could send misbehaving children to the
physician to be “fixed” through prescriptions for
Ritalin or other medications. The site coordinator
and principal solved this misunderstanding by
inviting health center staff to eat lunch in the
school cafeteria and to use the teacher’s lounge
for breaks to increase informal communication,
so health staff could explain the difference
between medical and non-medical sources of
behavior problems. Teachers who have students
receiving medical services meet regularly (often
weekly) with the medical or mental health staff at
the center to discuss progress, setbacks, and
issues related to the student’s situation. These
steps increased teachers’ understanding of the

center’s capabilities; teachers who have worked
with the center staff feel positive about the expe-
rience and value the center as a resource.

Hlliteracy. An estimated 35 percent of the
adults in Fort Pierce are illiterate. They cannot
read materials designed to make them aware of
the available health services and are intimidated
by the process of seeking help and having to
admit their illiteracy. In addition, many people
who may be eligible for Medicaid are not
enrolled and do not seek services because they
cannot negotiate the application process. Family
center staff combat illiteracy through home visits
to make potential clients aware of the clinic and
by helping parents complete the required paper-
work for Medicaid eligibility.

b Accountability and Assessment

In 1994, the school district asked all agen-

cies providing services through the health center

to develop measurable, outcome-based treatment
plans. The school district is developing a com-
puter network that will allow schools and service
agencies to share information on students in
order to reduce paperwork, facilitate the transfer
of information on families who interact with sev-
eral agencies, and improve evaluation by linking
school and service data. Confidentiality and
security issues may present problems, however;
many people are uncomfortable with the poten-
tial for misuse or unauthorized access.
Information management staff are collaborating
with the service agencies to develop security fea-
tures, and attorneys are working on the legal
aspects of security and privacy. Planners intend
to start with noncontroversial information, such
as immunization data and participation in early
intervention programs.

Although FCHC is required to report data
on its clients, the data that the school district
would like to track are different from the data
that FCHC tracks with its computers. Solving
this problem has taken more time than expected,
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so the district has not been able to get accurate program on students and school performance lies
school or student data regarding services. in establishing a baseline from which to measure
changes, because the mobility rate of students at
FCHC tracked eight program goals and Fort Pierce is very high (38 percent during the
objectives for the 1993-1994 school year. For 1992-93 school year).

example, one stated that “FCHC would provide
well-child screenings and immunizations to 1,200
children per year per provider at [two] elemen-
tary schools.” The program reported achieving
64 percent of this goal. Another goal was to
“provide early screening, diagnosis, and referral
for treatment of lead poisoning in county chil-
dren.” The program achieved 93 percent of this
goal. Another goal focused on providing out-
reach to community groups; actual achievement
of this goal was reported as 100 percent.

(Qmpacts ‘

'  The centers have accomplished their goal of
making health care more accessible to poor and
uninsured children who would otherwise not
receive health care. Since the family center
opened, more children in the community have
received health services, agencies and communi-
ty groups have formed more cooperative relation-
ships, and the costs to the school system have
been limited. :

School and service agency staff say the
health center has generated a dramatic increase in
compliance with appointments. Before the center
opened, patients’ no-show rates for recommended
services exceeded 47 percent; compliance is now
about 90 percent. More chronic health problems
like asthma, diabetes, and seizures are being
identified and better managed. And there has
been an increase in the number of students with
behavior problems who have been referred for
treatment and/or counseling.

The school district and service agencies are
just beginning to formulate more specific expec-
tations for the centers, define these measures,
and develop systems to track the necessary data.
One challenge to measuring outcomes of the
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HealthNet, Inc. and
Bridges to Success at School 50
Indianapolis, Indiana

for a school-based program

« Health center participated in a broader integrated services
initiative to build support, minimize resistance, and obtain funding

« Involvement of many care providers improves students’ access to
services but makes coordination more challenging

« A managed care requirement for Medicaid participants is
complicated by city-mandated busing

Overview

HealthNet, a health organization under con-
tract to a local hospital, operates three communi-
ty health centers, one school health linkage with
an elementary school, and one school-based clin-
ic for a high school, in addition to providing the
medical and health education components of
Bridges to Success (BTS)" at two high schools.
HealthNet collaborates with the school system,
BTS, and many heaith and social service
providers and organizations. Through these
efforts, HealthNet served more than 7,000 chil-
dren and youth in 1994.

HealthNet’s BTS activity began in 1994-95.
The linkage with the elementary school began in
1993, and HealthNet assumed responsibility for
the school clinic in 1994. This profile focuses on

Number of students served: 100

Grades served: K-5

Racial/ethnic breakdown: 50% Anglo, 50% African
American

Eligible for public assistance: 75% public assistance,
80% free or reduced priced lunch

Major sources of funding: Robert Wood Johnson
Foundation, United Way, local foundations

HealthNet’s BTS activity at School 50, which
involved extensive planning and an early
evaluation component.

School and Community Context
Indianapolis (pop. 700,000) is the state
capital and contains the headquarters for several
insurance and pharmaceutical companies. The
Indianapolis public school system includes the
central city, in which 80 percent of the students
receive free or reduced-price meals. Nine town-
ships surround the city; each has a separate
school system. Unemployment, crime, and gang
activity are increasing throughout the city.

School 50. which has 455 students, is locat-
ed on the west side of Indianapolis in a neighbor-
hood that is 75 percent Anglo and mostly poor;
80 percent of the students receive free or
reduced-price meals, and 75 percent are on pub-
lic assistance. Many residents are Appalachian
and move frequently between Indiana and
Kentucky. Because of a city-wide racial desegre-
gation order, 75 percent of the students at School
50 are bused from other neighborhoods. Half of
these students are African American or belong to

40ne of several local service integration initiatives across the country with funding from a private foundation.
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other minority groups. Although there is not a
full-time school nurse, a nurse from the county
health department visits the school for two hours
a week to maintain student health records and
examine sick children.

Major Program Features
School 50’s school-based health center

offers primary care for elementary school stu-
dents. The health center is part of BTS, a com-
munity initiative that brings health and human
services to schools. The health center and other
BTS programs began implementation in 1994
after several years of planning.

Planning Process

BTS began in 1992 at the instigation of the
local United Way president and the superinten-
dent of Indianapolis schools, who convened a
meeting of community leaders to address the
health and social service needs of children and
families through increased school-community
collaboration. Participants included a coalition
of community leaders who support education, a
county health and hospital corporation, a city
network for employment and training, local com-
munity centers, and the Chamber of Commerce.
A core planning group dedicated 10 percent of
their time to developing the initiative; they held a
planning retreat and met regularly to identify
implementation steps, review needs assessments,
and plan linkages with the schools. These orga-
nizations sought to reduce service duplication
and viewed schools as the best way to reach
families in the community.

BTS members interviewed parents and
community leaders—clergy and business
people—to identify the issues that affect student
achievement. BTS also conducted focus groups,
telephone interviews, and surveys of residents to
identify health care issues, and asked teachers,
students, and health care providers to identify
student needs. An analysis concluded that health
care issues often interfere with students’

education, especially malnutrition, head lice, and
fevers. BTS connected School 50 to HealthNet,
which obtained a foundation grant to pay for a
nurse practitioner and a family services coordinator.

Planners briefed school administrators on
the plan and invited them to apply to participate.
BTS selected six of the 25 applications on the
basis of geographic distribution, social and acad-
emic needs, varying level of experience with
community collaboration, and racial mix. In
early 1993, these schools developed plans and
formed school-based planning teams. At the sites
served by HealthNet, participants included prin-
cipals, parents, a HealthNet representative, the
county medical director, and a BTS member.

HealthNet planners saw the BTS initiative
as a way to reach a broader community and to
facilitate collaboration among organizations to
address multiple health and human service needs.
However, the large number of organizations
involved in the initiative slowed and complicated
the planning process as members of the planning
team negotiated every aspect of collaboration
between the schools, the health care providers,
and BTS. “There was a form and a meeting for
everything from what services the clinic would
provide to what color the walls in the clinic
would be painted,” recalled one administrator.

Protocol development delayed planning for
the school-based health center. Administrators
from HealthNet, BTS, and the school system
developed contracts outlining each organization’s
responsibilities and authority. Turf issues sur-
faced when schools resisted relinquishing author-
ity over a school-based program while HealthNet
insisted on following service protocols and
guidelines consistent with regular medical prac-
tice. The contract included a confidentiality
clause that prohibited the organizations from
releasing medical records without permission and
established a reporting system consistent with all
collaborators’ policies. HealthNet assigned its
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school coordinator to supervise the school clinic’s
medical staff, a position that was not outlined in
earlier negotiations. Because HealthNet contracts
with a hospital, school-based medical staff must
follow the medical protocols used by the hospital.

Logistical issues also posed problems for
planners. School 50’s health center opened
before its permanent location was renovated—
but the temporary location did not have a secure
place to store medical supplies and equipment,
and the room was used by students when the
nurse practitioner was present. As a result, the
nurse practitioner could only perform treatments
with the supplies she carried in her medical bag,
which limited services. In addition, implementa-
tion was delayed because planners did not ade-
quately address budget issues. Grant funding did
not cover the costs of telephones, medical sup-
plies, and equipment—expenses that HealthNet
ultimately assumed.

Program Design
The school-based health center at School 50

is designed to provide immunizations; sports and
general physical exams; pregnancy testing (but

' not contraception or referrals for contraception);
management of chronic illnesses such as diabetes
or asthma; nutrition, substance abuse, and mental
health counseling by a social worker; and vio-
lence or conflict resolution, although not all ser-
vices are fully implemented yet. Students who
need X-rays or urgent health care are transported
to the community medical center or hospital. The
family service coordinator also works regularly
with 10-15 students at School 50 who suffer from
chronic health conditions.

The health center is open from 8:30 a.m. to
11:30 a.m. on school days. Teachers refer stu-
dents to the clinic’s social worker, who discusses
each case with a family service worker; the nurse
practitioner sees patients on an as-needed basis.
School 50 provides a room for the health center,
and the county health department provides

i

computers that are linked with HealthNet and
other health care agencies and hospitals. The
computer system enables the nurse practitioner to
obtain more complete medical histories; this is
especially important for young children who
often do not know which services they have
received. The clinic is located in an annex on
the school campus. School staff bring children
to the health center or send them through the
principal’s office. Students do not need appoint-
ments to receive treatment, and although parents
are encouraged to accompany their children,
they do not have to be present for the child to
receive services.

Parental consent and confidentiality.
HealthNet and School 50 each require parents to
sign a form releasing their child for treatment.
HealthNet’s permission form includes a brief
medical history. School 50 also issues a consent
form to the parents to release confidential infor-
mation about their child to the BTS social work-
er. Less than half of the parents have returned
these permission slips, but most parents consent
to treatment when their child is ill. HealthNet
attributes the low response to the fact that some
children already have a primary medical
provider. If a sick child who does not have a
signed permission slip comes to the clinic, staff
try to contact parents.

Confidentiality. HealthNet, the school sys-
tem, and BTS together developed guidelines for
gathering and reporting information on student
patients that do not violate the confidentiality
guidelines of any of the organizations. The fami-
ly service coordinator revised intake and evalua-
tion forms to conform with school rules and
planners developed two consent forms: one that
allows children to use the health center and
another that permits the BTS school advisory
team to discuss the child’s case. The clinic nurse
is obligated to keep students’ health matters con-
fidential, and by law parents do not have to be
told if their child has a sexually transmitted
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disease (STD) or is pregnant; but clinic staff can-
not counteract school policies, which include inform-
ing parents of a child’s life-threatening conditions.

Organizational/Management Structure

HealthNet and School 50 share manage-
ment of the school-based health center. A
HealthNet school coordinator and the BTS spe-
cialist meet weekly with medical staff to discuss
the health center and ensure quality control. The
HealthNet coordinator, who is based at the high
school but oversees three centers, is responsible
for the maintenance and day-to-day operation of
the school health center. The district’s director of
nursing and health services meets regularly with
the HealthNet school coordinator but does not
play a direct role in service delivery.

Staffing

Like all BTS schools, School 50 has a full-
time, on-site BTS coordinator whose salary is
paid by the school district. The health center at
School 50 shares a nurse practitioner with anoth-
er school but has its own full-time family service
coordinator. The nurse practitioner, who special-
izes in pediatric nursing, previously worked with
a pediatrician at one of the HealthNet community
medical centers. The family service coordinator
has a master’s degree and is a certified social
worker. HealthNet also has a school coordinator
who supervises the school-based staff. A finan-
cial planner from HealthNet visits School 50 to
enroll families in Medicaid and discuss the best
options for paying for medical care.

HealthNet hired the clinic’s medical staff
with input from a school team that included the
principal and BTS specialist. Planners focused
on finding staff who could work well with the
school principal; HealthNet found it difficult to
find a nurse practitioner who was willing to work
in a school environment, could meet the medical
qualifications, and would accept the salary level
they could provide. Because HealthNet contracts
with a hospital, medical staff are considered

hospital employees who are entitled to attend
conferences, visit other health clinics, and
participate in other professional development
sponsored by the hospital.

The family service staff and the school
social worker jointly review cases and divide
responsibilities, which takes some of the work-
load off the school social worker. School admin-
istrators initially worried that the school social
worker’s position would be eliminated when the
school clinic opened, but the heavy caseload
justified both positions.

Funding and Reimbursement

BTS received $439,300 in start-up funds
from the Robert Wood Johnson Foundation for
school-based and school-linked services at six
pilot schools, two of which have programs oper-
ated by HealthNet. The programs also receive
matching funds from the city, local foundations,
United Way, and a local coalition of community
leaders. Most of HealthNet’s allocation is devot-
ed to salaries and benefits for the clinic’s nurse
practitioner and family service coordinator.
HealthNet has absorbed the costs for telephones,
medical equipment, and medical supplies (some
of which are donated by a local hospital) and
contributes some staff time for the school coordi-
nator and a financial planner who enrolls families
in Medicaid. The schools provide space for the
health center, custodial services, and office furniture.

The Robert Wood Johnson Foundation
grant covers all of the school-based center’s med-
ical services for the first year of the program.
After 3 years of implementation, the health cen-
ter must assume responsibility for salaries for the
nurse practitioner and family service coordinator.
HealthNet plans to cover its costs through
Medicaid reimbursements. However, Indiana’s
managed care system requires Medicaid patients
to select a primary care physician. Reimbursement
is not a problem for clients who have selected a
HealthNet physician as their primary provider,
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but when this is not the case HealthNet must
absorb the cost of services. HealthNet adminis-
trators hope that the state will grant a waiver to
health centers, allowing them to bill Medicaid for
services delivered by non-primary providers. But
administrators also fear that HealthNet may have to
reduce the nurse practitioner’s hours at the school-
based clinic or eliminate her position entirely if the
clinic does not obtain enough reimbursements to
cover service costs.

Family and Community Involvement

The BTS planning committee involved par-
ents, students, and community leaders in designing
and implementing the school-based health center.
The United Way, which was responsible for BTS
community outreach, met with parents, spoke at par-
ent-teacher group functions, distributed flyers, and
sponsored television commercials advertising the
school health link. A representative from the health
center was available to answer questions during
school registration. School administrators credit
these efforts with encouraging parents to grant per-
mission for their children to use the health center.

Through Bridges to Success, HealthNet has
expanded its efforts to serve the larger Indianapolis
community. Although the school clinic does not
treat students’ family members, HealthNet staff are
available on BTS family nights to provide health
information and encourage parents to visit one of
HealthNet’s community health centers. The family
service coordinator and the nurse practitioner make
home visits to sick students. HealthNet also runs -
three community medical centers that provide com-
prehensive care. HealthNet staff have admitting
privileges at a local hospital.

Community outreach at School 50 is ham-
pered by the fact that 75 percent of the students
live in other communities and are bused to school.
It is often unrealistic to expect students and their
parents to use the HealthNet medical center located
near the school. HealthNet can encourage parents
of Medicaid patients to choose a HealthNet

physician as their primary care provider, but the
HealthNet medical center may not be convenient
to the family’s home.

plementation Issues, Barriers, and

ESolutions

Involvement of many organizations encour-
ages bureaucracy. The involvement of many col-
laborators resulted in some turf issues. Although
each collaborator had the best interests of children in
mind, they approached the solution from different
angles. Planners found it hard to get people to agree
on the issues; even hiring staff required coordinating
decisions by BTS, HealthNet, school system, and
school participants.

Communication barriers between the med-
ical and education communities. Health center
staff found it hard to explain to schools that a nurse
practitioner does more than the traditional school
nurse; some principals, on the other hand, wanted to
have complete authority over the clinics, including
staff hiring and supervision, because the clinics are
part of the school. HealthNet’s contract with the
school system gives the health center control over
the clinic and services. However, this situation
often traps the medical staff between HealthNet
and the school.

Coordination with school schedules. Clinic
staff have learned to coordinate carefully with teach-
ers to avoid concern that students will miss classes
to receive health services. Although appointments
are not necessary to use the health clinic, students
must be referred by a teacher or school administra-
tor. Clinic staff also reschedule planned events, such
as removing students from class to check for head
lice, if teachers protest that it will interfere with
study or test schedules.

{ 4 ccountability and Assessment

Clinic staff are evaluated according to
guidelines established by HealthNet and the hos-
pital with which it has a contract. This involves
a peer review of medical charts at the end of the
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school year. The school coordinator also reviews
charts periodically to monitor service quality.

BTS hired an independent consultant to
evaluate the program’s processes and outcomes.
The consultant released summaries of the pro-
gram’s key concepts and strategies and an interim
evaluation in 1994. The evaluator’s data come
from on-site interviews, focus groups with
parents and community members, and reports
from on-site coordinators; evaluation topics
include services provided, strategies used,
implementation issues, and barriers.

( pacts
%  Itistoo early in the program’s implementa-

tion to link it with many impacts, but school
administrators hope that the clinic will improve
attendance rates, reduce the length of absences,
and create a positive environment for students
through preventative health care, mental health
services, and assistance to families in crisis.

A 1994 interim evaluation found mixed
results of the BTS initiative:

* Views on whether integrated services
should improve students’ academic
performance varied. Some sources
thought it was essential to identify a link
between services and performance, while
others thought that students deserved
comprehensive assistance whether or not
it improved school performance.

* Bringing private organizations into the
schools for collaboration was usually not
a complicated effort, often because these
organizations are looking for space and
schools have facilities to offer.

* The site-based teams that developed the
programs worked well together, probably
because they grew used to developing
consensus as they worked out the original

site plans. However, the site teams are in
danger of losing momentum and focus;
keeping them intact and productive as
implementation gives way to ongoing
operations will be a challenge.

BTS hoped its comprehensive approach
would protect schools from being over-
whelmed by reforms, but it appears that
BTS’s organized structure for collabora-
tion leads to a temptation to use the
project to explore any new idea.

The program has not yet found a balance
between site autonomy and tailored
services or central control and standard-
ized services. Lack of resolution on this
issue has created some confusion and
resentment.

The roles of the policy and steering
committees are ambiguous and need to
be redefined.
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- Konawa Community Health Center and
. Pleasant Grove School =~ - PR
Konawa, Oklahoma : SRR

PRI

e School-linked mobile van provides health education, screenings,
basic services, and referrals for children and youth in eight rural
communities who cannot afford other health care options

« Interactive computer and video equipment on the van enables
health staff to send patients’ vital signs to medical specialists at
the main health center; off-site doctors can see and speak with
patients at the mobile clinic, enhancing communication and
maximizing the services available to patients

e By sharing curriculum plans with parents and parent-teacher
groups, clinic staff meet the drug prevention and sex education
needs of adolescents while alleviating concerns in a conservative
community

« School staff serve on health center governing boards and clinic
staff attend school meetings to foster communication

Overview 1989, followed by the van in 1992. This school-
With a mobile van and three staff members,  linked program serves about 5,700 students a year

Konawa Community Health Center provides gen- ~ Who often cannot afford other care because they

eral physical exams, health and sex education, lack insurance or their parents are unemployed.

and Head Start screenings to children and youth

in eight rural communities about 65 miles south- School and Community Context

east of Oklahoma City. Other staff based at the Konawa, a rural community with 1,600 resi-

center serve additional children and families with ~ dents, recently has endured huge cutbacks in jobs at

referrals. The sex education program began in a local factory and a power plant. A public K-12

school draws students from four nearby towns.
There are five small hospitals and several private
physicians within a 35-mile radius of Konawa, but

Number of students served: Approximately 5,700 stu-
dents (12,000 contacts) in 1993

Grades served: 1-12 many residents cannot afford either option. A near-
Racial/ethnic t?reakdovyn of entire service area: 90% by Native American Hospital offers free services
Anglo, 5% Native American, 2% African American, 3% . . .

other. and medication to Native Americans, but some
Eligible for public assistance: 85% receive free or patients prefer to receive care from the clinic
reduced-price lunches. because it is easier to schedule appointments and

Major sources of funding: Federal grants, d . Th
Medicaid/Medicare reimbursement, patient fees, local they can see the same doctor each time. lhere are

foundation, some state funds no school nurses.
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Konawa Community Health Center is locat-
ed three blocks from the city’s only public school
but serves clients from as far as 45 miles away.
More than half (55 percent) of the clinic’s clients
are uninsured; about 20 percent have Medicaid,
17 percent have Medicare, and 8 percent have
other insurance. Sixty percent of the clients are
female. Approximately one-third of the clients
are below age 20 and slightly less than one-third
are between the ages of 20 and 44. Almost one-
fourth are between the ages of 45 and 65. Many
students are referred to the clinic for services
related to Attention Deficit Disorder (ADD),
although medical staff say the students often need
family therapy instead. Other major medical
needs are for dental care and nutrition education,
especially for eating disorders.

Pleasant Grove School, located 15 miles
from the health center, serves 148 students in
grades K-12. It is profiled here because it has
one of the largest populations of students needing
support services among the schools served by the
mobile van. Seventy percent of Pleasant Grove’s
students come from families with incomes less
than $20,000; 95 percent are eligible for free or
reduced-price meals. The school has had a Title I
schoolwide program since 1991. Seventy percent
of the students are Anglo, 20 percent are Native
American, and 10 percent are African American.

_Major Program Features

£ The mobile van program is a major element
of Konawa'’s school-linked health services. A key
component is a teen pregnancy prevention and
sex education program, implemented in 1989 to
combat the state’s high teen pregnancy rates, that
was incorporated into the mobile program when
it began in 1992. The health center serves about
50 clients a day; the mobile van serves an addi-
tional 25 to 30 clients daily. All children and
youth are eligible for services, although the clinic
especially targets a small group of clients who do
not receive other health services. The heaviest

users of the clinic are children between age 8

and 14 who receive dental, vision, and hearing
services, and youths between age 16 and 17 who
receive family planning. There is no waiting list
for services.

Planning Process

The teen pregnancy program that formed
the basis of the mobile health unit was designed
in 1988 by a licensed practical nurse (LPN), a
registered nurse, and the administrative director
of the community health center as part of a state-
wide response to the fact that Oklahoma had one
of the highest teen pregnancy rates in the country.
The LPN had great freedom to develop the pro-
gram on her own, with feedback from the health
center’s medical director. The LPN attended
school staff meetings to inform principals and
teachers of her plans and to receive their input.
The link to schools was established by the health
center’s administrative director, who contacted
the school board to establish an agreement. The
comprehensiveness of the program was deter-
mined by balancing the medical staff’s goals with
teachers’ concerns. Sources noted that in this
rural area, schools are the center of the communi-
ty; planners had to gain the trust of teachers and
parents who were involved in the school in order
to gain the support of the rest of the community.

The sex education program, implemented
by the LPN and registered nurse, targeted stu-
dents in grades 7-12 in eight schools. In 1992,
budget cuts eliminated the registered nurse’s
position; at the same time, state law mandated the
addition of AIDS education and the clinic added
a health and sex education program targeting stu-
dents in grades K-5. Because Konawa is a con-
servative community—and sex or drug education
is controversial—parents and community mem-
bers have become important participants in the
clinic’s annual curriculum planning process.
During the first years, the LPN presented her
curriculum to teachers, PTAs, and advisory
boards annually to negotiate the contents. The
LPN viewed this as an opportunity to strengthen

A-62

148



the linkage between school and health center by
educating parents about the clinic’s efforts and
services. After assuring community members
that the program is fact-based and does not pre-
sent values or personal opinions, the LPN has
gained the community’s trust and no longer must
defend her curriculum.

Program Design

Mobile services. The mobile van, staffed
daily by a nurse practitioner and nurse/clerk and
weekly by a physician, visits two towns a day on
Mondays, Tuesdays, and Wednesdays—operating
from 8:30 a.m. to noon in one town and from
12:30 to 4:30 p.m. in the next. On Thursdays ana
Fridays, the van visits one town a day, to serve a
total of eight towns a week. The mobile van can
set up at any location where it can plug into a
generator—usually a school but sometimes a
nursing or nutrition center.

The van offers a teen pregnancy prevention
program for students in grades 7-12 at about a
dozen schools in the area; these services include
education on AIDS/HIV, sexually transmitted dis-
ease prevention, reproductive biology, sexual
responsibility, self-esteem, hygiene, and birth
control distribution ranging from condom distrib-
ution to prescriptions. A sex education program
for younger students deals with puberty changes,
hygiene, self-esteem, and sexual abuse. Each
school chooses which services to accept,
although the AIDS/HIV component is mandated
by the state. Other mobile services have include
general health screenings (i.e., gross dental,
vision, hearing, height and weight measurement,
blood pressure, scoliosis and child abuse checks);
head lice examinations; WIC services; immuniza-
tions; and vaccinations for faculty members.
However, in 1994-95 the grant that paid for
health screenings expired, and so far no schools
have signed up to pay for services other than the
state-mandated HIV/AIDS education and sex
education. Sources say the schools want the
additional services but can’t afford them.

m )

In July 1995, the mobile van acquired inter-
active computer and video equipment that links
the main health clinic with the mobile unit.
Funded by grants from Southwestern Bell, a pri-
vate foundation, and the state, the “tele-medi-
cine” option enables medical specialists at the
main clinic to “see” and speak to patients on the
mobile unit, while on-site practitioners send the
patient’s vital signs via computer hook-up. This
capability helps the project maximize services
and staff throughout the large, rural area.

Sports physicals and Head Start screen-
ings. The health center conducts between 1,500
and 2,000 sports physicals a year to students in
the Konawa area. The center also conducts
screenings for most of the area’s Head Start pro-
grams. Screening results are sent home with stu-
dents; if anything abnormal is identified (about 30
percent of the cases), parents also receive a list of
follow-up resources. Clinic staff call these providers
to see whether the students follow up on the referral,
but find that the students can’t always afford to visit
the providers to whom they are referred.

Ambulatory family services. The health
center serves students’ families through a small
emergency room, a small X-ray lab, prenatal care,
primary care for newborns, and in-home geriatric
care. In 1993, the center added WIC services
including nutrition education classes for parents,
child care education, and periodic nutrition
assessments for children.

Referrals and parental consent. Students
under age 18 must have parental consent to receive
most clinic services except birth control, which is
exempt under state law. Consent forms must be
signed in front of a clinic staff witness—on the
mobile van or at the health center—so parents must
accompany their children on their first visit.
Consent is not required for sports physicals or for
birth control for youths above age 12 who declare
themselves sexually active. There is no expiration
date on the consent forms.
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There is no formal process for referring stu-

dents to the health program. At Pleasant Grove,
teachers call the principal or clinic’s registered
nurse to refer students to the health program.
Sources do not report any problems with this
informal system. Clinic staff refer about half of
the students to outside providers for dental care.
About 35 percent of the students need referrals
for vision care, and 60 percent receive referrals
for hearing problems. The program does not
make referrals for reproductive services.

Integration and coordination with educa-
tion program. This program is not extensively
integrated with the school curriculum, although
the school system’s education coordinator is col-
laborating with the health center’s physician to
design a program for students who are interested
in medical careers; this would combine class-
room work with volunteer work at the health cen-
ter. The school-linked program is coordinated
with school staff only through the feedback that
teachers provide to the LPN who runs the sex
education component, and by the fact that the
principal and teachers refer students to the pro-
gram. The lack of integration and coordination
may be related to the large number of students
who are served by the program’s limited staff;
clinic staff simply haven’t had time to develop
stronger ties with the schools.

Organizational/Management Structure

The community health center’s medical
director and administrative director oversee the
school-health program and report to a 24-mem-
ber board of directors. The health center’s direc-
tor of nurses and the director of the mobile unit
report informally to the medical and administra-
tive directors, often daily. The director of nurses
supervises six LPNs, registered nurses, or certi-
fied nurse aides. A liaison between the schools
and the clinic oversees sex and HIV/AIDS educa-
tion components that the program conducts
at 12 schools.

The board of directors oversees finance,
quality assurance, executive decisions and poli-
cies, membership, personnel issues, program
records, marketing and advertising, and facilities
for the school-health linkage. Only the finance
and quality assurance groups meet regularly; the
rest meet only to address issues that arise.

School and health center leaders are very
close. Two school board members and four
teachers sit on the health center’s board of direc-
tors, and the vice president of the health center
board is also the director of community educa-
tion for the Konawa Public School. Six school
administrators sit on health center policy boards;
school and clinic staff attend each other’s board
meetings; and the health center’s family nurse
practitioner is the “physician” for the school’s
football team. The Pleasant Grove principal and
clinic staff communicate constantly through
memos or by telephone.

Staffing

Staffing has been a continual problem for
the health center. Local business owners first
attracted a physician to the area in 1964, by
forming a non-profit organization that provided
loans to a medical student. After graduating, the
new doctor practiced in Konawa for five years,
working at a clinic built by the local utility com-
pany. When the doctor moved to another com-
munity to open his own practice, Konawa
replaced him with a succession of physicians,
each of whom stayed for one or two years. At
times, the clinic had to operate without a medical
director or with only part-time services.
Konawa’s community health center opened in
1984, with funding from the Public Health
Service. Physicians hired by the health center,
most of whom are identified through the federal
medical school loan repayment program, contin-
ue to move on about every two years.
Administrators trace the frequent turnover to two
factors: (1) serving such a large population
produces burnout, and (2) many physicians can
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earn more by starting their own practices
(although in recent years the clinic’s salaries
have become more competitive.

The clinic’s current staff includes a fulltime
physician/medical director, who oversees the med-
ical team and the program’s day-to-day operations;
a part-time physician; a fulltime physician assis-
tant; a full-time nurse practitioner; two registered
nurses; three LPNG; a certified lab technician; an
X-ray technician; an administrative director; and a
financial officer. The director of nursing coordi-
nates nurses’ schedules and works in the clinic. A
financial officer helps clients enroll in Medicaid.
The registered nurses and LPNs conduct screen-
ings and immunizations and take medical histories.
The medical director examines patients and coor-
dinates quality assurance. Student nurses from
four nearby vocational-technical schools and
colleges gain clinical experience by helping
health center staff. As a result of these connec-
tions, the program hires most of its nurses from

_these universities.

Funding and Reimbursement

The program’s annual budget is approximate-
ly $300,000 for the mobile unit and $800,000 for
the health center. The mobile unit was initially
funded by a three-year outreach grant from the
federal Office of Rural Health; since the grant
expired, the mobile van has been funded by patient
revenue. The center receives $350,000 in federal
funding, $300,000 in reimbursement from
Medicaid and private health insurance companies,
$75,000 in state funding, and $50,000 from the
Presbyterian Health Foundation. In 1994, the clin-
ic used $4,000 to purchase a second mobile unit.

The health center uses a sliding fee scale
based on family income and size; the balance is
subsidized by Section 330 federal grant money.
Medicaid rates are negotiated yearly; currently, the
center is reimbursed $97 per visit for Medicaid
patients. The health center is responsible for
billing Medicaid.

()

When the sex education program started,
schools supplied materials while the health cen-
ter provided staff to teach the classes. After two
years, however, budget cuts eliminated the fund-
ing for materials and the health center began to
charge the schools for services. The number of
patient contacts decreased from 12,100 in 1993
to 8,000 in 1994. Administrators do not know
whether the number of patients similarly
decreased or how many of the lost contacts
were for students and how many were for other
community members.

Family and Community Involvement

When the health center acquired its first
mobile unit, organizers held a student art contest
to develop a logo for the unit and to stimulate
community interest in the school-linked program.
Several hundred students from all the schools
served by the mobile unit entered the contest,
and a state legislator presented the prize, a $100
savings bond. The health center battles a linger-
ing stigma that it is a free clinic for poor people,
rather than a community clinic for all residents.
This is not a problem for the van, which travels
to distant communities. Staff have tried to
change public perceptions by offering inocula-
tions to teachers to increase awareness.

( Implementation Issues, Barriers, and

g:lutions

The center’s community role has been
erratic. The health center’s turbulent, 20-year
history in Konawa has created both tension and
support in the community. When the center lost
its physician and closed temporarily, the city con-
sidered selling the building to a nearby hospital
but community members resisted having an out-
of-town organization take over the clinic. In
addition, the clinic struggles between meeting
the acute care needs of its low-income clients
and providing the preventive care required by
its Healthy People 2000 funding. The school-
linked program provides the clinic with a way
to do both.
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Confidentiality and privacy can be hard to
maintain in a small-town setting. To protect the
confidentiality of students who receive reproduc-
tive services from the mobile unit, clinic staff
remove the information from the student’s med-
ical chart if he or she visits the clinic with a par-
ent for another medical reason. Staff from the
mobile unit thought this strategy would attract
students, but because the van is highly visible in
the small towns, students who want sex informa-
tion often feel they lack privacy. These students
usually visit the mobile unit when it stops in
neighboring towns.

Limited space, combined with increasing
need for services, will require expansion. The
health center outgrew its 7,500-square foot facili-
ty and added a second mobile unit to expand ser-
vices to school children and their families. The
clinic received federal funding to expand in 1995.

Schools are reluctant to take on some
health roles. In an effort to save the schools
money, the clinic’s medical director suggested
that his staff teach teachers how to check students
for lice, so they wouldn’t have to contact nurses
for this service. But schools were concerned that
parents would be angry with teachers who found
lice in their children’s hair, and declined.

Small towns encourage a duplication of
roles among care providers. The health pro-
gram’s administrative director is also a board
member of a local mental health service. The
health center’s medical director is also director of
a nursing home and works in the emergency
room of a local hospital. The family therapist
who works with the health center’s medical direc-
tor is also the town priest; the center’s family
nurse practitioner travels with the school football
team as its “physician”; and the center’s director
of nurses is also the local WIC coordinator.

{ éccountability and Assessment

, This program gathers minimal data (e.g.,
the number of face-to-face contacts, the number
of immunizations and screenings) and does not
use the data for any specific purpose. Program
self-assessment is addressed quarterly, when the
supervising physician randomly reviews charts to
check compliance with protocols, staff creden-
tials are reviewed, the staff discusses procedures
and examines equipment to address safety issues,
or staff conduct a patient satisfaction survey. The
nurses meet with the director of nursing as
needed to discuss quality concerns.

( Impacts

; /P

The expected outcomes of this program are
to improve general health—vision, hearing, and
nutrition—and school performance. The program
does not have statistical support for these out-
comes but offers anecdotal evidence, such as preg-
nant students who have been able to stay in school
because the program helped them obtain WIC ser-
vices, prenatal bare, and nutrition education.

The Pleasant Grove principal, who shares
the clinic staff’s definition of successful out-
comes, says the health linkage allows his school
to meet state health screening requirements.
About one-third of this school’s students need
follow-up services—a need that would be undiag-
nosed without the school-health linkage.
Although the principal does not note an impact
on school attendance, he says the health program
improves student performance, especially among
students who receive vision and hearing treat-
ment, and has improved students’ knowledge of
sexually transmitted diseases and HIV/AIDS.
The linkage with the health center also has
decreased some of the burden on staff and
teachers to address their students’ multiple,
nonacademic needs.
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| Logan Heights Family Health Center and
 The Place: An Alternative School for Homeless Youth
| ‘ San Diego, California

main health center

o Serves extremely high-risk and needy youth
¢ Based on an informal, simple service agreement

« Provides basic services at the school one day a week plus
extensive referrals and transportation to the school clinic and

Overview

Logan Heights Family Health Center’s
school-linked health care program began in 1993
when the center received a Healthy Tomorrows
Partnership for Children grant to take compre-
hensive, case-managed medical care to locations
where homeless, runaway, and near-homeless
teens gather. A Medical Health Outreach Team
(MHOT) composed of health center medical staff
provides weekly clinical services at The Place,
an alternative school that serves homeless and
runaway adolescents in inner-city San Diego.

Number of students served: Approximately 200
patients a year

Grades served: Patient ages range from 0-20 years;
most are between 16 and 19

Racial/ethnic breakdown: 67% Hispanic, 13% African
American, 19% Anglo, 1% other

Eligible for public assistance: 50-60% are eligible, 10-
20% receive assistance

Major sources of funding: Federal grants (Healthy
Tomorrows, Health Care for the Homeless, Healthy

Schools/Healthy Communities)

School and Community Context

The health center, which has a 100-year
history, has operated in its current form for 25
years in a community known as “Barrio Logan.”
In the early 1990s, the neighborhood had only
one primary care physician for every 7,677

residents—and a poverty rate of 30 percent.

The health center, which has a staff of 300 and
records approximately 100,000 patient contacts a
year, has the largest freestanding HIV/AIDS clin-
ic in the county and also operates three satellite
clinics in addition to the school linkages. The
Place is an alternative school located in “the
combat zone,” one of the roughest and most
drug-infested areas of San Diego. The Place,
which opened in the late 1980s and typically
serves about 50 youth at a given time (approxi-
mately 500 a year), uses showers, food, clothing,
and the promise of a safe haven to lure youth off
the streets—and then tries to hook them on edu-
cation in exchange for these staples.

The county estimates that there are between
1,200 and 1,500 runaway or “throwaway” home-
less youth who have run away or been thrown out
of their homes, and who now live on San Diego’s
streets for extended periods. A health center
staff member estimated that 98 percent of these
youth have been physically and/or sexually
abused, many have severe drug and alcohol
abuse problems, more than 60 percent of the
girls have been pregnant. and 50 to 75 percent of
both genders engage in “survival sex” that brings
them money for food, clothing, and shelter.
These youth have a very low level of trust for

A-67

153



inking Community Health Centers with Schools Serving Low-income Children:
IDEA BOOK

adults and formal institutions; most would not
seek medical care directly despite availability
of services.

Major Program Features

The Logan Heights medical team visits The
Place one day a week to provide primary medical
care and health education to students. The health
center also has an outreach worker who drives
the area in a van, looking for youth in need of
medical services.

Planning Process

This project began as an effort to increase
access to health care among adolescents and to
coordinate the efforts of various health center
departments including obstetrics and gynecology,
pediatrics, peer education, and HIV testing. The
project was initiated by the health center’s med-
ical director, who has a long-standing commit-
ment to serving the healthcare needs of disadvan-
taged, especially homeless youth; the director of
the center’s Health Care for the Homeless grant,
who obtained the founding teacher’s support for
the project; and the director of program develop-
ment, who helped shape the plan into a grant
proposal. The team’s first grant proposal was
rejected in 1992; planners linked the project with
a second proposed grant to target tuberculosis
among homeless youth, resubmitted it, and
received funding in 1993. Planners visited a
health care program for homeless patients at a
hospital in Los Angeles to learn about policies
and legal issues involved in delivering services;
the team also drew on lessons learned during the
health center’s recent establishment of a walk-in
teen clinic at the health center, which had raised
turf issues among the large health center’s
many departments.

With very little formalization of their plans
beyond the grant proposals, and using standard
protocols developed by the health center, clinic
staff began providing services at the school. To

raise community awareness, staff sent flyers
describing the program to other service providers
in the community and to hotels frequented by
homeless youth.

Program Design

The arrangement with The Place was the
health center’s first effort to provide off-site,
school-based services to the community. The
storefront school provides one exam room (a for-
mer closet) and some administrative space (the
principal’s office) for the MHOT team’s visit
every Thursday, and staff use a hallway outside
classrooms to record medical histories. (Program
directors are trying to secure funding to redesign
a storage space to provide more space and an addi-
tional exam room. Currently, staff do not maintain
any medical records at the school because of con-
cerns about confidentiality.) The school also pro-
vides custodial services, a telephone, a refrigerator
for medicines, and counselors.

The project’s primary goals are pregnancy
prevention and screening for sexually transmitted
diseases and tuberculosis. Because the program
does not have much medical equipment other
than that which staff can carry with them, on-site
medical services are limited to screening (primar-
ily for tuberculosis, deficient immunizations, sex-
ually transmitted diseases, and high-risk behav-
iors), diagnosis, and basic primary care. Students
needing ear/nose/throat, endocrinology, or obstet-
ric/gynecology services are referred to specialists
at the main clinic. Health education is provided
on an individual basis, as needed. Clinic staff
send prescriptions to the Logan Heights health
center to be filled, and the outreach worker or
school staff bring the medications back to students.

School-linked clinic staff use the same
medical protocols used by the health center but
are developing protocols for the clinic’s specific
needs, including case management and registra-
tion of homeless patients. Health services pro-
vided at the school site are covered by the health
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center’s malpractice insurance policy; at two
other school-linked sites where Logan Heights is
initiating services, the school nurses operate
under protocols and supervision given by the
health center’s medical director and are therefore
covered by the health center’s insurance.

Once a week, the project coordinator
transfers information from patient encounter
charts to case management cards that are filed
in a box; staff carry the box with them when
they visit the school. The cards list the dates of
service, type of visit, diagnosis, referral informa-
tion, and follow-up frequency for each patient.
Three days before staff are scheduled to visit
The Place, the coordinator faxes a list of patients
to the school to ensure that the medical records
are available on site (although the clinic also
takes walk-in appointments).

Based on its success at The Place, Logan
Heights is expanding its school-linked health ser-
vices to an elementary school and to a communi-
ty center in an area fraught with poverty and
homelessness. The new sites offer more space, a
more traditional school clinic setting, and more
hours of operation, so the program can offer more
comprehensive services at these sites; but plan-
ners expect family planning services and parental
consent issues to present problems that they have
not encountered when treating the more
emancipated homeless youth.

Referrals. Students who need services that
the on-site clinic can’t provide are referred back
to the main health center or other providers.

Most referrals are for dental care (100 percent of
patients), social services (50 percent), and drug
or alcohol abuse treatment (25 percent).
Although the medical director has many contacts
in the community—he also serves on the staff of
the local children’s hospital—clinic staff find it
difficult to obtain referrals for uninsured patients.
And although the clinic provides transportation to
the health center two days a week, and staff try to

fmsp

schedule referral appointments on these days,
between 20 and 30 percent of the students
referred for medical services and between 80 and
90 percent of the students referred for dental ser-
vices do not keep their appointments because
they can’t afford the services or do not qualify
for assistance such as Medicaid. The clinic’s
nurses find it hard to monitor referrals because
the students are so transient. The project coordi-
nator calls case workers at the homeless shelter
used by many students to remind them of the stu-
dents’ referral appointments, but she says that
many students miss three or four appointments
before receiving services.

Parental consent. State law allows anyone
age 12 or older to seek contraceptives or treat-
ment of STDs and other communicable diseases
without parental consent. Because most of the
students are seeking contraceptives, staff can
treat them without parental consent—which is
especially important because these patients are
usually estranged from their parents and unable
to obtain consent. However, consent is a prob-
lem for non-sexually active teens unless they are
emancipated minors living completely without
family support. Medical staff are still searching
for ways to resolve this problem.

Confidentiality. This program has blanket
consent forms that allow the various providers to
share information to support case management, but
clinic staff acknowledge that they do not use the
forms consistently because the program has not had
a formal policy on this matter. Program administra-
tors are developing policies, forms, and care plans to
address this and other operation issues.

Organizational/Management Structure

This project is managed by the health cen-
ter’s medical director—the driving force in terms
of philosophy and organization—who spends
about 15 percent of his time on the project; the
health center’s director of program development,
who spends about half her time on the project;
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the director of the center’s Health Care for the
Homeless grant, who provides technical assistance;
and a fulltime on-site director. The directors meet
formally every month but in reality have contact
much more frequently. Because the project is rela-
tively new and small-scale, this informal process has
been adequate, but the program recently acquired a
project manager to formalize procedures and moni-
tor day-to-day management issues. The medical
director heads the MHOT team that provides on-site
medical services.

The primary collaborators from the education
program are the head teacher, who helped develop
the idea of the health program and now takes a sup-
portive but hands-off approach, and the director of
the county’s juvenile justice schools, who has juris-
diction over the alternative schools and is very sup-
portive of the health linkage. An advisory group,
required by the Healthy Tomorrows grant, has some
oversight of the program; health center staff try to
use the group for policy issues rather than gover-
nance. Twice a month, staff from the school and a
local shelter meet informally with medical and case
management staff to coordinate their efforts.

Staffing

The medical team is the core of the project’s
services; it includes a physician, a registered
nurse/project coordinator, a physician assistant or
nurse practitioner who assists the doctor, a medical
assistant, and a medical services representative who
handles paperwork. Additional staff include an out-
reach worker who was a physician in Mexico but is
certified as a medical assistant in the United States
and a state-certified contraceptive counselor special-
izing in risk assessment and HIV counseling and
testing. All staff have a strong interest and range of
experience in treating adolescents. Staff develop-
ment is very minimal and usually consists of attend-
ing annual conferences through the health center.

Health administrators view the coordinator’s
position, added after this project began, as especially
important to the school linkage because this person

is responsible for activities that the medical staff
have neither the time nor the training to do well:
community outreach, coordination with other com-
munity groups, and evaluation. The coordinator also
offers a broader perspective that includes experience
outside the public health field, which administrators
say is valuable to a program that operates outside the
standard health center environment.

Funding and Reimbursement

The seed money for this project came from
a Healthy Tomorrows grant of $50,000 a year for
five years, and from a one-time $123,000 federal
grant under the Stewart B. McKinney Act (target-
ing homeless populations at risk of tuberculosis).
The Healthy Tomorrows grant comprises approx-
imately one-third of the medical team’s operating
budget. Public Health Section 340 funding is
viewed as essential to the school-health program
in San Diego. “If we don’t get 340 money, we
don’t do healthcare for the homeless,” one
administrator said. Major costs in this program
are for salaries, insurance, and medical supplies.

The health center is the lead agency in San
Diego County for Health Care for the Homeless
funds, and some of this funding also supports
school-based services at The Place although it is
viewed as a last resort. Other income comes
from the Children’s Health and Disability
Program (CHDP), the California equivalent of
EPSDT;-a CHDP treatment fund covers treatment
for conditions diagnosed during CHDP screen-
ings. The health center also pursues third-party
billing, but few clients have insurance and staff
report no success in obtaining reimbursement
from managed-care providers.

Students who belong to managed-care pro-
grams can receive initial treatment from the clin-
ic at The Place but are then referred to their pri-
mary providers; if the same patients tried to
receive services at the main health center, they
would first be referred to their primary providers
and the center would provide follow-up.
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Although some students are eligible for Medicaid ;/
ESolutions

(MediCal), they are often non-emancipated
teenagers and establishing their eligibility and
gaining consent from their estranged parents is
difficult. The program also lacks the time and
staff to help eligible students apply for Medicaid.
In these cases, the school-linked program
provides services at no cost.

Family and Community Involvement

Because most clients at The Place are run-
away or “throwaway” youth, family involvement
is not usually possible or sought. However, case
managers at the health center, school, and shelter
do pursue family reunification whenever possible.

The positive reputation of the weekly teen
clinic that Logan Heights operates at its main
health center has helped attract patients/students
to the clinic at The Place. The project coordina-
tor also makes health presentations at schools and
homeless shelters to raise awareness of the clinic.

Cultural Inclusiveness

All staff are bilingual and almost all are of
Hispanic descent. Risk assessment and other
forms are available in Spanish and English.
According to one non-Hispanic staff member,
students are not hostile toward non-Hispanic
staff, but Hispanic or bilingual staff have less
trouble establishing trust with the clients. Staff
are aware that many of the students are afraid to
approach traditional sources of medical or social
services (or are excluded from these services).

This program learned an unexpected lesson
about cultural awareness in its early stages when
staff realized that the badges on their health cen-
ter jackets represented a neighborhood whose
gang was a rival of the gang in the neighborhood
where the school clinic is located. Staff have
become more aware of these subtleties and now
wear gang-neutral clothing. In addition, some of
the school clinic’s patients are gay or lesbian, so
staff must be sensitive to their concerns.

‘Q
.

plementation Issues, Barriers, and

Family planning services. Perhaps because
the need is more obvious among homeless
teenagers and because parents are less involved
in their schooling, restrictions on family planning
activities have not yet become an issue for the
health program at the alternative school. This
issue has presented problems for the medical
team as it works to establish links with other
schools, however.

Fragmented social services and funding.
Clinic staff cite the following example of their
frustration: The state’s Children’s Health and
Disability Program (CHDP) will pay only for the
discovery of an adolescent’s STD—not for treat-
ment. If staff want to treat the student on the
same day, they have to register the adolescent
with the Office of Family Planning, which has
programs to cover the needed services. Then, if
they also want to vaccinate the patient for
Hepatitis B, they must fill out five separate
forms for a third funding source—because nei-
ther of the other two programs will pay for it.
Staff say they must be very aware of their fund-
ing streams and able to work them efficiently—
for example, conducting extra-thorough CHDP
screenings to be sure that they discover all prob-
lems that the funding stream might cover.

Informality of arrangements. The arrange-
ment between the health center, the medical
team, the school system, and the school is entire-
ly informal. This has both advantages and disad-
vantages, sources said. Without a formal agree-
ment, clinic staff are not bound by the restric-
tions on providing contraceptives or family plan-
ning services that exist in the mainstream schools
and have greater freedom to focus on providing
the services they want to provide. However, if
the school or school administration decided to
end the health linkage, health staff would have no
legal recourse. '
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'ccountability and Assessment

¥  The medical director reviews the work of
other clinic staff and frequently is on site to
supervise services. Because the program has
been informally operated and managed, staff have
not tracked service statistics very closely,
although the new program manager is expected
to formalize this process. The program did
increase its focus on measurable outcomes after a
site visit from the Healthy Tomorrows review
team. Staff developed measures, based on the
Healthy People 2000 objectives, such as: “When
there is a positive TB test, what percentage of
patients complete the treatment; is this percent-
age increasing or decreasing?” and “Is there an
increase in the number of patients receiving
repeat services?” However, medical staff and
administrators are frustrated that as they begin to
collect these data the disease rates appear to
climb—simply because they have identified more
cases—and this higher rate of sickness reflects
badly on their efforts. Project leaders would pre-
fer to assess their efforts through in-depth studies
that track patients over time, but this approach
requires more case management than the program
can provide.

pacts

! This program has not identified many quan-
tified impacts. However, school staff say the
medical services make an important difference in
the lives of many students; teachers appreciate
the fact that they can obtain immediate, walk-in
health service for their students simply by calling
the MHOT staff. County education officials
view the school-health linkage as part of broader
education reform; as one source said, “You can’t
wait for homeless kids to come in to school—you
have to have services to attract them.” The
school is always busy and well-attended on the
day that the clinic operates because students
know services will be available and because they
trust the providers.

The program reports many examples of anecdotal
evidence of success, including the following:

A 16-year-old girl who spent four years
living on the streets in Mexico and San
Diego after being raped by her father and
his friends was brought to The Place by the
clinic’s outreach worker. The girl’s risk
behaviors included unprotected sexual
intercourse, prostitution, and substance
abuse as well as an illegal abortion in
Mexico; she had never seen a medical
provider, received a pelvic exam or
treatment for an STD, or received contra-
ceptives or counseling. When the girl
arrived at the school clinic, she had severe
abdominal pain. After conducting a pelvic
exam and skin test for tuberculosis, screen-
ing for STDs, and giving immunizations,
clinic staff held a case management meeting
to find housing and substance abuse treat-
ment for the girl. This patient enrolled in
school at The Place and received follow-up
visits at the clinic, where she reported that
she has remained substance free and is not
engaging in high-risk sexual behaviors.
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reduce teen pregnancy

s A range of health services improve school attendance and
o Leadership by the county health department gives the program
clout and improves referrals to other services

« Community controversy forced program leaders and staff to
develop community outreach skills

Overview

The Multnomah County Health Department
operates comprehensive, school-based health clinics
in seven Portland-area high schools, two middle
schools, and one elementary school. The first clinic,
in a high school, opened in 1986 as an effort to
reduce teen pregnancy. Today, the centers provide a
range of services and use their close relationship
with the health department to make referrals to inter-
agency or outside service providers. The clinic at
Jefferson High School, which opened in 1987, pro-
motes collaboration with the school nurse and with
teachers through joint classroom presentations and
health curricula.

Number of students served: 4,400 students a year at
all school-based clinics; 650 at Jefferson

Grades served: 9-12

Racial/ethnic breakdown: 48% African American,
31% Anglo, 8% Hispanic, 7% Asian American, 1%
Native American

Eligible for free or reduced-price meals: 33%
Major source of funding: County and state funds;
third-party reimbursement

School and Community Context
Multnomah County is an urban area with
about 600,000 residents. The county seat, and the
site of most of the school-based clinics, is Portland.
Many of the clinics are located in inner-city schools

surrounded by high unemployment, crime, and gang
activity. At Jefferson High School, one-third of the
1,100 students are uninsured. There are other health
facilities in the area, but the hospitals are too expen-
sive for Jefferson’s families and a community clinic
run by a sole nurse practitioner is overwhelmed by
the demand for services.

All enrolled students are eligible for clinic ser-
vices, and more than half of the students in schools
with clinics obtain services at least once a year. At
Jefferson, 65 percent of clinic users are female;
equal numbers of ninth and tenth graders use the
clinic (28 percent of total visits each), followed by
equal numbers of eleventh and twelfth graders (23
percent). The school population is 69 percent
minority (African American, Hispanic, and Asian).
Seventy percent of the clinic’s users are minorities.
The most frequent health needs are for acute care;
reproductive health care (testing for sexually trans-
mitted infections or pregnancy, birth control exams,
and prescriptions); mental health counseling; physi-
cal exams, immunizations, or nutrition counseling;
and chronic illness care.

Major Program Features

This program features autonomous, site-
based management backed by strong support and
coordination by the county health department,
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and comprehensive health services with a grow-
ing emphasis on preventive care and education.

Planning Process

The ten-month planning period for the
first school-based clinic began in 1985 under
the guidance of the director of the county health
department, who had received information on
an early school-based clinic located in St. Paul,
Minnesota from the Robert Wood Johnson
Foundation. The director asked a staff person
in the maternal and child health department
to investigate. A few months later, when
several health department staff members went
to St. Paul for a conference, they toured the
school-based clinic.

Other early planners included a member of
the National Conference of Jewish Women who
was lobbying the state legislature for programs
for pregnant or parenting teens. This person
and health department staff built support for
the concept of school clinics among the county
commissioners, one of whom was a former state
legislator who helped build support at the state
level. The commissioners quickly approved a
proposal for a school-based clinic. Backed by
the commission’s promise of funding, health
department staff suggested to the superintendent
of schools that the clinics could improve adoles-
cent access to health care and address the coun-
ty’s high teen pregnancy rate. The superintendent
supported the idea and appointed a liaison to the
health department.

After conducting community assessments
based on incomes, pregnancy and school dropout
rates, and availability of medical services, the
planners targeted one school for the first clinic.
The school district liaison met with the principal,
vice principals, and health department staff to
discuss the clinic; the principal was not enthusi-
astic but agreed to support the project. Together,
health department and school staff decided to
locate the clinic in an old kitchen that was being

used for storage. The school paid to renovate the
space and the health department paid for and
installed equipment and clinic staff.

Planners failed to anticipate controversy
over the clinic’s family planning component,
however. Although the principal invited health
staff to speak to parent groups, it wasn’t enough
to address all community concerns. In response
to public concern, the principal said he would
open the clinic without family planning, but the
health department insisted that the clinic could
not open with partial services. The county com-
mission and the school board supported the
health department’s position. The principal met
privately with concerned parents, and clinic staff
invited parents to tour the clinic and talk with
staff. As the planners demonstrated their respon-
siveness to community concerns, and explained
the purpose and scope of the program, the uproar
gradually subsided.

Program Design

Jefferson’s clinic offers routine and sports
physical exams; diagnosis and treatment of minor
illness or injury; general infection checks; routine
testing for students who have a family history of
diabetes or anemia; vision, dental, and blood
pressure screening; diagnosis and treatment of
menstrual problems and sexually transmitted
infections (STIs); immunizations; HIV/AIDS
prevention counseling and testing; nutrition edu-
cation, weight management, and a weekly self-
esteem program for girls; counseling for smoking
cessation; mental health counseling, including a
five-week classroom course on depression; sub-
stance abuse support services; a peer trust group
for boys; individual counseling on family plan-
ning; reproductive exams and birth control pre-
scriptions; condom distribution; and referrals to
other health and social service providers.

Because a primary focus of the program is
pregnancy prevention, clinic staff at Jefferson
locate clients by having all high school students
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who use the clinic fill out a medical history
designed by the county health department.
Students whose responses show them to be at
high risk of pregnancy receive individual coun-
seling on family planning. The clinic does not
provide referrals or counseling for abortion but
does connect students with prenatal programs.
The clinic coordinator monitors pregnant students
to make sure they receive full health care, keep
their WIC appointments, participate in the
school’s teen parent program, and meet with a
field nurse to arrange home visits.

Referrals. 1f students submit a signed
release form, the clinic will send medical records
to a family doctor. The nurse practitioners work
hard to link with family doctors, make referrals
to surgeons, negotiate price breaks or payment
schedules with hospitals, or help students apply
for Medicaid status. In many cases, clinic staff
found that students with private insurance pre-
ferred to get services at the school-based clinic
because they didn’t have to schedule appoint-
ments as far in advance—and were therefore like-
lier to keep their appointments. The Jefferson
clinic refers about 25 percent of students to med-
ical specialists, 25 percent to drug or alcohol
abuse programs, 75 percent for dental care, and
50 percent for counseling or therapy.

Parental consent. The school-based clin-
ics’ medical and mental health protocols follow
state law, which says that parental consent is not
required for students at least 15 years old to
receive medical services. State law permits chil-
dren or youth of any age to obtain family plan-
ning and STI services, and children at least 14
years old to obtain mental health care, without
parental consent. (However, the mental health
department’s protocols require parental consent
for psychotropic or antidepressant drugs, even for
children who can legally consent to health ser-
vices. School-based clinics follow the more
stringent mental health policy.)

4
7

Students under age-15 usually must have
parental consent for services administered by the
school-based health centers. Clinic staff ask all
students who visit the clinic to sign a consent
card that gives the clinic permission to diagnose
and treat the student. Parents must also sign the
card if the student is 14 years old or younger and
the health care is not related to reproductive
health. The consent card also requests permis-
sion for clinic staff to share information with the
school nurse. Students who are not required to
have parental consent are still encouraged by
clinic staff to involve their parent or guardian in
their health care, whenever possible.

Integration and coordination of health
and education programs. Clinic staff make
many classroom presentations on topics includ-
ing stress, hypertension, and STIs. The mental
health worker and the nurse practitioner imple-.
mented a five-week curriculum on depression, -
developed by Oregon Health Sciences University,
in a combined health and English class. The
clinic offers a selection of presentations but
waits for teachers to request specific services.
Clinic staff also attend faculty meetings to raise
awareness of the health services.

Jefferson’s clinic is not well connected to
the school’s curriculum design efforts but is try-
ing to improve this. The school’s vice principal
in charge of curriculum serves on the clinic’s
advisory board. Recently, the school’s health
teacher raised the issue that the school does not
teach health until sophomore year, yet many risk
behaviors begin during freshman year. Clinic
staff and the health teacher took advantage of the
vice principal’s participation on the advisory
board to ask for a curriculum change. Clinic
staff also are collaborating with classroom teach-
ers in developing a new, interdisciplinary health
sciences/biotechnology magnet program in con-
junction with local hospitals and a health sci-
ences university. In addition, the principal or
vice principal teaches a special class for students
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who show leadership potential. The clinic’s
lead nurse uses this class to get students
involved in the clinic by planning special
health-related events.

Jefferson’s clinic coordinator meets every
two weeks with a school liaison; before interact-
ing with outside agencies, the coordinator talks
with the principal first. Jefferson’s part-time
school nurse has daily contact with the clinic by
phone or in person. Clinic staff rely on the school
nurse to advise students and to assess the immedi-
acy of students’ needs. The clinic provides the
school nurse with appointment times at the clinic
for students needing further assessment, diagno-
sis, and treatment. Other referrals come from
counseling staff, teachers, and other students.

Organizational/Management Structure

Each school-based clinic has an advisory
board composed of parents, teachers, students,
and community members. Most groups have
about 10 members and meet quarterly. Early
advisors had trouble deciding whether the board
should take an advisory or a governing role; it
took time to sort this out. But the board proved
useful in building support for the school-health
linkage. A pediatrician who initially thought he
would lose business when the clinic opened real- -
ized through his membership on the board that he
would actually receive referrals for services the
clinics didn’t provide—and that the clinics would
take responsibility for children who couldn’t
afford a private pediatrician. Leaders now use the
board to gain feedback on draft policies and pro-
cedures, to offer advice on the best way to reach
parents and community members, and to solve
specific problems.

At Jefferson, the vice principal in charge of
student support services sits on the clinic’s advi-
sory committee. Clinic staff have a strong, infor-
mal relationship with the school principal and feel
free to stop her in the hall to discuss problems in
addition to meeting in a more formal setting.

Staffing

The Jefferson school-based clinic is coordi-
nated by a community health nurse, also called a
lead nurse. The staff includes a licensed practical
nurse (LPN), a fulltime mental health profession-
al, a fulltime nurse practitioner (one job shared at
this school by two people; some of the other
Portland clinics have a physician assistant
instead), and an office assistant. The nurse prac-
titioner provides diagnosis, treatment, and pre-
scriptions. The LPN obtains medical histories,
updates immunizations, and provides other sup-
port; she is supervised by a nurse or nurse practi-
tioner. The clinic coordinator has been at
Jefferson since 1990 and has worked in various
county health departments since. 1978; her spe-
cialties are primary care, family planning, and
prenatal care. The LPN has worked in a primary
care clinic and pediatric mental health facilities.
One nurse practitioner spent many years.in pedi-
atrics, following work as a registered nurse; she
also worked in a health maintenance organization
and a county health department. The other nurse
practitioner is a new graduate with experience in
critical care; she is a family nurse practitioner
who worked on call at Jefferson’s clinic before
being hired.

The community health nurse’s role is to
coordinate the program, provide health education,
assess students’ health-related needs, facilitate
meetings, disseminate information, follow up on
referrals, and co-supervise the LPN. The com-
munity health nurse does not supervise the nurse
practitioner. A lead nurse practitioner from the
county health department visits all clinics and
evaluates staff. Jefferson’s coordinator visits
other clinics to observe and provide feedback on
professional skills and competencies, and their
staff do the same for her.

In addition to training in how to work with
the media to provide information to the commu-
nity that will help reduce concerns, clinic staff
receive training and travel funds for professional
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development from the county. Once a month, for
three hours, they participate in a meeting of all
school-based project staff that focuses on infor-
mation sharing and education. They also attend
an educational forum; a recent one focused on
domestic violence. Clinic staff also can apply to
the county for development-related travel or
training; all of the providers at Jefferson
participate in this at least once a year.

Funding and Reimbursement

In fiscal year 1994-95, the budget for
Multnomah County’s 7 high school clinics (and
clinics in two middle schools and one elementary
school that were scheduled to open during the
year) was $2.2 million. Revenues come from
county general funds ($1.4 million), federal funds
($270,000), the state health division ($110,000),
and insurance and other reimbursements
($140,000). The program does not charge fees to
patients. The schools contribute space for the
centers and pay for utilities and janitorial service.
The health department and county funds pay for
the clinic staff and services. The average cost per
student and the cost per type of service are not
available. The program has been able to secure
stable, sufficient funding because of its populari-
ty with the county commission and its now
successful relationship with the community.

The primary community resources used by
the clinics are referrals for other services, espe-
cially housing, food, and transportation. The
community health nurses located at each clinic
are knowledgeable about community social ser-
vices, and the fact that school-health linkage is
run by the county health department gives the
program quick access to STI and tuberculosis
clinics or field nurses who make home visits.

The clinics serve a relatively small number
of students who belong to HMOs, although pro-
gram leaders say it is hard to collect reliable data
because students don’t always know their status
and schools don’t keep good records. The health

‘

&=

department itself is a managed care organization,
however, and can bill Medicaid for traditional
public health services provided to students who
belong to managed care organizations. The
school clinics cannot recover costs for general
primary care, such as treatment of illness or
injury or sports physicals. The health department
is responsible for billing Medicaid and insurers.
Staff will not bill for reimbursement if it would
jeopardize a student’s confidentiality.

Family and Community Involvement

Organizers of Portland’s school-based clin-
ics learned from the experience of the first clinic
that schools often are not prepared to communi-
cate effectively with the public and address com-
munity concerns. For subsequent clinics, orga-
nizers met publicly with parents, county commis-
sioners, and school administrators to air con-
cerns. Now, staff involve parents primarily
through participation in the advisory committee
and by sending representatives to the back-to-
school nights. Family members do not receive
care from the clinics unless mental health treat-
ment requires their participation. Clinic staff
refer students’ parents and siblings to other pri-
mary care clinics when requested but do not treat
them on site. Many factors are involved in this
policy, including clinic capacity, confidentiality,
and school rules regarding the presence of non-
students on campus.

Following state laws on parent notification
for children of high school age, Jefferson clinic
staff contact parents only if they have the stu-
dent’s consent; in these cases, they use the oppor-
tunity to initiate a relationship by telling the par-
ents how their children are doing. (Children
under age 15 require parental consent for most
health services in Oregon.) Clinic staff have
developed a packet for parents that provides
information on services, and they are surveying
parents to see how useful it is. Clinic staff also
attend parent/teacher nights three or four times a
year to distribute health information pamphlets
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and to answer parents’ questions about the clinic.
The clinic coordinator has used the school newspa-
per to build support by inviting student reporters to
interview clinic staff about special events, such as
AIDS Awareness Day or pregnancy prevention
month. The clinic includes health information and
clinic schedules in a parent newsletter published
every other month. The school-based clinics also
gain parents’ approval by diagnosing, prescribing,
and obtaining medications for minor problems such
as earaches within the timespan of one school day,
eliminating the need for parents to take time off
from work to visit doctors and pharmacies.

( Implementation Issues, Barriers, and
Edolutions

Support from the school principal, and coor-
dination with the school district, are crucial to
responding to community concerns. Principals
must take ultimate responsibility for displacing other
staff to make room for the clinic and responding to
community concerns. No matter how carefully a
community health center and school collaborate,
parents and community members tend to see the
school-health linkage as a school activity; they will
share their concerns with the principal and school
district long before they will complain to the health
department. “You may be sitting here thinking
everything is hunky-dory because you're not getting
the phone calls,” advised a program manager.
Health centers that operate school-health linkages
must have close contact with the school district’s
public information officer or media contact so the
health and education partners can speak with a
unified voice.

Myriad school health regulations overburden
schools and can diminish their effort to provide
basic health services. There are so many laws gov-
erning services for special-needs or disadvantaged
students, says one health administrator, that they
have had a backfiring effect. Schools are struggling
to meet multiple requirements with limited funding
and staff time, and the provision of basic health
services sometimes falls through the cracks.

'éccountabi]ity and Assessment

The clinics keep a written record of every visit
made to every center, coded by diagnosis and
including demographic data. The findings are
included in the program’s annual report. These
records also provide baseline information on why
students use the centers, to help with program plan-
ning and needs assessment. For example, after the
clinics’ first year, records of visits showed a strong
need for mental health counseling, so a part-time
counselor was added to the staff; when records of
waiting lists and student demand showed a growing
need for these services, the mental health staff
became full-time. The data allow the clinics to plot
changes in student-staff ratios, anticipate needs for
future sites, and respond to questions from the
public regarding clinic use.

Surveys of students, parents, and school staff
collect information on client satisfaction and mea-
sure the extent to which the program has filled the
gap between unmet needs and services. Results
show that the centers’ users are the highest risk cate-
gories of students; their presence in the clinic con-
firms that the targeted clients are using the center
and finding its services acceptable. Over time, clin-
ic staff hope the records will show a reduction in
risk behaviors.

In 1994, the program began gathering data for
an evaluation that includes surveys of parents, stu-
dents, and school personnel using instruments

- designed by a professional researcher. Planners

hope to repeat the evaluation every two years but are
concerned about the costs associated with surveys
and the number of different surveys that schools
must administer.

mpacts

. The health department is planning a baseline
survey of utilization patterns and health concerns
that will include a survey to determine what parents
want or need from the health center. Planners envi-
sion the survey as a way to involve parents and
communicate their concerns to the schools.
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Attendance at Jefferson has improved since the
clinic began, from about 60 percent to 75-80 percent.
The school has avoided suspending or expelling
troubled students by enabling them to obtain mental
health services at the clinic while they continue to
attend school; the principal credits the health linkage
with reducing the dropout rate and encouraging for-
mer students to re-enroll, but no data are available to
support this. The principal views clinic staff as a
helpful resource for teachers because the clinic pro-
vides services that “keep kids plugged in academi-
cally” She also notes that the clinic has been vital in
providing the first diagnosis of students with serious
respiratory conditions or hypertension.
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Southeast Lancaster Health Services and
King Elementary School
Lancaster, Pennsylvania

staff and parents

the school-health linkage

* Close collaboration between the school nurse and clinic staff
makes services more efficient and builds credibility among school

* Links between the school and a family center eased the way for

* Proximity of the school, community health center, and a family
center to one another encourages coordination of services

Overview

The goals of this school-based program are
to reduce student absenteeism, minimize the
interruption of education for health reasons, and
increase students’ access to heaith services. The
clinic at King Elementary School is one of six
state-initiated pilot sites and one of two school-
heaith linkages administered by the community
heaith center. School sources view the program
as a means of expanding services offered by the
school nurse; the health center views it as a way
to serve clients more effectively.

Number of students served: Between 400 and 600 per
year at King; in 1993, there were 864 student visits to
King’s clinic. Enroliment at King is 770.

Grades served: preK-6

Racial/ethnic breakdown: 66% Hispanic, 28% African
American, 5% Anglo, 1% Asian

Eligible for public assistance: 90% eligible for free or
reduced-price lunch

Major sources of funding: State and federal block
grants and Medicaid reimbursement

School and Community Context
Lancaster is a compact, urban area 65 miles
west of Philadelphia. The city has 11,000 stu-
dents. of whom 60 percent belong to racial or
ethnic minorities. Southeast Lancaster has a

large population of low-income families: between
80 percent and 85 percent of the students are eli-
gible for federal medical assistance, yet except
for the heaith center, few private physicians
accept patients on medical assistance. Every
school in Lancaster has a school nurse, and the
district’s three school-based health centers are
located in the school nurses’ offices. Southeast
Lancaster Health Services operates two school-
based health centers: one at King, located one
bilock from the community health center. and one
at an elementary school nearby.

King is located in the poorest section of
Lancaster, where 25 percent of the residents are
unemployed—three times the percentage city-
wide. The school has a schoolwide Title I pro-
gram in its third year of implementation. The
neighborhood has large Hispanic and African
American populations; 11 percent of the school’s
students are in bilingual education and 11 percent
take English as a Second Language. Most stu-
dents are uninsured. The major health needs are
treatment for conjunctivitis; sore throats or upper
respiratory infections; headaches; vomiting; or
acute trauma such as bruises, scrapes, or
strains—conditions that are typical of students
throughout the service area.
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{ Major Program Features

' The school-based clinic at King keeps limit-
ed hours, uses minimal equipment, and provides
basic health services—but careful coordination
with the school nurse, the health center, and a
school-affiliated family center enable clinic staff
to serve most health needs as they arise. The pro-
gram builds support by seeking collaboration
with these other entities, maintaining open com-
munication with parents, avoiding controversial
services such as family planning, and proving
that clinic services keep children in school.

Planning Process

The year-long planning process for the
school-based health centers began in late 1992.
Planners obtained a grant in 1993 and opened
services at King at the beginning of the 1993-94
school year. The second site opened in 1994.
There was no prior school health program beyond
school nurses. The location of health services at
the elementary level represents a planning com-
promise. When school officials and health care
providers first discussed linking health services
with a junior high school, controversy over family
planning in the politically conservative communi-
ty forced them to abandon the idea. Later plan-
ners avoided the controversy by focusing their
efforts at the elementary level.

The impetus for the school-based health
linkage was a state initiative, through the depart-
ment of maternal and child health, that funded six
pilot school health programs. Sources say that
because the program began with a state grant, the
community supported the effort. Health center
staff also had close, longstanding friendships
with key district administrators and school
staff. In fact, the health center’s director views
the recent school-health linkage as simply

formalizing an arrangement that has existed for
many years, in which school health staff referred
students to the health center for treatment.
Making this informal relationship contractual
was not a significant change.

\\‘. //'

The planning committee included represen-
tatives from the state departments of education
and welfare, medical providers and practitioners,
school district administrators, principals, school
nurses, and community members. This large
committee first identified principals who were
willing to accept a clinic and then located agen-
cies that were interested in providing services.
The committee collected information on school
linkages from other health centers in the state,
consulted with state education officials, and vis-
ited other sites in the state to determine which
models would best respond to local needs.

As the committee moved toward implemen-
tation, it broke into smaller groups to address
such issues as staffing, equipment, hours and
protocols for operations, facility design, and bud-
gets. An advisory committee with 10 to 15
members, including the school district’s physi-
cian-advisor, the head school nurse, a principal,
school district administrators, hospital and health
center staff, community members, and represen-
tatives of community agencies—met every two
or three months to discuss issues, formulate
strategies, and oversee the budget. The original
planning group became a permanent integrated
services consortium, a trouble-shooting mecha-
nism for the school clinics. Now, the principal
says, “when we run into a barrier, we kick it up
to the consortium and tell them to get rid of it.”

Program Design

The program provides outpatient medical
services during four, two-hour sessions per week
at each school during the morning or afternoon.
The clinic serves about 10 students a day. A
family practice physician and a physician assis-
tant visit the school-based clinics, where they
collaborate with the school nurse. The health
center provides a billing clerk, who maintains
student health records, and the school district
provides the school nurse. School counselors
also work in the school clinic.
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Services include acute care; chronic care,
mostly for asthma, Attention Deficit Disorder
(ADD), or diabetes; ADD evaluations; EPSDT
screenings; immunizations; health education;
counseling on health issues; and classroom
observation of students with behavioral problems.
Clinic staff write prescriptions but do not dis-
pense medications, although if medications are
needed to keep a child in school the clinic
arranges for a pharmacy to deliver the first
dosage to the clinic. The decision not to dispense
medications regularly was a response to school
board concerns about liability.

Because the school district does not want to
pay for the school-based clinics, the schools con-
tribute only the school nurses’ salary, some of the
principal’s time for coordinating the services, use
of the clinic space, and access to school adminis-
trative equipment; grants support the actual ser-
vices. The clinic receives some support from a
family center located 50 yards from the school.
This center coordinates social services for stu-
dents’ families, including networking with ser-
vice providers, one-stop shopping for mental
health care, transportation, case management, job
training for parents, and counseling. The school
clinic and the family center began operating at
the same time but the family center was preceded
by three years of planning. Many of the issues
that typically pose barriers for school clinics
were addressed first by the family center. The
family center also helped attract funding because
it offered a way to combine efforts.

Referrals. Referrals come from teachers,
parents, or the principal. The school nurse
assesses medical priorities among all students
seeking care. Acutely ill students or those who
need treatment when the clinic is closed are
referred to the health center or the hospital
emergency room; when appropriate, the school
nurse may call the health center and receive
instructions from the physician via telephone.
An estimated 15 percent of students who use

the clinic are heavy users. Many of these
students have asthma or simply report feeling
pain frequently.

The clinic has not established a system to
track the number of referrals to outside providers,
but staff say at least 90 percent of the students’
needs can be met in the clinic. Most outside
referrals are for ear/nose/throat tubes, behavioral
or family counseling, surgery, or acute emer-
gency care. Some clinics and private practices in
the community accept a limited number of unin-
sured students. When clinic staff must coordi-
nate services with a student’s family physician,
the clinic physician calls the family doctor direct-
ly and asks permission to observe the child and
confer about the observations. Cooperation has
not been difficult; some family doctors ask the
clinic physician to prescribe treatment.

Consent. Parents give consent by
“enrolling” their children in the school clinic. At -
the beginning of each year, the school distributes
enrollment forms that require the parent’s signa-
ture and identify the child’s primary provider and
preferred pharmacy. Enrollment must be
renewed annually.

Integration and coordination of health
and education programs. The school system,
clinic staff, and school nurse view the school
clinics as very well integrated with the education
program—*“part of the continuum of services
available” in the school. When the clinic first
opened, staff held an orientation for all school
staff and teachers so they would understand the
clinic’s role. At the teachers’ request, clinic staff
periodically give presentations on health issues,
such as nutrition or sexually transmitted diseases
(STDs), to parents who participate in a diploma
equivalency class at the school. The nurse and
physician visit students’ classrooms if a teacher
requests a presentation. Clinic staff provide
group education on immunizations for parents of
preschoolers. Sometimes, teachers bring groups
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of students or an entire class to the school clinic
for a special project or when students are
studying a health unit in the curriculum.

Organizational/Management Structure

The key managers of this school-health
linkage include the district’s coordinators of pupil
services and health services, principals, the dis-
trict’s business director, school nurses, the pro-
gram’s medical director, the clinic physician, and
physician assistants. At the schools, the health
center’s medical director oversees the program
and supervises the physician and physician assis-
tant (at King, the medical director and the physi-
cian are the same person). The health center’s
director handles billing, contract negotiations,
and longterm decision making. There is no advi-
sory committee, but King, which also has a fami-
ly center, has a coordinating committee to which
clinic staff belong. This committee involves
teachers from all disciplines, the school nurse,
family center staff, the principal, guidance coun-
selors, and the school psychologist; it provides a
mechanism for coordinating services for students
with special problems. The council meets at least
once a week.

The health center’s director characterizes his
program’s relationship with the district as “very
informal.” About once every two months, the
school district convenes a meeting of program
staff and directors, educators, health providers,
and other community members interested in
school health care. A recent meeting focused on
the county’s decision to shift to mandatory man-
aged care and how schools can provide services
for students whose primary care physicians are
not on-site; a follow-up meeting will allow ser-
vice providers to talk directly with representatives
of managed care groups and district administra-
tors. Other meetings have focused on enrollment
or billing issues.

\
Staffing

The school nurse works full time at the
clinic and remains at the school even when the
clinic is closed. She is joined during clinic hours
by the physician, who works at the clinic one day
a week, or the physician assistant, who spends
three days a week at the clinic. The physician is
also the health center’s medical director. The
school nurse plays a crucial role in the school-
health linkage and has full responsibility for pro-
cessing referrals. Before the student sees the
physician or physician assistant, the school nurse
measures the student’s height, weight, blood pres-
sure, and temperature; gathers a brief history of
the illness; and may contact the referring teacher
or parent. The physician or physician assistant
examines students and writes prescriptions. The
school nurse may then administer the treatment
or contact the student’s parents or family doctor.
The physician supervises the physician assistant,
reviewing his notes and diagnoses, but does not
consider herself responsible for supervising the
school nurse, who has a great deal of autonomy.

King’s principal, not a strong supporter of
the clinic in its early stages, now says that the
staff is so well integrated into the school that it’s
hard to distinguish health center staff from
school staff within the clinic. Some observers
credit the principal’s growing support to the fact
that the clinic has increased parent involvement
in their children’s problems, created a profession-
al medical atmosphere, and proven that clinic
staff are willing to operate as part of the school
team—not by forcing changes. The school
nurse’s acceptance of the clinic also helped bring
the principal and teachers on board.

Funding and Reimbursement

In 1995-96, the budget for Lancaster’s three
school-based health centers will be $123,000, of
which federal and state block grants will pay
$66,000 and $57,000 will come from medical
assistance reimbursements or hospital contribu-
tions. Each of the three school clinics, including
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King, receive approximately equal shares of the
budget. The major operating cost is for salaries.
Half of all revenue that the health center receives
as a result of services to students at the school
clinic (from Medicaid and private insurers) is
shared with the school district. Uninsured
students are served at no charge.

Longterm, sustainable funding for school-
based programs is hard to find, however. State -
grants enable the program to provide free services,
and the clinic relies on the reallocation of some
school staff, general district funds, and resources
from the community health center to meet the
remaining expenses, but this linkage would have
great difficulty surviving if it had to rely on reim-
bursements. The state reduced its financial com-
mitment from 80 percent of the cost in 1993 to 65
percent in 1994, and the health center director says
the program may not be able to continue if the
program is forced to support itself.

The health center is responsible for billing
Medicaid and private insurers. However, some
managed care plans refuse to reimburse the
school-based centers for services provided to
their clients. The contract between the school
system and the health center allows the health
center to bill the school for any differences
between the amount billed and the amount reim-
bursed, to be paid out of the grant funding.
Although this has not yet been an issue, it is a
potential unplanned expense. The program does
not charge students for services. Program admin-

" istrators are frustrated in their billing attempts by
the fact that Medicaid eligibility fluctuates for
many students; an estimated 15 to 20 percent of
the students regularly go on and off medical
assistance. The program does not track the
number of students enrolled in HMOs.

Family and Community Involvement
Although the clinic serves only students

and family members, clinic staff use the family

center connected to the school to expand their

outreach to families. If the clinic needs to pro-
vide services to a child who is not enrolled and
whose parents cannot be reached by phone, staff
from the family center will find the parent and
schedule a conference to explain the clinic’s ser-
vices. Clinic staff attend parent-teacher associa-
tion meetings, and the health program has infor-
mal relationships with several community organi-
zations and institutions. A hospital contributes a
nurse to the clinic five days a week. The health
center contracts with the Boys and Girls Club
next door to provide acute care and physical
exams for clients at a shelter for abused children,
and clinic staff provide education on STDs,
hygiene, and dental care for staff and shelter resi-
dents. Members of the Urban League and other
community groups belong to the board of direc-
tors for the school clinic, and vice versa, which
increases understanding and investment among
the programs.

Staff say the school clinic’s close ties to the
community health center are crucial to building
community support, because the health center is
already a trusted and familiar institution. “We’re
already part of the community; we’re not impos-
ing anybody from outside,” says one physician.
“A lot of the students and parents [at the school
clinic] I already know....I would not want to run
the health clinic across town from us. I do not
think it would have the same success.”

Implementatlon Issues, Barrlers, and
Solutlons

Misunderstandings can limit parent partic-
ipation and continuity of services. There is not
yet any continuity in school-health services
between the elementary and middle school levels,
although clinic staff and administrators see this
as inevitable as parents get used to the clinic’s
basic services, learn to trust the staff, and shift
their focus from concerns about birth control to
awareness of other services. Staff have had trou-
ble getting parents to understand two issues: (1)
Use of the program is voluntary, not mandatory,
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and (2) parental consent must be given every
year. At King, student enrollment in the health
program was lower than expected at the begin-
ning of the second year because some parents
thought the permission slips they signed the pre-
vious year were permanent. To increase aware-
ness, clinic staff attend parent conferences and
PTA meetings and the school nurse sends
materials home with students.

State administrative bureaucracy can
undermine reimbursement efforts. It took six
months for the school-based site to get approval
from the state as an EPSDT provider, which
would enable the program to collect reimburse-
ment from Medicaid, although the health center
was authorized and the school clinic was
presented as a satellite of the health center.

Proximity of collaborators affects the suc-
cess of a school-health linkage. Families whose
children use the clinic are already using the
health center, so clinic staff are familiar with
many cases; and the short distance between the
school, health center, and family center makes it
easy to share resources and coordinate parents,
teachers, and staff for consultations. The proxim-
ity also reduces the amount of time students
spend out of class.

."“Accountability and Assessment

s This program tracks the number of visits
made to the clinic each year but does not gather
data on diagnoses or treatment or on how many
of the visits were medically necessary. Staff
gather vital signs on each child they see, to which
the doctor or physician assistant adds notes on
the child’s condition. One copy of each chart is
kept at the clinic and one copy goes to the health
center. Clinic staff expect a new computer sys-
tem to facilitate more sophisticated data collec-
tion, identify diagnosis trends and patterns of use,
and add more quality assurance mechanisms. -
Because of limited staff time, tracking data man-
ually is almost impossible. A quality assurance

system is in place for lab tests, and the physician
reviews all dictations and charts done by the
physician assistant.

Clinic staff measure the clinic’s progress by
the increasing number of students using the clinic
and by growing community acceptance. “Just walk-
ing around the school is all you need to assess the
program—the amount of students who know who
we are, the amount of parents who send notes want-
ing [children] to be seen, the trust level,” says one
provider. State evaluators visit the program twice a
year and regularly receive statistics from program
administrators. Clinic staff initiated an occasional
roundtable discussion with parents to elicit feed-
back, which they use as affirmation that the
program is on track.

{ Impacts
N

= The school-based clinic at King has

enabled students with ringworm, impetigo, and
conjunctivitis to avoid missing school by obtain-
ing immediate treatment on-site. Without the
clinic, state rules would require these students to
stay out of school until they begin medical treat-
ment. Clinic and school staff say it is too early
to see some of the expected longterm outcomes,
such as a reduction in teen pregnancy and STDs,
but they have observed a general reduction in
students’ fears of doctors or the medical system,
an increase in trust, and more willingness among
parents to get involved in students’ problems.

King’s average daily attendance rate is 95
percent, and the principal attributes at least 2 per-
cent to the existence of the school clinic. The
principal says the program has also improved fol-
low-up services and reduced the length of student
absences. Teachers are reassured about having
students with more serious illnesses return to
class because they are confident that the student
has received appropriate treatment through the
clinic. The school-health linkage has also broad-
ened collaboration between community agencies
and schools.
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Valley Wide Health Services and
Sierra Grande School
Blanca, Colorado

to integrate service efforts

attendance 10 percent

* Preventive program serves a very large, rural region that has
limited access to other health care

* Care providers build informally on close, long-term relationships

* Nutrition and pregnancy counseling have increased school

Overview

Valley Wide Health Services operates six
community health centers that serve an 8,000-
square mile region in rural, southern Colorado.
The valley has about 40,000 residents, most of
whom work but are poor, and the health centers
provide about half of the communities’ health
care services. Valley Wide, which opened in
1976, also operates two school-based centers and
ten school-linked programs with ties to the six
community centers. These programs serve 3,700
students in 12 school districts. About half the
programs serve grades K-12 and half serve
grades 9-12.

Number of students served: 330 per year at Sierra
Grande School

Grades served: K-12

Racial/ethnic breakdown: 82% Hispanic. 13% Anglo,
5% Asian American

Eligible for public assistance: 80% receive free or
reduced-price lunch

Major sources of funding: Federal grants, state block
grant for child health

School and Community Context

The region served by the Valley Wide cen-
ter in Alamosa includes six counties, each of
which has a community health center. Because

the school-based clinics serve students who live a
long way from the health centers—and because
many families lack transportation to the larger health
centers—the school-based clinics are an important
front line of health care for many students.

Sierra Grande School in Blanca has a school-
based clinic linked to Valley Wide’s health center in
Alamosa, 27 miles away. Eighty percent of the stu-
dents qualify for free or reduced-price lunch. Sierra
Grande serves about 330 students, most of whom
are Hispanic, in grades K-12; it operates on a four-
day week with extended-hour schooldays. The
school’s clinic, which opened in 1982, is located in a
recreation center next to the school. About 25 per-
cent of the students do not have any health insur-
ance, and more than 50 percent are eligible for
Medicaid.

Major Program Features

Valley Wide’s school-based services focus
on enhancing access to health care, making adoles-
cents more likely to use overall preventive health
care measures, and reducing teen pregnancy. The
clinic emphasizes health education for youth
between the ages of 12 and 19—individually
and through classroom instruction—and case
management of adolescents.
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-Planning Process
Valley Wide became involved in school-
based clinics in 1978, when teachers at a school
where half of the girls in the junior class were
pregnant came to the health center for guidance.
A physician and the director of Valley Wide
approached the school superintendent and offered
to provide health services at the school, including
reproductive counseling. A Valley Wide nurse
practitioner began visiting the school once a week
to talk about birth control. Students also came to
the clinic to discuss health concerns such as
depression, acne, self-esteem issues, and family
problems. Valley Wide did not form a planning
committee or review other school-health linkages
before establishing its first school-based clinic.

Valley Wide cites several reasons for the
school clinic’s initial success. First, the health
center’s physician was a well-respected member
of the community; people trusted his opinions
and did not challenge him. Second, the commu-
nity recognized the teen pregnancy problem, and
most people wanted to do whatever was needed
to reduce teen pregnancy. Third, the community
health center was well established in the commu-
nity, which gave the school-health linkage legiti-
macy. Fourth, Valley Wide respected the commu-
nity’s need for discretion about sensitive issues;
when the pregnancy prevention component drew
media attention, health staff worked to protect
their clients’ privacy. -

The school-health linkage expanded to
Sierra Grande in 1982. The program was initiat-
ed simultaneously by school officials concerned
about teen pregnancy and lack of student access
to health information or services, and by Valley
Wide organizers who sought to expand their ser-
vices. The school superintendent, whose son was
the community center’s director, served on the
center’s advisory committee and recognized that
the community—especially children and adoles-
cents—needed better access to health care. The
advisory committee for the community center

conducted a community needs assessment and
found parents to be extremely supportive of
counseling or educational services involving sex
education, nutrition, eating disorders, and self-
esteem. Valley Wide’s director of adolescent
health made a formal presentation to the school
board, which approved a clinic for Sierra Grande
students at the community center once a week.

Program Design

Valley Wide has formal agreements with 12
of the valley’s 14 school districts to provide
health education. At schools where the program
is school-linked, students are referred to the
Valley Wide health center in their community. In
the school-based clinics, including Sierra
Grande, services include physicals, Pap smears,
STD screening, acute care, throat cultures, and
health education. Valley Wide follows school
policy on reproductive counseling and family
planning; some schools allow only abstinence
counseling. However, some health center staff
refuse to talk about AIDS in schools that prohibit
them from mentioning contraceptive devices
because of the role condoms can play in prevent-
ing the disease from spreading. Valley Wide pro-
vides medical services to students while the
schools provide space for school-based clinics,
make referrals, and provide equipment.

At Sierra Grande, the clinic operates on
Tuesdays from 9 a.m. to 3 or 3:30 p.m.; normal
school hours are from 8 a.m. to 4 p.m. The clin-
ic provides primary health care; physical exams;
screenings; family planning services; STD test-
ing; a wellness program for pregnant teens; men-
tal health referrals to counselors at a mental
health center for students with suicidal tenden-
cies, self-esteem issues, or drug abuse; and
nutrition counseling in classroom settings.

When a student enters the clinic, he or she
receives a risk assessment that covers drug or
alcohol use by the student and parents, sexual
and physical abuse, academic difficulties, family

A-87

173



%kin Community Health Centers with Schools Serving Low-Income Children:

IDEA BOOK

problems, suicidal tendencies, and use of preven-
tive measures such as dental care, exercise, and
seatbelts. Clinic staff try to see every ninth-grad-
er at least once during the year to assess their
health, provide individualized education on
health services, and establish rapport. Most
students visit the health center about five times

a year; although there is no specific target
population, the program attracts high-risk students.

Referrals. Clinic staff meet with teachers
and school administrators as needed to refer stu-
dents to the clinic. Clinic staff often observe stu-
dents in class to identify conditions such as
Attention Deficit Disorder. About half of the
Sierra Grande students who use the clinic are
self-referred. A physician assistant from Valley
Wide sees all new students to conduct a health
screening and to give the students a trustworthy
point of contact with the clinic. The physician
assistant at the clinic gives a list of appointment
slots to the principal’s secretary one week in
advance, and the secretary fills in the names of
students referred by teachers and filtered through
the school counselor.

Students who require more comprehensive
health services such as X-rays are referred to the
community health center or to their primary care
provider. Federal public health grants cover com-
prehensive services for adolescents who do not
have health insurance and are ineligible for
Medicaid. Students are referred to the county
mental health center for drug abuse treatment and
other mental health needs; a Valley Wide repre-
sentative often accompanies students on their
first visit to the mental health center. Other
providers in the community are cooperative in
accepting referrals from the school clinic and
sending medical records to the clinic, although
there is no formal system in place.

Parental consent. State law requires
parental consent for mental health services for
children under age 15 but not for other services

provided by the school-based clinic. Valley Wide
uses parental consent forms at some schools but
not at Sierra Grande, where staff decided not to
use the forms because they did not want to deny
access to any students. Clinic staff strongly
encourage students to discuss their health needs
with their parents, however.

Clinic staff and the school principal empha-
size confidentiality, especially regarding repro-
ductive services, in order to encourage students
to use the clinic. State law prohibits health care
providers from informing parents of a child’s use
of drugs or birth control, STDs, or pregnancy,
unless the child consents or there is a medical
emergency. Confidentiality has not been a major
problem at this site.

Integration and coordination of health and
education programs. Valley Wide provides a signif-
icant amount of health education in classrooms. The
school’s health educator and the clinic’s physician
assistant often make joint classroom presentations
on issues such as sexuality, drugs and alcohol, and
self-esteem. Clinic staff make these presentations to
high school physical education classes once a week
for nine weeks and to elementary school classes
when requested by a teacher.

Organizational/Management Structure

The director of Valley Wide’s Adolescent
Health Center oversees the school-linked and
school-based health centers. At Sierra Grande,
which receives health services one day a week,
the program is managed on site by a physician
assistant and an adolescent health educator pro-
vided by Valley Wide. The program director
visits the school-based health center frequently
to supervise staff. He also reviews the records
of services provided to students each week.
The principal at each school monitors clinic
staff to ensure that they follow school policies.
Valley Wide has a formal agreement with Sierra
Grande to provide health services, but there is
no formal mechanism for meeting with school
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administrators and there is no advisory commit-
tee. Meetings between clinic and school staff occur
informally. Valley Wide also has an informal agree-
ment with the county mental health center to provide
counseling and substance abuse treatment, and with
the Department of Social Services, which accepts
referrals of troubled students.

Staffing

Sierra Grande’s clinic is staffed by one
physician assistant and one adolescent health
educator, who are supervised by the director of
the adolescent health center. The physician assis-
tant has a master’s degree in pediatric and adoles-
cent health; she also serves on the Alamosa
School Board, giving her longevity, credibility
within the school and education communities,
and access to education as well as health perspec-
tives. Clinic staff regularly attend seminars and
conferences related to adolescent health.

Sierra Grande had a school nurse until 1992,
when funding was cut. The school nurse was an
early proponent of the linkage with the school-based
clinic and was the primary source of referrals to the
clinic. A school counselor now refers students to the
clinic but does not have a strong relationship with
clinic staff; the principal attributes this to time pres-
sures rather than turf issues.

Funding and Reimbursement

Valley Wide’s clinic at Sierra Grande
School costs approximately $15,000 to $20,000
per year. The project receives approximately 90
percent of its funding from federal public health
grants and 10 percent from a state block grant for
child health. The clinics charge sliding fees but
do not refuse services to students who cannot
pay. When the project began, the clinics did not
bill Medicaid for reimbursement because (1) it
would require them to pursue payment from fam-
ilies first and most families are too poor to pay,
and it would require the health centers to pursue
payments from third-party insurers, creating
paperwork and time burdens. In 1994, however,

Valley Wide began billing Medicaid for reimburse-
ment. Although clinic staff find it very difficult

to collect the required information on Medicaid
eligibility and insurance coverage from students,
the project does receive reimbursements from
approximately 90 percent of claims that are filed.

Family and Community Involvement

Sierra Grande’s clinic is located in a com-
munity center across from the school, but it pri-
marily serves students. Although the clinic tar-
gets adolescents, and family members do not use
the school-based clinic, staff will treat any
patient who comes into the clinic. Valley Wide
hopes to expand clinic hours at Sierra Grande
and serve more community members within the
next two years.

Parents have been very supportive of the
school-based clinic. “For every parental com-
plaint I get, I get 30 or 40 calls of praise,” the
principal says. Community outreach and coordi-
nation of services has been made easier by the
fact that in Sierra Grande’s small, tight-knit com-
munity many parents, teachers, and clinic staff
know or are even related to each other; the same
people often serve on the governing boards of
mental health or social service organizations,
juvenile justice institutions, and community
groups. The clinic also builds support by includ-
ing information about health programs in weekly
mailings to parents that contain the school lunch
schedule, and by sending home letters that
explain specific health issues. Clinic staff
call parents to inform them of health issues.
Whenever a controversial issue arises, the school
holds small-group meetings or hosts a neighbor-
hood block party to bring in community
members to discuss their views.

n/,mplementation Issues, Barriers, and
ESolutions

The clinic’s hours of operation are limited.
Health services often are needed on the three
other days of the week when the school is open

Q
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but the clinic is not. The principal says that if he
were starting again, he would find a way to have
the health provider on-site for half of each week
instead of one day a week, to take advantage of
informal referrals and to be more responsive to
ferreting out students’ less-obvious health needs.

The referral process limits teachers’ direct
involvement with clinic staff. Because the
school’s 28 teachers make referrals to the school
counselor or the principal’s secretary, who sched-
ules the appointments for the physician assistant,
there is no formal process for letting teachers
speak directly with the physician assistant.
Because of the community’s close ties, however,

- this has not posed a problem for Sierra Grande’s
clinic. Valley Wide staff are easily accessible by
telephone, and teachers regularly speak with the
physician assistant on an informal basis.

Long-term funding is hard to sustain.
Grants from private foundations often are
exhausted in a short time. The revenue collected
by the school-based clinics and the community
health centers is insufficient.

Teachers sometimes complain about stu-
dents missing class. Clinic staff try to see all
students at least once during the academic year.
Some teachers complain that students miss too
much class time visiting the health center. Valley
Wide has tried to solve this problem by schedul-
ing clinic visits during various times of day so
students do not always miss the same class.
Teachers can ask students to reschedule clinic
appointments if they think the student should not
miss a particular class:

@ccountahility and Assessment

=] Valley Wide’s director of adolescent health
monitors the program by reviewing a monthly,
computerized update of daily services that indi-
cates the number of students served. The health
center conducts a yearly performance review of
clinic staff to ensure quality. Valley Wide also

surveys students twice a year to identify why
they use the clinic and to evaluate service quality.
Survey data are reported to funding sources and
are used for program planning.

{ Impacts

¥

When the clinic at Sierra Grande opened,
the school’s attendance rate was approximately
70 percent; in 1992-93, it was 94 percent. The
principal attributes at least 10 percent of this
change to the health services provided by the
clinic, including nutrition and pregnancy counsel-
ing. Since the school-based clinic opened, the
teen pregnancy rate at Sierra Grande has sunk
from 8 percent to zero, the lowest in Colorado.
Administrators have not seen as dramatic a
change in school performance, but they note an
improvement in students’ general attitude simply
because students know there are adults available
who have answers and will share them without
judging. Teachers’ attitudes have also improved
as they see more children staying in school
instead of getting pregnant and dropping out.

School sources report that the school-based
health program has identified many previously
undiagnosed problems that were interfering with
students’ ability to learn, including malnourish-
ment and Attention Deficit Disorder. Students
credit the program with improving their ability to
make decisions about risky behaviors.
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For more information about HRSA BPHC school health programs, please contact the school health staff at 301-594-4450.

For additional copies of this publication, please contact the National Clearinghouse for Primary Care Information
at 1-800-400-2742.
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