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The School-Based Health Center Improvement 

Project (SHCIP) was a joint project of Colorado 

and New Mexico to identify effective, replicable 

strategies for enhancing the quality of health care 

for children and youth. The five year (2010-2015) 

project was one of 10 grant-funded awards made 

to states and child health providers by the Centers 

for Medicare and Medicaid Services, and made 

possible through the Children’s Health Insurance 

Program Reauthorization Act (CHIPRA). The 

Colorado Department of Health Care Policy and 

Financing served as lead agency for SHCIP. 

Twenty-two school-based health centers (SBHCs) 

participated in SHCIP, 11 in each state. SBHCs are 

located on school grounds and offer comprehen-

sive primary and behavioral health care services 

to children and youth. Nationally, school-based 

health centers occupy a key role in the health care 

delivery system, providing improved access to 

services for underserved populations. SBHCs also 

offer integrated care to meet the specific needs of 

the populations they serve, engaging youth in their 

health care and promoting healthy behaviors.

Focus
Adolescents
The demonstration project focused its efforts on 

adolescents, a population that has the lowest rates 

of primary care use and tends not to receive pre-

ventive health care services. Patterns of behavior 

developed in adolescence, such as substance abuse 

or unhealthy eating habits, can influence health 

throughout the lifespan. This is particularly true for 

mental health conditions, such as depression, and 

chronic physical health conditions, such as diabe-

tes. As such, it is a critical time when health care 

and health messages have the potential to affect 

future health and the use of health care services. 
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School-Based Health 
Centers (SBHCs)
The demonstration project was de-

signed with SBHCs at the core because 

of their close proximity to students. 

SBHCs are well positioned to reach and 

serve low-income, underserved, and 

hard-to-reach adolescents who are 

typically disengaged from the health 

care system. As well, the project built 

on significant investments Colorado 

and New Mexico had made in SBHCs as 

a way to provide access to health care 

for their considerable rural populations 

and for youth who typically do not seek 

health care but may have physical and 

behavioral health needs. 

Goals
The SHCIP goals were to showcase the 

ability of SBHCs to address the health 

care needs of adolescents covered 

by Medicaid and Children’s Health 

Insurance Program (CHIP), and to 

demonstrate how they can strengthen 

health care delivery for adolescents. 

Each of the participating SHBCs 

received coaching and technical assis-

tance to apply the principles of quality 

improvement in integrating the medical 

home approach into SBHCs, improving 

the quality of care delivered in SBHCs, 

actively engaging adolescents in their 

own health care, and using service data 

for practice and policy improvement. 

The demonstration project also focused 

on the role of SBHCs in addressing 

health care needs and improving clini-

cal care in five areas that are particularly 

important for adolescent patients: Early 

and Periodic Screening, Diagnosis and 

Treatment (EPSDT) exams/well child 

checks, pediatric obesity/overweight, 

depression and anxiety, sexually trans-

mitted infection (STI) screenings, and 

appropriate immunizations.

Outcomes
As shown below, the demonstration 

project strengthened the ability of the 

participating SBHCs to more effectively 

meet the health care needs of the youth 

they serve. SHCIP also provided key 

lessons and recommendations, together 

with new tools and processes that will 

serve to advance the field as a whole.

Integrate the Medical Home 
Approach into School-based 
Health Centers. 
The integration of the patient-centered 

medical home (PCMH) model into 

SBHCs encourages the centers to con-

tinually explore ways to reduce costs, 

improve quality and outcomes, and 

keep up with the ever-changing health 

SHCIP developed the Patient-centered 
Medical Home Core Elements Tool, a simplified, 
yet comprehensive assessment designed to help 

SBHCs systematically integrate the medical home 
approach into their practices.
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Medical Home
Key Lessons Learned and 

Recommendations Include:
Additional education for state and national partners is required to 
help them better understand how SBHCs can effectively serve as 
medical homes for youth.

PCMH certification programs need to be inclusive of the SBHC model.

SBHCs should adopt PCMH principles into their practices, policies, 
and procedures to strengthen the delivery of care for children and 

adolescents. 

care environment. Examples of how 

some of the participating SBHCs inte-

grated key PCMH elements include: 

•	 Accessibility: Strengthened the 

school registration process to in-

crease SBHC enrollment

•	 Coordinated: Hired a full-time care 

coordinator to assist with internal 

and external referrals

•	 Comprehensive: Utilized inter-

nal and external clinical resources 

to more fully meet the needs of 

students

•	 Youth Centered: Developed or ex-

panded youth-led outreach initia-

tives to better understand and meet 

the needs of the school populations

•	 Quality Improvements: Developed 

and implemented best practice pro-

tocols, resulting in improvements 

in clinical care. 

In Colorado, all participating SBHCs 

received PCMH recognition through 

the use of the state designated Medical 

Home Index. In New Mexico, coaches 

developed the PCMH Core Elements 

Tool to help sites integrate the medical 

approach into their practices. 
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Clinical Quality Improvements
Key Lessons Learned and 

Recommendations Include:
Staff time and clinic resources must be devoted to quality improvement 
efforts in order to ensure meaningful and successful change, 
recognizing that institutionalizing meaningful change takes time.

Administrative, financial, and operations barriers must be assessed 
and addressed in order to successfully adopt best practice guidelines.

Allowing SBHCs to select the areas of clinical focus assures buy-in and 

contributes to success.

Improve the Quality of Care 
Delivered in School-based 
Health Centers. 
Focused quality improvement efforts 

can inform SBHCs on specific ways 

to strengthen the delivery of clinical 

services, integrate the medical home 

model, engage youth, and collect data. 

All of the participating SBHCs worked to 

improve the quality of:

1.	 Early and Periodic Screening, 

Diagnosis, and Treatment (EPSDT) 

Exams through the adoption of best 

practices, better identification and 

documentation of risk factors, and 

appropriate referrals. The quantity 

of EPSDT exams also increased as 

a result of the SBHCs proactively 

identifying and providing students 

with needed preventive services. 

Once proficiency was achieved in the 

EPSDT exams, the SBHCs moved on to 

one or more of the following clinical 

content areas of their choosing: 

2.	 Pediatric Overweight/Obesity 

(POW): Improved identification 

and screening of overweight/obese 

students, which led to better evalu-

ation, management, and treatment

3.	 Depression/Anxiety: Improved 

the screening and identification of 

students at risk for depression and/

or anxiety, which led to improved 

behavioral health and primary 

care integration, including better 

treatment, referral, and follow up

4.	 Sexual Health: Developed new and 

innovative procedures, which im-

proved the screening and treatment 

of sexually-transmitted infections 

for sexually active students

5.	 Appropriate Immunizations 

Increased the percentage of 

students up-to-date on adolescent 

immunizations by improving the 

tracking and delivery of vaccines.

SBHCs 
achieved 

significant 
quality 

improvements 
when they 

received 
coaching 

in specific 
clinical areas.
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Youth Engagement
Key Lessons Learned and 

Recommendations Include:
Identify dedicated staff to lead youth engagement efforts and seek 
opportunities for partnerships to support youth engagement work.

Actively involve youth in providing feedback on how the needs 
of students are being met by the SBHC and to assess collective 
youth engagement efforts by the clinic; utilize feedback to make 
improvements.

Integrate youth engagement into clinical practice to grow their 
health literacy and self-efficacy and to improve the quality of care 

received by adolescents.

Engage Adolescents in 
their own Health Care. 
Research has shown that patients who 

are more engaged with their health care 

are more satisfied with the care they 

receive and enjoy better outcomes. With 

the support of coaches, participating 

SBHCs enhanced their youth-friendly 

care by fostering youth engagement, 

ensuring a safe and youth-friendly en-

vironment, and creating opportunities 

to increase health literacy and health 

self-efficacy. 

Many of the participating SBHCs 

established a youth advisory group, 

which brought together a diverse array 

of young people, and at least one adult 

sponsor from the SBHC, to identify 

health needs of importance to them 

and their school community. Through 

group discussions, youth and SBHCs 

worked together to identify ways to 

strengthen services, spread awareness, 

and share health promotion messages.

Through the Youth 
Engagement with Health 
Services (YEHS!) survey, 

SHCIP found that youth who 
were more engaged reported 

better experiences with 
health care, received more 

anticipatory guidance  
that met their needs,  
and reported fewer  

unmet health needs.
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Use Service Data to Improve 
Practice and Policy. 
The collection and use of comprehen-

sive data helps to identify problems, 

suggest ways to continuously improve 

practice and policies, and can help to 

more fully integrate SBHCs in the health 

care system. A number of steps taken 

by SHCIP coaches, evaluators, and state 

SBHC programs to strengthen partic-

ipating SBHCs’ data collection, and 

examples of how these efforts improved 

the quality of service data (also called 

visit or encounter data), include: 

•	 Strengthened Coding Capabilities: 

Helped the SBHCs maximize billing 

revenues

•	 Improved Encounter Data 

Warehouse: Provided data that in-

cluded person, visit, and diagnosis 

levels to help SBHCs identify areas 

for improvement

•	 Improved Medicaid Claims Data: 

Set in motion ongoing collaborative 

efforts to address the challenges 

encountered with SBHC Medicaid 

claims data, particularly in regard to 

location coding

•	 Established New Data Analytic 

and Reporting Method: Improved 

the ability to create site-specific and 

aggregate reports. 

Improvements 
in the quality of 
service data will 

serve to better 
tell the story of 

school-based 
health centers 

and strengthen 
the case for 

expanded state 
funding.

Data Collection
Key Lessons Learned and 

Recommendations Include:
Data collection and reporting can help to assure SBHCs that their 
contributions are “counted” and recognized by medical sponsors, 
Medicaid, and accountable care organizations.

SBHCs can maximize their billing reimbursements, and benefit from 
financial incentives for meeting Medicaid performance indicators, 
as measured by claims data.

Data can help SBHCs tell the story of the services they provide and 
the role they play in delivering health care to children and youth, 
particularly those who are low-income, underserved, or hard-to-reach.
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Conclusion 
Given the considerable resources and 

efforts that fueled this demonstration 

project, and the clear conclusion that 

school-based health centers offer a 

significant opportunity to change 

course in the struggle to provide health 

care to adolescents, we encourage state 

and national partners and policy leaders 

to put these findings to use so that we 

can better meet the health needs of our 

young people.

SBHC Tools
Electronic Student Health Questionnaire (eSHQ)
Middle school and high school versions of the eSHQ were developed 
through SHCIP to advance quality improvements and assess the risk 
behaviors and identify protective factors of adolescent users. The user-
friendly iPad application promoted integration between primary care 
and behavioral health providers and allowed for broader population 
management through the use of aggregate data reports.

Youth Engagement with 
Health Services (YEHS!) Survey

The YEHS! survey was developed to measure levels of youth 
engagement with their health care and the quality of their health care 
experiences. It was administered on an iPad, providing SBHC staff 
with information about needed anticipatory guidance and individual 
and collective youth engagement through user-friendly reports.



Right Place. Right Time.
School-Based Health Centers Improve Care for Adolescents

10

The goals of the Colorado and New Mexico demonstration project were 
to showcase the ability of school-based health centers to address the 
health care needs of adolescents covered by Medicaid and CHIP, and to 
demonstrate how they can strengthen health care delivery for adolescents.

Background: School-Based 
Health Center Improvement 
Project
Colorado and New Mexico worked together on 

the School-based Health Center Improvement 

Project (SHCIP). The five-year (2010-2015) project 

was supported by one of 10 grant awards made to 

states and child health providers by the Centers for 

Medicare and Medicaid Services (CMS) to “con-

duct demonstration projects to identify effective, 

replicable strategies for enhancing the quality of 

health care for children and youth.”1 The grants 

were made possible through the Children’s Health 

Insurance Program Reauthorization Act (CHIPRA), 

legislation that was passed by Congress in 2009 to 

provide states with new funding and supports to 

increase the number of children covered through 

Medicaid and the Children’s Health Insurance 

Program (CHIP). This grant opportunity followed 

concerns about the quality of children’s health care 

that had been raised by the Robert Wood Johnson 

Foundation’s Commission to Build a Healthier 

America, which found that a quarter of children 

with insurance and as many as half of all children 

without insurance were not receiving recom-

mended routine well child visits.2 

The Colorado Department of Health Care Policy 

and Financing (HCPF) served as sponsor for SHCIP. 

Twenty-two school-based health centers (SBHCs) 



Right Place. Right Time.
School-Based Health Centers Improve Care for Adolescents

11

Las Cruces Carlsbad

Gallup

Alamosa

Steamboat
Springs

DENVER

SANTA FE

Albuquerque

Pueblo

Fort Collins

Grand
Junction

Farmington

Durango

Salida

Colorado
Springs

DENVER

SANTA FE

Albuquerque

Pueblo

Fort Collins

Grand
Junction

Farmington

Durango

Salida

Alamosa

Steamboat
Springs

Las Cruces Carlsbad

Gallup

Colorado
Springs

1 9

11

10
12

18

19

17

20

2

3

48

5

6
7

13

14

15

16

21

22

1

2

4

5

6

7

8

3

Cohort 1: Fall 2011
Basalt: Roaring Fork School Health
Center at Basalt High School

Breckenridge: Summit High School 
SBHC

Lamar: WHELL Clinic at Lamar High 
School

Bayard: Cobre High SBHC

Casa Blanca: Laguna-Acoma Teen 
Center at Laguna-Acoma High 
School

Española: Española Valley High SBHC

Pojoaque: Pojoaque Valley High 
SBHC

Silver City: Silver High SBHC

Cohort 2: Fall 2012

9

10

9

12

13

14

15

16

11

Basalt: Roaring Fork School Health 
Center at Basalt Middle School

Frisco: Summit Middle School SBHC

Montrose: Northside Child Health 
Center

Sheridan: Sheridan Health Services 
SBHC at Sheridan Middle School

Albuquerque: Van Buren Middle 
SBHC 

Española: Carlos Vigil Middle SBHC

Ojo Caliente: Mesa Vista Middle 
SBHC

Roswell: Mesa Middle SBHC

Cohort 3: Fall 2013
17

18

20

21

22

19

Commerce City: Adams City High 
School SBHC

Commerce City: Adams City Middle 
School SBHC

Cortez: Southwest Open School SBHC

Fort Collins: Centennial High School 
SBHC

Albuquerque: Highland High SBHC

Ruidoso: Ruidoso High SBHC

Figure 1: SBHCs that Participated in SHCIP,
by Cohort and Year of Initiation
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participated in the demonstration 

project, 11 in each state (see Figure 1). 

SBHCs received between $10,000 and 

$13,000 for each year of participation. 

Table 1 shows the characteristics of the 

participating SBHCs.

The SHCIP goals were to showcase the 

ability of SBHCs to address the health 

care needs of adolescents covered by 

Medicaid and CHIP, and to demonstrate 

how they can strengthen health care 

delivery for adolescents. The project 

sought to achieve these goals by:

1.	 Integrating the medical home 

approach into SBHCs

2.	 Improving the quality of care 

delivered in SBHC settings

3.	 Actively engaging adolescents in 

their own health care

Table 1: Characteristics of the SBHCs 
that Participated in SHCIP

Colorado SBHCs New Mexico SBHCs

Type of School
5 high schools 
(2 alternative schools)
6 middle schools

7 high schools
4 middle schools

Rural/Urban Sites 7 rural
4 urban

8 rural
3 urban

Student Population

5 mostly Hispanic/
Latino
1 significantly Amer-
ican Indian (34%)
5 mostly White

10 mostly Hispanic/
Latino
5 with American Indian 
(between 6% and 42%)

Hours of Operation

7 full time 
(5 days a week, all day)
4 part time 
(20-30 hours/week)
5 limited summer 
hours

4 full time 
(5 days a week, all day)
7 part time 
(16-24 hours/week)
6 limited summer hours

Sponsor

4 FQHC
4 community 
sponsoring medical 
provider 
3 statewide sponsor 
of multiple SBHCs

6 FQHC 
4 university
1 regional education 
cooperative

Services
11 primary care
11 behavioral health
6 dental

11 primary care
11 behavioral health
4 dental
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4.	 Using service data for practice and 

policy improvement.

Additionally, the demonstration project 

focused quality improvement efforts 

on Early and Periodic Screening, 

Diagnosis, and Treatment (EPSDT) 

exams/well child checks, pediatric 

overweight/obesity, depression/anx-

iety, sexually transmitted infections 

(STI) screenings, and appropriate 

immunizations. Quality improvement 

(QI) coaches worked with each of the 

SBHCs, providing instruction on QI 

methodology, resources and tools, 

ongoing coaching, and facilitation of 

learning collaboratives to meet project 

goals.

During the three school years SBHCs 

participated in SHCIP, the project team 

collected qualitative and quantitative 

data from each site for each element of 

the intervention.

Figure 2: Ideal School-Based Health Center

Integrated Care
Regular Team Meetings

Utilize Community Resources

Coordinate Care with
Outside Providers

Provide Health
Education/Promotion

Range of Services

Behavioral Health

Primary Care

Oral Health

Easy Access
on school grounds

Open Regularly
with 24/7 options when closed

No/Low-Cost Care
Medicaid Enrollment Available;

no student turned away

Supportive Relationships

Strong Relationship
with School

Supportive Sponsor

Strong Community
Partnerships

Youth Engagement Approach



Right Place. Right Time.
School-Based Health Centers Improve Care for Adolescents

14

Setting: School- 
based health centers 
School-based health centers effec-

tively provide health care services to 

low-income, underserved adolescents 

who are typically disengaged from the 

health care system. As such, designing 

a demonstration project with SBHCs 

at the core was a logical approach to 

engage a difficult-to-reach population 

such as adolescents. Additionally, the 

project built on the significant invest-

ments Colorado and New Mexico had 

made in SBHCs as a way to provide 

access to health care for their consid-

erable rural populations and for youth 

who typically do not seek health care 

but may have physical and behavioral 

health needs. 

Nationally, school-based health centers 

also occupy a key role in the health 

care delivery system (see box, above). 

The Affordable Care Act of 2010 (ACA) 

authorized $200 million in funding to 

establish new SBHC sites and expand 

services at existing sites, reflecting an 

awareness of the critical role SBHCs 

play in providing services to school-

aged youth and adolescents.3, 4 SBHCs 

provide access to a broad spectrum of 

critical primary care and preventive 

services, including medical, oral, 

nutritional, case management, and 

behavioral health services for children 

and adolescents who may otherwise 

not have access to health care services 

due to financial, cultural, or geographic 

barriers (see Figure 2).5 

National Data on School-Based Health Centers
•	 SBHCs have experienced rapid growth over the last several 

decades. As of the 2010-11 school year, 1,930 SBHCs existed 
nationwide, up from 327 in 1990.

•	 More than half (54%) of SBHCs are located in urban areas, 28% in 
rural areas, and 18% in suburban areas.

•	 The majority (83%) of SBHCs serve at least one grade of adolescents 
(grade 6 or above), and nearly one-third (30%) of all SBHCs are 
located in high schools.

•	 SBHCs serve racially and ethnically diverse populations: more than 
one-third (36%) of students served by SBHCs are of Hispanic/Latino 
backgrounds and 27% are Black/African American.

•	 The majority (71%) of SBHCs have onsite mental health providers.
•	 More than half (53%) of SBHCs have been in operation for 10 years 

or more.

Source: 2010-2011 Census Report of School-Based Health Centers. 
School-Based Health Alliance, 2013.

School-based 
health centers 

are uniquely 
positioned to 

provide health 
care services to 

low-income and 
underserved 

adolescents who 
are typically 

disengaged from 
the health care 

system.
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Some important advantages offered by 

the school-based health center model 

of care include:

Improved Access. The location of 

SBHCs in urban and rural schools,6, 7, 8 

where students spend a large part of 

their day, offers youth the opportunity 

to conveniently access services during 

school hours. This lessens transporta-

tion and scheduling barriers to care for 

school-aged children and adolescents. 

SBHCs also provide services at no 

charge to students who lack insurance, 

and their staff help to enroll eligible 

students in Medicaid or CHIP.5 As well, 

more than 70% of students in schools 

that have SBHCs are ethnic or racial mi-

norities.4 Studies show that SBHCs have 

demonstrated the ability to improve 

access to health care services, especially 

for uninsured and underserved youth.6, 

9, 10, 11 

Integrated Care. Offering behavioral 

health services in the same setting as 

physical care is especially important 

due to the prevalence of depression, 

anxiety, and stress among adolescents. 

Behavioral health and other psychoso-

cial concerns often emerge during this 

period of development.12 The availability 

of integrated services is critical to early 

identification, referral, and treatment of 

students with behavioral or emotional 

challenges and reduces the stigma of 

seeking such care.4 Nearly three-quar-

ters of SBHCs nationwide offer both 

primary and behavioral health care 

providers.7 All state-funded SBHCs in 

Colorado and New Mexico are required 

to offer behavioral health services and 

do provide integrated care. 

Engaged Youth. SBHCs are optimally 

positioned to support adolescents 

in taking an active role in their own 

physical, behavioral, and oral health 

care. Because of their close proximity 

to students, SBHCs can reinforce health 

education messages and encourage 

healthy behaviors. They are also able 

to track and monitor adolescent health 

conditions, and can help students 

monitor adherence and compliance 

with required medications.4 

Improved Health Outcomes.  

SHCIP data show that students who  

say the SBHC is their usual source of 

care receive recommended vaccines 

and screening for high-risk behaviors at 

a greater rate than those for whom the 

SBHC is not their regular source of care. 

SBHCs have also demonstrated success 

in improving outcomes for such chron-

ic diseases as asthma.5 Additionally, 

studies have shown that SBHCs have 

the ability to reduce hospital and emer-

gency department visits and overall 

health care costs to Medicaid and  

society.13, 14, 15 

Offering 
behavioral 
health services 
in the same 
setting as 
physical care 
is especially 
important due to 
the prevalence 
of depression, 
anxiety, and 
stress among 
adolescents.
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Focus: Adolescents
Adolescence is a time of transition to 

adulthood, when health care and health 

messages have the potential to affect 

future health and the use of health 

care services. A significant portion of 

adolescents are likely to be uninsured 

or underinsured and face challenges in 

accessing health care services.16 These 

factors, as well as the many specific 

health care needs of adolescents, 

underscored the value of focusing 

the demonstration project on this 

population. 

Adolescence is a time when:

Health Risks can Emerge. Patterns 

of poor health behavior developed in 

adolescence, such as substance abuse, 

unhealthy eating habits, inadequate 

physical activity, or unprotected sex 

can influence health throughout the 

lifespan. This is particularly true for 

mental health conditions, such as 

depression, and chronic physical health 

conditions, such as diabetes.17 

Knowledge, Behaviors, and 

Interventions can Affect Future 

Health. As adolescents move toward 

adulthood and independence, SBHCs 

can help them gain knowledge and 

skills to prevent or reduce health risks. 

The majority of adult chronic diseases 

trace their origins to childhood and 

adolescence; early stage identification 

of health risks, preventive services, 

and early intervention may influence 

risky behaviors, promote healthy 

habits, mitigate or even prevent chronic 

health conditions, and improve overall 

health.12, 16, 18, 23,

Adolescents 
typically are 

the least likely 
age group to 

access health 
care. They have 
the lowest rates 
of primary care 

use and tend 
not to receive 

preventive 
health care 

services.
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Health Care is Less Accessible. 

Adolescents typically are the least likely 

age group to access health care. They 

have the lowest rates of primary care 

use and tend not to receive preventive 

health care services. According to 

the CDC’s National Center for Health 

Statistics, more than 11% of children 

aged 6-17 did not have a health care 

visit to a doctor’s office, emergency 

department, or home visit in the past 

12 months.19 The rate is even higher 

for adolescents from low-income 

backgrounds, who are more likely to be 

uninsured.16 Adolescents are less likely 

to be insured than younger children 

and are likely to forego health care 

services.20, 21, 22 Consequently, adoles-

cents typically have unmet physical and 

behavioral health care needs.4, 12, 16, 22, 23

Target: Improve Health 
Outcomes
SHCIP focused on the role of SBHCs 

in addressing health care needs and 

improving the care of adolescents by 

targeting five key areas that are particu-

larly important for adolescent patients: 

1.	 Early Periodic Screening, 

Diagnosis, and Treatment 

(EPSDT) Exam: The EPSDT exam, 

Medicaid’s comprehensive health 

exam, was selected as a focus area 

of improvement because it is an 

evidence-based tool that serves as 

a starting point to diagnose health 

conditions at an early stage, helping 

to ensure appropriate interventions 

and follow-up. Additionally, the 

EPSDT exam rates for adolescents 

in Colorado and New Mexico are 

low when compared with rates for 

younger patients.

Participating SBHCs focused their 

quality improvement efforts on ser-

vices aligned with the EPSDT exam 

for a number of health conditions 

particularly relevant to adolescents, 

including pediatric overweight/

obesity, depression/anxiety, STI 

screenings, and appropriate 

immunizations.

2.	 Pediatric Overweight/Obesity 

(POW): Obesity rates among 

adolescents aged 12-19 have more 

than quadrupled over the past three 

decades.24, 25 The detrimental health 

effects of obesity are significant, 

ranging from sleep, respiratory, 

gastrointestinal, and nervous 

system problems, to psychiatric, or-

thopedic, and endocrine disorders, 

skin conditions and cardiovascular 

risk factors.26 Obese adolescents are 

more likely to become obese adults 

and to have an elevated risk for the 

development of diabetes. Long-

term effects include higher risk for 

heart disease, stroke, osteoarthritis, 

and certain types of cancer.25 

SBHCs work with students to 

promote weight management, 

healthy eating, and chronic disease 

management.7 They can serve an 
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important role in providing “an-

ticipatory guidance” (i.e., alerting 

youth and their families to health 

issues now, and those that may 

be encountered in the future) and 

partnering with youth to develop 

shared care plans for obesity pre-

vention and weight management. 

SBHCs can also offer medical evalu-

ation and management of coexist-

ing conditions such as diabetes or 

hypertension, which affect youth in 

increasing numbers. Additionally, 

the potential for collaboration 

between medical, behavioral 

health, and school professionals 

and educators, including cafete-

ria staff, make the school-based 

health center an ideal environment 

for a more comprehensive and 

youth-centered approach to obesity 

intervention.3

3.	 Depression/Anxiety: Nationwide, 

more than one in 10 adolescents 

has a depressive disorder by age 

18, according to the National 

Comorbidity Survey-Adolescent 

Supplement. Adolescent depression 

is typically accompanied by at least 

one comorbid psychiatric disorder 

such as an anxiety disorder, a 

specific phobia, ADHD, or a sub-

stance use disorder.27 Additionally, 

the CDC’s National Youth Risk 

Behavior Survey found that more 

than one in four youth reported 

feeling sad or hopeless in the past 

year and nearly 16% of high school 

students reported having seriously 

considered suicide in the past 

year.18 

The integrated physical and 

behavioral health services available 

in many SBHCs reduces the risk of 

students being stigmatized when 

they seek out behavioral health 

services.4 One study of users of 

SBHCs found that students who 

reported depression and past 

suicide attempts were significantly 

more willing to use the center 

for counseling services.28 Other 

studies found adolescents were 

10- to 21-times more likely to go to 

a SBHC for mental health services 

than the community health center 

network or HMO.29, 30

4.	 Sexual Health: Nationally, nearly 

one-third of U.S. high school 

students reported they had sexual 

intercourse in the previous three 

The potential for collaboration between medical, 
behavioral health, and school professionals and ed-
ucators, including cafeteria staff, make the school-

based health center an ideal environment for a more 
comprehensive and youth-centered approach to 

obesity intervention. 
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months, according to the 2011 CDC 

Youth Risk Behavior Survey. Of 

that number, nearly 40% reported 

they did not use a condom the last 

time they had sex, and nearly 80% 

reported they did not use birth con-

trol pills to prevent pregnancy the 

last time they had sex. More than 

400,000 teenagers aged 15–19 gave 

birth in 2009. In addition to unin-

tended pregnancy, adolescent risk 

behaviors such as unprotected sex 

increase the risk of HIV infection as 

well as other sexually transmitted 

infections (STI). One-quarter of all 

STI cases occur in adolescents. 16, 31, 32 

Most SBHCs offer pregnancy 

prevention counseling and provide 

other confidential services such 

as pregnancy testing and onsite 

diagnosis and treatment for STIs. 

Nearly half of all SBHCs, however, 

are prohibited from dispensing 

contraception by school district 

policy, health center policy, state 

law, medical provider sponsor, or 

state policy.7 

5.	 Appropriate Immunizations: The 

federal requirements for the EPSDT 

examination include “appropri-

ate immunizations” (according 

to the Advisory Committee on 

Immunization Practices). Vaccines 

appropriate for the adolescent 

population include a Tdap booster 

(tetanus, diphtheria, and pertussis); 

a human papilloma virus vaccine 

(3 doses) to prevent cervical cancer 

and genital warts; a meningococcal 

vaccine and booster; and an annual 

influenza vaccine. Youth with cer-

tain risk factors may benefit from 

the pneumococcal vaccine and 

vaccines for hepatitis A. Further, 

youth should be brought up-to-

date on any vaccines that were 

missed earlier in childhood.

The majority of SBHCs offer appro-

priate immunizations, expanding 

access to required and recom-

mended vaccines for adolescents.33 

However, not all SBHCs participate 

in the Vaccines for Children (VFC) 

program or receive reimbursement 

for vaccine administration, so 

some sites do not provide vac-

cinations. Challenges for SBHCs 

include limited space and funds for 

the refrigerators needed to store 

vaccine, caseloads too small to 

make a vaccine program cost-ef-

fective and limited hours or staff 

to monitor storage equipment and 

track inventory.

The following chapters detail the work 

undertaken and outcomes achieved 

through SHCIP to address the health 

care needs of adolescents and to 

expand on the understanding of how 

SBHCs contribute to the health care 

system.

One-quarter 
of all sexually 
transmitted 
infection 
cases occur in 
adolescents. 
SBHCs are 
among the 
few sites that 
reliably provide 
confidential 
sexual and 
reproductive 
health services 
to adolescents.
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Integrating school-based health center strengths with medical home 
standards increases their capacity to serve as medical homes for 
adolescents and encourages them to continually explore ways to reduce 
costs and improve outcomes.

Background: Patient-Centered 
Medical Home Approach
The medical home approach focuses attention 

on aspects of primary care that improve quality, 

reduce cost, and support alternative value-based 

payment models.34 Health care providers use a 

patient-centered medical home (PCMH) approach 

to make sure their services are accessible, respon-

sive to the patient and family’s unique needs, 

culturally competent, and coordinated among all of 

the providers involved in the patient or family’s life.	

 The overall goal of the medical home model is to 

put patients and their families at the center of their 

own health care in order to improve their health.

Unfortunately, many adolescents do not have ac-

cess to regular health care services or to a medical 

home. According to the 2011-2012 National Survey 

of Children’s Health, 18.3% of adolescents aged 12-

17 nationwide received no preventive medical care, 

and 35.9% needed but did not get behavioral health 

services.36 However, SBHCs can play a vital role in 

addressing the special health needs of adolescents, 

particularly when they integrate key components of 

the PCMH model (see Table 2). Indeed, more than 70% 

of youth who completed the demonstration project’s 

Youth Engagement with Health Services Survey (2012-

2013) reported their SBHCs as their usual source of 

care. This suggests that SBHCs are already acting as the 

primary care medical provider for many SBHC users.

Integrating the Medical Home Model into SBHCs
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Table 2: PCMH Components Present in Ideal SBHCs 

Key Elements of the 
Patient-centered 
Medical Home Model

How School-based Health Centers Can 
Meet Elements of the Patient-centered 
Medical Home Model

Accessible

SBHCs are located in the most accessible 
location for young people: their schools. They 
allow for same-day appointments, arrange 
for 24/7 coverage, and meet adolescents’ 
communication and cultural needs.

Coordinated

SBHCs utilize an interdisciplinary team 
approach to deliver coordinated primary, 
behavioral, and dental health care. They 
coordinate with social service agencies, school 
personnel, community-based providers, and 
specialists.

Comprehensive

SBHCs effectively provide behavioral, medical, 
and dental health services. They also identify 
health risks utilizing an adolescent risk and 
resiliency screening tool, and use electronic 
health records (EHR) to their full capacity.

Youth Centered

Youth and parents are active members in the 
SBHC community (i.e., participate on advisory 
committees), and SBHCs promote youth health 
literacy.

Quality 
Improvement

SBHCs follow established state standards and 
routinely engage in quality improvement 
activities.

SBHCs are 
already acting as 
the primary care 
medical provider 
for many SBHC 
users.
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Findings: Integrating 
PCMH Into SBHCs
As a first step, each of the SBHCs par-

ticipating in the demonstration project 

was assessed to determine what support 

they needed to integrate a medical 

home approach. The results of the 

assessments served as a baseline to plot 

where SBHCs were along the continu-

um of the medical home spectrum and 

lay out a plan for improvement. The 

SBHCs in the two states used different 

assessment processes due to the chang-

ing nature of PCMH, both nationally 

and at the state level. 

Colorado Assessments: With the pass-

ing of Colorado Senate Bill 130 in 2007, 

standards, processes, and an enhanced 

reimbursement model were established 

to recognize health care providers that 

provide a medical home for children in 

Colorado. Recognition required provid-

ing evidence of meeting the identified 

medical home standards, completing 

the Medical Home Index (MHI) tool, 

and completing a quality improvement 

project on an annual basis. SHCIP used 

this same process to integrate PCMH 

principles into SBHCs. During SHCIP, all 

participating SBHCs in Colorado were 

recognized by the state of Colorado as 

patient-centered medical homes for 

children. 

In June 2013, enhanced reimbursement 

for medical homes ended in Colorado. 

HCPF began to develop a new process 

for incentivizing Medicaid providers that 

met PCMH principles in the Accountable 

Care Collaborative (ACC) program. HCPF 

instituted new payments for providing 

PCMH services as of July 2014 through 

its Enhanced Primary Care Provider pro-

gram. In the final months of the grant, 

participating SBHC sites in Colorado 

focused their medical home efforts 

on participating in the ACC program 

and pursuing payments as Enhanced 

Primary Care Providers. 

New Mexico Assessments: Because 

New Mexico does not have a state-

based PCMH recognition program, 

the initial four SBHCs participating 

in the demonstration project used 

the National Committee for Quality 

Assurance (NCQA) self-assessment 

of PCMH characteristics. However, it 

became clear that the intensive NCQA 

recognition process was not appro-

priate for all SBHCs, especially with no 

additional reimbursements available 

to PCMH-certified practices. This led 

SHCIP to develop the PCMH Core 

Elements tool. This simplified Excel-

based document draws from the key 

PCMH elements as defined by NCQA 

(i.e., must-pass elements, plus one-

to-three additional elements in each 

standard), provides examples relevant to 

SBHCs, and promotes best practices in 

adolescent care. 

One Federally Qualified Health Center 

(FQHC)-sponsored site in New Mexico 

submitted for and received NCQA Level 

II PCMH recognition, and two others 
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are planning to submit for NCQA rec-

ognition. The seven New Mexico SBHCs 

that used the PCMH Core Elements 

tool demonstrated improvements (see 

Figure 3). While their baseline scores 

were low, improvements were made in 

each area, with the average total scores 

increasing from 5.2 to 11.3, out of a 

possible 20 points. There is still room 

for improvement in all areas and the 

sites are continuing to work through 

their action plans to further integrate 

PCMH practices. 
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Figure 3: Average Baseline and Follow-up Scores
for Seven New Mexico SBHCs that used the

PCMH Core Elements Tool
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Outcomes: SHCIP 
Strengthened Medical 
Home Integration

As detailed below, the participating 

SBHCs made significant improvements 

in their integration of key elements of 

the PCMH model, even as some chal-

lenges remain.

IMPROVEMENTS IN 
ACCESSIBILITY:
•	 Strengthened outreach to school 

staff, parents, and youth to ensure 

understanding of available SBHC 

services, and how to access them

•	 Changed staffing patterns to ensure 

health care providers are accessible 

when students need them

•	 Put processes in place to as-

sure same day appointments are 

available 

•	 Promoted SBHC providers as the 

primary care provider (PCP) for 

students 

•	 Used youth-friendly language in 

materials (e.g., brochure) to explain 

how the SBHC could serve as a 

medical home 

•	 Developed processes to ensure 

continuity of care, and ensure pa-

tients knew where and how to seek 

care when the SBHC was closed 

(e.g., over the summer)

•	 Strengthened the school registra-

tion process to increase SBHC en-

rollment and ensure students and/

or parents were aware of services 

provided by the SBHCs

Ongoing Challenges:
•	 Insufficient funding to ensure full-

time staffing and extended hours at 

SBHCs

•	 Difficult to balance time needed 

to assure students receive need-

ed care in SBHCs with classroom 

requirements.
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ENHANCED COORDINATION 
IMPROVEMENTS:
•	 Strengthened coordination be-

tween SBHCs and school staff 

(i.e., nurse, counseling staff, 

teachers, administrators), includ-

ing improved Memorandums of 

Understanding to allow for the 

exchange of appropriate health 

information 

•	 Increased use of referral and lab 

tracking systems, including within 

electronic health records (EHRs)

•	 Improved integration and coordi-

nation between PCPs and behavior-

al health providers (BHPs)

•	 Implemented health information 

technology (HIT) data-sharing 

mechanisms (e.g., statewide im-

munization registries and ACA data 

portals)

•	 Provided information to students 

about care transitions (i.e., middle 

school to high school, and high 

school to adult care)

•	 Developed a behavioral health reg-

istry to help track at-risk students 

to ensure they received appropriate 

care and follow-up, and reviewed 

registry at care coordination 

meetings

•	 Changed clinic schedules to pro-

mote “warm handoffs,” where PCPs 

directly introduced clients to BHPs

•	 Hired a full-time care coordinator 

to assist with internal and external 

referrals; coordinators made sure 

patients and families were able to 

access specialty services, helped 

students set and get to appoint-

ments, fill out forms, and identify 

financial needs

Ongoing Challenges:
•	 Inadequate staff time to coordinate 

with outside PCPs, BHPs, and other 

specialists

•	 Difficult to share patient health 

information between multiple 

EHRs, or when a SBHC does not 

have an EHR

•	 Don’t always receive information 

from community providers when 

students are seen outside the SBHC.

Care 
coordinators 
made sure 
patients and 
families were 
able to access 
specialty 
services, helped 
students set 
and get to 
appointments, 
fill out forms, 
and identify 
financial needs.
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IMPROVEMENTS IN  
COMPREHENSIVE CARE:
•	 Implemented electronic, com-

prehensive adolescent health risk 

screening tools

•	 Identified and addressed areas 

of high need and risk in the 

population 

•	 Standardized care plans were creat-

ed in partnership with students and 

families

•	 Implemented evidence-based guide-

lines to inform best practice in SBHCs

•	 Implemented on-site services such 

as dieticians, patient navigators, 

and community health workers

•	 Utilized internal and external 

clinical resources to expand their 

scope of care and more fully meet 

the needs of students 

Ongoing Challenges:
•	 Insufficient funding to provide 

needed, regularly available services 

on-site. 

Comprehensive Care
At one participating SBHC, the electronic Student Health Questionnaire 
(eSHQ) helped to identify a prevalence of eating disorders, together with 
a lack of accessible nutrition services. After engaging individual patients 
in conversation and discussing this with the student health advisory 
committee, a nutritionist was assigned to come to the SBHC on a 
weekly basis. At another site, the nurse practitioner at the SBHC worked 
with a psychiatrist at the nearest university to coordinate medication 
management for students diagnosed with depression and anxiety.
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IMPROVEMENTS IN 
YOUTH-CENTERED CARE: 
•	 Developed surveys and utilized 

findings to ensure information 

was understandable and useful to 

students, and to increase patient 

satisfaction

•	 Created and expanded student 

health advisory committees/youth 

advisory groups (YAGs)

•	 Developed educational materials to 

increase youth health literacy

•	 Made improvements to ensure a 

youth-friendly environment and 

culturally competent staff

•	 Made efforts to ensure youth were 

aware of, understood, and felt 

comfortable accessing all services 

at their SBHC

•	 Gathered, recorded, and utilized 

information on students’ preferred 

methods of contact by SBHCs to 

ensure staff communicated effec-

tively with students 

Ongoing Challenges:
•	 Inconsistent development, engage-

ment, and utilization of YAGs 

•	 Insufficient time set aside for staff 

to plan and promote youth- 

engagement activities.

EXPANDING QUALITY 
IMPROVEMENTS:
•	 Formed quality improvement teams 

•	 Used the Plan-Do-Study-Act pro-

cess to put protocols in place and 

make necessary adjustments

•	 Developed a process to consistently 

review master medical records 

(MRRs)

•	 Used individual and aggregate 

data consistently to inform quality 

improvement efforts

•	 Included students in the quality 

improvement process

Ongoing Challenges:
•	 Sponsoring medical organizations 

often promote adult-focused QI 

projects rather than those that are 

youth-focused

•	 Continuity of QI efforts were 

impeded by staff turnover 

•	 Multiple demands and require-

ments placed on SBHCs made it 

difficult to implement a consistent 

QI process.
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Medical Home – Key Lessons Learned 
and Recommendations Include:

Additional education for state and national partners is required to 
help them better understand how the SBHC model can effectively 
serve as a medical home for youth.

Simplified PCMH-recognition assessments provide a helpful 
alternative to the more in-depth national recognition process, 
particularly for minimally-staffed SBHCs.

SBHCs should adopt PCMH principles into their practices, 
policies, and procedures to strengthen the delivery of care for 
children and adolescents.

Policy: National and state PCMH authorities should include SBHCs 
in respective recognition programs and enhanced payment initiatives.

Policy: Federal, state, and local governments should increase 
funding to SBHCs to support their successful transition as medical 
homes, including ongoing evidence-based, data-driven quality 
improvement. 
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Routine comprehensive risk and resiliency screening is crucial for 
identifying and addressing the physical and behavioral health needs of youth.

Background: eSHQ 
To advance quality improvements (QI), assess the 

risk behaviors, and identify protective factors of 

adolescent users, participating SBHCs adopted 

and implemented the electronic Student Health 

Questionnaire (eSHQ). Routine comprehensive 

risk and resiliency screening is crucial for identi-

fying and addressing the physical and behavioral 

health needs of youth. As well, the consistent use 

of a standardized comprehensive screening tool 

requires process improvement to incorporate it 

into the clinic workflow.  

Middle school and high school versions of 

the eSHQ were developed after reviewing the 

American Academy of Pediatrics’ Bright Futures 

guidelines,37 existing adolescent health risk 

assessments, consulting with the staff of partici-

pating SBHCs, and reviewing the literature related 

to youth health risk assessments. Some new 

questions were developed and others were adapted 

from existing instruments.38 The eSHQ was also 

tested, refined, and translated into Spanish. 

Findings: Many Benefits, 
Few Challenges
Participating SBHCs implemented the eSHQ 

through the use of iPad technology. The devel-

opment and implementation of the instrument 

presented some challenges, and many benefits, 

including: 

User-friendly for Students. The electronic 

format of the eSHQ allowed for more efficient 

The electronic Student Health Questionnaire
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administration and deeper probing 

questions based on prior responses. 

Many SHCIP sites reported that students 

were more amenable to taking the 

screening tool, and more thorough in 

completing the questionnaire, when 

administered via an iPad; students 

found it engaging and easy to navigate. 

Additionally, because of programming 

and skip patterns built into the elec-

tronic application, errors in completion 

of the questionnaire were reduced. 

Research has shown that use of an 

electronic student health questionnaire 

also enhances physician counseling 

and improves adolescents’ perceptions 

of the visit.39

Early Identification of Health 

Risk Behaviors and Promotion of 

Protective Factors. Providers can see 

the results of the survey on the iPad 

immediately upon completion. An Alert 

Report (see Figure 4) highlights risk 

factors and areas that need attention. 

It is also possible to generate a more 

detailed report that provides responses 

to each question. Using the Provider 

Review feature, health care providers 

are able to use an iPad to review and 

make comments directly on individual 

reports, and then electronically sign 

and print or upload the report to the 

student’s EHR. 

Integration of Primary Care and 

Behavioral Health Care. The eSHQ 

promoted integrated care by facilitating 

early identification of risks to physical 

and behavioral health. Participating 

SBHCs reported increased numbers of 

referrals, and simpler referral processes 

between primary care and behavioral 

health care. The eSHQ also helped PCPs 

initiate difficult conversations with 

students about sensitive emotional and 

Student Health Questionnaire (eSHQ) 
at a Glance

•	 Adolescent risk and resiliency screening tool
•	 Seven domains: 

1.	 Home/school
2.	 Physical health behaviors (e.g., physical activity, nutrition, 

sleep, and dental)
3.	 Safety/injuries
4.	 Feelings/well-being
5.	 Relationships/sexual activity
6.	 Substance use
7.	 Development/future plans

•	 30 items (high school version); 33 items (middle school version)
•	 Electronic/iPad app
•	 Takes 5-10 minutes to complete

Students were 
more amenable 

to taking the 
screening 

tool, and more 
thorough in 

completing the 
questionnaire, 

when 
administered  

via an iPad. 
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behavioral health topics. As well, the 

tool alerted BHPs to possible medical 

concerns not typically addressed in the 

behavioral health setting. The eSHQ 

also provided a shared database through 

which the PCP and BHP were able to 

review notes and exchange informa-

tion, even when shared EHRs were 

not available. This enhanced provider 

communications and limited repetitive 

questions and procedures for students.

Population and Panel Management. 

The eSHQ also strengthened the ability 

of participating SBHCs to understand 

and manage the populations they 

served (see Figure 5). An aggregate 

report on risk percentages for each 

question was provided to the SBHCs 

at the end of the first semester and 

again at the end of the school year. The 

reports showed the highest risks and 

needs of the SBHC users compared to 

Providers can 
see the results 
of the survey 
on the iPad 
immediately 
upon 
completion.

Figure 4: Sample eSHQ Alert Report

The eSHQ helped PCPs initiate difficult conversa-
tions with students about sensitive emotional and 
behavioral health topics. The tool also alerted BHPs 
to possible medical concerns not typically ad-
dressed in the behavioral health setting.
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statewide data. Additionally, SBHC staff 

and QI coaches used these data to track 

and respond to change over time. Some 

sites also used these reports to guide 

their youth outreach initiatives. Finally, 

these reports have been shared with 

school administration and sponsoring 

organizations to demonstrate high 

need and encourage the continued 

support and sponsorship of SBHCs. One 

example is that the eSHQ alerted staff at 

one middle school SBHC to an increase 

in drug use and abuse that was sup-

ported by the opinions of their youth 

advisory group. The advisory group 

conducted a drug use/abuse awareness 

campaign, and project staff developed 

youth-friendly resources regarding 

marijuana and other drugs of choice.

Challenges. While the participating 

SBHCs found the eSHQ to be an ex-

tremely beneficial tool, it also presented 

some challenges. Most challenges 

were due to technology issues such as 

wireless Internet availability and signal 

strength, frequent updates to the iPad 

application, and difficulty in interfacing 

directly with the SBHC’s EHR. Beyond 

available technical supports, success-

ful implementation of the eSHQ was 

aided by support from the school and/

or sponsoring organization, and the 

ongoing training of SBHC staff in the 

administration of the tool. 
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School-based health centers that adopt quality improvement principles, 
methods, and best practice guidelines have an enhanced ability to 
consistently provide high quality care for children and adolescents.

Background: Quality 
Improvement
In New Mexico, all 11 of the participating SBHCs 

were working on quality improvement (QI) projects 

before the demonstration project began. Seven of 

the sites said they had a lot of QI experience and 

the other four said they had some experience. In 

Colorado, three of the participating SBHCs said 

they had a lot of QI experience prior to SHCIP, six 

said they had some, and two had little or no QI 

experience. 

During the demonstration project, QI coaches 

worked intensively with each participating SBHC 

QI team. Through in-person coaching, phone calls, 

email, and webinars, the coaches provided:

•	 Instruction on QI principles and methods to 

meet the goals of youth engagement, medical 

home integration, and improvement in service 

delivery 

•	 Written best practice guidelines in the five 

clinical content areas 

•	 Facilitation of learning collaboratives

Improving the Quality of Care Delivered in SBHCs
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•	 Analysis of MRRs, encounter data 

(see pages 33–41), YEHS! survey 

data (see pages 47–53), and other 

data points to inform QI

•	 Hardware and IT support for use 

of the electronic Student Health 

Questionnaire (eSHQ) and YEHS! 

survey

•	 A comprehensive library of materi-

als and resources to promote youth 

engagement, available electronical-

ly to all sites.

SHCIP clinical QI work focused on 

the adoption of the electronic Student 

Health Questionnaire (eSHQ; see page 

29) as well as improvement in the 

EPSDT exam and one or more of the 

other four clinical content areas: pedi-

atric overweight/obesity, depression/

anxiety, STI screening, and appropriate 

immunizations. Quality improvement 

methodology was also employed to 

make improvements in the other focus 

areas of the demonstration project: 

integration of the medical home model, 

youth engagement, and data collection.

Process: Adopting 
Best Practices 
The first clinical QI project undertaken 

by all participating SBHCs focused on 

the quality of the EPSDT exam or an-

nual adolescent well-child check. Once 

proficiency was achieved, the SBHCs 

moved on to one of the other four 

clinical content areas of their choosing. 

Each participating SBHC also con-

ducted MRRs biannually to inform 

improvement efforts in the quality of 

their delivery of services and measure 

success and sustainability of interven-

tions. During the first year of

Quality 
improvement 

is a data driven, 
continuous 

process 
that leads to 
measurable 

improvements 
in the delivery 
of health care 

services and the 
health status of 

targeted groups.
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Table 3: Medical Record Review Baseline and 
Final Percentages by Clinical Area

Clinical Area N

% with 
Documentation 
of ALL Critical 
Elements

Common Areas 
for Improvement 
(Critical Elements 
and Additional 
Elements)Baseline Final

E
P

S
D

T

All sites 
worked on

22 48.7 76.5

Calculation of BP%, 
consistently giving 
weight category 
diagnosis, utilization of 
the eSHQ

P
O

W

Worked on 8 33.3 76.3 Drawing blood for 
recommended POW 
lab tests, implementing 
POW care plans

Did NOT 
work on

7 12.5 23.4

S
T

I 
S

cr
ee

n
in

g Worked on 3 73.3 93.1

HIV testing for sexually 
active studentsDid NOT 

work on
10 62.0 57.1

D
ep

/
A

n
x Worked on 12 37.5 70.9 Use of depression/

anxiety assessment 
tools (PHQ-9, SCARED), 
care coordination

Did NOT 
work on

3 44.4 52.1

Im
m

u
n

iz
at

io
n

Worked on 3 63.3 80.4
Assessing HPV 
vaccination status, 
providing informational 
materials, and 
administering vaccine

Did NOT 
work on

12 43.3 45.2

Note: All sites worked on the EPSDT exam; cohorts 1 and 2 did medical record reviews on POW, Dep/Anx, 

and Immunization beginning their second year of participation (14 SBCHs that participated full term and one 

for a portion of the project, thus N=15); and the same cohorts 1 and 2, minus two middle schools, did medical 

record reviews on STI Screening (thus N=13).
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participation, SBHCs conducted MRRs 

using an EPSDT exam MRR template. 

In subsequent years, they used the 

Master MRR form that included the 

recommended elements for each of the 

clinical content areas, including the 

EPSDT examination.

To assess quality in each of the five clin-

ical content areas, the project team de-

veloped a set of “critical elements” based 

on a review of quality indicators from 

the Healthcare Effectiveness Data and 

Information Set (HEDIS) and CHIPRA, 

best practice recommendations from 

the Bright Futures Guidelines, the U.S. 

Preventive Services Task Force Guide 

to Clinical Preventive Services, and the 

CMS EPSDT exam required elements. 

While the critical elements were used 

for evaluation purposes and are noted 

in this report, the EPSDT exam and 

Master MRR forms included additional 

elements that the QI coaches and 

SBHCs also used to guide their quality 

improvement work. The MRRs assessed 

whether all clinical elements were doc-

umented in a patient’s medical record. 

Sometimes the lack of documentation 

was because the activity was not being 

done consistently; other times the lack 

of documentation was simply that, a 

failure on the provider’s part to docu-

ment all completed aspects of a visit.

Clinical quality indicator protocols, 

MRR templates, and other tools used 

by SHCIP were based on national best 

practice guidelines. Participating SBHCs 

that had not already adopted these best 

practices adopted them as a first step in 

their improvement efforts. 



Right Place. Right Time.
School-Based Health Centers Improve Care for Adolescents

37

Outcomes: SHCIP 
Advanced Clinical 
Quality Improvements 
Participating SBHCs achieved signifi-

cant quality improvements when they 

received coaching in specific clinical 

areas. This outcome strongly supports 

the SHCIP quality improvement coach-

ing model. As well, smaller improve-

ments were also achieved in some of 

the clinical areas even when the SBHCs 

did not intentionally focus on them (see 

Table 3). As detailed below, improve-

ments were achieved by the participat-

ing SBHCs in five clinical areas.

Participating SBHCs 
achieved significant quality 

improvements when they 
received coaching in 
specific clinical areas.

EPSDT Exam. Participating SBHCs 

improved the quality of EPSDT exams 

through the adoption of best practices, 

better identification and documentation 

of risk factors, and referral for follow-up 

treatment. Examples include:

•	 Developed or modified existing 

EPSDT exam template to include 

the blood pressure percentile (BP%) 

field, as well as all necessary com-

ponents of the EPSDT exam

•	 Programmed EHR to automatically 

calculate body mass index (BMI) 

and BP% 

•	 Administered the eSHQ before the 

well-child visit and incorporated 

the results into students’ medical 

records

•	 Obtained immunization records 

and the results of vision and hear-

ing screenings from the school 

nurse to incorporate into the medi-

cal record

•	 Included a weight category diag-

nosis code on all students, not just 

students found to be overweight 

and obese.

89.5%

59.8%

N=22

Figure 6:
eSHQ Completion

Baseline and End of Project

The SBHCs also increased the quantity 

of EPSDT exams by proactively identify-

ing and providing students with needed 

comprehensive preventive services. 

Examples include:

•	 Used an EHR tickler system or other 

tracking system to identify students 

due for EPSDT exam

The SBHCs 
increased the 
quantity of 
EPSDT exams 
by proactively 
identifying 
and providing 
students 
with needed 
comprehensive 
preventive 
services.
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•	 Added components to sports physi-

cals and reproductive visits to make 

them more comprehensive and 

meet the EPSDT exam guidelines

•	 Marketed EPSDT exams to parents 

to let them know the well-child visit 

was more comprehensive and had 

no associated co-pay as compared 

to the charge for sports physicals 

•	 Increased the number of EPSDT 

exams scheduled and number of 

students coming into the clinic by 

sending out letters to students and 

families about importance of the 

exams.

Pediatric Overweight/Obesity. 

Participating SBHCs improved identi-

fication and screening of overweight/

obese students, which led to better 

evaluation, management, and treat-

ment. Examples include:

•	 Purchased equipment and imple-

mented necessary procedures so 

blood could be drawn for recom-

mended lab tests

•	 Obtained recommended lab tests 

at the time of the initial visit rather 

than scheduling for a future date

•	 Identified community resources 

available to students identified as 

overweight/obese and incorporat-

ed these resources into the EHR so 

referrals could be tracked

•	 Ensured follow-up for all students 

with an elevated BMI and collabo-

rated with the community health 

worker to provide nutrition/physi-

cal activity counseling and classes

•	 Implemented youth-centered care 

plans for overweight students with-

in the EHR

•	 Identified and managed students 

with pre-hypertension and hyper-

tension by consistently calculating 

BP%.

94.7%

54.5%

Includes sites that worked on POW; N=8

Figure 7:
BP% Documented

Baseline and End of Project

Depression/Anxiety. Participating 

SBHCs improved screening and 

identification of students at risk for 

depression and/or anxiety, which led 

to improved behavioral health and 

primary care integration, as well as 

better treatment, referral, and follow up. 

Examples include: 
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•	 Implemented regular care coordi-

nation meetings between the PCP 

and BHP

•	 Put systems in place to share notes 

from patient visit if the BHP and 

PCP utilized different EHRs

•	 Adapted clinic workflow to assure 

that students at risk for depression 

and anxiety (positive eSHQ screen) 

were administered standardized 

assessment tools (e.g., PHQ-9, 

SCARED) and had a full medical and 

behavioral health evaluation 

•	 Developed and utilized a Behavioral 

Health Registry

•	 Utilized telepsychiatry to provide 

psychiatric medication to students 

as appropriate.

79.6%

54.5%

Includes sites that worked on
Dep/Anx; N=12

Figure 8:
Depression/Anxiety

Assessment

Baseline and End of Project

STI Screening. Participating SBHCs 

improved the screening and treatment 

of STIs for sexually active students by 

standardizing and developing new and 

innovative procedures. Examples include:

•	 Developed an STI template in the 

EHR to ensure all elements were 

addressed and documented

•	 Integrated STI screening with 

EPSDT exams to increase screening 

rates, especially among males

•	 Changed practices around partner 

treatment so that an STI-positive 

student could give antibiotics to a 

partner if the partner did not want 

to come into the SBHC 

•	 Changed practice to consistently 

offer HIV testing.

93.1%

73.3%

Includes sites that worked on
STI screening; N=3

Figure 9:
Chlamydia/

Gonorrhea Screening

Baseline and End of Project

Participating 
SBHCs improved 
screening and 
identification of 
students at risk 
for depression 
and/or anxiety, 
which led 
to improved 
behavioral 
health and 
primary care 
integration, 
including better 
treatment, 
referral, and 
follow up.
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93.5%

76.7%

Includes sites that worked on
Immunization; N=3

Figure 10:
HPV Vaccination

Baseline and End of Project

Appropriate Immunizations. 

Participating SBHCs increased the 

percentage of students up-to-date on 

adolescent immunizations by improv-

ing the tracking and delivery of vac-

cines. Examples include: 

•	 Implemented a pre-visit process to 

assess immunization status

•	 Ensured that all students without 

recommended vaccines received 

youth-friendly handouts (with a 

specific focus on the HPV vaccine)

•	 Partnered with schools to obtain 

school immunization records and 

host vaccine clinics 

•	 Implemented processes to assure 

documentation of immunization 

status in EHR.
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Clinical Quality Improvement – Key Lessons 
Learned and Recommendations Include: 

Staff time and clinic resources must be devoted to quality 
improvement efforts in order to ensure meaningful and successful 
change, recognizing that institutionalizing meaningful change takes 
time.

QI coaches can accelerate successful quality improvement efforts 
by providing technical assistance, expertise, accountability, and 
opportunities for group reflection. 

Measurement strategies and data are the key drivers of successful 
quality improvement.

Administrative, financial, and operations barriers must be assessed 
and addressed in order to successfully adopt best practice guidelines.

Allowing the SBHC QI team to select the clinical focus area(s) assures 
buy-in and contributes to success. 

Policy: National leaders in healthcare quality improvement should 
develop quality measures for the screening, diagnosis, and treatment 
of common adolescent mental health conditions like depression and 
anxiety. 
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Up to now patient engagement tools have focused primarily on adult 
patients or those who are chronically ill. The Youth Engagement with Health 
Services (YEHS!) survey focuses explicitly on the engagement of adolescents.

Background: YEHS! Survey
To advance youth engagement and clinical quality, 

SHCIP developed a survey designed to measure 

levels of youths’ engagement with their health care 

and the quality of their health care experiences. 

Research shows that patients who are more en-

gaged with their health care are more satisfied with 

the care they receive and enjoy better outcomes.40, 

41, 42, 43 Thus far, however, patient engagement tools 

have focused primarily on adult patients or the 

chronically ill. Development of the YEHS! survey 

conceived of an engagement appropriate for 

adolescents with and without special health care 

needs, an engagement comprised of two facets: 

health access literacy (the knowledge necessary to 

access care) and health self-efficacy (the ability to 

interact effectively with the health care system and 

providers to ensure one’s health care needs are met).

Developed with input from evaluators, youth en-

gagement specialists, quality improvement coach-

es, youth, and a national advisory council, the 

YEHS! survey was administered in all participating 

SBHCs. To encourage participation, sites provided 

respondents with a $5 gift card for completing the 

survey. Most sites administered the survey in their 

school-based health center, while others used 

health fairs or similar events to attract respondents. 

Once data were collected, sites received the results 

and QI coaches helped to identify strengths and 

opportunities for improvement. 

The Youth Engagement with Health Services Survey
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Table 4. Topics Included in the YEHS! Survey 

Health Care 
Utilization

Receipt of care at SBHC and other sources

Receipt of preventive care during the past 12 
months

Utilization of emergency room services

Receipt of Needs-
Based Anticipatory 
Guidance

Receipt of recommended anticipatory 
guidance during the past 12 months

Receipt of guidance that met the adolescent’s 
needs

Unmet needs for antcipatory guidance

Youth Health 
Engagement

Health Access Literacy: knowledge of how to 
access care

Health Self-Efficacy: ability to interact with 
health care system and providers

Experience of Care 
and Satisfaction 
with Services

Overall satisfaction with services received at 
SBHC and elsewhere

Experiences with health care providers (how 
often providers listen to them, explain things 
to them, respect what they have to say, and 
spend enough time wtih them)

Quality 
Improvement

SBHCs follow established state standards and 
routinely engage in quality improvement 
activities.

Youth-SBHC 
Involvement

SBHC provides a youth-friendly environment 
in which youth are provided with information 
and allowed to make decisions that affect their 
own health

SBHC provides opportunities for youth to be 
involved in outreach and advocacy

Youth involved in decision-making at SBHC
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Findings: Benefits 
and Challenges
The development and implementation 

of the instrument presented many 

benefits, including:

Information on Needed Anticipatory 

Guidance. The survey focuses on the 

health care needs of the adolescent, as 

well as services received (see Table 4). 

Previous adolescent health care surveys 

have asked about the receipt of preventive 

care services, including anticipatory guid-

ance, but have mainly looked at whether 

guidance was received. While all of the 

guidance recommended in Bright Futures 

should be covered at some point during 

adolescence, the most important thing 

is ensuring adolescents are receiving 

guidance that meets their specific needs. 

The YEHS! survey includes questions 

about four domains of the recommended 

anticipatory guidance for adolescents (see 

Figure 11	) and allows respondents to 

indicate whether their needs for guidance 

were met.

While the YEHS! survey was developed 

to make health care data available 

to providers to support their quality 

improvement efforts, some providers 

reported the YEHS! survey was also a 

helpful tool for engaging young people. 

For example, after taking the survey 

some young people would ask about 

anticipatory guidance topics covered in 

the survey, things they might otherwise 

not have thought to bring up with their 

providers. 

Individual and Collective Youth Health 

Engagement. Measures to identify 

levels of individual student engagement 

are part of the YEHS! survey. These in-

clude knowing where to get health care 

when the SBHC is closed, knowledge 

of confidential services, knowing how 

to use health insurance to obtain care 

and medication, discussing treatment 

options with providers, and having 

a safe and trusting relationship with 

at least one health care provider. The 

survey also has a scale to measure the 

level of engagement of adolescents at 

YEHS! Survey at a Glance
•	 Adolescent-centered, the survey focuses on care the adolescent 

has received from all sources and identifies unmet needs and 
engagement level of the individual adolescent

•	 Items address health care utilization, receipt of needs-based 
anticipatory guidance, quality of care, health access literacy, health 
self-efficacy, and SBHC involvement

•	 69 items (high school version)
•	 Anonymous
•	 Electronic/iPad app
•	 Takes about 15 minutes to complete

Youth health 
engagement is 

comprised of 
two facets of 
engagement: 
health access 

literacy (the 
knowledge 

necessary to 
access care) 

and health 
self-efficacy 

(the ability 
to interact 

effectively with 
the health care 

system and 
providers to 
ensure one’s 

health care 
needs are met).
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the collective level (e.g., involvement 

at the SBHC). These include determin-

ing whether the SBHC was perceived 

to be welcoming to youth, provided 

youth-friendly information, and 

allowed youth to make decisions about 

their own health care, and whether 

youth had a voice in the operation of 

the SBHC.

iPad Application. Having an electronic 

version of the survey improves the clari-

ty of responses (e.g., no illegible writing) 

and eases many of the logistical issues 

of data collection. As well, students who 

used the app at participating SBHCs 

enjoyed taking the assessment on iPads. 

Useful, User-friendly Reports. 

Participating SBHCs received tailored 

reports with information on utilization 

patterns, satisfaction levels, engage-

ment behaviors, and needs for antici-

patory guidance of their patient popu-

lations. Initial reports developed for the 

SBHCs proved to be long and cumber-

some, making it difficult for people to 

digest information and use the data 

in meaningful ways. Collaborations 

between the participating SBHCs, QI 

Figure 11: Anticipatory Guidance Domains
and Items Included in the YEHS! Survey

Physical Growth
& Development
   • Oral care
   • Weight
   • Diet
   • Exercise
   • Body image

Sexual Health Risk
Reduction
   • STIs
   • Condoms
   • Abstinence
   • Birth control

Social & Academic
Competence
   • Friends
   • Family
   • Grades
   • Future plans

Emotional Well-Being
   • Moods
   • Suicide
   • Stress
   • Sleep
   • Sexual orientation/
      gender identity
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coaches, and evaluators led to the 

development of shorter and more 

reader-friendly reports. SBHC staff 

noted the data were useful in many 

ways, including presentations to school 

administrators, reports to sponsoring 

medical organizations, and for grant 

applications.

Challenges. While participating SBHCs 

administered the survey once every 

school year during the demonstration 

project, the timing of data collection 

and method of recruitment influenced 

the sample, potentially affecting the 

comparability of results. Sites that 

administered the survey at different 

times from year to year and used 

different methods to recruit respon-

dents (i.e., recruiting within the clinic 

one year and at a health fair the next) 

had less comparable results. In addition, 

because the survey was not provider- or 

clinic-specific, but rather addressed all 

health care experiences, it was some-

times hard for SBHC providers and staff 

to apply survey results to their practice.

The data were 
useful in many 

ways, including 
presentations 

to school 
administrators, 

reports to 
sponsoring 

medical 
organizations, 

and for grant 
applications.
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School-based health centers are well positioned to provide youth-centered 
care that engages young people in their health and health care, increasing 
health literacy and improving the quality of services provided.

Background: 
Youth Engagement
Youth engagement is one component of an 

evidence-based public health strategy. It is rooted 

in positive youth development, which focuses on 

increasing protective factors and decreasing risk 

factors. SBHCs support young people to become 

engaged in their health and health care by in-

creasing their knowledge of accessing health care 

(literacy) and ability to interact with the health care 

system and their providers to get the care they 

need (self-efficacy). By engaging youth in their 

health care, SBHCs support young people as they 

transition into being active health care consumers 

as adults.

Given their close proximity to youth and focus on 

prevention and health promotion, SBHCs are well po-

sitioned to provide youth-centered care that engages 

youth in their health and health care. SBHCs have the 

opportunity to develop working relationships with 

their students by collaborating with them in various 

forms of outreach and advocacy activities and involv-

ing them in advisory committees or partnerships that 

allow for feedback to inform SBHC services. These 

collaborations, in addition to their focus on the needs 

of youth and promoting healthy behaviors, mean that 

SBHCs are able to create opportunities to enhance 

health literacy and health self-efficacy, leading to 

better experiences with health care and adolescents 

who are ready to transition into active, engaged adult 

consumers of health care. 

Actively Engaging Adolescents in their own Health Care
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Findings: Engaged 
Youth Experience 
Quality Care
Findings from the YEHS! survey showed 

that students who said they received 

most of their care at SBHCs reported 

higher levels of engagement, specif-

ically related to health self-efficacy 

(see Figure 12). Further, youth who 

were more engaged (those who scored 

higher on the health access literacy 

and health self-efficacy scales) reported 

better experiences with health care, 

received more anticipatory guidance 

that met their needs, and reported fewer 

unmet needs for anticipatory guidance 

(see Figure 13).

Throughout this project, coaches sup-

ported participating SBHCs to enhance 

youth engagement in their clinics, with 

a specific focus on youth health literacy 

and health self-efficacy.

Outcomes: SHCIP 
Strengthened Youth 
Engagement
As detailed below, the participating 

SBHCs used a number of tools and 

processes to strengthen their provision 

of youth-centered care and to more 

fully engage adolescents in their health 

and health care.

Fostered Youth Engagement. QI 

coaches worked with participating 

SBHCs to determine the most effective 

ways to engage young people in the 

centers. One useful mechanism was 

the YEHS! survey (see page 42), which 

created the opportunity for adolescents 

to voice responses to their health care 

experiences. Their input allowed SBHCs 

to identify areas of strength and areas 

for improvement in their approach to 

engaging youth. 

Development and Engagement
Positive Youth Development is an approach that focuses on building 
skills, opportunities, and supportive relationships while focusing on 
strengths, engaging and partnering with youth, and promoting equity 
and social justice.

Youth Engagement is the intentional, meaningful, and sustained 
involvement of young people in the programs, practices, and policies 
that seek to affect them. In partnership with adults, engaged youth 
develop the capacity and confidence to participate as productive 
partners in the decisions affecting them individually and collectively.

Youth Health Engagement provides youth with the knowledge and 
skills necessary to access health care, interact effectively with the health 
care system, and act as their own health advocate.
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1007550250

They have a safe relationship
with a provider

They make a list of questions
before an appointment

They make their own
medical apppointments

Source: YEHS! Survey, 2013-14     High School respondents, N=550

Figure 12: Usual SBHC Users are More Engaged
With Their Health Care

 Percentage of Usual Users
vs. Non-usual Users

Somewhat or Strongly Agree that:

83

73

60

50

70

57

4321
0

1

3

2

4

5Number of Unmet
Needs for Guidance

Youth Health Engagement Score

Figure 13: Engaged Youth Experience Better Care

Source: YEHS! Survey, 2013-14 High School respondents, N=550

Experience of Care
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Many of the participating SBHCs also 

established a youth advisory group 

(YAG) or youth school health advisory 

council (SHAC). These advisory groups 

brought together young people, and at 

least one adult sponsor from the SBHC, 

to identify health needs of importance 

to them and their school community. 

Through group discussions, youth and 

SBHCs worked together to identify ways 

to strengthen SBHC services, spread 

awareness, and share health promotion 

messages. Examples include:

•	 Advocated for the local mayor to 

visit the SBHC and issue a procla-

mation to recognize School Health 

Day

•	 Planned and promoted school-wide 

health fairs with community part-

ner participation. Youth created and 

hung posters around the school 

and took shifts working the SBHC 

booth during the fair

•	 Identified different health topics for 

each month of the school year and 

organized outreach activities re-

lated to the topic at a booth during 

lunch

•	 Developed materials, such as a 

healthy recipe cookbook, to give to 

students during Nutrition Month

1007550250

Listen to what they have to say

Source: YEHS! Survey, 2013-14     High School respondents, N=550

Figure 14: Usual SBHC Users
Communicate Better With Providers

 Percentage of Usual Users
vs. Non-usual Users

Providers Usually or Always:

Explain things in a way
they can understand

87

79

82

73
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•	 Convened focus groups comprised 

of some SBHC users and non-SBHC 

users to understand the types of 

messages youth wanted to hear 

related to weight management 

and healthy lifestyles. Based on the 

results, the SBHC created a blog to 

share healthy messages and started 

a walking group

•	 Developed and administered a 

campus-wide student survey to 

gather information about the health 

concerns the student body wanted 

to address, sharing the results with 

the school principal and working to 

address the concerns

•	 Produced a video describing 

available SBHC services, which 

was shown during morning 

announcements

•	 Gathered student input for develop-

ment of a new SBHC, and engaged 

students in development of its new 

webpage.

Provided Safe, Youth-friendly 

Environment. Maintaining a physical 

environment that feels safe and com-

fortable, and is geared toward youth, is 

essential to providing effective care for 

youth. Participating SBHCs established a 

youth-friendly atmosphere by employing 

a variety of strategies. Examples include:

•	 Hung youth-relevant posters with 

health messages and informational 

materials around the clinic 

•	 Partitioned the waiting area so 

youth could have privacy while 

completing paperwork and 

assessments 

•	 Had lounge-style furniture such as 

bean bags and couches

•	 Made condoms available in the 

bathroom so youth could privately 

take them 

•	 Created a safe-zone environment 

for LGBTQ youth by hanging 

posters and implementing other 

welcoming strategies 

•	 Established student-only hours 

in which community members 

and adults were not in the clinic 

for SBHCs that served the greater 

community

•	 Kept current with technology by 

having students complete screen-

ing tools on an iPad

•	 Used youth-friendly and devel-

opmentally-appropriate language 

when speaking with students (see 

Figure 14).
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Created Opportunities to Increase 

Health Literacy and Health Self-

efficacy. Several examples emerged 

from the demonstration project of 

participating SBHCs helping youth 

develop the knowledge and skills to be 

partners in their health care. For in-

stance, when having students complete 

the depression and anxiety assessment 

tools (e.g., PHQ-9, SCARED), SBHC per-

sonnel reviewed the assessment(s) with 

students. Providers reported the tools 

and process aided students’ ability to 

identify, verbalize, and understand their 

symptoms so they were able to activate 

their coping skills or seek care when 

needed. Some students also requested 

they be able to retake the assessments 

so they could monitor their symptoms 

and track their progress. Additionally, 

based on identified needs for the YEHS! 

survey, project staff created resources 

to help adolescents develop health liter-

acy and health self-efficacy. Examples 

include: 

•	 Where to go for care and explana-

tions of the differences between 

primary, urgent, and emergency 

care

•	 Health insurance basics, including 

understanding the insurance card

•	 Questions to ask a provider 

during a visit 

•	 Navigating the health care system 

•	 Privacy versus confidentiality.

The depression 
and anxiety 
assessment 

tools and 
process aided 

students’ ability 
to identify, 

verbalize, and 
understand their 

symptoms so 
they were able 

to activate their 
coping skills or 
seek care when 

needed.



53

Right Place. Right Time.
School-Based Health Centers Improve Care for Adolescents

Youth Engagement – Key Lessons Learned 
and Recommendations Include:

Create an easily accessible warehouse for youth-friendly resources 
covering various health topics relevant to developmental stages and 
the needs of adolescents, especially related to health literacy. 

Identify dedicated staff to lead youth engagement efforts and seek 
opportunities for partnerships (i.e., with community organizations, 
school staff, student groups) to support youth engagement work. 

Integrate youth engagement into clinical practice to grow students’ 
health literacy and self-efficacy and to improve the quality of care 
received by adolescents. 

Policy: State agencies responsible for SBHCs should ensure that 
evaluations of adolescent health care quality include feedback 
directly from adolescents about their health care experiences. 
Survey instruments should be tailored specifically for youth, relevant, 
and youth-friendly. Results should be used to guide clinical care.
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School-based health centers, state administrators, and other stakeholders 
have a better understanding of how to collect comprehensive SBHC service 
data and use it to improve practice and policy.

Background: 
SHCIP Data Collection
SHCIP used new processes to collect, analyze, 

and report service data. These data, often called 

visit or encounter data, are a resource for quality im-

provement because they are collected in the normal 

course of business and typically do not require extra 

data collection steps. The goal of the demonstration 

project was to make service data useful, particularly 

for quality improvement, telling the story of SBHCs 

and how they fit in to the larger health care system. 

The original evaluation plan included two sources 

of data to assess services provided at participat-

ing SBHCs: state-level Medicaid claims and a 

custom data warehouse of SBHC encounter data 

(see Figure 15, page 57). Systems for collecting, 

managing, and reporting SBHC service data were 

created and refined in order to maximize the use of 

data collected during the course of giving care to 

accurately describe the role SBHCs play.

Findings: Data 
Limitations and Challenges
The initial examinations of Medicaid claims data 

and encounter data for participating SBHCs con-

firmed the data had the potential to be enormously 

useful from both practice and policy perspectives. At 

the same time, it became clear that more complete 

data would be more useful. To improve service data 

completeness and quality, resources and assistance 

were provided to participating SBHCs to:

Using Service Data for Practice and Policy Improvement
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•	 Ensure that all primary care, be-

havioral health, and oral health 

service data were included in the 

encounter database by establishing 

data-sharing agreements with all 

SBHC partners 

•	 Ensure the coding was correct for 

each service, including location 

coding that distinguishes Medicaid 

claims associated with services pro-

vided at SBHCs compared to those 

provided by the SBHC’s sponsoring 

medical provider

•	 Improve the consistent collection 

of data fields (e.g., ICD-9 and CPT 

codes, race/ethnicity data, payer 

source)

•	 Fully understand and maximize the 

use of EHR reports, queries, and 

other functions.

Additionally, the project team worked to 

help participating SBHCs fully under-

stand the limitations of the data. Data 

limitations include:

•	 Medicaid claims data only includes 

paid claims for Medicaid-eligible 

patients

•	 Behavioral health services provid-

ed at SBHCs may not be captured 

in Medicaid claims data, as was 

the case in Colorado where these 

services were typically billed by the 

behavioral health organizations

•	 Some SBHCs do not code or bill for 

reproductive health services and 

other confidential services due to 

concerns that parents might receive 

an explanation of benefits (EOB). 

Outcomes: SHCIP 
Improved Data Quality 
As shown below, a number of steps 

were taken throughout the demonstra-

tion project to improve the quality of 

service data both in the SBHC encoun-

ter data warehouse and in Medicaid 

claims. 

Improved Coding Capabilities. In both 

New Mexico and Colorado, several 

of the participating SBHCs were rel-

atively new to coding and billing for 

Medicaid-covered services. SHCIP’s 

QI coaches provided SBHC staff with 

resources to improve the consistency 

and completeness of coding, address-

ing each site’s questions and concerns. 

Coaches developed quick-reference 

coding guides, hosted coding webi-

nars, and helped the SBHCs budget for 

additional coding assistance. Several 

SBHCs also worked with their EHR 

vendors to develop new templates to 

facilitate consistent documentation and 

reporting of services. Utilizing project 

resources to support better coding was 

intended to improve the quality of data 

in the Medicaid claims database and 

encounter data warehouse, and to help 

SBHCs maximize billing revenues for 

the services they provided. 

The encounter 
database, which 
includes all 
patients, visits, 
and codes, 
provides a 
comprehensive 
data picture 
for quality 
improvement.
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State-level Medicaid Insurance Claims Data
Medicaid claims data are an important source of information about 
billable SBHC services delivered to users covered by Medicaid. These 
claims show when and what billable services were accessed in SBHCs 
compared to those provided through community primary care or by 
specialists. During the demonstration project, both states worked with 
their Medicaid programs to collect and analyze SBHC Medicaid claims 
data. 

State-specific Databases of SBHC Encounters
In addition to Medicaid claims data, New Mexico has an “encounter 
database.” Supported with funding from the state’s Department of 
Health, the database contains information about all services provided 
by New Mexico SBHCs. Each center electronically submits data on 
each service provided, regardless of payer or whether the individual 
services are billable. Thus, the database contains information for users 
who are on Medicaid, privately insured, and uninsured. Since the 
encounter database includes all patients, visits, and codes, it provides 
a comprehensive data picture for both quality improvement and 
evaluation. During the demonstration project, the 11 participating 
Colorado SBHCs followed suit, collecting and reporting encounter 
data using a process similar to that used in New Mexico.
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Improved Encounter Data Warehouse. 

SHCIP utilized a quality assurance pro-

cess to refine the required data set and 

the data collection process. Ultimately, 

this process allowed the project team 

to select a minimum data set that was 

granular enough to construct, decon-

struct, and compare data across SBHCs, 

patients, and visits (diagnoses and 

procedure codes), and over time. 

In both states, QI coaches presented 

encounter data reports to participating 

SBHCs and used the reports to identify 

areas for improvement in data and 

service quality. The encounter data 

collection and reporting process influ-

enced significant program, policy, and 

practice changes. Examples include: 

•	 In Colorado, steps were taken to en-

sure that data on services delivered 

at SBHCs by outside organizations, 

such as behavioral health organiza-

tions, were exported to the database 

and included in reports with prima-

ry care data

•	 SBHCs adopted the use of standard-

ized codes (e.g., SBIRT (Screening, 

Brief Intervention, and Referral to 

Treatment), depression screen) to 

improve billing and to improve re-

porting of Healthcare Effectiveness 

Data and Information Set (HEDIS) 

and CHIPRA measures 

•	 QI coaches arranged trainings for 

SBHCs on the advanced use of EHRs

Figure 15: Important Distinctions
between Claims and Encounters

Medicaid
(Claims)

From billing EHR

Only billable

Only Medicaid

CPT codes

Only paid claims

Warehouse
(Encounters)

From charting EHR

All visits

All diagnosis codes
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•	 Some SBHCs created a secure sys-

tem so that confidential visits could 

be captured in the EHR rather than 

in a separate paper chart

•	 Several SBHCs utilized project and 

state funds to create EHR templates 

that allowed them to automatically 

query and report encounter data

•	 Several SBHCs incorporated care 

plans and patient registries into their 

EHRs so they could automatically 

generate, count, and analyze the data. 

Improved Medicaid Claims Data. The 

project team partnered with state SBHC 

programs, Medicaid administrators, 

and managed care/accountable care 

organizations in both states to begin 

to address the challenges encountered 

with SBHC Medicaid claims data, partic-

ularly in regard to location coding. 

Colorado Medicaid required FQHCs to 

obtain separate billing identification 

numbers for each of their clinic sites 

by the end of 2013. This made it pos-

sible to differentiate Medicaid services 

provided by SBHCs that are sponsored 

by FQHCs. As well, as of July 2014, 

Colorado Medicaid required all SBHCs 

that do not have unique provider identi-

fication numbers to use the place-of-

service code for “school” (03) on their 

claims. This enables the Medicaid pro-

gram to identify claims filed by SBHCs. 

Stakeholders in Colorado are currently 

determining a plan for analyzing these 

data to describe and inform SBHC 

services in the state. 

In New Mexico, the Office for School 

and Adolescent Health (OSAH) hired 

a systems analyst to follow the billing 

process from FQHC and non-FQHC 

sponsored sites, comparing claims 

data with encounter data. The findings 

were presented to, and discussed with 

MCOs and other SBHC stakeholders. The 

conversations focused on the challenges 

in ensuring accurate coding for SBHC 

locations, including: differing interpre-

tations of location; separate clinical and 

billing functions within a sponsoring 

agency; and changes to forms, codes, 

and billing procedures. Stakeholders 

are working together to develop and 

implement new procedures to ensure 

accurate location coding, and to reach 

agreement from all participating MCOs 

on ways to successfully track and link 

claims to SBHCs.

Established New Data Analytic and 

Reporting Methods. The demonstration 

project provided resources to develop 

site-specific and aggregate reports of 

encounter data that informed practice 

and policy. Most useful were data that 

could be examined and analyzed over 

time, taking person, visit, and diagnosis 

levels into consideration. The project 

evaluation plan was adapted to account 

for data limitations primarily by noting 

context and exercising caution in draw-

ing conclusions. This helped participat-

ing SBHCs, as well as other stakeholders, 
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to understand the differences, and the 

implications of those differences, when 

assessing their sites, drawing conclu-

sions, and making decisions. 

Colorado expanded both collection and 

use of its SBHC encounter data, and 

New Mexico expanded use of its already 

robust dataset. In both states it became 

clear how valuable this data resource 

is in understanding and demonstrat-

ing both the delivery and utilization 

of SBHC services. For example, at the 

participating New Mexico SBHCs, a 

small percentage of students accounted 

for a large percentage of visits, mostly for 

behavioral health (see Figure 16).

Committed to Continuous 

Improvement. Following the conclu-

sion of the grant period, both states will 

continue their efforts to improve the 

quality of SBHC service data and to use 

the data to inform practice and policy 

(see Table 5). 

Visits
wider bars represent greater volume of visits

S
tu

d
en

ts
Figure 16: About 20% of Students Make Most of

the Visits, More Behavioral Health
than Primary Care

1,441
2,269

1,904
1,024

1,350

4,927

607
17891

601 567 734

# of visits per student
1 v

is
it

2 v
is

its 3–4 v
is

its 5+ v
is

its



Right Place. Right Time.
School-Based Health Centers Improve Care for Adolescents

60

Table 5. Continuing Data 
Improvement Efforts Post-grant 

Colorado New Mexico
Colorado’s Accountable Care 
Collaborative (ACC) program 
utilizes Medicaid claims data to 
measure and incentivize practices’ 
performance. The demonstration 
project’s efforts to identify 
Medicaid services provided at 
SBHCs is helping to ensure that 
SBHCs can participate in and 
benefit from the ACC program. 
Colorado also plans to provide QI 
to SBHCs that want to access and 
utilize their claims data to improve 
on the ACC program’s targeted 
metrics.

Colorado Medicaid, CDPHE, and 
the Colorado Association for 
School-Based Health Care are 
partnering to identify evaluation 
questions and develop an analysis 
plan for SBHC Medicaid data now 
that the new place-of-service code 
is required.

New Mexico’s Centennial Care 
Managed Care Organizations 
(MCOs) are collecting and 
reporting Medicaid claims data 
quarterly to the Human Services 
Department to demonstrate their 
ability to serve the Medicaid 
population. Efforts to identify 
Medicaid services provided at 
SBHCs will further establish 
the vital role SBHCs play in the 
health care delivery system and 
the ways in which they can help 
the MCOs meet their contractual 
requirements.

The Office of School and 
Adolescent Health at the New 
Mexico Department of Health will 
continue to work with partners, 
including the New Mexico 
Alliance for SBHCs, to utilize SBHC 
service data reports to advocate 
for expanded funding for SBHCs 
statewide. Improvements in the 
quality of these data will serve 
to better tell the SBHC story and 
strengthen the case for expanded 
state funding.

Improvements in the quality of these data will serve 
to better tell the story of school-based health centers 
and strengthen the case for expanded state funding.
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Data Collection – Key Lessons Learned 
and Recommendations Include:

Collection and use of comprehensive data helps to identify problems, 
suggest ways to continuously improve practice and policies, and can 
help to more fully integrate SBHCs in the health care system.

Data collection and reporting can help to assure SBHCs that their 
contributions are “counted” and recognized by medical sponsors, 
Medicaid, and accountable care organizations.

SBHCs can maximize their billing reimbursements, and benefit from 
financial incentives for meeting Medicaid performance indicators, as 
measured by claims data.

Data can help SBHCs tell the story of the services they provide and 
the role they play in delivering health care to children and youth, 
particularly those who are low-income, underserved, or hard-to-reach.

SBHCs need to strengthen and refine their data collection capabilities 
as it will be required by the ACA and regional health information 
exchanges.

Policy: Federal and state Medicaid authorities should adopt a 
unique site designation code for SBHCs to accurately reflect SBHC 
encounters in Medicaid claims data.
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The Colorado and New Mexico School-based Health Center Improvement 
Project (SHCIP) provides valuable lessons to inform state and national 
efforts to strengthen the health and health care of adolescents, as well as 
the health system. 

A continuous, dedicated focus on adolescents is 

essential. This population is typically the least likely 

to have access to health care. They have the lowest 

rates of primary care use and tend not to receive 

preventive health care services. Yet, this is the very 

time when many health risks begin to emerge 

(e.g., substance abuse, unprotected sex, inade-

quate physical activity, poor nutrition), and when 

patterns of behavior are developed that can affect 

lifelong health. Actively engaging youth in their 

health and health care, and helping them to gain 

the knowledge and skills necessary to promote 

healthy habits is critical as they begin to transition 

into adulthood.

There is ample evidence and increasing recogni-

tion that school-based health centers are well-po-

sitioned to meet this need. SHCIP findings suggest 

that SBHCs are already acting as the primary care 

medical provider for many young people. More 

than 70% of youth who completed the demon-

stration project’s Youth Engagement with Health 

Services (YEHS!) survey (2012-2013) reported their 

SBHC as their usual source of care. 

To build on this, it is important to continue to 

develop, make available, and support the use of 

tools and practices that are specifically tailored to 

youth, and to more fully integrate school-based 

health centers into the health care system. Such 
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tools developed through this demon-

stration project include: the PCMH Core 

Elements Tool, a simplified, yet com-

prehensive assessment tool designed 

to help SBHCs systematically integrate 

the medical home approach into their 

practices; the YEHS! survey, a youth-fo-

cused survey to help measure levels 

of youth engagement with health care 

and the quality of students’ health care 

experiences; and the electronic Student 

Health Questionnaire (eSHQ), a com-

prehensive risk screening tool adminis-

tered on an iPad. As well, SHCIP found 

that participating SBHCs achieved 

significant quality improvements when 

they received coaching in specific 

clinical areas; this strongly supports the 

value of SBHCs utilizing coaching to 

achieve quality improvements.

We encourage state and 
national partners and policy 
leaders to put these findings 
to use so that we can better 

meet the health needs of our 
young people.

SHCIP findings also underscored 

areas still to be addressed. Some of the 

toughest challenges SBHCs face – those 

that participated in SHCIP, as well as 

others across the country – are tied to 

funding limitations and differing school 

regulations. For example, even as studies 

indicate that reproductive health care is a 

common reason adolescents seek care at 

SBHCs, nearly half of all SBHCs are pro-

hibited from dispensing contraception. 

Similarly, limited funding makes it 

difficult for SBHCs to support full-time 

staffing, provide extended hours, or to 

adopt innovative and effective tools, 

processes, and practices, such as those 

identified through this demonstration 

project. 

Given the considerable resources  

and efforts that fueled this demonstra-

tion project, and the clear conclusion 

that school-based health centers offer 

a significant opportunity to change 

course in the struggle to provide health 

care to adolescents, we encourage state 

and national partners and policy leaders 

to put these findings to use so that we 

can better meet the health needs of our 

young people.
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Based on the findings, lessons learned and barriers 

discovered from the School-based Health Center 

Improvement Project (SHCIP), we recognized the 

need for new policy directions and changes to 

fully implement and sustain gains. Despite the 

successes documented in this report, there were 

a number of barriers that prevented delivery of 

optimal care. These included inadequate financial 

resources for SBHCs to fulfill all PCMH require-

ments, need for policies and support to ensure 

that adolescents maintain continuous insurance 

coverage, need for new policies around provision 

of explanation of benefits for confidential services 

for adolescents, exclusion or lack of recognition 

of SBHCs in programs and policies that provide 

enhanced reimbursement or additional funding, 

and others. In addition, there is a need for mental 

health quality measures directed at adolescent 

care to assure early identification and treatment of 

common conditions. 

The following policy recommendations are 

intended to address some of these barriers and 

ensure widespread benefit from the learnings of 

this demonstration project. Together, they set forth 

a new overall direction to enable best practices at 

SBHCs. We begin with an overall recommendation 

to CMS to spread innovations developed from the 

demonstration projects broadly so that this invest-

ment can have maximum yield. Other recommen-

dations address barriers related to funding en-

hancements, regulation and requirement changes, 

and practice improvements.

CMS should develop a program to spread the in-

novations and learnings from our project to other 

SBHCs and from other CHIPRA demonstration 

projects to the field at large so that others might 

benefit from this effort. 
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Funding Enhancements
Federal, state, and local governments 

should increase funding to SBHCs to 

support their successful transition as 

medical homes, including:

•	 Ongoing evidence-based, data-driven 

quality improvement in SBHCs 

•	 Implementation and integration of 

clinical registries and risk screening 

results in EHRs in alignment with 

meaningful use requirements. 

Federal and state health finance author-

ities should establish an encounter rate 

structure for SBHCs similar to that for 

FQHCs. 

Regulations
Public and commercial insurers and 

health plans should suppress EOBs for 

confidential services provided to mi-

nors and adults covered as dependents 

to enable pediatric practices to bill for 

these services. 

Federal and state Medicaid authorities 

should adopt a unique site designation 

code for SBHCs to accurately reflect SBHC 

encounters in Medicaid claims data. 

Federal and state Medicaid authorities 

should: change Medicaid enrollment 

policies so that adolescents 16 and older 

who are eligible for Medicaid can sign 

up and maintain coverage independent 

of their parents; provide more supports 

for adolescents (who are uniquely 

vulnerable) to help them maintain con-

tinuous coverage; and ensure smooth 

transition to adult insurance programs 

for which they are eligible.

Practice Improvement
National and state PCMH authorities 

should include SBHCs in respective 

recognition programs and enhanced 

payment initiatives. 

State health finance authorities should 

recognize SBHCs as primary care provid-

ers able to participate in policy reforms, 

including accountable care organizations 

(ACOs), payment reforms, and PCMH. 

State agencies responsible for SBHCs 

should ensure that evaluations of 

adolescent health care quality include 

feedback directly from adolescents 

about their health care experiences. 

Survey instruments should be tailored 

specifically for youth, relevant, and 

youth-friendly. Results should be used 

to guide clinical care. 

National leaders in healthcare quality 

improvement should develop quality 

measures for the screening, diagnosis, 

and treatment of common adolescent 

mental health conditions like depres-

sion and anxiety. 

Federal and state public investment 

should be made to expand mental health 

provider infrastructure so that there are 

sufficient numbers of mental health pro-

fessionals to adequately serve adolescents. 
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