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To bill... or not to bill?   
 
It is a seemingly simple 
question for school-based 
health centers, yet its an-
swer remains terribly com-
plex.  For many years, the 
issue of billing and collect-
ing patient revenue has 
both challenged and frus-
trated school-based health 
care providers.  The desire 
to bring in a reliable and 
constant source of reve-
nue is tempered by the 
energy and resources 
needed to create an effec-
tive infrastructure for such 
an operation.  Health care 
practice management 
skills and expertise are not 
routinely part of the train-
ing and experience for cli-
nicians and clinical admin-
istrators that populate 
SBHCs.  The small clinical 
school-based programs 
often do not have the ad-
ministrative support to be 
either efficient or effective 
at revenue collection. 
 
The supposition that 
school-based health cen-
ters could be made finan-
cially stable through recov-
ery of patient care revenue 
has been posited by policy 
makers who believe, rea-
sonably, that the growing 

number of publicly insured 
school-aged children 
should provide a sufficient 
pool of insured SBHC us-
ers.  But issues like patient 
volume, persistent uninsur-
ance (yes, still), limited 
administrative capacity, 
potential breaches of con-
fidentiality, the volume and 
importance of non-billable 
services performed in 
SBHCs, managed care, 

and philosophical mission 
confound the idyllic notion 
that SBHC budgets can be 
made more secure through 
third party billing. 
 
 A two-day meeting of 
SBHC administrators and 
public and private funders 
was convened by the Na-
tional Assembly in January 
2002 (see page 6 for ros-
ter).  Participants explored 
with NASBHC leaders and 
staff the current state of 
third-party patient revenue 
recovery and were asked 
to determine a two-
pronged national technical 
assistance agenda: 
 
• What can national and 

state partners do to 
assist SBHCs in 
strengthening their 
capacity to bill and col-
lect? 

 
• What Medicaid and 

commercial insurer 
policies prevent or limit 
reimbursement to 
SBHCs? 

 
The work group’s recom-
mendations follow. 
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“Technology is a criti-
cal partner in the pur-
suit of practice man-
agement excellence.” 



Practice Management Re-
sources 
The work group supports the 
development of a national 
SBHC practice management 
initiative to include a 
print/electronic manual with 
coding guidelines and sample 
encounter forms that can be 
adapted to meet local needs.  
Hands-on training through 
national, regional and/or local 
venues should be organized 
to accompany the manual.  
Train-the-trainer efforts di-
rected at state SBHC associa-
tions would be helpful for 
creating practice manage-
ment infrastructure within a 
geographic area. 
 
Potential collaborators in this 
endeavor were identified as: 
national and regional founda-
tions with interest in surviv-
ability of SBHCs; state public 
health departments, HRSA’s 
Center for Health Services 
Financing and Managed Care, 
the National Association of 
Community Health Centers, 
and state SBHC associations. 
 
Support Federal SBHC Net-
work Legislation 
Federal financial support for 
state-level technical assis-
tance to school-based health 
centers would provide much 
needed resources to fund the 
above-described activities 
and to advocate for policy-
level changes that limit reim-
bursement.  NASBHC and its 
federal and state partners 
should make the passage of 
this legislation a high priority. 
 
Funder-Directed Advocacy for 
Increased Support 
If a higher level of skill, exper-
tise and systems support is 
needed in the SBHC in order 
to collect third-party revenue 
efficiently, a concomitant 
increase in financial support 
will be necessary, at least in 
the initial stages.  NASBHC 
should state its support for 

adequate levels of funding on 
order to develop the infra-
structure required for higher 
level functioning in the SBHC. 
 
MIS Information Broker and 
Analyst 
Technology is a critical part-
ner in the pursuit of practice 
management excellence.  Yet 
many programs have limited 
technological proficiency and 
resources.  The field could 
benefit from analytical tools 
that would allow them to re-
view and evaluate systems 
that could better serve their 
practice management needs, 
including compatibility of soft-
ware language and sharing 
data elements between data 
collection and practice man-
agement or billing/accounting 
software systems.  Three ma-
jor actions should be under-
taken by NASBHC towards 
improving data systems inte-
gration and practice manage-
ment for SBHCs. 
 
Minimum SBHC Data Set.  
NASBHC should approve and 
promote a minimum SBHC 
data set that includes the 
following data points: proce-
dure and diagnosis codes for 
most common encounters 
that occur in SBHCs, behav-
ioral and biomedical risk fac-
tors in the CQI tool, services 
for primary care and behav-
ioral health providers, date 
and length of services, demo-
graphics (race, grade, sex, 
age), insurance, free lunch 
eligibility or income proxy, 
disposition codes for tracking, 
languages spoken, confidenti-
ality (services and billing), 
consent (registered/non-
registered students), group 
screening and health educa-
tion sessions/activities, and 
unique identifier. 
 
SBHC Software Guidelines.  
NASBHC should develop and 
disseminate a set of SBHC 
software guidelines for use by 

SBHCs when selecting, up-
grading, or changing practice 
management software sys-
tems.  The guidelines would 
examine requirements of any 
system (interface/ compatibil-
ity), license cost, annual sup-
port cost, web-based or com-
puter based application, cost 
of updates, technical support 
availability, HIPAA compli-
ance, maintenance and op-
erations, process for updating 
CPT and ICD 9 codes, and a 
listing of the data and prac-
tice management software 
programs that meet these 
requirements. 
 
Feasibility of Data/Practice 
Management Integration.  
NASBHC should conduct a 
case study toward under-
standing the feasibility of 
data/practice management 
integration in SBHCs.  Five 
SBHC sites that are represen-
tative of centers in the field 
would be selected to receive 
consultation regarding inter-
nal and software systems 
integration, training in prac-
tice management related skill 
sets, and technical assistance 
support during the integration 
period.  The five sites that 
participated in BPHC’s study 
would receive first priority as 
case study sites.  The case 
study would examine an array 
of pre and post practice man-
agement related data; identify 
the barriers, opportunities, 
and strategies used in each 
site; and document the les-
sons learned.  A practice man-
agement guide/tool kit and a 
national training strategy 
should be developed and 
disseminated to the field 
based on the lessons learned 
from the case study. 
 
NASBHC is encouraged to 
work with the Bureau of Pri-
mary Health Care and NACHC, 
which have pioneered the 
development of Integrated 
Management Information 
Systems for the community 
health field. 
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Standardization 
Reimbursement policy ap-
pears to be confounded by 
the lack of universal definition 
for what constitutes school-
based health center services 
(and a perception that each 
center is unique).  Several 
participants observed that the 
desire to embrace unique-
ness across SBHCs is a hin-
drance to establishing com-
mon understanding about 
SBHCs among health care 
payers.  The field would do 
well to communicate those 
services that are common to 
SBHC – a strategy that would 
befit a national costing model 
(see below). 
 
Develop “cost-basis for SBHC” 
study 
There is little-to-no knowledge 
of a cost basis for determin-
ing reimbursement for ser-
vices delivered in SBHCs.  The 
field needs a methodology for 
establishing its costs – a 
process that gives value to 
the collateral (non-clinical) 
and non-billable activities 
associated with patient care 
in the SBHC.  Rural and com-
munity health centers have 
tools used nationally that 
might have applicability for 
SBHCs.  NASBHC should as-
sess the availability and utility 
of these tools and explore the 
feasibility of their application 
in a national representative 
sample of school-based 
health centers. 
 
Explore federal/state policies 
that support reimbursement 
of the full cost of providing 
services  
There is precedent for Medi-
caid to reimburse at full cost 
those services delivered by 
unique provider types.  Infor-
mation gathered from the 
above recommended cost 
study should be used to advo-
cate for federally and state-
supported reimbursement 
methodologies that allow full 

recovery of costs.  SBHCs 
sponsored by federally quali-
fied health centers are enti-
tled to cost-based reimburse-
ment; what types of reim-
bursement could be recom-
mended for non-FQHC SBHCs 
that deliver the same services 
to the same high risk popula-
tion? 
 
Federally Qualified SBHCs 
The designation of SBHCs as 
federally qualified health cen-
ter “look-alikes” bears reim-
bursement advantages.  Yet 
most SBHCs view the federal 
requirements for “look-alikes” 
to be inappropriate for a 
youth-focused access pro-
gram.  NASBHC should ex-
plore the possibility of a fed-
eral waiver from certain “look 
alike” requirements that 
would bring a broader number 
of SBHCs under the federal 
definition, and accordingly, 
afford cost-based (or prospec-
tive payment) reimbursement 
to SBHCs. 
 
Promote best reimbursement 
practices among state deci-
sion makers 
Several states have estab-
lished Medicaid reimburse-
ment policies specific to 
SBHC (carve outs and SBHC 
provider eligibility).  These 
policies should be routinely 
documented and dissemi-
nated to SBHC advocates and 
state health care financing 
policy makers to stimulate 
creative thinking.  NASBHC’s 
report, Partners in Access: 
School-Based Health Centers 
and Medicaid, should be used 
by state SBHC advocates to 
strategize with Medicaid 
agencies about adoption of 
SBHC-friendly policies. 
 
Explanation of Benefits and 
Confidentiality 
Efforts to collect revenue for 
minor sensitive services such 
as reproductive health and 
mental health services are 

not made by many SBHCs 
because of fear that an Expla-
nation of Benefits (EOB) will 
be sent by the insurer to the 
subscriber.  An EOB sent to 
the home is a breach of the 
adolescent’s privacy, and 
even a breach of law in some 
states.  Although Medicaid 
policy does not require EOBs, 
commercial insurer’s that 
participate in Medicaid man-
aged care programs often 
send them.  Furthermore, 
because Medicaid’s free care 
policy requires that it will not 
pay for services that are deliv-
ered free of charge to non-
Medicaid populations, SBHCs 
that do not bill private insur-
ers for sensitive services can-
not bill Medicaid either. 
 
 
 

And finally… 
a word of caution 
It is fine to develop tools for 
school-based health centers 
to document productivity, 
evaluate clinical services, and 
enhance billing and collec-
tion.  In our efforts to re-tool 
the field, however, do we risk 
sacrificing the values that 
compelled us into this busi-
ness in the first place?  Are 
we setting ourselves up for 
failure with expectations that 
can’t be met?  We are HMO 
refugees, participants ex-
claimed.  Disruptive innova-
tors.  We will resist that which 
makes us look more like 
them.  Our natural inclination 
is “services first,” and not just 
those that will earn us more 
reimbursement.  The shift to a 
business orientation will no 
doubt be difficult and not 
easily digested for some, but 
necessary for many. 
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