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CHAPTER ONE

| nt roducti on

There is growi ng consensus in the United States that policy
makers, educators and heal th professionals nust nake
institutional changes if this nation's children are to be saved.
Envi ronnents that once protected and nurtured young peopl e have
becone fragnented and ineffective in addressing their needs. The
absence of a national child and famly policy has contributed to
the steady decline of our children's well-being. Although nost
I ndustrial nations have such policies, the United States does
not.! Large nunbers of children have becone di sengaged from
soci ety and nmay soon becone a generation deeply scarred by the
effects of poverty, |ack of education and poor health.

Statistics point toward a cataclysmc collision unless
institutions start to coordinate their efforts.

Many child advocacy organi zations are calling for the
educational systemto lead the way in child health and soci al
service integration.? Traditionally, schools have been viewed as
t he neans of escape from poverty; yet, recent data show t hat

education al one can no | onger address the conplex problens facing

1southwest Education Devel opnent Laboratory, School -Linked
Services:Avenues to Achieving Quality Education For All, (Austin:
Luis Plascenia Quality Education for Mnorities project), 7.
2Texas Education Agency Conmm ssioner's Critical Analysis Series

Nunmber 2. Family and Community Support: Cocrdinated Education,
Heal t h and Human Services (Austin: Texas Education Agency),295.




today's youth.? Western denocracies, particularly the United
States, have traditionally relied on the famly unit to be the
initial provider of human services for children. 1In the past,
when needed services stretched beyond a famly's capabilities
public, comunity and religious institutions stepped in to
provi de the necessary care.? Econom c conditions of the last two
decades have now limted those once steadfast institutions. The
econony as well as the follow ng projected national trends act as

driving forces behind the call for educational reform

= Technol ogi cal advances are changi ng the know edge and skills
required in an information-based society and will require
wor kers wi t h hi gher order thinking skills.

« Mnorities will becone the majority in the nore popul ous
states by the year 2025 and nationally by 2080.
Hi storically, such groups have attained the | owest |evels of
academ c achi evenent.

» As babies of the 1988 "baby boomlet™ enter school,
enrollments in elementary prograns are expected to rise
dramatically over the next five to ten years. These
children will be of greater racial and ethic diversity,
nore likely to live in poverty, and have nore health and
| earni ng probl ens than any previous generation of students.

3center For the Future of Children, Foundation. The Future of
Children, (Los Altos: The David and Lucile Packard Foundati on,
1992), 44.

4Ibid, 33.




e A projected teacher shortage may require new educationa
appr oaches.

e Together these factors are inpacting basic assunptions about

t he experiences children bring to school, the content of
curriculum and the available instructional resources.5

School s are now being called upon to act as the "critical

l'inchpin" in inproving the well-being of this nation's children.®

Resear ch Purpose

This research project focuses on one service integration
approach that is attenpting to address children's probl ens,
school - based health centers (SBHCs). The purpose of this
research is three fold. First, the research will provide a
descriptive outline of the SBHC approach. Second, the attitudes
and perceptions of Austin Independent School District principals
and area superintendents regarding SBHCs wi Il be assessed through
exploratory as well as descriptive research. Third, based on the
findi ngs recommendations for further policy analysis and

devel oprment wi |l be offered.

Concept ual Franmewor k

The growing trend of SBHCs is evident by the nounting
literature on the subject. The literary focus ranges from
different nodels to those having simlar characteristics.

Studies identify and eval uate positive outconmes as well as

5Southwest Education Devel opnent Laboratory, 3-5.
6Tbid, 2.



limtations and controversies. Mich of the witing discusses the
energing reformefforts of education, health and social services.
Al though, the literature dissemnates information fromnultiple
perspectives, it has a central thene; to inprove the well-being
of children through accessible, acceptable and affordable health
care. This set of factors provide the framework for SBHC study.

In addition to a general descriptive overview of the SBHC
approach, a goal of this research is to assess the attitudes of
| ocal school officials. Principals are critical to the success
of this health service delivery design. The literature suggests
that early and sustained focus on school liaisons is essential if
a health/educational partnership is to exist. This collaboration
is the cornerstone to a successful program and the principal is
the foundation. For this reason, the researcher chose this group
to survey.

A significant anmount of exploratory research was necessary
to gain an understandi ng of how nmuch | ocal adm nistrators knew
about this energing concept. This exploratory elenent conbi ned
with the current literature formthe basis for this research
effort. The issues involved in the principal's adoption of
school - based health services can be classified into five broad
cat egories: know edge of programcharacteristics, student and
school "comunity" needs, barriers and obstacles, views regarding
heal t h and educati on col | aboration, and phil osophy regardi ng
school function.

Austin | ndependent School District was selected for this

study because it presently has school-linked and imted school-



based programnms in operation. New innovative approaches are under
study by local child health advocates at this tinme. Any insights
t hat can be gained about the attitudes of school adm nistrators
regardi ng school -based health centers may be valuable in

formulating local child health policy.

Chapter Summari es

Chapter Two reviews the current literature on school -based
health centers. The material is based upon enpirical data as
well as expert opinion. The literature is categorized into
sections: child health statistics, historical information
relating to school health, barriers to health care, SBHC core
attributes, content of services, limtations and controversies,
and col | aborative efforts/partnerships.

Chapter Three, the research/legal setting chapter, exam nes
| egi slative mandates as they relate to SBHCs. Existing guidelines
and program nodels are presented on national, state and | oca
| evel s.

Chapter Four discusses the nethodol ogy, self-adm nistered
survey. A discussion of data collection is presented as well.

Chapter Five summarizes the results of the survey research
and contrasts those results with the current literature and
expert opinion. A quantitative approach is used for the survey
results, while qualitative analysis is used for the given

comrent s.



Chapter Six presents the conclusions drawn fromthe
literature review and the survey research. The chapter concl udes

Wth recommendations for future action.



CHAPTER TWOD

Literature Revi ew

The purpose of this chapter is to examne the literature
rel evant to the topic of school-based health centers ({(SBHC). The
chapter includes background statistics regarding the health
status of United States and Texas children and the public health
i mplications of such data. The historical background of school-
based health centers wll be reviewed. The barriers that
adol escents encounter in mainstream health care delivery will be
exam ned. SBHCs core set of health care attributes, content of
services and positive outcone deliveries wll be presented.
Limtations and controversies of the centers will be identified.
The col | aborative efforts and interconnected partnerships needed

to respond to the children health care crisis will be explored.

| NTRODUCTI ON

Forner Vice President Hubert Hunphrey noted that the nora
test of a governnent is howit treats those who are in the dawn
of life, its children; those who are in the twilight of life, its
aged; and those who are in the shadow of life, its sick, needy,
and handi capped. He went on to say a governnent that can neither
educate its children, care and sustain its elderly, nor provide

hope and neet the needs of its sick, poor and disabled, is a



government wi thout compassion.?” |t would appear our government
has becone that call ous dom nion of which Hunphrey once spoke.
As has been consistently pointed out by child and famly
advocates, children and adol escents are of |ow national
pricority.® This lack of coherent national policy has hel ped to
put mllions of children "at risk" of not reaching their full
potential as productive healthy adults.

Mich of the literature on child policy is divided into two
age categories, young child and adol escence. The period of
adol escence is marked as being a significant turning point in a
child s Iive. This age offers opportunities to choose a path
toward a productive and fulfilling life or one of a dimnished
future.” It is a period of great risk and opportunity. Although
t he bi ol ogi cal changes that take place during adol escence have

not changed over the years, the social and environnental context

"Theodor J. Litman, Health Politics and Policy (Albany:Delmar
Publ i shers Inc., 1991), =xvii.

8M. Joycelyn Elders and Jennifer Hui, "Making a Difference in
Adol escent Heal th," Journal of American Medical Association 269,
11 (March 1993): 1425; Carnegi e Council on Adol escent

Devel opnent, Turning Points Preparing American Youth for the 21st
Century, (Washington:Carnegie Council on Adol escent Devel opnent,
1990),6; Carnegie Corporation of New York, Carnegie Quarterly;
Turning Points Revisited. (New York: 1993),13.

’Carnegie Council on Adol escent Devel opment, Turning Points
Preparing Anerican Youth for the 21st Century, (Washington:
Carnegi e Council on Adol escent Devel opnent, 1950), 6.




i n which they occur have.l® Changes in the econom c structure,
the famly, the community, and the medial! all contribute to a
range of problens involving children and youth.?:

Representative Pat Schroeder has stated "W haven't appeared
to be a very caring society to our youth. W viewthemas a
probl emor a bother, and things are not going well as a
result."2 Children nust be made to feel wanted. W nust help
t hem devel op a healthy condition in the present and for the
future. |In our contenporary society, the fewer the opportunities
children have for interaction with supportive adults, the nore
l[imted their abilities to cope!® with the viol ence, disease and

social ills of our country.

logusan MIIstein and Allyn Mortiner, "Pronoting the Healthy
Devel opnent of Adol escents,” Journal of Anmerican Medical

Associ ation 269, 11 (March 1993): 1413.

HIkbid,

1zM. Joycel yn El ders, "Schools and Health: A Natural
Partnership,” Journal of School Health 63, 7 (Septenber 1993):
312.

3The School - Based Adol escent Health Care Program The Answer |s
At School: Bringing Health Care to Qur Students, (Washington:
The Robert Wod Foundation, 1393}, 6.

4Millstein and Mortiner. 1413.




STATI STI CS

Over the past thirty years, adol escents have been the only
age group in the country whose health status has not improved.!5
Patterns of childhood nortality and norbidity reflect a shift

fromorgani c causes to one of social origin.!®

United States

The | eading health, social, and economic crises of today's

youth are:
e United States infant nortality rate is higher than
ni neteen ot her industrialized nations.?’

e Imunization rates for mnority children are | ower than
fifty-five other countries.!®

e Injury and violence account for three out of four deaths
in children.

15The School - Based Adol escent Health Care Program 6; and Counci
on Scientific Affairs, American Medical Association, "Providing
Medi cal Services Through School - Based Heal th Progranms,” Journa

of American Medi cal Association 261, 13 (April 1989): 1940; and
U S Departnment of Health and Human Services. Public Health
Services. School -Based Clinics That Work. (Washington: U S.
Department of Health and Human Services, Public Health Service
1994y, 1.

léearthur El ster. "Adol escent Health Pronotion Overview. " In
American Medical Association State-of-the-Art Conference On

Adol escent Health Pronotion: Proceedings in Washington, D.C., My
1,1992, edited by Artur Elster, Susan Panzarine and Katrina Holt.
1-4. Arlington, VA: National Center for Education in Mternal and
Child Health, 1993.

"Texas Education Agency, 7.

18Ibid.




e Homicide is the second leading cause of adolescent
deaths. ="

» Suicide is the third leading cause of adolescent deaths.?t

» Infection with the human immunodeficiency virus (HIV) isS
now the sixth leading cause of death among fifteen to
twenty-four year-olds,??

e One in ten fifteen to nineteen year-old females get
pregnant each year.??

e Each year three million teens are infected with sexually
transmitted diseases (STDs) .<%%

e Thirty-six percent of high-school students report current
use of tobacco; 36.9 percent report binge drinking; 13.9
percent report current marijuana use; and 2.1 percent
report current use of cocaine.?

®The School-Based Adolescent Health Care Program, 6; and
National Center of Health Statistics. Health United States 1991,
(Atlanta: U.S. Department of Health and Human Services, Public
Health Services, Center for Disease Control and Prevention,
1992). DHHS publication PH3 92-1232, quoted in Joycelyn and
Jennifer Hui, 1426.

20Tbid,

211bid,

22Tbid,

23Children's Defense Fund. An Opinion Maker's Guide to Children

in Election Year 1992, (Washington: Children's Defense Fund,

1991), quoted in M. Joycelyn Elders and Jennifer Hui, 1426.
4The School-Based Adolescent Health Care Program, 6.

251990 Youth Risk Behavior Surveillance System: Chronic Disease
and Health Promotion Reprints from the MMWR. (Atlanta: U.S.
Department of Health and Human Services, Public Health Service,

Centers for Disease Control and Prevention, National Center for
Chronic Disease Prevention and Health Promotion; 1990}, quoted by
M. Joycelyn Elders and Jennifer Hui, 1426.



Texas

For every one thousand children, approximtely twenty-six
bet ween twel ve and sevent een years, sixteen between six
and el even years, ten between three and five years, and
six under two years of age have been victins of abuse or
negl ect .z2¢

Psychiatric disorders affect approximtely 6 percent of
adol escents. 77

More than one in four children lives in poverty or near
poverty. ¢

Poor children m ss one-and-a-half tinmes as many school
days due to illness or injury as do those above poverty.
And they average nearly one-and-a-half tines as many
hospital stays.?®

More than one mllion children under the age of eighteen
are honel ess. 3°

Every day, 1.3 mllion latchkey children come hone to nc
parental supervision. 3

On the state level, Texas statistics are disturbing as well.

This year it is estimated that for every 100 Texas adol escents:

81 will use al cohol
71 will try cigarettes
40 will use illicit drugs

36 will contract a sexually transmtted di sease

2oTbhid.
27Ibid.

28The School - Based Adol escent Health Care Program 6.

23Tbid.

30Texas Education Agency, 8.

31Ibid.



» 25 Will live in poverty
» 22 Wil drop out of school

«» 8 will becone pregnant before graduation.??

Er nest Boyer, president of the Carnegi e Foundation for the

Advancenent of Teaching, states:

Anerica is losing sight of its children. [In decisions
made every day we are placing themat the very bottom of
t he agenda, with grave consequences for the future of
the nation. It's sinply intolerable that mllions of
children in this country are physically and enotionally
di sadvantaged in ways that restrict their capacity to

| earn, especially when we know what a terrible price wll
be paid for such neglect.33

O her child advocates agree as well. Forner Surgeon Cenerals
Everett Koop and Joycelyn Elders believe it is easy to blanme
children for sone of the problems in our communities, but many of
their problens are synptomatic of |arger problenms in our

society.? According to Joy Dryfoss, author of Full Service

School s, young peopl e have specific needs that can best be net by

32Texas Conprehensive School Health Initiative Awareness
Committee. The Advocate, (Austin, TX., Texas Conprehensive School
Health Initiative, 1993), 4, and Louise K |Iscoe, Texas Teens:
The Status of Adol escents (Austin: Hogg Foundation for Mental
Heal t h), 22-89.

B3Ibid, 9.

3Elders, 312.




practitioners who understand youth devel opnents and treat

probl ens as consequences of sex, drugs, violence and stress.35

H STORI CAL BACKGROUND

A growing trend in the delivery of adol escent health
services is to "go where your patient is"3¢ with school - based
health centers (SBHC). But the notion of providing nedical
services in schools is not new This concept dates to the

origins of the public school systemitself.

Progressive Era

As early as 1840, it was suggested that "schools ought to
have regul ar physicians, as much as our houses of industry, our
al nrehouses, or our penitentiaries.”? Horace Mann, the founder
of common public schools, felt that schools were the great
equal i zer of the conditions of human beings?® and was one of the

first advocates of school health education.3® |n 1872, a New

35Joy Dryfoess, Full Service Schools (San Francisco: Jossey-Bass
Publ i shers), 160.

36Julia Lear, "School -Based Health Care," in Conprehensive

Adol escent Health Care, ed. Stanford B. Friedman, Martin Fisher
and S. Kenneth Schonberg (St. Louis: Quality Medical Publishing,
1992), 899.

¥'"Michael Kort, "The Delivery of Primary Health Care in American
Public Schools, 1890 - 1980," Journal of School Health 54, 11
(Decenber 1984): 453.

3Bpennis J. Palunmbo, Public Policy in Arerica , {(Orlandoc:Harcourt
Brace Jovanovi ch, Publishers),274.

3¥gouthwest Education Devel opnent Laboratory, 1.




York "sanitary superintendent” was enployed to cope with the
preval ence of small pox anong students.™ |In 1902, New York City
br oadened the m ssion of school health services to establish the
first school nurse service delivery system.% During these early
years, the parameters of school health services were not fixed.
Worl d War | brought about educational reformand public health
becane an integral part of the nation's philosophy.4 In 1918,
the National Education Association (NER) |listed its seven main
obj ectives of education; anong these "seven cardinal s of

principles" was health.?3

Post World War |

As power transferred fromthe federal authority of wartinme
governnent to private local interest medical ideology changed.?
In the early 1920s and 1930s, two basic policies becane clearly
established. First, schools should focus on prevention as
opposed to treatnment; and second, boards of education should

control and govern services provided in schools.'™ Preventive

“Kort, 453.

Alear, 899.

22Kort, 454

$3Kort citing C H Goss and C C Chander, A History of

Anerican Education through Readings (Boston: D.C. Heath, 1964),
343.

HRosemary Stevens, In Sickness and in Wealth (U S.: Basic Books,
1989), 103-131.

" Dougl as Kirby, "Conprehensive School -Based Health Clinics: A

G owi ng Movenent to | nprove Adol escent Health and Reduce Teen-age




services, including those in schools, were to suppl enent not
substitute or conpete with the private sector. School health was
a reflection of the overall strict separation of preventive and
curative services.%® Health services were to be adm nistered by

physicians in private practice.

Early 1970s to Present

During the past two decades, however, concerns for the
heal th and wel | - bei ng of school children have caused public

health officials,'™ children advocates® and communities to
chal | enge Post War policies.4 The contenporary school - based
nodel has its roots in the earlier school health services

i ntroduced a century ago. |In 1967, the first conprehensive
clinics were physically placed in four elenentary schools in
Canbri dge, Massachusetts.®® |In the mid-1970s, simlar services
were established in high schools in Dallas, Texas, St. Paul,

M nnesota and Canbridge. By 1985, the nunber of centers had
doubled, > until today, 1995, there are approximtely 495

centers. >2

Pregnancy, " Journal of School Health 54, 11 (Septenber 1986) :
289.

1Kort, 454.

47p.5. Departnment of Health, 1-3.

18The School - Based Adol escent Health Care Program 1-16.
°Kirby, 289

50y.s. Departnment of Health, 2.

51The School - Based Adol escent Health Care Program 9.

520.8. Departnent of Health, 3.



Figure 2.1 illustrates the dramatic increase of SBHCs in the |ast

two decades. =3

Figure 2.1

School - Based Health Centers, 1970-94
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3Making the Grade National Program Office. State Initiatives To
Support School -Based Health Centers, (Washington:1994), 3.




In twenty years, "the concept has evolved fromscattered pil ot
efforts to substantial innovations occurring in almost every

state in the nation."54

Nati onal Recognition

As of recent, school - based health centers have re-energed as
the nost effective site for the delivery of services to children
adol escents and their famlies. In 1990, SBHCs were recogni zed
by the U.s. Public Health Service as a vehicle to inprove the
health of the nation's children (Healthy People 2000). Inits
1991 report, "Adolescent Health," the Congressional Ofice of
Technol ogy Assessnent recommended their expansion. [In 1992, the
President's Advisory Conm ssion on Social Security recommended
t he establishment of SBHCs in elementary schools with a federal
budget as high as three billion dollars.®® The 1992 Gallup Rd:
reported that seventy-seven percent of respondents favored using
public school buildings in their communities to provide health
and social services to students, adm nistered and coordi nated by
vari ous governnent agencies.3 The public, along with
governnmental offices, recognize the need to break down the

barriers children encounter in mainstreamhealth care delivery.

54L,ear, 900.
550.5. Departnent of Health, 3
56Dryfoos, 84.



BARRI ERS TO HEALTH CARE

There are many obstacles children and adoi escents face when
seeking health care services. The |ack of paynent either
I ndependent of parents or by parents; |ack of insurance that
covers primary and/ or preventive care; constraints inposed by
changing famly and work patterns; limted physical |ocations and
office hours of nedical facilities; too few providers in urban,
rural and |l owincone areas; little coordination of community
services; requirenments of parental consent; perceived or actua
| ack of confidentiality; and feelings of alienation in
traditional health care settings are all contributing factors.s’
Conmbi ned, these make children, particularly adol escents, an
enornously difficult target population to reach. For many, the
entry into the systemis insurnountable. As a result, at the
very time when society should be opening its door and hel ping to
nouri sh and nurture its young people, it is locking them out.
"Fewer opportunities for contact wth supportive adults limt
adol escents' abilities to weather the turbul ence of grow ng up

"m5e School - based health centers can hel p navigate a
soneti mes rocky journey into adul thood.

SBHCs renove many of the problenms children often confront in
traditional health care delivery systens. They provide increased
access to conprehensive health services, greater acceptability by

the targeted group, and nore affordable health care delivery.

57Council on Scientific Affairs, 1940
58Millstein and Mortiner, 1413.



Al t hough, there is no one best SBHC nodel, effective prograns do

have a conmmon set of factors which work to break down barriers.

SBHC CORE ATTRI BUTES

There are many SBHCs designs. Although different in
program staffing patterns and fundi ng sources,®® they all have a
core set of common attributes - accessibility, acceptability and

affordability. s

Accessibility

The primary characteristic of accessible services is
| ocation. The school is where the young people are.® Wen
heal th services are provided on school prem ses, a |arge segnent
of the student popul ation can be reached.s? |t does not require

the student to miss school or the parent to mss work to receive

services.  One study has docunented the inportance of

5%Nancy Harol d, "School-Based Clinics,"” Health and Social Wrk
(Fall 1988) : 303.

80Lear, 901.

61y.5. Departnment of Health, 18.

62Nancy Harol d and Rena Harol d, "School -Based Health Cinics: A
Vehicle for Social Wrk Intervention,” Social Wrk in Education
13, 2 (April 19%1), 186; Terrance Keenan, "School -Based

Adol escent Health Prograns”. Pediatric Nursing, 12,5
(September/October 1986):365; Phillip Nader, Susan G| man, and
David E. Bee, "Factors Influencing Access to Primary Health Care
via School Health Services", Pediatrics, 65, 3 (March 1980):586.
83Clair Brandis, Susan Starbuck-Mrales, Anry L.Wolfe and Virginia
McCarter, "Characteristics Associated with Contraceptive use Anong



provi ding services on school property (school-based) rather than
near by (school-1inked). When the center was rel ocated across the

street, it found the level of service activity declined thirty

percent within the first year.s4 7The schocl-based location
requires no need for special transpcortation,® which is
particularly inportant in rural conmunities where | ack of
transportati on can render care inaccessible.® The financia
barrier to care is renoved by creating access for those w thout
health insurance and/or ability to pay.¢” |If there is no
coverage, the care is either free or based on a sliding-fee
schedul e. 8

Accessibility also provides for continuity. The continuity
of care in the lives of contenporary youth alleviates many of the
probl ens children and their famlies face.® Service continuity
i s ensured because the centers are designed to offer care over
time rather than a particular episode. There is an enphasis on
coordi nation and followup which in turn devel ops rel ati onshi ps

between the provider and the child. |In addition, this continuity

Adol escent Fenal es in School - Based Fam |y Pl anning Prograns."”
Fam |y Pl anni ng Perspectives, 26, 4, (199%4), 160.

84pryfoos, 132.

65y.S. Department of Health, 18.

66The School - Based Adol escent Health Care Program 4.

" Commttee on Child Health Financing, Anerican Acadeny of
Pediatrics, "Financing Health Care for the Medically Indigent
Child," Pediatrics 80, 6 (Decenber 1987), 957.

68,3, Departnent of Health, 18.

89E1izabeth McAnarney, "Discontinuity: A Dilemma for

Adol escents,” Pediatrics 80, 6 (Decenber 1987), 1987.



makes for a |ink between clinic services and classroom health

education. 7¢

Acceptability

The second core attribute is acceptability. The students
are famliar with the facility and staff which builds a sense of
trust.’’ A 1992 survey conducted in three public high schools in
Massachusetts found that a |large proportion of students have
heal th concerns they wish to keep private. One-fourth reported
t hey woul d not seek care if they thought their parents, friends
or teachers mght find out."™ This study confirns the belief
that confidentiality is of utnost priority to adol escents. In
SBHCs, once parents have provided consent for their children to
use the clinic, the students are assured of confidentiality in
the provision of care. SBHCs are not only acceptable to the
students, but to parents, teachers and traditional school nurses
as well who conme to accept and appreciate the center as a

val uabl e resource. 3

707.s. Departnment of Health, 18, and Kirby, 290.

"lHarold and Harol d, 186; U.S. Department of Health, 18; and
Har ol d, 303.

2Tina L. Cheng, Judith Savageau, Ann Sattler and Thomas DeWitt,
"Confidentiality in Health Care: A Survey of Know edge,
Perceptions, and Attitudes Anong Hi gh School Students,™ Journa
of American Medical _Association 269, 11 (March 19931, 1405- 1407.
73U.5. Department of Health, 6.



Affordability

Affordability is the third basic attribute. To date, nost
SBHCs have been established in | owincome conmunities constrained
by |l ack of noney and no health insurance. Neverthel ess, they
have proven to be affordable. Because of the variation of nodels
and sizes, annual costs range from $50, 000 to $300, 000 per year,
Wi th per-user costs ranging from$50 to $200.7" |In a cost
conpari son study of nedical care provided in M ddl et own,

Dei aware, a SBHC showed substantial savings when conpared to a
private physician's office. Potential out-of-pocket expenses for
obtaining care in a private physician's office were eighty-nine
percent nore than through the SBHC.7> In another cost eval uation
study in Denver, Colorado, a full year of conprehensive heaith

services can be provided for only $125 per student.7s

CONTENT OF SERVI CES

As nentioned earlier, SBHCs vary in regard to the scope and
content of care offered. The needs of students differ in
el enentary, m ddle, and high school |evels, and vary from
comunity to community. According to the nost recent survey from
the Center for Population Options, 46 percent of the facilities

are located in high schools, 16 percent in middle/junior,

74pryfoos, 89.

SLucille Siegel and Todd Krieble, "Evaluation of School - Based,
H gh School Health Services,"” Journal of School Health 57, 8
(Cct ober 1987) 323-325.

7¢The School - Based Adol escent Health Care Program 30.



28 percent elenmentary, and 10 percent other (special centers or
conbi nati on grade levels).?” Mbst centers include preventive,
nmedi cal and nental health services.’ Mbst provide conprehensive
care and thus address a full spectrum of services: physical

exam nations, inmmunizations, chronic and acute ill ness
managenent, |aboratory testing, counseling, health educati on,
substance abuse treatnent, reproductive health care and other
services.? A conparison study evaluating the effectiveness of
seven SBHCs t o nonspecialized community clinics reveal ed SBHCs
were detecting and treating a nore conprehensive range of nedical
problems.®® Due to the wide range of services, and the

difficulty in evaluating nulticonponent prograns, only a few of

the maj or evaluation studies will be presented here in detail.

Fam |y Pl anni ng Services

Al t hough reproductive health care is the inage nany have
regardi ng school -based health centers, it represents but a snal

portion of services. Not all centers offer famly planning

7"Making the Grade National Program Ofice, 4.

78General Accounting O fice. (1994). Health Care Reform School-
Based Health Center Can Pronpte Access to Care. (GAO Report No.
GAO/HEHS-94-166), Washi ngton, General Accounting Ofice, 1.
9Ibid, 2.

80relton Earls, Lee Robins, Arlene Stiffman, and Jack Powel |,
"Conprehensive Health Care for Hi gh-Ri sk Adol escents: An

Eval uati on Study," American Journal of Public Health 79, 8
(August 1989}, 999-1005.

8lpryfoos, 123.




services, and of those that do, such services only account for
about ten percent of student visits,.B8?

However, for those SBHCs offering reproductive services,
many clinics have reported a decline in their pregnancy rates.
In thirteen years since the Jackson, M ssissippi center was first
i ntroduced, the nunber of pregnancies declined from 88/1000 to
16/100C, representing a 450 percent decrease.® |n two years
Baltinmore, Maryland reported a fifty percent reduction from
34/1000 to 17/1000.8 A study of Zabin, et al. assessed the
know edge, attitudes and behavi or regardi ng adol escent pregnancy
and prevention before and after educational/clinical
intervention. The findings reported significant improvement. 83
A simlar study conducted by Galavotti and Lovi ck suggests that
SBHCs may be havi ng some success in encouragi ng and enabling

sexual | y active adol escents to use contraception, 8¢

825chool-Based Adol escent Health Care Program 24.

83y,5. Departnent of Health, 12.

841bid.

85Laurie Zabin, Mrilyn Hrsch, Edward Smth, Salie Street, and
Janet Hardy, "Adol escent Pregnancy-Prevention Program" Journal
of Adol escent Care 7 (1986), 77-87.

88Christine Gal avotti and Sharon Lovick, "School-Based Clinic Use
and O her Factors Affecting Contraceptive Behavior," Journal of
Adol escent Health Care 10 (1989, 506-512.



School - based health centers have been criticized for
pronoting prom scuity. No evidence has been found that the
presence of SBHCs increases the rate of sexual activity anong

students. 87

Prenatal Services

Those SBHCs that have incorporated prenatal services have
been successful in entering the pregnant girls into first
trinester care.®® A St. Paul study conparing pregnant SBHC
students with a random sanpl e of non-school clinic patients found
the study group initiated care earlier and had fewer obstetrica
conplications and fewer low birth weight infants.8 1|n a recent
study regardi ng teenagers' perceptions of the barriers to
prenatal care, findings suggest that specific changes are needed
in the health care systemto nmake it nore accessible to pregnant
teens. These changes include establishing |inks between prenatal
clinics and school health systens, scheduling clinics at nore
conveni ent tinmes, and enhancing Medicaid prenatal information.?0

Even after recognizing the conplexity of teenage pregnancy

87Dpryfoos, 124-25.

837,58, Departnment of Health, 12

8Marjorie Berg, Barbara Tayl or, Laura Edwards and Erick
Hakanson, "Prenatal Care for Pregnant Adol escents in a Public
H gh School ," The Journal of School Health (1979}, 32-35.

" Peter Cartwight, Dorothy E. Caul, and Mchael S Swafford,
"Teen- Ager Perceptions of Barriers to Prenatal Care." Southern
Medi cal Journal(1993), 737.



problens, it would appear school -based health centers can be an

effective nmeans of prenatal care delivery.

School Performance

SBHCs have been pronoted as an innovative approach in
i mprovi ng school performance. The interrel atedness of problens
anmong di sadvant aged youth and the grow ng econom ¢ gap between
soci al classes have placed a heavy burden on education. Wth
dropout rates reaching eighty percent in some inner-city schools,
school systens are now nore willing to all ow outside
organi zations to operate prograns within the schecol.?l SBHCs
have been pronoted as an innovative approach in inproving school
performance. McCord's study exam ned the effect of SBHC
registration/use on students' absence, suspension, wthdrawal and
graduation/promotion rates. Students who used the clinic were
found significantly nore likely to stay in school, to graduate

and/or be promoted.?2

1goy G. Dryfoos, "School-Based Health Clinics:Three Years of
Experience,” Fam |y Pl anni ng Perspectives 20 (1%88), 194.
S2Marcella McCord, Jonathan Klein, Jane Foy and Kate Fothergiil,
"School -Based Cinic Ue and School Performance,” Journal of
Adol escent Health 14 ({195%3), 51-98.



Addi ti onal Benefits

Addi tional positive benefits include: reduction in sexually
transmtted di seases, decrease in substance abuse, early
detection of nental and enotional problens, reduction of acts
resulting in intentional or unintentional injury or death, and

| ower utilization rates of energency rooms.?

SBHC LI M TATI ONS

Despite the positive outcones and support presented above,
SBHCs do have limtations and opposition. Sone clinical problens
are: centers located in the school building can not serve non-
students; many have |limted days and hours; and sone do not have
adequat e space allocation. Sone centers do not have pharnacies
whil e others can not performlaboratory testing. Turf issues
bet ween exi sting school nurses and outside agency personnel can
be a problem.?® Yet perhaps the nost threatening limtation is
the | ack of long-termand stable funding. Despite SBHCs
successes in obtaining a wide variety of financial resources, few
are long-termand conmitnent on the federal governnent |evel is
minimal.® The issue of funding wll be discussed at greater

length in the foll owi ng chapter.

93U S. Departnent of Health, 12; Judith W Ross, "School -Based
Health clinics:An Opportunity for Social Wrkers to Address Youth
Vi ol ence." Health and Social Wrk (1994), 82.

94U.s. Departnment of Health, 15.

%®Keenan, 368.



CONTROVERSI ES

In sone conmunities, opposition has captured a | ot of nedia
attention. A typical newspaper headline, "Pill Goes to School"
triggered an extended controversy over the opening of a center in
Chicago, Illincis.®® The nmpbst controversial chall enges have cone
from conservative groups such as Phyllis Schlafly's Eagle Forum
Pat Robertson's Christian Broadcast Network, National R ght to
Li fe, Concerned Wnen of Anerica, fundanentalist churches, the
Roman Cat holic Church, and Fornmer Secretary of Education WIlIliam
Bennett.® Sonme outlined argunents include: clinics pronote
prom scuity; centers divert schools from educational m ssion;
prograns duplicate other easily avail abl e community servi ces;
unpr edi ct abl e personal in-house liability exists; and centers
present possible occurrence of "black genocide".?9® Resear chers
have noted that despite the politics and community controversies
over such issues, nost attenpts to implement SBHCs have succeeded

eventual |y. #?

%¢Dryfoos, Fam |y Pl anni ng Perspectives, 193.

%"Barbara Rienzo and James Button, "The Politics of School - Based
Cinics: A Community-Level Analysis,"” Journal of School Health
63, 6 (August 1993}, 268.

%8rRichard Weat herly and Jeanette Senke, "Wat chance for Scheool-
Based Health Cinics? Lessons fromthe Field," Social Wrk in
Education 13, 3 (April 19%1), 152-153.

pryfoos, 166.



COLLABORATI VE EFFORTS and PARTNERSH PS

In an effort to respond to the needs of today's children, a
significant consensus is emerging that "schools cannot do it
alone".i® Col | aboration has beconme the buzzword for the 1990s.
St udi es i nvolving school restructuring issues have highlighted
the rel ati onship between good health and educati onal achi evenent
This intimate |inkage between health and education has the

potential to bring powerful institutions together,it!

Task Forces

Turning Points , a publication of the Carnegie Council on

Adol escent Devel opnment, challenges all sectors that care about
youth to formcreative partnerships and work to make chil dhood a
time of purposeful exploration and preparation for constructive
adult life. The Carnegie Task Force urges health educators and
professionals to join wth schools to ensure access to needed
servi ces, know edge and skills that can prevent health damagi ng
behavi ors. 102

Two historically diverse interest groups, the Anerican
Medi cal Association and the National Association of State Boards
of Education, have formed a joint conmm ssion and issued an
unprecedented statenent. "Fami|lies, schools, neighborhoods, the
heal th comunity, and public and private sectors will need to

forge new partnerships to address the interconnected health and

10Thid, 6.
01Tphid, 148.
02Carnegie Council on Adol escent Devel opnent, 28.



education problens our young people are experiencing”.1?® In

their 1990 report, Code Blue : Uniting for Healthier Youth, the

medi cal term "Code Blue" was used to signify the life-threatening
emergency of contenporary health problens affecting youth. Their
recommendations stemfrom the agreenment that education and health
are inextricably intertwined. Both groups maintain that any
efforts to inprove school performance that ignore health are il
concei ved, as are any health inprovenment efforts that ignore
education. The commission strongly supports the establishment of
health centers in schools and the restructuring of public and
private health insurance to ensure access to services, %

The O fice of Technol ogy Assessnment, when charged by
Congress in 1991 to review the health service of Anerican
adol escents and present options for congressional consideration,
gave simlar recommendations. The report was especially
supportive of school -1inked services, referencing the concept as
the "nost prom sing recent innovation to inprove access to
health."1® In My, 1994, the United States Ceneral Accounting
Ofice issued a report in support of school -hased health centers.
They concl uded that SBHCs do inprove children's access to health

care. SBHCs help to overcone financial and non financi al

183pryfoss, 8.
104Tbid.
1051bid, 9.



barriers that currently limt access, including the |ack of
heal t h i nsurance, transportation difficulties, and insufficient

attention to the particul ar needs of adclescents,?06

Educati onal Reform sts

Recently, a nunber of interesting educational reform
novenent s have energed which pronote a m xture of educational and
non educational services. Edward Zigler of Yale University,
pronotes an intervention called, "Schools of the Twenty-First
Century". Under his nodel, schools would function as comrunity
centers, linking famly support systens with child care systens.
He contends that communities al ready "own" the school buil ding,
havi ng i nvested one to two trillion dollars. He would open
school doors from7 a.m to 6 p.m everyday and provide full day
care for ages three to twelve. The famly centers would be run
by early chil dhood educators and they woul d conduct honme visits
for parents of newborns. 197

The School Devel opnent Program which was started by Janes
Coner, is a school -based nmanagenent approach addressing the
mul ti pl e needs of children. The programattenpts to strengthen
and redefine the rel ati onshi ps between principals, teachers,
parents, and students. Representative nanagenent and gover nance
is inmplenented through an el ected School Advisory Council and a

Parent Participation Program Around the country, schools are

leéGeneral Accounting Ofice,
10ipryfoos, 9-10.



bei ng "Coneri zed". According to its founder, the strength of the
project is its focus on the entire school and its attention to
institutional change rather than individual change.1%8

The School of the Future is another |arge school foundation
effort to help schools evolve into primary nei ghborhood
institutions. The Texas-based Hogg Foundation for Mental Health
I's supporting four major city efforts (Austin, Dallas, Houston
and San Antoni o) that conbi ne several intervention approaches -
Ziegler's Schools for the Twenty-First Century, the Coner
Devel opnent Program school -based clinics, prograns for comunity
renewal , and famly preservation. 102

Success for Al is a denonstration programfor elenmentary
schools initiated by Robert Slavin of John Hopkins University.
The programrestructures the entire school to do "everything”
necessary to insure that all students will be performng at grade
| evel by the end of the third grade. Interventions m ght include
a famly support team individual academ c plans, on-site nedical

care, food distribution center and cl ot hes bank.11®

Organi zati onal Rol es

The specific roles of schools and community agencies are
i mportant in the devel opnment of school -based health centers. A
task force fromthe National Health Policy Forum nmade the

foll owi ng observation that "l eaders of innovative prograns tend

108Thid, €9-70.
109Tbid, 73.
1107hid, 70,



to conceptualize what they want to achieve, to pick their ways

t hrough mazes of public and private support, to build networks of
peopl e who share their vision, and to market their ideas to
others."111 Al though a novenent toward institutiona

col  aboration is evident on the national |evel, significant
changes will not materialize unless partnerships occur at |oca

| evel s.

Lead Agency

No research studies have been identified that conpare the
effectiveness of SBHCs according to type of lead agency.!!'? A
revi ew by a Washi ngton heal th policy consultant group concl uded
t hat sponsorship by a community group rather than a school system
had advantages; eligibility for public and private funding and
third party rei nbursenents was nore easily established; nedica
liability issues were handl ed by the outside agency; referrals
were facilitated back to the sponsoring agency; and
adm ni strators and board nenbers preferred to concentrate on
academ c rather than health related matters.11? Terrance Keenan,
a Robert Whod Foundati on executive, states while schools should

serve as the focus of health care, they should not inpose the

111Thid, 164.

112Tpbid, 145.

113Harriett Fox, Lore B. Wcks, and Debbra J. Lipson, "Il nproving
Access to Conprehensive Health Care Through School - Based
Program" (washington:Fox Health Policy Consultant Inc. U S
Departnment Health and Human Services, Mternal and Children
Heal t h Bureau),51.



responsibility for the organization, delivery, and financing of
the centers. He prefers that traditional health service
institutions such as health departnents and hospitals assune the

| ead rol e. 114

School Board

School boards generally determ ne overall policies,
particularly in regard to the provision of birth control on
school premises.!i’ Contractual arrangenments are usually signed
by this governing body, and issues such as liability,
confidentiality, and informed consent are addressed. A detailed
exam nation of these issues will be provided in the follow ng

chapter.

School Leadership

In as much as the governing body of the school district nust
be i nvol ved fromthe beginning and view thensel ves as equals in
the col | aborative process, school -based health services cannot be
i npl enented wi thout the involvenment of md-I|evel managers, the
principals. They nust serve as |iaisons between the district and

the outside community agencies.!® This requirement may find the

11MKeenan, 365.
115pryfoos, 15350.
ezl ders, 313.



princi pal assum ng new | eadership roles for which he/she was not

trai ned. 17

Principal s

Dr. Joycelyn Elders, forner U S. Surgeon General and
advocate for the school -based health center concept offers the

follow ng essential tasks for principals: They

e nust be active participants in devel oping services at the
school by sharing information about the children and
comuni ty, nust connect the planning group to parents and
teachers, provide planners wth a realistic understandi ng of
day-to-day school operations, and maintain chief
responsibility for the service center;

e Must act as a school -based health center advocate with
famlies, the community, other agencies, school staff, and
t heir col | eagues;

must recognize and |ink key teachers and other school staff with
staff fromcomunity health and social service agencies to
provide optimal services for students; and

e NUSt act as enablers and pronote active involvenent in the
pl anni ng and nonitoring of the school -based health service
effort .118

The principal's pivotal role cannot be over stated and will be

cl osely exam ned throughout this study.

117Jeanne Jehl and M chael Kerst, "Getting Ready to Provide
School - Li nked Services:What Schools Must Do." The Future of
Children (Los Altos; Center For The Future of Children, The David
and Lucil e Packard Foundation, 199%2), 103.

118Rlders, 314.




SUMVARY

As this literature indicates, the health of our nation's
children is in "Code-Blue". Bionedical approaches have not been
enough to address the unmet health care needs of our youth. The
rise in our children's nortality and norbidity rate prognosticate
a bleak picture for this country's future if something is not
done quickly. Qur schools and conmunities nust try innovative
approaches and revisit historical nodels that incorporate
conpr ehensi ve prograns.

The concept of school -based health centers includes a w de
range of school designs. Because children's needs differ
according to their physical, nental and psycho soci al
characteristics and because health reformis ever changing, it is
essential that schools and communities feel free to adopt varying
styles. Although diversity characterizes the inplenentation of
t he SBHC concept, a core set of attributes energe as common to
nost centers. They provide accessible, acceptable and affordable
health care with a variety of services that address nmany health
pr obl ens.

Despite the benefits associated with school -based health
centers, expectations must be realistic. Proponents and
opponents, alike, nmust be careful not to expect these prograns
al one to solve all conplex problenms confronting our country's
children. Overall progranmmatic success cannot be judged by
single issues. The failure to neet anbitious societal goals may

overshadow the benefits of SBHCs. Mjor institutional change



must occur at national, state and local levels if the child and
adol escent health care crisis is to be arrested.

The school - based health center approach has great potenti al
to turn the health status of this population around and give it
new direction. The physical and nental well-Dbeing of our
nation's children nmust be inproved and society's negative inpact
softened. This literature review has explored the rel evant
research on school - based health centers and forns the conceptua
framework for this project.

The next chapter wi |l describe the setting in which this
research occurred. Included will be an exami nation of the |egal
mandat es and princi ples by which nost school -based health centers
devel op and operate. Funding sources will be identified at
national, state and local levels. A report on Austin |Independent
School District health projects currently in operation will be

provi ded.
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CHAPTER THREE

Research And Legal Setting

This chapter will exam ne specific |egislation that deals
with child health care poiicy. Historical |egal nmandates at
national, state and local levels will be reviewed. A discussion
of school - based health center funding will be intermi ngled in
this chapter because it is directly tied to nost |egislative
action. A brief description of sone suggested and/or required
| egal guidelines offered by the Texas Departnment of Health wll
be presented. The Austin Independent School District's policies

and prograns regarding school health services wll be exam ned.

POLI CY FORVATI ON

Hi storically, policies for inproving the |ives of young
children have cone prinmarily fromfederal rather than state
government.!'® The federal government has generally set the tone
on nost reformissues untii recently, when the responsibility for
many social prograns shifted fromthe federal government to
states arid, in turn, fromstates to municipalities.!?? |t is in
that historical order that child health legislation as it relates

to school health delivery will be revi ewed.

N ouise |scoe K Action for Texas Children:Trends and Infl uences
in Child and Family Policy. {Austin:Institute of Human

Devel opment and Fam |y Studies The University of Texas at
Austin), 4.

120Tpid, 26.




Early National Policy

For nore than one hundred years agenci es have been bringing
medical and social services into schools.!?2l Legislative prograns
and policies dating back to the Progressive Era sought to inprove
the health of children through the American public school
system.122 Wth the powerful conbination of conpul sory school
attendance and child | abor laws, immgrant children were pushed
into the traditional school setting for the first time.!23 As
social reforners grew distressed by the poor health and |iving
conditions of inmmgrant children, they sought to broaden the
educational concentration of the basic "three R's."™ The
Progressives were commtted to elimnating a range of social ills
from poor housing and unsafe working conditions to juvenile
del i nquency and child labor.'2? The earliest school -based efforts
focused on communi cabl e di sease prevention, as public health
departnents |inked with boards of education to provide
vaccinations to school children. [In 1904, otolaryngol ogi ca
i nspections were mandated for the first time,!125 setting a
precedent for future school health screening prograns.

At the turn of the century, educational theory shifted from
subj ect matter enphasis to one of childhood devel opnent, and for

the first time, powerful organizations crossed paths. The

12lpryfoos, 19.
122Kort, 454.
123pryfoos, 20.
288 ort, 454.
125Tbhid, 453.



American Medi cal Association and the National Education

Associ ation forned a joint conm ssion report |inking poverty with
educational need and called for the expansion of public health
prograns in scheols.2% Early chil dhood advocates such as

Fl orence Kelley were influential in persuading President Theodore
Roosevelt to organize the first Wite House conference dealing
with child and famly issues. Recomendations fromthat
"Conference On The Care OF Dependent Children" gave strong
impetus to the novenment for nothers' pensions and ultimately
resulted in the program Aid to Famlies Wth Dependent Children
It was six years before |egislation was passed creating the
Children's Bureau (CB). The CB specifically called for research
on child welfare, infant nmortality, child enploynent and negl ect

but stopped short of authorization to provide services.!??

Wrld War |

The Progressive Era's early chil dhood innovation and soci al
ref orm was stopped abruptly by World War |. The conservative
sweep of the nation all but elimnated governnmental devel opnent
in children's services. Many school - based health and soci al
services were seen as avenues for socialismand canpai gns agai nst
public health interventions were |aunched. Child advocates

| egi sl ative crusade was severely restricted.!?8

126pryfoos, 24
127Thid, 25.
128Tpid, 26.



In 1921, the first federally funded health care program was
passed by the United States Congress, the Maternal and Infancy
Care Act (PL67-97, Sheppard-Towner). It provided states matching
funds establishing prenatal and child health service centers, to
be operated by nurses, md-wves and trained |ay wonen. The
program sought to nake preventive care a universal public service
and is cited as being the nost inportant federal child health
initiative in our nation's history.!?® Not surprising, the
succinct legislation met with powerful opposition fromthe
Anerican Medi cal Association (&MA). By 1929, the profession had
nmount ed such a highly effective canpai gn agai nst socialized
medi ci ne, the programwas eliminated.3® |t marked the end of
femal e expertise inthe field of health care and shifted the
provi sion of preventive health services fromthe public to the

private sector. 131

The Depression

The Depression years necessitated a swing back toward
federal government intervention in child health policy. The 1935
Social Security Act (PL74-271) created a federal bureau to fund
Maternal and Child Health (MCH) services. MCH provided state
funding for child wel fare and handi capped progranms. Public

health clinics were provided for lowincone famlies, but not

12%George J. Annas and Sylvia A Law, American Health Law (Boston:
Little, Brown and Conpany), 938.

13¥pryfoos, 26.

13lAnnas, 938.
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until later would MCH beconme the major funding source for school-
based centers.!32 Although, New Deal Reform provided for materna
and child health programs outside the school-setting, within the
wal | s of education, the acceptable formof school health
intervention was strictly health education and prometion. Such
presentations were not threatening to the private nedi cal
sector!3? and, as a result, clearly defined lines separating
education and service delivery were drawn.

Regulations governing school health becane
institutionalized.!?** Schools becane images of American nedicine
at-large, upholding strict separation between preventive and
curative services. FEducators and public health professicnals
began t he debate over the control of school health services.

Even t hough heal th departnent personnel claimed they were the
nost appropriate providers of school health, state | aws did not
uphol d their contention.3% School boards of education energed as
the governing authority of school health policy!3® and enact ed
statues which only permtted for health apprzisal, energency care

and counseling.

132Jchn J. Schlitt, Kamala D. Rickett, Lisa L. Montgomery, and
Julia Graham Lear, A Making the Grade Report: State Initiatives
To Support School -Based Health Centers. (Washington, D.C., Making
the Grade National Program O fice), 4.

33pryfoos, 27.

134Thid, 454.

135kort, 455, and Dryfoos, 29.

136Kort, 454,



Post Depression

In 1948, the National School Health Bill was designed to
give federal grants-in-aid to school health. The Anerican
Acadeny of Pediatrics feared the bill would provide funds for
nmedi cal treatnment of those financially able to take care of
t hensel ves and insisted "that any treatnment proposed in any bil
should remain within the jurisdiction of private physicians."137
The bill was def eat ed.

Medi cal treatnment for children outside of private practice
continued to be de-enphasized until the 1960s, when Kennedy and
Johnson adm ni strations reintroduced soci al commitments through
public health. Many federal health service grants becane
avai l abie, and a variety of new prograns were inplenented. In
1961, a Child Health and Human Devel opnent Institute was added to
the National Institutes of Health. Two of the nost inportant
pi eces of federal health policy were enacted as 1965 anendnents
to the Social Security Act (PL89-97), Medicare (Title XVIII)} and
Medicaid (Title XVIII).1¥¥ These anendnents addressed conpl ex
i ssues such as social security, unenploynment insurance and public
assi stance. Although child nedical services attracted but a
smal | amount of attention initially, the act did fornulate a new
child health approach called Children and Youth Projects. These
grants provided funds for screening, diagnosis, preventive

services, treatnment and correction of defects. This concept

137Thid, 455.

138Annas, 29.



later translated into the vast 1967 Medicaid initiative called
EPSTD (Early Periodic Screening D agnosis and Treatment),!3® a
program whi ch continues to provide health care for economcally

di sadvant aged chi |l dren.

VWar on Poverty

The 1960s "War on Poverty" established many specially funded
heal th centers which included a broad spectrum of child services
(e.g., Head Start, nental health). Al though each had an i npact
on child policy, the dispersment of service responsibility across
t he "gi ant bureaucracy" inadvertently caused a problem for al
child health policy. Wth no identifiable central point for
child health i ssues, they became lost in the bureaucratic maze.4°
In 1966, Title | of the Elementary and Secondary Education Act
(ESEA, al so known as Chapter 1) provided specific funding for the

expansi on of school health for |arge di sadvantaged popul ati ons.

1970 To 1990

In 1974, Title I's intent was restated to provide priority
to its educational purpose,! although the act still remains a
significant source of funding for school health services. The
1970 Fam |y Pl anning Services and Research Act (H.R.19318) (also

known as Title X) funded prograns related to fam |y planning and

13%Dryfoos, 35.
1407 i d.,
L4lKort, 456.



t een-age pregnancy.'¥* Presently, SBHCs can obtain Title X grants
i f they have approval fromthe | ocal school board; however, nost
are not funded fromthis source and refer students to outside
famly planning clinics.3 |n 1975, Congress enacted the
| andmar k Education for Al Handi capped Children Act (PLS94-142)
requiring special services for disabled children, which included
medi cal | y necessary services.!44

The " New Federalisnf of the Reagan years produced a
substanti al degree of health policy change and resulted in
extensive cuts and reorganization.!45 The Omi bus Budget
Reconciliation Act of 1981 (PL97-35) consolidated health prograns
targeted to nothers and children to form the MCH Bl ock G ant
(al so known as Title v)y.16 Title Vis not an entitlenent
programnm rather, states have broad discretion to nmake grants
directly to providers of health and health-rel ated services.
Title V progranms have been wi dely recognized for their quality
and comprehensivness.!4” |n addition to prenatal care, Title V's
nost recent priorities have focused on the devel opnent of
preventive and primary care systens including school -based health

centers.

l2pryfoos, 257.

1437,5, Departnment of Health and Human Services, 11.

WiTexas Education Agency, 24.

WSTheodor J. Litman, Health Politics and Policy (albany:Delmar
Publ i shers, Inc),108.

Hepryfoos, 250.

147, itman, 932.
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Present

The prospects for an expanded federal role in the
devel opnent of SBHCs appears positive for the 90s. Even though
President Cinton's national health reformplan did not pass

( SBHC expansi on was recomrended), the first federal prograns
targeted specifically to SBHCs were announced in My, 1994. The
Departments of Labor, Health and Human Servi ces, and Educati on,
and Rel ated Agencies Appropriations Act (PL103-112) provides
$3.25 million to fund school - based primary care services for
honel ess and at-risk youth at fifteen to twenty new sites. MCHB
is providing a additional $1 mllion to these same sites for
heal th education. The Bureau is also funding a separate $1.5
mllion grant programto states and universities for SBHC staff
devel opnent . 149

Addi tional federal |egislative mandates and prograns with
i nkages to SBHCs are the Drug-Free Schools and Community Act,
Juvenil e Justice and Del i nquency Prevention Act, Job Training
Partnership Act, Department of Agriculture's Supplenental Food
Program for Wonen, Infants and Children (wiIc), Community and
M grant Health Service, Indian Health Service, Substance Abuse

and Mental Health Services, and Division of Adol escent and Schoo

Health (within the Centers for Disease Control and Prevention).15¢

148Thid, 192.
149General Accounting O fice Report, 3.
150pryfoos, 192.



Texas

Texas has followed the national pattern of public concern
for children and youth. 1In every legislative session, bills are
passed that inpact children. Those efforts over the |ast two
decades wil|l be highlighted here.

In 1971, the Ofice of Early Chil dhood Devel opment was
created by executive order with its primary function to provide
| eadership in assessing the needs of children. It stated "the
wel | -being of children - and thus the future of Texas - is a
responsibility shared by all of us."!®1 |n 1974, the Interagency
Task Force on Youth Care and Rehabilitation reconmended t hat
progranms serving children focus on prevention, early intervention
and be community based. The 1987 Select Committee on Tax Equity
pointed to mayjor flaws in health and human services. Anong them
was the state's |ow national ranking in serving populations in
need, particularly the increasing nunbers of children living in
poverty and single parent famlies (especially anong racial and
ethic mnorities). A United Way report the follow ng year
reiterated the emerging profile of Texas children. The nunber
living in poverty was estinmated to increase, pointing to
statew de crisis due to poverty, child abuse, teenage pregnancy,
subst ance abuse, and school drop out rates.15?

In 1991, aware that Texas was behind nost states in the

i ndicators regarding maternal and child health, the Texas MCH

151Tscoe, 3.
1521pid, 4-11.
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Coalition recommended a new "seanl ess system' of services that
would fill in the gaps of health coverage for every pregnant
worman and every child.?®3 The Texas Conptroller conducted a
conprehensi ve review of state government which resulted in the
passage of two nmmjor pieces of |egislation: House Bill 7 and
House Bill 2009. Both restructuring bills have affected child
policy. 154

Governor Richards responded to the state's health crisis by
creating a Health Policy Task Force. Anobng the proposals was the
general recommendation to increase utilization of school -based
health care services, to develop a state-level interagency group
to provide technical assistance to SBHCs, and to explore Medicaid
funding.!% |n 1992, a statew de children vaccination program
"Shots Across Texas" received funding in the 73rd Texas
| egislature with its goal to inprove the immunization rate of
Texas children.

In 1993, Senate Bill 55 created the Texas Comm ssion on

Children and Youth. |Its major objectives are as foll ows:

e to devel op a conprehensive proposal to inprove and
coordinate public progranms for children;

153Texas Research League, "School -Li nked Services." TRL Analysis
15, 4 (Austin 1%994), 27.

4Tscoe, 12-13.

155Texas Health Policy Task Force. Report of the Texas Health
Policy Task Force:Texas Health Care New Directions, (Austin)
1994, 105-106.




to achieve the goals of the comm ssion in education,
health care, juvenile justice, and famly services;

to organi ze comunity-based conm ssions throughout the
state to pronote cooperation anbng government, voluntary
organi zations and other private interests in neeting the
needs of children;

e to encourage the involvenment of parents and vol unteers;
and

to devel op local solutions to the problems.1586

Austin

Wth social programresponsibilities having shifted from
federal, to state, to city and county governnment, the inportance
of local |evel |egislation and budgeting cannot be overesti nated.
The Children's Defense Fund, one the best known national advocacy
groups for children, gives this account of the inportance of

| ocal policy:

Cities and towns are where policies affected children and
famlies are inplenented. The everyday |ives of children
are affected by nearly every service cities provide. By
tracking city legislation and budget proposals, neeting with
el ected officials, and pushing for new and i nproved rograns,
advocates affected significantly what their community offers
children and youth. 157

56T scoe, 16.

157Ibid, 26.



Faced with the evidence that nore and nore Austin area
children were not getting basic preventive nedical care,!® the
community undertook several |ocal efforts to inprove the health
status of its children. The Austin |Independent School District
(AISD) and the Austin Health and Human Services/Travis County
Heal t h Departnent devel oped a community partnership to address
childrens' health issues through school progranms. S$SBHCs experts
enphasis that careful attention should be paid to establishing
mutual Iy beneficial inter organizational relations at the | ocal
level.1®® 1n 1992, an Austin city ordinance (No.940912-D) was
passed that provided funding for two school - based health and
social service prograns in AISD. |In Novenber, 1994, that
ordi nance was anmended {(No.941103-F) to include additional funding
of school -linked services.' These prograns are governed by a
bi ndi ng | egal document called "Interlocal Cooperation Agreenent”
whi ch specifies the duties and responsibilities of both parties'é!
(to be discussed in the follow ng section).

It is the general consensus anobng expert policy makers that
| ocal conditions are inportant in determning the form and
structure of any local effort. Comunity agencies and/or

i ndi vidual s seeking to establish sBHCs should not |ook for the

1seaustin American Statesman (Austin). Novenber 3, 1994
159pryfoos, 185.

160city Council of the Gty of Austin, Odinance No. 941103-F
( Novenber 3, 19941

6lpustin | ndependent School District and the Gty of
Austin,"Interlocal Cooperation Agreenent".




"one best nodel", but rather should carefully assess the |oca
context.® |t appears Al SD has adopted this approach. The

district consists of several different projects:

e school -based health and social services in two | owincone
el enentary school s;

» a school -linked preventive care teamrotating in ten low-
i nconme el enmentary school s;

« a nmobile health unit in five |lowincone el enentary school s;
e imunization teans in any school as needed,;

e WIC - City of Austin Winen, Infants, and Children's
nutritional programin three high schools with child care; and

«» City of Austin Dental Program targeting Chapter 1 elenentary
school s.1%3

LEGAL GUI DELI NES

Al t hough the degree of state involvenent varies, nost state
governnments have in place, or are undertaking, the devel opnent of
servi ce standards, staffing guidelines, |ong-termfinancing

strategies, and quality assurance gui delines.

le2gsouthwest Educati on Devel opnent Laboratory,6; and Texas
Research League, 66.

1e3Jan Qzias, AISD Health Services Coordi nator, interagency neno,
"Current School -Based Health Service Project with City". Novenber
1, 1994.



Locatl ons

Some have devel oped state |evel offices to provide technical
assi stance to state funded centers. The follow ng map shows
t hose states which currently receive MCH fundi ng and the nunber
of prograns in each state.!'® (see Figure 3.1) In 1994, thirty-
two states reported Title V funding for school -based heal th
centers. Even sone of those states reporting no MCH funded
centers have prograns funded through other sources (e.qg.,

Kent ucky) .

184Making the Grade, 3.



Figure 3.1

School-Based Health Centers, October 1994

State allocated Tile V MCH *©
Block Grant and/or revenue 5
for schooi-based heaith centers -




Fi nanci ng

State depl oynent of MCH bl ock grant dollars, Medicaid, |oca
public funds, private foundations and patient revenues represent
many of the revenue sources for school -based health center
prograns. Table 3.1 which follows estimtes the nunber of MCH
prograns in the state of Texas along with the fundi ng break down

as reported by the Texas State Departnent of Health.163

165Thid, 14.
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Table 3.1

School - Based Health Centers By State,1994

SCHOOL-BASED HEALTH CENTERSBY STATE, 1994

SCHOOL-BASED HEALTIH CENTERS. OCT. 1994

FINANCING, FY 1994

HIGH

MIDDLE/

STATE SITE PLANNING
STATES SCHOOL| JUNIOR | ELEM. |OTHER{(1)] TOTAL MONEY TITLEV | MEDICAID | SPECIFIC (2) | ACTIVITIES
Qkiahoma 0 I 1 ! 3 $0| LOCAL J A $0
Oregon 19 0 ] 0 | $664,000 510,000 vV V $ 100,000
Pennsylvania [ 6 17 ] 291 $50,000 $600,000 o V $10,000
Puerto Rico DID NOT RESPOND
Rhode Island * | 1 0 0 2 $69.000 $60,000 $100.000
South Carolina [ 0 0 0 H 30| rLocaL \ \ 50
South Dakota 0 0 0 0 0 30 $0 50
Tennesser ® 3 0 2 i 6| £0 LOCAL v v $124.000
Texas (3) 5 4 10 0 19 50 | $2.000.000 ¥ 0 50
Utah ] 0 0 0 50 30 \ $50.000
Vermont * 0 0 0 ! i 50 $0 Y Y $ 1060
Virginia i 0 [ 0 2 $300,000 30 J y $300.000
Washington 5 0 0 0 5 30 $0 o
West Virginia 6 5 3 0 14 $250,000 ) \ J $300.000
Wisconsin 2 0 0 0 2 $38,000 $320.000 + J $0
Wyoming [ 0 0 0 §0 50 30
SUBTOTAL 44 17 34 3 1030 $1,371,000 [ $2,990.000 10 12 $1,084.(0K)
TOTAL 281 97 171 58 607] $22,314,242 | $12.006.909 29 37 $3,623.014
KEY

¥ Sites receive funds from these sources. but the amounts are unknown.
Making (he Grade grantees, each of which has been awarded $100,00G far planning

I. The OTHER category includes K-12, K-7/8, 7-12, and Head Start/Teen Parent Schools.
2. "Site specific" may include support from local public funds, private foundations. patient revenuss, the United Way, and community heal

3. Doer not include 41 school-linked sites.

** The figurer included in this chart arc estimates of the number of school-based health centers and their financing as reported by state agency represeniatives. The Making
the Grade National Program Qffice urges cautious interpretation of this information due lo the imprecise definition of school-based health centers across stides and
copununitics and some states' inability la rack independent community-based programs.




State Guidelines for QOperation

Policy devel opment was initially the domain of SBHC sponsors
and funders (e.g., health care organizations and foundations).
As states' financial involvenent has grown, the attention to
policy and programissues has increased as well. Many states
have used grant initiatives as an opportunity to establish goals,
service and staffing standards, and define prototypes for
replication. Table 3.2 categorizes the states according to their

range of program gui delines. 1%¢

l66Making t he Grade, 5.



Table 3.2

State CGuidelines for School -Based Health Centers

Required/Suggested In No Guidelines4
Guidelines? Development3

Colorado Michigan Arkansas Alabama Nevada
Connecticut Nebraska lowa Alaska New Hampshire
Delaware New Jersey Maryland Arizona North Dakota
Florida New Mexico Missouri Cdlifornia Oklahoma
Georgia New Y ork Rhode Island Idaho South Carolina
Hawali Nonh Carolina | Tennessee Kansas South Dakota
[llinois Ohio Utah Kentucky Washington
Indiana Oregon Vermont Minnesota Wisconsin
Louisiana Pennsylvania West Virginia Mississippi Wyoming
Maine Texas Montana
Massachusetts ~ Virginia

I With many states developing new school-based health center initiatives and other stales assessing and re-
assessing their preferred models, all state guidelines might be considered "works in progress."

2 States in this category have either issued guidelines which must be complied with as a condition of stare funding or
have developed guidelines that are recommended to communities bur are not a requirement for funding.

3 Some states that have funded school-based health centers using general guidelines are now clarifying their service
standards and staffing requirements. These stares are moving towards an explicit comprehensive model. A number of
states are elaborating several models for health services in school, ranging from limited services 10 comprehensive

health centers. States thar have recently funded school-based health centers arc developing their initial standards by

drawing upon the experience of older programs.

4 States that have not developed guidelines for school-based health centers either do not suppon centers or have a
total commitment to local control.
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TDH CGui del i nes

The Texas Departnent of Health {(TDH) established a state
| evel office, the School Health Program in 1992. The office has
required/suggested guidelines for all state funded progranms. The
standards are judged to be well-defined, conprehensive and well-
utilized by communities in the devel opnment of school -based heal th

center nodels. The guideline summaries are presented in Table

3.3_167

167Thid, 6.



State Quidelines for

Table 3.3

School - Based Health Centers,199%4

evaluate program;
assist in generating

resources.

|

mechanisms la
exchange of medicad,
social and linancial
eligibility
informatiun,

Suurce: Schoof Health Peograms Request for Prapesals, 1994,

technics! assistance
and suality
ASSUTANCE SAIE visits

‘Establish tligible provide s Atasimonor neat Core services, which May be scheduled
collaboration of may be dvic or school grounds. must be made full or part-time:
families, schools and  charitable avallsble, Incjude:  physiclan/
awmaumity; orsanmuo&,mh t':“lnm olnd medlcal der:w:' or
commund alth record a an appropriately
T | Assure medical home centers, pz'ﬂk health pian, trained “'-"'ﬁ'd
lor student; alth agencies, , EXAIMS, nurse practitioner
E hospital districts, immunizations, under physidan
X | Provile access lor  schoal districts, diagnosis and direction,
specialized medical  medical schoots, or treatment of slmple  mental health
A | care: private providers; llquhmmh? cou‘n.'lelor:k
u ucaion  social worker.
S I'romote healthand  Full support of and courseling, and  registered nurse, and
use of health school dlatrict must mental health clerk.
: be evidenL
Aysiems. The existng school
health persoinel
and the SBHC staff
work as a team.
Advisory council of  Ceneral consent Must provide Must parucipate in
parents, youth, form Lhal identifies  wntun agreement stajewisle data
churches, youth and  all of the services lor provision of eollection,
family services, available; alier hours and
. p‘l’xs clans, nurses, SLITUTHT Care; Must provule
T |and other health *arent must be protecai far
care providers, offered opportunity  Must provide physician
E |business, school to ident| I}:lspeclllc protacol for thvelvenent n
X nurses, schooj services Lhat they do  communicating with  recornd review and
administrators, and ™M consentlobeing  child's medical/ consulration.
A | faculty to: set policy, provided. health provader; '
S |identty services, State health
gversee budget. Must describe depanmen conducs
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Addi tional Requirenents

States can require different guidelines and provide varying
degrees of assistance depending on their population. TDH
requi res additional conponents and technical assistance worthy of

di scussi on here.

Adm ni strative

The office provides funds and technical advice but does not
adm ni ster individual programsites. Each site is required to
establish a governing board that is representative of the
community.16 School s unable to allot physical space within the
school building can establish health center sites adjacent to
school property. Standards for off-site referral and comunity
| i nkages ensure conti nuum of care beyond the prograns' scope of
services and operational hours. TDH requires that a md-Ievel
practitioner wth physician oversight |ead the core staff in
addition to nmental health professionals being on staff.

St andardi zed data collection is required.8?

Eligibility

Al'l students at all sites are eligible to receive services;
however, each student nust have a signed consent from his/her

parent or guardian. 170

le8Texas Research League, 100-102.
l6%Making the Grade, 2-11.
170Texas Research League, 102.



Funding
TDH funded prograns are expected to seek additional funds

fromthe fol | ow ng:

e sources that were pre-existent at the schools (e.g., the
funds of agencies currently serving the school s);

e appropriate public prograns {e.g., Medicaid EPSDT);
» private third party insurers;

« local financial support (e.g., actual dollars, services,
or in-kind contributions); and

e a sliding-fee scale for famlies not Medicaid eligible and
whose i ncones are above 100 percent of the federal poverty
| evel . 171

TDH al so details the specific requirenment that S3HCs becone
Medi cai d providers to ensure naxi mum recovery of federal and
state dellars.'72 Literature suggests the pursuit of Medicaid
rei nmbursement will becone increasingly conplicated by the recent
growm h in Medicaid managenent care progranms. Such nmanaged care
prograns require intensive contractual negotiations and may put
addi tional strain and frustration on al ready overextended SBHC
adm ni strations. State governnents are in the early stage of
determ ning the appropriate relationship and, for the nost part,

are being devel oped at the local level.’3

17Ibid.
172Tbid, 103.
173Making the Grade Program 18.



SI TE SELECTI ON

Program sites throughout the state are funded by TDH t hrough
a conpetitive grant process. According to Nancy Sisler, School
Heal th Consul tant, Texas Departnent of Health, projects are
sel ected using pre-established evaluation criteria (e.g., high
nunber of impoverished/underserved students, inadequate nunber of
Medi cai d providers, availability of other comrunity resources).
As of Cctober 1994, TDH funds ni neteen programs.1’  Currently,

there are no Austin area TDH funded prograns.

Austin | ndependent School District

AISD's school health services can be grouped into three

cat egori es:

(1) traditional school. nurse services with a staff of
approxi mately forty-five full/part time nurses, two
clerical,coordinator of health services, and nedi cal
advi sor all enployed by Al Sh,

(2) AISD and Austin Health Department project of school-
based health and social services at two el enentary school s.
Servi ces provided include: well-child checkups including
treatnment referrals, immunizations for students and
siblings, famly service and case managenent upon schoo
referral, and abuse-prevention classroomeducation. Staff
I ncl udes two regi stered nurses and two community workers
enpl oyed by City of Austin;

79Nancy Sisler, Texas Departnment of Health, School Health
Consul tant interview by author, Ofice neeting, Austin, Texas,
March 3, 1995.



3a) AISD and the Austin Health Departnment project of school-
i nked preventive care started in January 1995 and rotates
t hrough twenty el ementary schools. Services provided
include well-child check-ups including treatnent referrals,
i mruni zations, and parent education about resources (to

i nclude identification of regular source of medical care).
Staff consists of three teans each including a program
manager, adm nistrative comunity worker, and registered
nurse. An administrative manager and conmunity worker
oversees the program Each team goes into one school for
one nonth; and

(3b) AISD, City Health Departnent and Brackenridge
Foundation/Children's Hospital nobile health unit project
wll start in August 1995 and be stationed outside five
(estimated) elenmentary schools one day per week. Services
to be provided include well-child checkups, limted
treatnment conditions requiring nmedical intervention and
assist famlies in securing health care providers. Staff
W ll include a nurse practitioner and paraprofessionzals,l7s

Eligibility
Certain eligibility requirements were required of those

school s interested in the school health projects. Participating

students required signed consent forms as well.

School s

All thirty-one Chapter 1 elenentary schools were consi dered

for site selection using the following criteria:

1757an Ozi as, Al SD Health Services Coordinator, interview by
author, O fice neeting, Austin, Texas, February 17 and 24 1995;
and Patsy Benavediz, City of Austin Health Department Community
Qutreach Program Coordinator, interview by author, Ofice
nmeeting, Austin, Texas, March 10, 1995.



e chronic absentee rate,

e inmmuni zation deficiencies,

e unnecessary outpatient visits to Children's Hospital
Emer gency Roomin 1993 as evidenced by zip-code dat abase,

e percentage of students on free/reduced | unch program

» geographical barriers to community health facilities,

e canmpus admnistrator's denonstrated support for and capacity
to successfully facilitate student health care, and

» active parent participation in school events.l76

St udent s

Al'l students are eligible to receive services provided a
Heal t h and Soci al Services Center Consent for Services is on file
(see Appendix A). This formalso contains a Consent to Share

Necessary Information requirenent at the bottom of page.

Liability

The literature strongly recommends that all SBHC
partnershi ps be |egalized through a binding contract or
menor andum of agreenent. This creates a formal structure and

clarifies roles and responsibilities for all parties.!??

176patsy Benavediz, City of Austin Health Departnent Conmunity
Qut reach Program Coordi nator interview, office neeting, and Cty
of Austin Health Departnment Meno, March 10,1995

"pryfoos, 150.



Local Partnership Agreenent

The Interlocal Cooperation Agreenent between Austin
| ndependent School District and the City of Austin is the binding
docunment by which duties and responsibilities are assigned. (see
Appendi x B) *O special note is City Responsibility 4D which
prohi bits gynecol ogi cal nedical procedures as well as any ot her

fam |y planning services.

St andard Protocol s

SBHC progranms have a set of nedical and social service
gui del i nes consi sting of specific protocols for the treatnent of
different presenting problens and issues. Chart docunentation is
requi red upon each encounter. Arrangenment for back-up services
which may or may not include energency care and referrals is
clearly identified. Provisions for outreach and follow up are
specified. Quality assurance site visits insure proper protocols

are followed.17®

Maj or Texas Statues

There are several major Texas Statutes which govern school
heal th services. The Texas Health and Safety Code (Section
81.007) provides the nost conprehensive liability protection. It

states:

A private individual performng duties in conpliance with
orders or instructions of the [Texas] departnent [of Health]

178Nancy Sisler, interview and tel ephone conversation, March
17, 1995.



or a health authority issued under this chapter [8] is not
l'iable for the death of or injury to a person or for the
damage to property, except in the case of willful m sconduct
or gross negligence. 17°

The exception for "gross negligence" is commopn to nost statues
and is defined as acting wth conscious indifference to the
ri ghts of others. 180

The Texas Education Code (Sections 21.912 & 21.935) provides
protection to enpl oyees and professional volunteers (physicians,
RNs, LVNs, physician assistants and other |icensed or certified
heal th care professionals) when such duties are conducted under

t he auspices of a school district. It states:

A professional enmployee will not be personally liable for
any act involving the exercise of discretion which is
incident to or perforned within the scope of duty, except
when he has used excessive force in the discipline of a
student or negligence resulting in bodily harmto a

st udent . 181

Vol unteers are also protected fromliability for ordinary
negligence in nmuch the sane way as school enployees. Though it
is not mandatory for RNs or LVNs to purchase additiona

professional liability insurance, it is advised.?282

17%Texas Departnent of Health, The Liability Ri sk Associated Wth
Immunizing Children, (Austin), 4.

180Thid, 26

181Thid, 29.

182Nancy Sisler, interview, telephone conversation, March 17, 1995.




Addi ti onal St atues

The Texas Tort Claims Act protects districts fromall
liability for negligence unless it involves the use or operation
of a motor vehicle.!®? The Communi cabl e Di sease Prevention and
Control Act and the Charitable Immunity and Liability Act provide
addi ti onal immunity.184

It would appear that school districts, their volunteers and
enpl oyees are well-insulted fromliability law suits so |l ong as
they are acting wthin the scope of their duties and are not
grossly negligent. Texas has an established policy of protecting
schools and their volunteers. As a result, judgnments agai nst
school districts and school personnel are nearly inpossible to

obt ai n. 18

CONCLUSI ON

Public schools have been involved in the delivery of health
and human services since the turn of the century. Many of the
Progressive Era's school -based social reforns were reintroduced
during the Great Society. These reforns characterized the belief
that federal government should serve as the direct provider of
care. The 1980s introduced a shift fromfederal and state
i mpl ementation to one of city and county control. Wth this new

approach, local nunicipalities and agenci es have joined forces

183T7exas Departnment Heal th, 28.
181Thid, 6.
185Tbid, 29.
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W th school systens. A nunber of program guidelines, state
statues, and |l ocal contractual agreements provide liability
protection to school health service providers.

The legal framework and literature review both point to the
possi bility of continued devel opnent of SBHCs. This research
project's purpose is to reviewthis service intergrated approach
and to nmeasure |local attitudes and perceptions. The net hodol ogy

used to exam ne these issues is presented in the next chapter.



CHAPTER FOUR

Met hodol ogy

This applied research project is a descriptive and
exploratory study, utilizing survey research as the nmethod for
data coll ection. The purpose of this chapter is to describe the
nmet hodol ogy used i n addressing the research question. The
strengt hs and weaknesses of the survey research and justification
for using this nethod is exam ned. A discussion of the study
popul ation is included. The questionnaire devel opnent, survey

desi gn and methods of anal ysis are presented.

SURVEY RESEARCH

As a neasurenent and collection of relevant data, survey
research i s perhaps the nost frequently used node of observation
in the social sciences.8 Surveys are used in studies that have
i ndividuals as the units of analysis and is probably the best
nmet hod avail able in cecllecting original data. Survey research is
an excellent nmethod for neasuring attitudes and perceptions of a

gi ven popul ati on. 87

18éEzr]1 Babbi e, The Practice of Social Research, (California:
Wadswort h Publ i shing Conpany, 1992),147.
1871bid, 163.




STRENGTHS AND WEAKNESSES OF SURVEY RESEARCH
Strengths

Surveys are particularly useful in describing a |arge
popul ation's characteristics. Through the use of a sanple
popul ation survey, the researcher can make predictions about a
| arger population. A survey is the best vehicle for describing a
| arge popul ation {e.g., Austin Independent School District
Principals and Area Superintendents).!% Surveys are flexible
giving the researcher an opportunity to ask many questions on a
given topic, as well as allow ng the researcher choices of
anal ysis. Anot her survey research strength is the
standardi zation by which questionnaires are designed. Each
respondent is asked the same questions lending itself to an
accurate and reliable nmeasurenment of a population. Finally,
surveys make a | arge sanple size feasible, which is inportant in

descriptive and exploratory research,???

Weaknesses

Wil e standardi zation is regarded as a strength it also
represents a weakness in survey research and does not always |end
itself to the finding of commonalties anopng individuals. Surveys
often appear superficial and may not address the context of
social life. Flexibility can also be a weakness of survey

research because the researcher is fixed into a rigid design, not

188Thid, 262.
183Tpid, 278.



all ow ng new variables to be included if needed. Finally, survey
research is weak on validity. The artificiality of the
instrument forces respondents to indicate in a standard format
and may not be a valid nmeasure of individuals cpinions.1%0

Wil e taking into consideration both the strengths and
weaknesses of survey research, this project used a self-
adm ni stered questionnaire to gather responses from principals
and area superintendents on their attitudes and perceptions of

school - based health centers.

Sel f-Admi nistered Questionnaire

Mai | surveys are the typical formof self-adm nistered
survey. It is an instrunent conpleted by the respondent, not an
interviewer. Generally the mailed distribution contains the
following: a cover letter explaining the project, the
guestionnaire and a sel f-addressed stanped return envel ope. A

short followup rem nder is suggested." :

POPULATI ON AND SAMPLI NG | SSUES

The sampling frame consisted of a list of AISD principals
and area superintendents. Surveys were nailed to 103 principals
(el even high school, fifteen middle/junior hi gh, seventy
el enentary and seven special centers) and seven area

superintendents. No attenpt was made to sanple a particular type

190Tbid, 163.
191Thid, 263-6€4.



of adm nistrator; thus, the data represents a range of principals
and area superintendents. (Appendix 3 includes a copy of the
cover letter used to explain the project and the survey
instrument. A self-addressed, stanped envel ope was al so included
with the questionnaire.) The surveyor contacted Al SD Research
and Eval uation Departnent to determne the mailing options
available in the district: (1) home addresses, (2) schoo
addresses, or (3) official inter district distribution only after
a proposal review ninety days prior to mail out. Because of tine
constraints, the third option was ruled out. Upon discussion

t he departnment director expressed concern that Al SD

adm ni strators were over surveyed and schools were over burdened
with mail. He went on to state that response rates were
sonmetines poor for this group. The surveyor choose the honme mail
out using the 1994 AISD Directory, hoping that honme addresses
would result in at least fifty responses. A follow up post card

was sent two weeks |ater to encourage response.

QUESTI ONNAI RE DEVELOPMENT AND SURVEY DESI GN

The sel f-adm ni stered survey was designed to reveal the
attitudes and perceptions of Austin Independent School District
principals and area superintendents regardi ng school -based heal th
centers. The questions were devel oped froma descriptive study
of the literature and exploratory interviews with | ocal schoo
heal th experts. This triangular approach included extensive

l[iterature research and personal interviews which allowed the



researcher to address a broad range of historical, attituainal

and behavi oral issues. 192

Questionnaire Devel opnent

Questions were developed fromthe literature and interviews.
Early in the survey's devel opnent, conversations (office and
t el ephone) were held with the ASID Health Services Coordinator,
City of Austin Health Departnent Community Qutreach Program
Coordi nator, and Texas Department of Health, School Health
Consultant. The surveyor sought to gain a clearer understandi ng
of the district's know edge of the subject. The questions focus

on five key concepts as illustrated in Table 4.1.

192Robert K. Yin, Case Study Research. {California:Sage
Publications Ltd., 1994),92.




Table 4.1
Key Concepts and Question Itens

Key Concepts Questionnaire Item
Col | aboration of Health 1,3,23,24
and Educational Institutions

St udent and School 2,4,5,6,14
"Communi ty" Needs

SBHC Characteristics 7-12,13
Adm ni strators' Phil osophy and 15-21
Support of SBHC Approach

Barriers and Obstacl es 22

Denogr aphi cs 25- 30

A copy of the survey is contained in Appendi x C

Survey Design

The survey contained thirty questions and was designed to
capture both qualitative and quantitative information through the
use of closed-ended, forced choice, and open-ended questions.

Ei ghteen questions were answercd on a five point Lickert scale
2 = always true, 1 = sonetines true, 0 = neutral, -1 = seldom
true, and -2 = never true). Nire questions were answered froma
provided list of attributes. Three open-ended questions allowed
respondents to answer in a |less structured narrative form The
denogr aphi ¢ questions were placed at the end of the survey.

According to Babbie, at first glance potential respondents should



not be di scouraged by being asked to reply to the nbst sensitive
questions early on.

Before the survey was sent out to Al SD adm nistrators, a
pre-test was given to the Al SD Health Services Coordi nator and
three outside principals. Each reported that the instructions
were clear, although some suggesti ons were nade regarding

term nol ogy. Those nodifications were nade.

ANALYSI S OF SURVEY DATA

The responses were sunmarized using an overall nean rating,
per cent ages per category, and essay form. Tables were devel oped
toillustrate the results of the survey. These findings and

interpretations are presented in Chapter Five.



CHAPTER FI VE

Research Results

The purpose of this chapter is to present the results of the
research. The response rate, survey results and anal ysis of the
responses are discussed using both a quantitative and qualitative
approach. The adm nistrators' attitudes and perceptions toward

school - based health centers i s the focus.

SURVEY RESULTS

The surveys were mailed to 103 Austin |Independent School
District Principals and seven Area Superintendents, and 26
(25.2% were returned. Because of the response, the
generalizability of the results is |low However, of those
respondi ng, the responses and comments suggest high interest in
the topic. The results are grouped into five categories which
assess admnistrators attitudes and perceptions. Summary
di scussion and comments to the open-ended questions are included
within each category. The denographic data are presented

separately.

Denogr aphi ¢ dat a

Denogr aphi c characteristics of the respondents are presented
in Table 5.1. The distribution is given according to the grade
| evel of the principal's school, gender, age, racial/ethic group,

| evel of educational attainnment, and years as school



adm nistrator. There were significantly nore female (73 %) than

mal es respondents.

Table 5.1
Characteristics of Survey Respondents

(n=26)

El ementary M ddle/ High Special Area

Characteristic School Juni or School Center Supt .
Gender

Female 13 3 1 1 1

Mal e 3 2 1 1
Age Range 40- 60 44-59 46- 47 52 53-61

Racial/ethnic group
American | ndi an

Asian/Pacific

Aneri can

Black/African
Anmeri can 2 1

Mexi can Aneri can/
Chi cano 4 2 1

QO her Hi spani c/
Latin Anreri can

Puerto Ri can

Wi te 10 2 2 1 1

O her




Level of Educati onal

At t ai nnment
Mast er s 12 3 1 1 1
Doct or at e 4 2 1
Post Doct or al 1

Years as School
Adm ni strat or

<5 years

5 to 10 years 8 1 1 1

11 to 20 years 6 3

21 to 30 years 1 1 2
>30 years 1

Col | aborati on of Health and Educati on

This section indicates adm nistrators' attitudes toward
heal th and education collaboration as presented in Table 5.2

The nmeans were above 1 which indicates respondents overwhel m ngly
agree in the need for collaborative partnerships. They agree
education and health are intertw ned, and SBHCs have the ability

to bring education and health and human servi ces together



Table 5.2
Collaboration of Health and Education

Overall Mean Ratings (n=26)

Educati on
and heal th
i ntertw ned 1.44

SBHC ar e

ef fective

col | aborati on

bet ween

educati on

heal t h

human

services 1.6

The open-ended questions ask for suggestions in creating
partnerships. Wth the first question, ten respondents agreed
servi ces shoul d be "brought to where the children are” through
SBHCs on or near canpuses. Five suggested the school buil ding
serve as "comunity depots" which would act as satellite service
providers contributing to the well being of the entire comunity
not just the insured and paying. Four respondents narrowed their
comments to address the student individually by suggesting: use a
case managenent approach in the school; increase enphasis on the
whol e child; and medi cal history services should be updated and
included in each individual educational plan. Only one
respondent disagreed with the idea of health and education

col | abor ati on.



The second question asked for suggestions in bridging the
gap between education, health and human services. Seven
respondent s suggested nore open honest dial ogue between comunity
servi ce agencies and schools. Six proposed that nedical
per sonnel which m ght include nurse practitioners, social workers
and nore nobile health units be placed on canpus for the entire
day. One suggested health services be included in the m ssion
statenent of the school district and backed with necessary
funding. One respondent remarked that a joint conmunity task
force should be the m nimal approach, and nmandated state
| egi sl ati on would be the maxinum It was suggested that turf
i ssues be settled between school personnel and services agencies.
One response suggested show ng "naysayers" the positive results

of service integration.

Student and School "Comunity" Needs

Adm ni strators' perceptions regardi ng student and school
"communi ty" health needs are presented in Tables 5.3 and 5.4.
As shown in Table 5.3, they agree school "comunities" need a
nor e conprehensive health delivery systemfor children (with a
mean over 1), while the nean rating of individual student health

needs was not as hi gh.
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Table 5.3
Student and School "Community" Needs

Overall Mean Ratings (n=26)

In nmy

"comuni ty"

chil dren need

a nore conprehensive
heal t h

del i very

system 1.19

Conpl ex

needs of

st udent make

i ntellectual

and heal th

devel opnent

difficult .83

My students

heal t h

status

Wwor seni ng .54

Table 5.4 indicates the range of services needed by
students. Mental health counseling and social services were
viewed as the nost inportant with over 80% of the respondents
agreeing. Acute, chronic and preventive nedical services were
rated high with over 75%responses. The need for dental services
was significant (73% . The prescribing and di spensing of
nmedi cations as well as the need for |aboratory testing were

|isted as key conponents (61% . Those services dealing wth



human sexuality were not viewed as inportant. However, this
rating is possibly due to the high response of el enmentary grade
principals and is not viewed as relevant to their age group of

student s.

Table 5.4
Servi ces nost needed by students

Percent That Agree (n=26)
Survey |tens

Mental Health and
Soci al Services
Soci al services 84. 6%

G oup and/or
fam |y counseling 80. 8%

Student crisis
i ntervention 69,2

=

Mental health
assessnent 65.4

e

St udent counsel i ng 65. 4%

Medi cal Servi ces
Preventi ve nedi ca
services 76. 9%

Care of acute
illnesses/injuries 76. 9%

Managenent of
pronoti on 73. 1%



Dent al Servi ces

Medi ci nes and
Laboratory Tests

Basi c | aboratory

tests 65.4

o\©

Prescription of
certain nedicines 61.5

owe

Di spensi ng of
certain nmedicines 57.7

ol

Human Sexual ity

Pregnancy

prevention 42 .3%
Pregnancy testing 30. 8%
Prenatal care 30. 8%

Testing/treatment
sexual ly transmtted

di seases 30. 8%
O her

Speci al needs of

mul tiply-disabl ed 11. 5%

The open-ended question in this section allowed for
additional coments. Those specific services not included in the
i st above were: counseling for students of divorced parents,
counseling for problems directly related to poverty, teenage

drinking and drug abuse.



SBHC Characteristics

Adm ni strators overwhel m ngly agreed that SBHCs have the
effective characteristics to inmprove the health status and well -
being of children. Al nmeans were well above 1 and close to the

maxi mumrating of 2 (range of 1.88 to 1.54).

Table 5.5
SBHC Char acteristics

Overal |l Mean Ratings (n=26)

Characteristics

Heal th care

beconmes nore

accessible to

st udent s 1.65

Hel pf ul

for children

of poor

famlies 1.85

| nproves

delivery for

Medi cai d

eligible

chil dren 1.73

Hel pful for

chil dren

with no

heal t h

i nsurance 1.88
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Provi des

"medi cal hone"

est abl i shing

continuity of

care 1.54

| nproves

educat i onal

per f ormance by

addr essi ng

unmet health

needs 1.81

Factors Inportant in Deciding to Host SBHC

Table 5.6 indicates those factors admnistrators consider to
be inmportant in deciding to host a school -based health center.
Those issues directly affecting the child were consi dered nost
inmportant. Nutrition and health issues (e.g. nunber of students
on federal school |unch program high rate of nedical problens,
and i nadequat e physician coverage) were nost often cited. Those
i ssues related to famly dysfunction {(e.g. high incidence of
child abuse/neglect and school truancy/dropout) were the second
nost cited. Although, support from parents and school
adm nistration was listed as inportant, it did not appear to be
the deciding factor regarding SBHC adoption. Interestingly,
respondents did not consider juvenile crime to be nuch of a
factor. Perhaps crine is viewed as nore of a community Issue
only indirectly affecting individual children. Oher factors

respondents included in the list were inappropriate energency

86



roomvisits, inadequate clinic coverage in school "comunity",

and chem cal dependency within school.

Table 5.6
Factors inportant in deciding to host

percent of total (n=26)

Survey ltens

Factors Directly
Affecting Children

Nutrition and Heal th
St udents on Feder al
School Lunch Program 91. 7%

High rate
health rel ated
pr obl ens 91. 7%

| nadequat e
physi ci an coverage
in community 75. 0%

Fam |y Dysfunction

Hi gh rate

absent eei sm

truancy and dropout 83. 3%

Hi gh

i nci dence of

child

abuse/neglect 79.2%



Evi dence of Support
Evi dence of school
di strict support 70. 8%

Evi dence of parental
and community - based

support 62. 5%
Community at
Large

H gh

i nci dence

juvenile crine

i N community 54.2%
O her 12.5%

Phi | osophy and Support

The mean ratings given in Table 5.7 indicate that
adm nistrators strongly agree that principal, teacher/staff, and
parental support is crucial to the adoption of the SBHC approach.
A nmean rating of .04 reflects their neutrality regarding the idea
that traditional school nurses are underutilized. They do not
believe that a school's function should be Iimted to academ c
instruction, nor do they believe that the procurenent of

children's health services lies solely with the famly.
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Table 5.7
Adm ni strator's Phil osophy and Support

Overall Mean Ratings (n=26)

Per cepti ons

Principal's
support and
i nvol venent
critical to
adoption of
SBHC 1.65

Par ent al

support

crucial to

est abl i shnent

of SBHC 1.5

Teachers

and staff

connective

i nks

bet ween

st udent and

center 1.42

School nurses

are

underutilized

resour ces .04

School s

function

shoul d

be limted

to acadeni c

i nstruction -.88
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Responsibility

for procurenent

of health and

human servi ces

lies solely

with famly -.69

School s have

role in

coordi nati ng

service

delivery

efforts . 54

Barriers and Obst acl es

In Table 5.8, the results of those factors considered to be
SBHC barriers and obstacles are presented. The responses were
wei ghted; three tines the nunber one responses, two tines the
nunber two responses and one tines the nunber three responses.
The nunbers were totaled to reflect a ranking. The
adm ni strators overwhel m ngly agree that human sexuality issues
are the greatest obstacles for SBHCs. Reproductive health ranked
first, and AIDS prevention ranked second. A first glance, these
results nay seemcontradictory to the previous question regarding
student reproductive health care needs. However, the earlier
question related to individual student needs as perceived by
adm nistrators at the local level. These factors represent
obstacl es affecting the SBHC approach at-large. The third ranked
factor was parental consent which can be related to a variety of

controversial isssues.



Table 5.8
Barriers and Obstacl es

{1st being the nost controversial)

ranked 1st ranked 2nd ranked 3rd wei ghted
| ssues scor es

Reproductive
heai t h
I ssues 12 3 0 42

Al DS
prevention 3 7 0 23

Par ent al
consent 1 5 4 17

“I'n house"
liability
guestions 15

Lack of
adequat e
space 1 12

Unst abl e
fundi ng
sour ces 2 2 1 11

O her 2 0 0 6

St udent
confidentiality 0O

Family
privacy 0

Turf issues

bet ween

school

per sonnel and

service

agenci es 1
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The next chapter summarizes the research and conpares the
survey results to the literature. Reconmendations are offered as

wel | .



CHAPTER SI X

Summary and Concl usi ons

The purpose of this applied research project was three fold.
First, a study of the current literature provided a descriptive
outline of the emerging school -based health center concept. In
addi tion, exploratory discussions with |ocal school health
experts furnished insight into the |ocal |evel of know edge and
under standi ng of the intergrated approach. Second, the attitudes
and perceptions of Austin |Independent School District Principals
and Area Superintendents regardi ng school - based health centers
were assessed. Third, the results of the survey were conpared to
the literature research. This chapter will summarize those

findi ngs and provi de recommendati ons.

Col | aborati on of Health and Educati on

Traditional settings which once strictly separated education
and heal th have been chal |l enged by the alarm ng statistics
regarding the health status of children. Child policy experts
and reform sts are calling for the cooperation anong institutions
and the integration of services. AlISD adm nistrators appear to
understand the necessity for collaborative efforts and agree that
children's issues nust be addressed through an integrated

appr oach.



St udent and School " Conmunity" Needs

The needs of AISD students as perceived by principals and
area superintendents are conparable to those presented in the
literature. Mental health and social service needs were those
nost cited. Medical and dental services were often nentioned.
The needs of |ocal students appear to be consistent with those on

the national |evel

School -Based Health Center Characteristics

The literature considered certain attributes to be essenti al
in the delivery of effective school health services:
accessibility, acceptability and affordability. Admnistrators
agreed that SBHCs have the potential to effectively address these

issues and ultimately inprove the health status of children.

Adm ni strators' Phil osophy and Support of SBHC Approach

Child health policy makers contend | ocal administrative
phi | osophy sets the tone for the devel opment and i npl enment ati on
of the SBHC approach. Al SD principals and area superintendents
agreed. They extended that support systemto include

teachers/staff and parents.

Barriers and Obstacl es

Resear ch suggests that nost SBHC controversy centers around
certain issues. Human sexuality topics, including birth control

and Al DS prevention, cause the nost conflict. Local



adm ni strators overwhelmngly agreed. The literature points to

t he problem of stable and Iong termfunding as well.

Concl usi ons and Recommendati ons

The school - based health center approach is not the cure-all

for children's health. SBHCs can not address all of the conpl ex
and inter related problens affecting our nation's youth.
However, they do offer an exciting and prom sing nodel by which
critical issues can be addressed. Alarm ng national, state and
| ocal statistics point toward a sense of urgency. It is within
this context, in addition to the survey responses of AlISD

adm nistrators, that the follow ng reconmmendati ons are nade:

e Conduct a through student needs assessnent of each school.
Not all school popul ations and "comunities"” have the sane
probl ens.

e Establish a strong school coalition prior to start-up. The
coalition should include principals, parents, |ocal school
community | eaders, existing school nurses, teachers,
counsel ors and school support staff.

e Develop a clearly defined mssion and set of goals which
woul d i nclude; scope of services, program protocol, staff
responsibilities and liability issues.

e Develop and inplenent an effective eval uation tool
Enphasi s shoul d be on outcones not outputs.

It is hoped that some of these findings and reconmendati ons
will prove worthwhile in local efforts to inprove the health

status and the well-being of Austin Area students.



Appenalx
Si es necesario, usredpuede obrener era forma en espafol en la oficina de la escuela.

HEALTH AND SOCIAL SERVICES CENTER.

CONSENT FOR SERVICES
1994-1995 SCHOOL YEAR 1995-1996 SCHOOL YEAR 1996-1997 SCHOOL YEAR AISD

Dear Parent or Guardian:

The City of Austin Health and Human Services Department can provide free health, counseling and social
services in addition to those of Austin Independent School Disuict at our school. The new services are
listed below. To use these services you MUST fill out and sign this form for each of your children at
school. First, choose ONE of the following three options:

CONSENT TO RECEIVE SERVICES

I. ____NO, | do not want my child to receive any of the services.
2.Y E S , | wantmychildto beabletoreceiveany of the services, if needed.
3 Y E S , | wantmy child to beable to have some services.

If you checked option #3 and want just some services for your child, please indicate those below:

SERVICES AVAILABLE ARE: | DO want:
a  Well child check-ups and Early Periodic Screening, Diagnosis. a
and Treatment (EPSDT) physicals.
b.  Assistfamiliesin finding medical resources. b.
c.  Immunization shots (vaccinations) - need consent form for each shot. C.
d  TBskin testsand blood tests to detect problems such & anemia and

high blood pressure.

e Counseling about individual health and safety. puberty, personal
responsibilities and decision-making. €.

f.  Assess your child for health problems (i.e. earache, sore throat, skin rash)
and refer when necessary f.

g Counseling about problems at school and home. g — -

h.  Group activities to build skills in communication and making decisions.  h,

I.  Home visits with family. L
Parent/Guardian Signature Print Parent/Guardian Name Dae
Print Child's Name Birth Date Crade Child's Teacher

FERRERREBRERETERFBRERERBERELLRLLERFERSEREREBR LRI BERE BRBRRBRE
CONSENT TO SHARE NECESSARY INFORMATION

| give permission for sharing of information about my child, only if needed, among the staff of the Austin
Independent School District, the City of Austin Health Services Team, and School-Linked Services in my
child's school.

| give permission to the staff to make referrals, if needed, to other service agencies. | know that inform-
ation about services for my child may beincluded in statistical reports, like those to evaluate the program
and identify community needs. Such reports will not identify my child or family by name.

| know my consent for any of the above action is voluntary and can be withdrawn at any time by
notifying school personnel.

Parent/Guardian Signature Dare
5/94



Appendix B

INTERLOCAL COOPERATION AGREEMENT BETWEEN
TIN RVDEPENL EN1 SCHOOL DISTRICT AND THE CITY JF AUSTIN
TO FROVIDE HEALTH AND SOCIAL S! TO CHILDREN

The parties to this Interlocal Cooperation Agreement ("' Agreement™) are the Austin
Independent School District ("AISD") and the City of Audtin ("City™).

WHEREAS, AISD and the Gity provide servicesto children within their respectiveareas of
authority and jurisdiction; and

WHEREAS, the City provides primary health care services and social services to children
who attend AISD schools and are educated by AISD; and

WHEREAS, in order to make available additional health care to children the City has
requested AISD to provide space so that children may be provided certain health care and social
services in close proximity to where they are being educated; and

WHEREAS, AISD has available certain space which may be used by the City for provision
of health care and social services without interference with the provision of education to children;
and

WHEREAS, AISD and the City desire to cooperate to make available health services and
social servicesto children:

NOW, THEREFORE, the parties to this Interlocal Cooperation Agreement agree as
follows:

1. Provision of Space. AISD shall provideto the City certain space in the elementary
school(s) as determined by local campus principalsand City agreement. The location of the space
may be changed and additiona space may be added from time to time by revisionsagreed to by the
representatives of the local campus. The space shall be hereinafter described as the " Provided

Space.”

2. Charges_and Expenses. AISD has available existing space and the expenses
incurred by AISD in providing the Provided Space will be minimal. In consideration of the
benefits to AISD students by the City pursuant to thisagreement and of theresulting benefit to the
educational processin AlISD, AISD shall make no charge for the Provided Space. The City shall
be responsiblefor its activitiesin the Provided Space, including the provision of equipment and
furnishings necessary to carry out the health services and social services.

3. AISD Duties. AISD shall have the following duties under this Agreement:
A. Makethe Provided Space available and accessible.

B. Provide customary services such as electricity, water, heat, air conditioning, light,
gaff restrooms gnd janitorial servicesto the Provided Space.

C. I%eﬂg_nate the dates and times when the Provided Space will be availablefor use by
the City.

4. City Responsibilities. The City will beresponsiblefor the following:

A. Inspect the Provided Space and determine, at the City's sole discretion, whether it is
suitablefor providing health services.
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. Provide services, as agreed to by thelocal campus principa and City, with City staff

who may include a community hedth nurse. a social worker, a licensed mental
health counselor, a clerical support person, ouaeach worker (to include volunteers)
and other appropriate hedlth care providers (to be defined as a dentist and a nurse
practitioner or physician's assistant)

Provide preventive and primary health care and socia services appropriate for
childrenincluding:

(@) developmental assessment

(b) Immunization

(c) well child assessment

(d) treatmentfor illness under City medical protocol

(e) referral for specialized care and non-protocol illness
() supplementa hedth related instruction and program
(g) home vigtation as necessary

No hedlth servicesor socid servicesunder this Agreement other than the types set
out in this Agreement will be performed by the City. Specifically, no gynecological
medical procedures, or birth control services, including referrals for abortion or
provision of birth control devices, will be performed on site, and all referralswill be
made after no  cation and consent of parents or guardians, except as otherwise
required under federal or state law.

E. Provide hedthservices and socia servicesonly after informed parental consent

G.

H.

Provide servicesonly for students and the students' siblings from the attendance
area of the school where the Provided Space is made available. An exception is
those services necessary for other household members that may directly affect the
student

Be responsible for al employees, volunteers or agents of the City and others,
excluding AISD employees, providing hedth related services in the Provided Space.

Be responsible for all medical waste and sanitation prior to and after provision of
health services.

5. Independent Entity and Acknowledgment of Responsibilities.

A.

B.

Independent Entity. The partiesexpressly acknowledge and agree that City and
AISD are independent entities and each assumes all the rights, obligations, and
liabilities applicabletoit as an independent entity. No employeedf the City shall be
considered an employee, agent, or representative of AISD. No employeedf AISD
shall be considered an employee, agent, or representative of the City.

City Responsibilities. City acknowledges that as between City and AISD, to
the extent City has liability under applicablelaw, City is solely responsiblefor any
claimsor lossesfrom personal i nj ury, death, or property damages that are caused by
the acts of omissions of the City or its employees, agents or representatives.
regardliessof wigther the claimsor losses arise as aresult of claims by parties to this
Agreement or external parties. City shall not assume any liability whatsoever for
any clamsor lossesfrom persona 11 ury, death, or property damage that are caused
by the acts or omissionsof AISD, its employees, agents, or representatives, and



does not waive the provision of the Texas Ton Claims Act by entering into this
agreement with AISD.

C. AISD Responsibilities. AISD acknowledges that as between City and AISD, to
the extent AISD has liability under applicable law, AISD is solely responsible for
any claims or losses from persona injury, death, or property damages that are
caused by the acts of omissions of AISD or its employees, agents, or
representatives, regardless of whether theclaimsor losses arise as aresult of claims
by parties to this Agreement or external parties. AISD shall not assume any liability
whatsoever for any claims or losses from personal injury, death, or property
damage that are caused by the acts of omissions of the City, its employees, agents,
or representatives.

6. Termination. This Agreement or the use of any Provided Space shall be terminated
Iby (eeijtkt\)eé party, without cause, upon thirty (30) days written notice to the other party, at the address
ist OW.

7. Responsibility for Health Services. The parties agree that no AISD employeeor
A1SD volunteer shall provide health or social services outside their own job description. All health
services contemplated by this Agreement shall be provided by the City and the City shall be fully
responsible and liable for the provision of all such services. The City shall have the responsibility
of securinginformed parenta or guardian's consent. Because the City is fully responsible for the
provision of health and social services, the City agrees that in the event AISD is named in any
claim or litigation regarding the provision of health and social services by the City, the City Law
Department will provide legal counsel to defend AISD, its Trustees, officers, employees and
volunteers in cooperation with AISD legal counsel. The partiesagree that they shall cooperate with
each other in the coordination of health care services through assessment, referral and case
conferencing.

8. Access to Records. After parental or guardian informed consent, AISD shall
provide to City employees access to student records, including information regardlng parent or
guardian's address and telephone numbers.

9. Disclaimer of Warranties. AISD makes no warranty to the City or to any person or
the parent or guardian of the person to whom health or social services are provided as to fitness of
purpose for intended use of the Provided Space, habitability of the Provided Space or suitability
for intended use of the Provided Space. AISD specifically disclaims any and all warranties of any
type, express or implied, regarding the Provided Space.

10. Term of Agreement. This agreement shall be in full force and effect as of the
_ dayof , 19 ___, and shall continue thereafter for an indefinite term,
bur either party hereto shall have theright to terminate the same on any anniversary date hereof or
at theend of any fiscal year, upon giving notice in writing to the other party not fewer than thirty
(30) days prior to the date of termination, or the same may be terminated at any time by mutual
consent.

11. Application of Law. This Agreement shall be governed by the laws of the State of
Texas and venue for any litigation concerning this agreement shall bein the City of Austin, Travis
County, Texas. If afinal judgment of acourt of competent jurisdiction invalidates any part of this
Agreement, then the remaining part shall be enforced to the extent possible consistent with the
intent of the partiesas evidenced by this Agreement.

12. Survival. Conditions and covenants of this Agreement which by their terms are
performable after the termination, expiration or end of this Agreement shall survive such
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termination, expiration or end and remain fully performable.

13. Aswesssssssi. Neither party shall assign, sublet or aansfer its interest in this
Agreement without the prior written consent of the other.

14. Address for Notice and Representatives of the Parties. The address for
noticefor the partes and the representativesof the parries are as follows:

City of Austin Austin Independent School District
Health & Human Services Department 1111 West 6th Street
2100 E. St. EImo, Bldg. E Austin, Texas 78703

Austin, Texas 78744-1886

Representative Representative

The names of the representatives and the addresses of the parriesmay be changed by written notice
from one party to the other.

15. Legal Obligations. Nothing herein shall ater the duty of the parties to comply with
applicable requirements of law.

16. Nondiscrimination. City and AISD shall provide all services and activities required
by this Agreement in compliance with the Americanswith Disabilities Act of 1990. City and AISD
shzél I Sggtl discriminate against any person based on race, religion, color, sex, national origin, age,
or disability.

17. Formal Process. Any change to the provision of this Agreement or any attachments
toit shall be made in writing and signed by both parties after approval by the City Council and the
Board of Trustees.

18. Entire Agreement. All oral and written agreements between the parties to this
Agreement relating to the subject matter of this Agreement that were made prior to the execution of
this Agreement have been reduced to writing and are contained in this Agreement  Any agreement,
covenant or understanding that is not included in this document has been superseded by this
Agreement

CITY OF AUSTIN AUSTIN INDEPENDENT SCHOOL DISTRICT

By: By:




January 16,1995

Dear Austin 1SD Principal/Area Superintendent;

| am a graduate student at Southwest Texas State University, pursuing a
Mastersof Public Administration. Becauseof my interest in educationand
hedlth, | have chosen the topic of School-Based Health Centersfor an applied
research project. | am conducting a survey of AISD Principalsand Area
Superintendents for the purpose of determining local administrative perceptions
toward this collaborative movement.

Thisresearch project is not connected with your school district but rather
isan independent graduate student's project. | would appreciateyour
cooperation in answering thissurvey. Every responseand comment is
important. Y our reply will be anonymous.

Please return the questionnaireusing the stamped envelopeat your
earliest convenience but no later than March 10. Thank you.

Sincerdly,

Deborah Durham

17842 Park Vdley Drive
Round Rock, TX 78681
521 244-2302

If you would liketo receilve summary of the survey results, please provideyour
mailing address below and return thisletter with the survey.
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SURVEY OFPRINCIPALS
and
AREA SUPERINTENDENTS

For the purpose of thi s survey only, the definition of a"school-based hedth center” : space sat
adde on aschool campus where services delivered by one or more heath and humean service
agendes are co-located and coordinated with school personnel.

Thank you for taking time out of your busy scheduleto answer thi s survey.
Please drdeyour regponse using this scae.
2 1 0 -1 2

always tre never true

Collaborative Effort

1L Education and hedlth are inextricably intertwined.
2 1 0 -1 -2

2. The complex neads of today's student makeit increesingly difficult to promote
intellectual achievement and hedthy deve opment.
2 1 0 -1 -2

3. School-based hedlth centers can be an effective collaboration bet ween education, hedth
and human services.
2 1 0 -1 -2

School and Community Needs
4 Asawholg | se¢ the hedth satusof My students worsening,
2 1 0 -1 -2
5. In my school "'community”, | see the need for amore comprehensveand effective
hedth care delivery system for children.
2 1 0 -1 -2
6. What factorsare important in deciding whether or not to host medicd and socid work
services On aschool campus?
number (%) of students on Federd School Lunch Rogam
strong evidence of parenta and community-based support
strong evidence of schooal didrict support
____ schod "community™ has inadequate physician coverage
— schoal has high rate of health-related problems(e.g. teen+ :
Subgance m%sa mentd disorders) o (8 epETnyY
____ highraesof school absentesiam, truancy, and dropout
echool "community” has high incidence of juvenile crime
schoal has high incidence of child abuse/neglect
other (please be specific)
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SBHC's Characteristics

7.

10.

11

12.

13.

14.

School-based hedlth centers make hedlth care more accessible and convenient for
students.

2 1 0 -1 -2

School-based hedlth centers are helpful for childrenlivingin poor families.

2 1 0 -1 -2

School-based hedlth centers can improve service delivery for Medicad-digible
children.

2 1 0 -1 -2

School-based hedlth centers are especidly helpful for children with no heatth insurance.
2 1 0 -1 -2

School-based hedlth centers can provide students with a "medica home" establishing
continuity of care.

2 1 0 -1 -2

School-based hedth centers can improve sudent's educationa performanceby
addressing unmet health care needs.

2 1 0 -1 -2

Please indicate those setvices which are needed by your school population:
preventive medical services (e.g. anud checkups)

carefor acute illnesses/injuries (e.g. ear infections)

management of chronic medica problems

prescription of certain medicines

dispensingof certain medicines

basic laboratory tests  (e.g. strep throat cultures)

menta health assessment/referral/coordination of outside services
student counsdling

group and/or family counseling

student crisis mtervention

hedlth education/promotion

socid services  (e.g. enrollment in)

dental services

pregnancy testing

____  pregnancy provention

__ prenatal care
testing/treatment for sexually transmitted diseases

other ( please be specific)

What do you consder to be the mogt seriousunmet medica and/or  psychosocial care
needs of your students?
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Philosophy and Support

15.

16.

17.

18.

10.

20.

21.

The function of schools should belimited to academic instruction.

2 1 0 -1 -2

Responsibility for the procurement of health and human services lies solely with the
family.,

2 1 0 -1 -2

Schoolshawve aroleto play in coordinated service delivery efforts.

2 1 0 -1 -2

Principals support and invotvement is criticd if the school-based hedlth center
concept isto be adopted.

2 1 0 -1 -2

Parental support is crucid to the establishment of school-based hedth centers.

2 1 0 -1 -2

Teachers and schoal staff can be connectivelinks between the students and the center.
2 1 0 -1 -2

Presently, school nurses are underutitized resourcesin the del i very of hedth care.

2 1 0 -1 -2

Barriers and Obstacles

22.

Please rank what are considerd to be the most controversial issues surrounding
school-based hedlthcent er s:
(# 1 being the mod: controversial)
Al DS prevention
___ family privacy
"in house" lighility questions
| ack of adequate space
_____ ungablefundingsources
parental consent
____ reproductive hedth issues
student confidentiality
turf i ssues between school personnel and service agencies
other (please bespaiifiC)

Comments/Suggestions

23.

Describe what you believe an ided partnership might be between health care
providers and educators?




24.  What do youthink could be doneto bridge the gap between educationa, heaith and
human service institutions as each works to tmprove the wen-being of children.

Demographic Data(optional)

25.  What is your gender? 26. Wha isyour age?
__ femde
___mde
27.  Areyou?
____ AmericanIndian ____ Other Higpanic or Latin American
_ Asian/Pacific American ____ Puerto Rican
_____ Black or African American _____ White
____ Mexican Americana Chicano __ Othe

28.  What isyour levd of educationd attainment?

Masters Doctorate Post Doctora
29.  How nany years have you been aschool administrator?
< 5years 11 to 20 years > 30 years
5t0 10 years 21to 30 years
30. Youaeaprincipa at what gradelevel?
elementary school
middle/junior h gh school
high school
special center

If you would consent to a personal interview regarding your attitudes and perceptions of
school-based hedlth centers, please provideyour name, address and phone number below.




Bi bl i ogr aphy

Anerican Acadeny of Pediatrics, Commttee on School Health,
School Health: Policy and Practice, 5th edition. Elk
G ove Village, Illinois: American Acadeny of
Pedi atrics, 1990.

Anerican Medi cal Association, Council on Scientific Affairs.
"Provi ding Medical Services Through School - Based
Heal th Prograns."” Journal of the American Medi cal
Associ ati on 261, no.13 (April 1989): 1939-42.

Anglin, Trina M "Position Paper on School - Based Heal th
Cinics."” Journal of Adolescent Health Care 9, no. 6
(Novenber 1988): 526- 30.

Annas, Ceorge J., and Sylvia A Law. Anerican Health Law
Boston: Little, Brown and Conpany, 1990.

Austin American Statesman (Austin). Novenmber 3, 1994.

Austin I ndependent School District and the City of Austin,
“Interl ocal Cooperation Agreement."

Babbi e, Earl. The Practice of Social Research. California:
Wadswor t h Publ i shing Conpany, 1992.

Benavedi z, Patsy, City of Austin Health Departnment Comunity
Qutreach Program Coordinator, interview, office
meeting, and City of Austin Health Departnment Meno,
March 10, 1995.

Berg, Morjorie, Barbara Taylor, Laura E. Edwards, and Erick
Y.Hakanson. "Prenatal Care For Pregnant Adol escents in
a Public H gh School." Journal of School Health,
(January 1979):32-35.

Brandis, Clair, Susan Starbuck-Mrales, Any L. Wl fe and
Virginia McCarter. "Characteristics Associated with
Contraceptive Use Anong Adol escent Females in School-
Based Fam |y Pl anning Programnms,” Fam |y Pl anning
Perspectives 26. no 4, (199%4), 160-68.

96



Bri dgman, Anne. "School Health Clinics are on the Rise." The
Aneri can School Board Journal, (Muy): 19-25.

Brindis, Claire, Susan Starbuck-Mrales, Amy L.Wolfe, and
Virginia McCarter. "Characteristics Associated with
Contraceptive Use Anong Adol escent Females in School -
Based Fam |y Planning Prograns." Family Planning
Perspectives, 26, no. 4 {July/ARugust 1994):160-64.

Bureau of Primary Health Care. US Departnent of Health and
Human Services (1994). School Based Clinics That Wrk.
U S Departnment of Health. Wshington, D.C.

Bureau of State Health Data Policy Analysis. Texas
Department of Health (1994). Texas' Heal thy People
2000: Health Status Indicators. Texas Departnent of
Heal t h. Austin. Texas.

Car negi e Council On Adol escent Devel opnment. Turning Points
Preparing Anerican Youth for the 21st Century.
Warl dorf, MD., 1990.

Cartwight, Peter, Dorothy E. Caul, and Mchael S. Swafford.
"Teen- agers Perceptions of Barriers to Prenatal Care."
Sout hern Medi cal Journal, (July 1993): 737-41

Center ror the Future of Children, Foundation. The Future of

Children. Los Altos, California: The David and Lucile
Packard Foundation. 1992.

Cheng, Tina L., Judith A Savageau, Ann L. Sattler, and
Thomas G Dewitt. "Confidentiality in Health Care.™
Journal of the America Medical Association 269, no. 11
(March 1993) : 1404- 07.

Children"s Defense Fund. An Opinion Maker's CGuide to
Children in Election Year 1992, Washington: Children's
Def ense Fund, 1991, quoted in M.Joycelyn Elders and
Jennifer Hui, 1426.

City Council of the City of Austin, Odinance No. 941103-F
(Novenber 3, 1994).

97



Commttee on Child Health Financing, American Acadeny of
Pedi atrics. "Financing Health Care for the Medically
I ndigent Child." Pediatrics 80, no. 6 (Decenber 1987},
957.

Di vision of Public Health Pronotion, Texas Departnent of
Heal th. (1991). Healthy Texans 2000. Texas Depart nment
of Health, Austin, Texas.

Dryfoos, Joy, Full Service Schools, San Francisco: Jossey-
Bass Publishers, 1994.

Dryfoos, Joy. "School -Based Health Clinics: Three Years of
Experience,"” Fam |y Pl anning Perspectives 20 (March
1988) : 194- 200.

Earies, Feiton, Lee N Robins, Arlene R Stiffman, and
Jack Powell."Comprehensive Health Care for Hi gh-Risk
Adol escents: An Evaluation Study." Anerican Journal of

Public Health 79, no.8 (August 1989): 999-1005.

El ders, Joycelyn M. "Schools and Health: A Natura
Partnership."” Journal of School Health 63,nc.7

Sept enber 1993): 312-15.

El ders, Joyceiyn M "Making A Difference in Adol escent
Heal th." Journal of Anmerican Medical Association
269,n0.11 (March 1993) : 125-26.

El ster, Arthur. "Adol escent Health Pronotion Overview "
In Arerican Medical Association State-of-the-Art
Conference on Adolescent Health Promotion: Proccedings

in Wasington, D.C., May 1, 1992, edited by Arthur
El ster, Susan Panzarine, and Katrina Holt, 1-4.
Arlington, VA National Center for Education in
Maternal and Child Health, 1993.

Fox, Harriette B., Lori B. Wcks, and Debra J. Lipson.

Through School - Based Prograns. (1992) Fox Health
Policy Consultants, inc. US. Departnent of Health
and Human Services. Maternal and Child Health Bureau.
Washi ngton, D.C

98



Gal avotti, Christine and Sharon R Lovick. "School -Based
Cinic Use and Other Factors Affecting Adol escent
Contraceptive Behavior." Journal of Adol escent Health

Care 10, no. 6 (Novenber 1989): 506-512.

General Accounting Ofice. (1994). Health Care Reform
School -Based Health Center Can Pronpote Access to Care,
(GAO Report No. GAC/HEHS-%4-166), Washington,

CGeneral Accounting Ofice, 1.

Hacker, Karen, Lise E. Fried, Lenna Babl ouzian, and Jim
Roeber. "A Nationw de Survey of School Health
Services Delivery in U ban Schools. "Journal of
School Health 64, no. 7 (Septenber 1994).

Hadl ey, Elaine M, Sharon R Lovick, and Dougl as Kirby.
School-Based Health Clinics: A Guide To Implementing
Prograns. (1986) Center for Popul ation Options.

Washi ngton, D C

Harol d, B.Nancy. "School -Based Clinics." Health and Soci al
Work," (Fall 1988): 303-305.

Harol d B.Nancy and Rena D. Harold. "School - Based Health
Clinics: A Vehicle for Social Wrk Intervention."
Social Work in Education 13, no. 3 (April 1991): 185-
94,

Harol d Rena D., and Nancy B Harol d. "School -based dinics:
A Response to the Physical and Mental Health Needs
of Adol escents."” Health and Social Wrk 18, no. 1
(February 1993): 65-74.

Hechi nger, Fred M, "Turning Points Revisited: A New Deal
For Adol escents." Carnegie Quarterly 24, no. 2 (Spring
1993).

Hirsch, Marilyn and Laurie Zabin. "Users of Reproductive
Health Clinics Services in a School Pregnancy
Prevention Program."Public Health Reports 102, no. 3
(May/June 1987): 307- 16.

99



| goe, Judith B., and Beverly P. G ordano. Expandi ng School

Health Services To Serve Famlies In The 21st Century.

(1992) Anmerican Nurses Publishing. Washington, D.C

| saacs, Mareasa. "Devel oping Culturally Conpetent
Strategi es for Adol escents of Color." In American
Medi cal Association State-of-the-Art Conference on
Adolescent Health Promection: Proccedings in Wasington,

D.C., May 1, 1882, edited by Arthur Elster, Susan
Panzarine and Katrina Holt, 35-54 Arlington, VA
Nati onal Center for Education in Maternal and Child
Heal t h, 1993.

| scoe, Louise K Texas Teens The Status of Adol escents.
Austin, TX Hogg Foundation for Mental Health, 1990.

| scoe, Louise K Action For Texas Chil dren, Trends and
Influences in Child and Fam |y Policy. Austin, TX
Institute of Human Devel opnent and Fam |y Studies The
Uni versity of Texas at Austin, 1993.

Jehl, Jeanne and M chael Kerst, "Getting Ready to Provide
School - Li nked Services: Wat Schools Miust Do." The
Future of Children. Los Altos: Center For The Future
of Children, The David and Lucile Packard Foundati on,
1992.

Keenan, Terrance. "School - Based Adol escent Health Prograns."”
Pedi atri c_Nursing 12, no. 5, (September/October 1986):
365- 69.

Ki rby, Douglas. "Conprehensive School -Based Health Cdinics:
A G owi ng Mvenent to Inprove Adol escent Health and
Reduce Teen-age Pregnancy." Journal of School
Health 56, no. 7 (Septenber 1986): 289-291

Klein, Lucella, Mddels of Conprehensive Service - Regul ar
School - Based. " The Journal of School Health xlv, no
5 (May) 271-73.

Kort, Mchael, "The Delivery of Primary Health Care In
Anerican Public Schools, 1890-1980." Journal of
School Health 54, no. 11 (Decenber 1984): 453-57.

100



Lear, Julia Graham "School- Based Health Care." in
Conpr ehensi ve Adol escent Health Care, ed. Stanford B
Friedman, Martin Fisher and S. Kenneth Schonber g,
899-902. St. Louis: Quality Medical Publishing, 1992

Lieu, Tracy A., Paul W Newacheck, and Margaret A McManus.
Race, Ethnicity, and Access to Anmbul atory Care anong US
Adol escents.” American Journal of Public Health 83, no.
7, (July 1993) : 960-65.

Litman, Theodor J., Health Politics and Policy, Al bany:
Demar Publishers Inc., 1991.

McAnarney, Elizabeth R "Discontinuity: A D lemm for
Adol escents” Pediatrics 80 no. 6 (Decenber 1987):

954- 56.

McCord, Marcella, Jonathan Kl ein, Jane Foy, and Kate
Fothergill, "School -Based dinic Use and School
Performance," Journal of Adol escent Health 14 (19%93),
91-98.

McCormick, Kathleen. "Bringing Health Care To The Kids."
Governi ng (Septenber 1989) : 56-61.

Maki ng the Grade National Program Office. State Initiatives
To Support School - Based Health Centers, (Washington
1994).

Melaville, Atelia |., Martin J. Blank, and Cel areh Asayesh.
Together We Can: A Guide for Crafting a Profamily
System of Education and Human Servi ces.

Washington, D.C: U S. Departnment of Education and
U S. Departnment of Health and Human Sevices, 1991.
| SBN 0-16- 041721- X.

MIlstein, Susan G "An Insider's View Health Pronotion
fromthe Adolescent's Perspective.” In American
Medi cal Association State-of-the-Art Conference on
Adol escent Health Pronotion: Proccedings in
Wasington,D.C., May 1, 1992, edited by Arthur
El ster, Susan Panzarine, and Katrina Holt, 5-14.
Arlington, VA National Center for Education in
Maternal and Child Health, 1993.




MIIstein, Susan G, Elena 0. Hi ghtinggale, Anne C
Peterson, Allyn M Mortiner, and David A Hanburg.
"Pronoting the Healthy Devel opnment of Adol escents.”
Journal of the American Medical Association 269, no. 11
(March 1993): 1413-15.

Mol bert, WIlliam Cherrie B. Boyer, and Mary-Ann B. Shafer.
"1 npl ementing a School -Based sTD/HIV Prevention
| ntervention: Collaboration Between a University
Medi cal Center and an Urban School D strict." Journa
of School Health 63, no.6 (August 1993): 258-¢61.

Nader, Philip, Susan Gl man, and David E. Bee. "Factors
I nfl uencing Access to Primary Health Care via School
Health Services." Pediatrics 65, no. 3 (March 1980):
585-91.

Nai erman, N and K Marvelle. School -Based Health Cinics
That Work. (1993) U S. Departnent of Health and Human
Services, Bureau of Primary Health Care. Rockville, MND

Ozi as, Jan, AISD Health Services Coordi nator, interview,
of fice nmeetings, tel ephone conversations and
i nteragency neno, "Current School -Based Heal th Service
Project with City". Austin, Texas, Novenber 1 and 18,
1994; January 6 and 13, 1995.

Pal unmbo, Dennis J., Public Policy in Anerica, Ol ando:
Har court Brace Jovanovi ch, Publishers 1988.

Panzarine, Susan. Pronpting the health of Adol escents:
Proceedi ngs fromthe 1990 State Adol escent Health
Coor di nators Conference. Washington, D.C : Nationa
Center for Education in Maternal and Child Health,
1991.

Pentez, Mary. "Benefits of Integrating Strategies in
Different Settings." In Anerican Medical Association
State-of -the-Art Conference on Adol escent Health
Pronotion: Proccedings in Wasington, D.C., May 1, 1992,
edited by Arthur Elster, Susan Panzarine, and
Katrina Holt, 15-33. Arlington, VA: National Center for
Education in Maternal and Child Health, 1993.

102



Ri enzo, Barbara, and Janmes W Button. "The Politics of
School -Based Cinics: A Community-Level Analysis."
Journal of School Health 63, no. 6 (August 1993): 266-
72.

Ross, Judith W, "School -Based dinics: An Qpportunity for
Soci al Wrkers to Address Youth Violence." Health and
Social Work, (January 1994):82-83.

Schlitt, John J., Kamala D. Rickett, Lisa L. Montgonery, and
Julia Grahman Lear, A Making the Grade Report: State
Initiatives To Support School - Based Health Centers.
(Washington, D.C.: WMking the Grade National Program
O fice, Novenmber, 1994).

Siegle, Lucille and Todd A. Krieble. "Evaluation of School-
Based, High School Health Services." Journal of Schoo

Health 57, no. 8 (Cctober 1987): 323-325.

Sisler, Nancy, Texas Departnment of Health, School Health
Consultant, interview, office neeting and tel ephone
conversation, Austin, Texas, March 3 and 17, 1995.

Sout hern Governers' Association and Southern Legislative
Conference. "Adol escent Pregnancy In The Sout h:
Breaking the Cycle." A Report of the Southern Regional
Project on Infant Mortality, Washington, DC. Southern
Governers' Association and Sout hern Legislative
Conf erence, My, 1989.

Sout hwest Educati on Devel opnent Laboratory, School -Linked
Services:Avenues to Achieving Quality Education For

All. Austin: 1990.

Stevens, Rosemary, In Sickness And In Wealth. US: Basic
Books, 1989.

Texas Conprehensive School Health Initiative, Texas
Associ ation of School Administrators. (1993). Healthy
Kids/Healthy School s: Gui debook for Action. Austin,
Texas.

Texas Department of Health, The Liability Ri sk Associ at ed
Wth I mmuni zing Children. (Austin).




Texas Education Agency Comm ssioner's Critical Analysis
Series Nunber 2. Famliy and Community Support:
Coordi nated Education, Health and Human Servi ces
(Austin: Texas Education Agency).

Texas Policy Health Force. Report of the Texas Health
Policy Task Force : Texas Health Care New Directions.
(1992) Texas Policy Health Force, Austin, Texas.

Texas Research League, "School -linked Services." TRL
Analysis 15, no. 4 (May/June 1994).

The Robert Wod Foundation, School -Based Heal th Care Program
The Answer Is At School: Bringing Health Care to Cur
Students. Washington, DC.: Schmitz Press, 1994.

U S. Congress. Senate. Commtte On Labor And Human
Resources, Current Patterns And Programs For Teenage
Pregnancy Prevention: A Sunmmary For Policy Mkers.
101st Cong., 1st sess. 1989. Conmttee Print 101-52.

US Departnment of Health and Human Services. Public Health
Servi ces. School -Based Cinics That Wrk. [Washi ngton,
D.C]: US. Departnment of Health and Human Servi ces,
Public Heal th Servi ce.

Vincent, Murray L., Andrew F. Clearie, and Mark D
Schl uchter. "Reduci ng Adol escent Pregancy Through
School and Conmmuni ty-Based Education." Journal of the
Ameri can Medi cal Association 257, no. 24 (June 1987):
3382-8¢.

Washi ngton, Vivan. "Models of Conprehensive Service -
Speci al School -Based." Journal of School Health, (My
1975) : 274-77.

Weat herly, Richard and Jeanette Senke. "Wat Chance for
School - Based Health Clinics? Lessons From The Field."
Soci al Work in Education 13, no 3 (April 1991): 151-
61.

Yin, Robert K Case Study Research. California: Sage
Publications, 1994.

104



Zabin, Laurie and M Hirsch. "Adol escents Pregnancy-
Prevention Program™ Journal of Adol escent Health Care,
(August 1986) : 77-87.






