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NASBHC Data Sets

e State Policy Survey (N =52)

— Target: State public health and health care financing
agencies

— Objective: to assess types and amount of funding,

technical support, data collection, Medicaid/SCHIP
policies

e SBHC Census (N = 1725)

— Target: school-based health centers

— Objective: to assess demographics, student user
profile, staffing and services, quality and evaluation
activities




Vietheeelogy,

e Survey instrument refined by NASBHC and
Center for Health & Health Care in Schools,
GWU (April 2005)

e Paper survey mailed to all state health
departments, typically MCH/Adolescent &

School Health Branch, incl. DC and PR (May
2005)

e Follow up phone calls to non-responders
(June/July/August, 2005)

e Solicited support from state SBHC membership
organizations (June/July/August, 2005)

e Final response: 49 states (incl. DC)




Key: Eindings:
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Staff a State Program Office
Convene Statewide Network

Collect Data from SBHCs

Prohibit Contraceptives in SBHCs
License SBHCs

Set Standards for SBHCs

Monitor Standards

Define SBHCs as Medicaid provider
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States that Eund SBHIES

e Arizona Massachusetts

e Colorado Michigan

e Connecticut North Carolina
Delaware New Jersey
Florida New Mexico
lllinois New York
Kansas Oregon
L_ouisiana e Rhode Island
Maine e Texas
Maryland e West Virginia




STATE-DIRECTED FUNDING FOR SCHOOL-BASED HEALTH CENTERS, 2004-05

SBHCs
funded
by state

Total

Title V
MCH Block
Grant

State
General Fund

Tobacco
Settlement

Title XX Soc
Srvs Blck
Grant
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$15,514,400

$4,431,500
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$6,900,000

$3,885,600




# ol States that' Allecatie SBHIC
EURAING SEUICES

# Average
Source States Allocation

MCH Block Grant 7 $1,000,000

General Revenue 16 $1,735,000
Tobacco Settlement 4 $2,656,000
Federal — TANF 1 $3,325,500
ALL 20 $2,800,000




hoetalf State-Directed EtRding
1992-2004

80
70
60
50
40
30
20

10 #
0 |

1992 1994 1996 1998 2000 2002 2004

)
c
=
=




Percent off SEHC Budget Covered
Py State EUna@s

<25% | 25-50% | 50-75%
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StaterStpportindicaerns
Yy States withr State: SBHIC ASSeeIations

State Support
Indicators

State $ >25% of
SBHC budget

State program
office >1 FTE

Convene state
network

Collect/report
SBHC data

No policies
restricting FP

Monitor state
standards




State Outiook ior SBHIC
EURAING
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State Sets/iVioniters; SBHIC Standards

20% Yes
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SBHEC Perormmance: Indicators
lacked by Staie

U Immunization

Mental Health

Enrollment

Asthma |

Risk Assessment —

Physical Exam |
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Contraputions ol SBHE (6
State’'s; Public' Healthr Mission

U Tobacco Prev
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Wpes o SEIFE Data Cellected oy Stales

number of visits
SBHC users
staffing
enrollment
diagnosis
Budgets

—:l:—lBllllng/coIIectlons

Cost per user

Cost per visit
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State Licenses SBHCs

AZ, CT, FL, MA, MD, MI, NY, RI
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State! Viedicaid/SCHIP: Policies

CO, CT, DE, IL,
LA, MA, MD, ME,
NM, NY, RI

Define SBHCs as
provider type

IL, LA, MA, MD,
ME, RI

Waive prior
authorization (PA)
for SBHCs

IL, LA, MA, ME,

MI. NC IL, LA, MA, ME

Waive PA for specific
SBHC services *

CA, MD, NM, NY CA, MD, NM

Mandate contracts
between MCOs and CT, NM, RI, WV NM, RI
SBHCs

* Examples: Family planning, well child, acute care, any service where there is no
managed care




States’ View off SBHEC Roele 1in
Viedicaia

U Primary care
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State Policies fer Vieadicald
RPayments 1o SEHCS

\) Unique to SBHCs [ =RIMY=RNY

Sponsor agency

CA, CO, CT, FL, IA, IL, KY, MA, ME, NC, NY, RI
rate

Standard physician
CO, LA, MD, OR, WI
rate

(‘J) No policy
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VWhat states attilbuier e growin.
SUPPEN O SCOI-ASEd ealiin
CERLENS

Grassroots
advocacy

State Health Agy
leadership

Legislature
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A SUmmany.

e State-level initiatives are critical part of
diverse funding portfolio to assure long-
term sustainability

e Medicaid policies must have teeth and not
place burden on SBHCs

e Practice management capacity building is
essential to realizing revenue potential

e Data collection and reporting Is important
advocacy function




