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School-Based Health Clinics:
Three Years of Experience

By Joy G. Dryfoos

Summary

In the last three years, comprehensive
school-based clinics have proliferated
throughout the United States: There are
currently 138 clinics in 30 states and the
District of Columbia, and at least 65 more
are in the planning stage. Clinic programs
differ widely in their organizational struc-
ture, operating costs, range of services
and funding sources. Although some clin-
ics are funded by private foundations, in-
creasingly, programs are being initiated by
local public health departments supported
by state funds.

Only 10-25 percent of all clinic visits are
for family planning services. While all of
the clinics provide counseling on family
planning, most of the state-funded clinics
either prohibit the use of funds for contra-
ceptive supplies and abortion referral or
allow grantees to decide what to do about
the issue of pregnancy prevention. To date,
no study has found that rates of sexual
activity increase among students who par-
ticipate in clinic programs. There is some
evidence indicating that participation in
school-based clinics may have a positive
impact on contraceptive practice.

Introduction

Three years ago in this publication, I re-
ported that comprehensive school-based
health clinics might hold promise as an
approach to preventing teenage preg-
nancy.! At that time, there were 14 pro-
grams operating 32 school clinics in nine
states. Since then, efforts to develop school-
based clinics have been initiated in almost
every major city in the United States as
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well as in many rural areas; by the latest

count, 138 such clinics are now in opera-

tion.* While the debate over comprehen-
sive health clinics continues, interest in
school-based programs has been spurred
by a growing recognition of the link be-
tween low basic skills and school dropout,
poverty and early childbearing.

A body of literature on school-based
health programs has begun to emerge.?
The National Research Council of the Na-
tional Academy of Sciences has singled
out comprehensive health clinics in schools
with large, high-risk populations as a most
promising approach to pregnancy preven-
tion.®> The Office of Technology Assess-
ment has recommended the development
of comprehensive school-based clinics in
order to reduce high-risk pregnancies
among teenagers.* In addition, a number
of prominent national organizations, in-
cluding the National Parent-Teacher As-
sociation, the American Academy of Pedi-
atrics, the National Education Association,
the American College of Obstetricians and
Gynecologists and the Association of
School Nurses, have issued statements in
support of comprehensive school-based
clinics.

On the negative side, the National Right
to Life Committee, the Eagle Forum, the
Christian Crusade and other organizations
have raised strong objections to pregnancy
prevention interventions in the schools.
The former Secretary of Education, Wil-
liam Bennett, has led a crusade against
school-based clinics, calling them a “rot-
ten” idea that constitutes an “abdication of
moral authority.”® In late 1987, the Na-
tional Conference of Catholic Bishops is-

sued a policy statement calling for the en-
actment of laws to bar the dispensing of
contraceptives and the provision of abor-
tion counseling in schools. Nevertheless,
the statement acknowledged the impor-
tance of school-based clinics to help meet
the broader health needs of disadvantaged
youth.”

In some communities, opposition to
school-based clinics, although numerically
small, has captured a lot of media atten-
tion. A typical newspaper headline, “Pill
Goes to School,” triggered an extended
controversy over the opening of the Du-
Sable Clinic in Chicago.®! Nevertheless,
organized opposition has prevented the
initiation of clinic programs in only a few
places: San Diego, Boston and a commu-
nity school district in New York City are
three areas where plans for clinics are
known to have been scuttled because of
failure to gain support from school au-
thorities.

The growth in the number of school-
based clinics results from the recognition
that increasing numbers of young people
who live in disadvantaged communities
will never graduate from high school and
may never enter the labor force unless they
are provided with a wide range of ser-
vices. The Committee for Economic Devel-
opment, which represents over 200 of the
nation’s leading business executives, is-
sued a report acknowledging that the
“American Dream...is in jeopardy...

*The universe of school-based clinics described in this
article includes only those sites where family planning
counseling (as a minimum) is part of the comprehen-
sive service package. There are many other school
health programs not covered by this definition.
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when more than one-fifth of our children
live in poverty and a third grow up in ig-
norance.”® I have recently estimated that
fully one-fourth of this nation’s 10-17-year-
olds, or about seven million youngsters,
are at multiple risks of early unprotected
sexual intercourse, school failure, delin-
quency and substance abuse.'® This group
contains most of the children who are in
urgent need of attention.

The link between school achievement
and adolescent pregnancy is becoming
more clearly articulated. In the past, drop-
ping out of school was viewed as a conse-
quence of teenage pregnancy. However,
new data indicate that young people with
low basic skills are much more likely than
others to become parents, especially if they
are in disadvantaged families.!’ A recent
analysis found no significant differences
between white, black and Hispanic teen-
agers in the probability of parenthood,
once basic skills and poverty were ac-
counted for.*!? :

The interrelatedness of problems among
disadvantaged youth, the crippling effect
of school failure and the growing gap be-
tween social classes in access to economic
opportunities place a heavy burden on
school systems. With dropout rates reach-
ing 80 percent in some inner-city schools,
school systems are more willing now than
in the past to allow programs run by out-
side organizations to operate in the
schools.!® School administrators recognize
that disadvantaged students need more
support services than the schools them-
selves can supply. As one principal stated,
“Anyone who thinks the schools are not
social service agencies [is] fighting a rear-
guard action.”!* Nathan Quinones, former
chancellor of the New York City schools,
called for the establishment of a compre-
hensive health clinic in every city school,
because “it is no good to make progress in
reading scores while students are psycho-
logically and physically dying.”!?

This article summarizes the current
status of comprehensive school-based clin-
ics in the United States, focusing on the
proliferation of facilities over the period
1985-1988, the lessons learned from this

*Among women aged 16-19 with low basic skills liv-
ing in poor families, 21 percent of whites, 23 percent of
blacks and 21 percent of Hispanics had given birth to a
child; among women in the same age-group with at
least average skills living in nonpoor families, three
percent of whites, three percent of blacks and five
percent of Hispanics had given birth.

1tMuch of the information about clinics is from a 1987

survey of 35 programs operating 50 clinics. (See: S.
Lovick [ref. 17].)
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experience and the outlook for compre-
hensive school health services in the com-
ing years.

Clinic Services

Currently, there are 138 comprehensive
clinics operating in schools in 30 states and
the District of Columbia, and at least 65
more clinics are known to be in the plan-
ning stage. Table 1 shows, by state, the
distribution of the clinics operating in 1985,
the clinics operating in 1988 and the clinics
reported to be in the planning stage. Be-
cause no central authority funds, regulates
or monitors school-based clinics, these
counts are rough estimates based on the
best data available.

As the table indicates, there does not
seem to be any regional pattern to the dis-
tribution of clinics. Over the past three
years, California, Maryland, Michigan,
New Jersey, New Mexico, New York and
Oregon have all experienced large in-
creases in the number of clinic sites. In
California, funds for the new clinics have
come from a complex mix of public health
and private foundation monies, whereas
in the other states, the proliferation of clin-
ics reflects the recent infusion of state
health and human services funds and the
increased utilization of Medicaid funds. In
Arkansas and Louisiana, where there were
no school-based clinics in 1985, funds for
planning and operating new clinics have
come from private foundations. In other
states, such as Minnesota, Mississippi and
Texas, there has been little or no change in
the number of clinics in operation between
1985 and 1988.

While the clinic program in St. Paul, one
of the first programs of its kind, is often
regarded as the model for school-based
clinics, each program is tailored to the
needs and resources of the community it
serves; consequently, programs differ
widely in their organizational structure,
operating costs and funding sources. They
also vary in the number of clinic sites they
operate, the extent of referral arrange-
ments, clinic hours and, most significantly,
the range of services they provide.t'” The
majority of the programs operate a single
clinic; however, a few programs have as
many as six clinics. Atleast 17 of the clinics
operating in 1988 are situated in junior
high schools.!® About 85 percent of the
clinics are located within school buildings
and the remainder are adjacent to school
grounds. The great majority of clinics (80
percent) are open during the entire school
week, and nearly half maintain summer
operations. About 18 percent have eve-

ning, weekend or emergency coverage by"

staff physicians, and 38 percent have
backup arrangements with local hospitals
for emergency care.

All school-based clinics have certain
common elements: They all provide physi-
cal examinations and medical screenings
on site; they all offer treatment for minor
illnesses and accidents; and they all pro-
vide counseling on family planning and
personal problems.'® In addition, most clin-
ics offer gynecologic examinations, refer
patients to other providers for family plan-
ning and treatment of sexually transmit-
ted diseases, offer prenatal care, refer for
vision and hearing problems, provide nu-
trition and weight control counseling and
offer mental health counseling. Some clin-
ics distribute contraceptives on site, pro-
vide child care for teenage parents, offer
job counseling, organize school remedia-
tion and mentoring programs or offer
family counseling and social services.

Although the media have focused heav-
ily on the provision of birth control in
school-based clinics, in fact only 10-25 per-
cent of all clinic visits are made for family
planning services. Most clinic visits are for
physical examinations or for treatment of
minor medical problems such as colds,
menstrual cramps and injuries due to acci-
dents. Physical examinations are detecting
a surprisingly high number of vision and
hearing problems as well as other medical
conditions, such as heart murmurs and
respiratory diseases, that require referral
to other health care providers. Because of
the large number of students who have
minor complaints or major problems, clin-
ics are heavily utilized and often have dif-
ficulty keeping up with demand.

According to a survey carried out in
1987, 21 percent of clinics dispense birth
control pills and condoms on site (follow-
ing counseling and appropriate medical
procedures, such as pelvic examinations
and Pap smears); 48 percent offer gynecol-
ogic exams and prescribe contraceptives,
but refer students to collaborating agen-
cies for contraceptive supplies; and 31 per-
cent provide birth control counseling and
referrals only.?° (An earlier survey, pub-
lished in 1986, had reported that 28 per-
cent of school-based clinics dispensed
contraceptives, 52 percent prescribed
contraceptives and 20 percent offered birth
control counseling and referrals only.?')

Organization and Funding

One of the least understood aspects of
school-based clinic programs is their or-
ganizational structure. With few excep-
tions, school systems do not directly fund
or operate clinics; local agencies establish
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the clinics, typically as satellites of ongo-
ing health and social service programs.*
The earliest programs were developed by
individuals responding to particular needs
in their communities. These pioneer pro-
grams were both created and administered
by medical schools and their affiliated
hospitals (the St. Paul and Dallas pro-
grams), by neighborhood health centers
(Jackson, Miss.) or by nonprofit youth
agencies (Kansas City, Mo.). Increasingly,
however, programs are being initiated by
local public health departments supported
by state funds. The newer programs are
often operated by nurse practitioners who
double as administrators and clinicians.

A 1986 survey of school-based clinic
programs found that 33 percent of grantee
agencies are hospitals, 23 percent are
health departments, 20 percent are non-
profit youth agencies, 17 percent are com-
munity health centers, four percent are
schools and three percent are family plan-
ning agencies.?”? However, the organizing
agency often contracts with other commu-
nity agencies to provide specialized medi-
cal services, mental health counseling,
substance abuse counseling, health educa-
tion, family planning or services for teen-
age parents.

School systems have begun to play a
more assertive role in the initiation of clin-
ics in response to the complex needs of
their students. School principals play the
key role in gaining approval for the proj-
ect, allowing program operators to come
into the schools and ensuring acceptance
and utilization of the clinic.?®

Almost all school-based clinics require
that parents sign a consent form. In most
cases, consent covers all services available
through the clinic. In some clinics, the con-
sent form advises parents that state laws
prohibit clinic staff from informing par-
ents of particular treatments, but in a few
other sites, the consent form allows par-
ents to prohibit certain treatments.?* Al-
though most programs actively encourage
the participation of parents in the plan-
ning stage and attempt to keep parents
informed of clinic activities, few parents
actually attend information meetings.
(Several polls show a high level of support
for school-based clinics. Of 1,000 adults
surveyed in North and South Carolina,
nearly four out of five favor the establish-
ment of health clinics in public schools,
with the strongest support coming from
minorities [91 percent] and lower income
adults [84 percent].?® The Harris Poll has
reported that 69 percent of all parents fa-
vor requiring public schools to establish
links with family planning clinics so that
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teenagers can learn about contraceptives
and obtain them.?® In New York City, 98
percent of the parents of students in
schools with clinics said they wanted a
health clinic in their child’s school; 85 per-
cent said they wanted the clinic to provide
family planning counseling; and 61 per-
cent said they wanted the clinic either to
supply contraceptives or to provide pre-
scriptions for contraceptives.?’)

On average, an estimated 71 percent of
the students in schools that have clinics
are enrolled in the clinics.?® In the Dallas
program, 85 percent of the eligible stu-
dents were enrolled in the clinic, and a
total of 11,000 visits were recorded in a
recent year.? Costs per client at school-
based clinics are roughly estimated to be
between $150 and $250 per year, and
caseloads average about 1,000, yielding an
annual estimated cost of about $200,000
for clinic operations.** However, the range
of expenditures varies considerably ac-
cording to the services offered, the size
and location of the school, state policies on
reimbursement and the amount of con-
tributed staff time and equipment. One
study found that the average cost of a rou-
tine physical examination in a Delaware
school-based clinic was $11, compared
with $45 for a visit to a private physician’s
office.3! In contrast, a clinic in New York
City anticipated a cost of $75 per clinic
encounter. 32

Many of the earlier clinics were launched
with private foundation support but were
forced to seek public funding after they
grew out of the demonstration phase.
Funding for other clinics has shifted from
the public to the private nonprofit sector;
for example, the St. Paul program, formerly
part of the hospital-based St. Paul Mater-
nal and Infant Care Project, has incorpo-
rated privately as Healthstart in order to
have more flexibility in applying for
grants. At the same time, some founda-
tions are funding new school-based pro-
grams with substantial multiyear grants
that generally require matching funds from
the community. The Robert Wood Johnson
Foundation, for example, has divided up
$16.8 million for comprehensive services
among its 23 new grantees, which aver-
ages about $730,000 per grantee spread
over five years.*® The Annie E. Casey Foun-
dation recently launched a program that
awarded five cities $10 million each to
develop “an integrated assault on the ma-
jor problems of at-risk youth ... dropout
rates, youth unemployment, and adoles-
cent pregnancy.”3* And a number of other
private organizations, including the Car-
negie Corporation, the Willam T. Grant

Table 1. Distribution of comprehensive
school-based clinics in the United States by
state, 1985 and 1988

State Year and status

1985 1988
opera- opera-
tional tional

1988
planning
stage

Alabama
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida

lllinois

Indiana
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana

New Jersey
New Mexico
New York
North Carolina
Ohio

Oregon
Pennsylvania
South Carolina
Tennessee
Texas

Virginia
Washington
Wisconsin

Total 32 138

*Nineteen of 29 programs include family planning.

Sources: All states except Massachusetts and New
Jersey—W. F. Wesson, Support Center for School-
Based Clinics, personal communication, June 7, 1988;
Massachusetts—J. Gorbach, Massachusetts Depart-
ment of Health, personal communication, Apr. 26, 1988;
New Jersey—Handout at School Based Youth Serv-
ice Program: Profile of Funded Projects, meeting pre-
pared by the New Jersey Department of Human Serv-
ices. :

*
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Foundation, The John D. and Catherine T.
MacArthur Foundation and the Henry J.
Kaiser Family Foundation, are developing
broad programs that address high-risk
adolescent behaviors. Many of these pro-
grams include pregnancy prevention as
one of their goals, and school-based clinics
as the preferred delivery mechanism.

In recent years, several states have initi-
ated comprehensive programs directed at
high-risk youth, and other states have
made appropriations specifically ear-
marked for funding school-based clinics.
For example, the New Jersey Department
of Human Services is providing funds to

*The Gary (Ind.) Community School Corporation is
one school group that operates its own clinic.
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29 communities to operate school-based
youth services programs in order to ad-
dress such problems as high teenage un-
employment rates, family breakup and
mental illness, suicide, teenage pregnancy,
welfare dependency, high school dropout
rates and health problems, including drug
and alcohol use.?® Nineteen of the projects
offer family planning services. The pro-
posed strategy emphasizes early interven-
tion, family involvement and the provi-
sion of comprehensive services in a single
accessible site. Many agencies in Oregon
are involved in the state’s Initiative on
Youth, which focuses on education to pre-
vent school dropout and alcohol and drug
abuse and on provision of health and
mental health services, family services and
services to teenage parents.*® As part of
the Initiative on Youth, the Oregon State
Health Division is currently funding eight
school-based clinics, with more expected
to open in the future. Michigan probably
leads the country in stimulating the devel-
opment of clinics; its Task Force on Ado-
lescent Pregnancy is promoting the estab-
lishment of 100 clinics throughout the
state,’” 23 of which are already in opera-
tion or are being planned.

Most of the state-funded school-based
clinics either prohibit the use of funds for
contraceptive supplies and abortion refer-
ral or allow grantees to decide what to do
about the issue of pregnancy prevention.
For example, the New Jersey program
description states, “Family planning ser-
vices may be provided at local option.
However, state funds under the School
Based Youth Services Program cannot be
used to pay for contraceptives and abor-
tion services.”*® The Oregon Initiative on
Youth announcement says, “[School clin-
ics] counsel and care for pregnant teens.
They do not perform abortions. They do
not dispense contraceptives.”** In Michi-
gan, the legislature simultaneously ap-
proved $1.25 million for school clinics and
imposed a 25 percent state aid penalty on
clinics that dispense contraceptives or
make referrals for abortion.

The current total level of public funding
for school-based clinics is unknown, but in
1986, prior to several of the new state ini-
tiatives, almost two-thirds of all funding
came from public sources.*® About 27 per-
cent of the funds came from federally
funded, state-operated Maternal and Child
Health Services block grants, 16 percent
came from state health demonstration
projects and 14 percent were from the Early
and Periodic Screening, Diagnosis and
Treatment program of Medicaid. Other
sources of federal funding that were being
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used at the local level included the Com-
munity and Migrant Health Centers pro-
gram, the Social Services Block Grant pro-
gram (Title XX) and the Family Planning
Services program (Title X). Although in
every year since 1985, bills have been in-
troduced in Congress to set aside $50 mil-
lion for demonstration projects of school-
based comprehensive health services, none
of these bills have moved out of committee
thus far, despite support from a long list of
national youth service organizations.

A prospective funding source for school-
based clinics is the Youth 2000 program,
the current administration’s effort “to as-
sist young people at risk of not making a
successful transition” from school to
work.*! The program, a joint undertaking
of the Department of Health and Human
Services and the Department of Labor,
awarded grants totaling $3.48 million to
selected state and local grantees. None of
the projects funded were focused on pri-
mary pregnancy prevention; however, the
New Jersey School-Based Youth Services
Program received funds to establish a
Youth Technical Assistance Center (to
support the comprehensive school centers)
and 12 other states received grants for
planning efforts, policy analysis, data col-
lection and state and local conferences.
Many states are in the process of planning
comprehensive youth-at-risk initiatives,
and school-based clinics are one of the
program models under consideration.

Program Evaluation

Three years ago, no conclusions about the
efficacy of school-based clinic programs as
pregnancy prevention interventions could
be drawn because of the lack of reliable
impact evaluation data. Unfortunately, the
situation has changed little since then,
mainly because evaluating the impact of
school-based clinics on changes in repro-
ductive behavior presents difficult meth-
odological problems. An evaluation of
clinic programs in seven sites was
launched in 1985 by the Center for Popula-
tion Options; unpublished preliminary
findings suggest that those selected school-
based clinic programs had no significant
effect on pregnancy rates or birthrates.*?
There is, however, an increasing body of
data from other sources about students’
sexual activity, contraceptive use, sub-
stance abuse and other behaviors.

One of the concerns raised by opponents
of school-based clinics is that the existence
of clinics in the schools might encourage
adolescent sexual activity. However, re-
search to date has yielded no evidence that
rates of sexual activity increase among

students who participate in clinic pro-
grams. A survey carried out in Kansas City
two years after the opening of a school
clinic there revealed almost no change in
reported sexual activity among clinic
users.*® An evaluation of a three-year
school and clinic demonstration project in
Baltimore found that students exposed to
the program for three years postponed first
intercourse an average of seven months
longer than did those not exposed to the
program.**

Growing evidence suggests that partici-
pation in school-based clinics may have a
positive impact on contraceptive practice.
A survey carried out in a Houston school
found that compared with students who
did not attend the school clinic, those who
did attend were more than twice as likely
to use contraceptives every time they had
sex and were less than half as likely never
to use contraceptives.** Among sexually
active students in Kansas City, clinic en-
rollees showed higher rates of contracep-
tive use than did those not enrolled; fur-
ther, there was a striking increase in the
use of condoms among male clinic pa-
tients.*® In the Baltimore demonstration
project, younger students in the experi-
mental schools were much more likely
than those in the control schools to use
birth control.#” And in St. Paul, there was
an extremely high rate of method continu-
ation among female students who obtained
contraceptives at school clinics: After one
year of clinic services, 91 percent were still
using the method prescribed at the clinic
(mostly the pill), and after two years, 78
percent were doing so.#® (In comparison,
freestanding family planning clinics report
a 12-month program dropout rate of close
to 50 percent.*?)

Although there is no conclusive evi-
dence showing that school-based clinic
utilization lowers pregnancy rates or birth-
rates, three years ago, data based on the
experience of students in the high schools
participating in the St. Paul program
showed a decline in fertility rates from 59
births per 1,000 female students in
19761977 to 26 per 1,000 in 1983-1984.
More recent data show that the birthrate
rose to 37 per 1,000 in 1984-1985, and then
decreased slightly in 1985-1986, to 35 per
1,000.*5° Thus, the sharp decline in the
birthrate observed during the early years

(Continued on page 198)

*According to local sources, the rise in the birthrate in
St. Paul reflected the inmigration and school enroll-
ment of Hmongs from Vietnam, many of whom have
babies at young ages. (L. Edwards, director of Health-
start, Inc., personal communication, 1986.)
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(Continued from page 196)

of the program has been maintained, with
relatively low annual birthrates ever since.
The only program evaluation to date that
has linked a school-based program to re-
ductions in pregnancy rates was the one
carried out in Baltimore.5' However, in this
demonstration project, medical services
were not provided in the schools—stu-
dents were counseled in school and re-
ferred to a nearby clinic. The study found
that pregnancy rates among students in
program schools dropped by 30 percent
during the same period that the rates rose
by 58 percent in control schools.

Lessons Learned and Future Issues
School-based clinics present a number of
organizational problems. Organizing a
school clinic is a long and complex process
involving consultation with and approval
from officials of the school system and the
principal at the school site; packaging of
services, usually from several agencies;
formation of a community advisory board;
performance of a needs-assessment sur-
vey of students; remodeling of school
space; securing of funding; hiring of ap-
propriate staff; establishment of medical
protocols; and receipt of parental consent.
Since very few communities are able to
put all of these components together with-
out assistance from the outside, a number
of organizations that provide technical
assistance to new programs have been es-
tablished. Among these are the Support
Center for School-Based Clinics (Center for
Population Options) in Houston, the Cen-
ter for Reproductive Health Policy at the
University of California, San Francisco,
and the School-Based Adolescent Health
Care Program organized by the Robert
Wood Johnson Foundation in Washing-
ton, D.C.

Community support is so essential to
clinic success that initiators are advised to
spend a minimum of one year in prepara-
tion.>2 Advisory committees must be es-
tablished that include parents, community
leaders, school personnel and others.
Within the school itself, personnel must be
given a sense of clinic “ownership.” Al-
though school nurses have felt displaced
by the clinics in some systems, about half
of the programs have enlisted their active
participation and incorporated them into
their activities.>® Clinic staff need to ex-
pend considerable effort to involve other
school personnel—school counselors, spe-
cial-education teachers, regular teachers
and custodians—in the program as advis-
ers, referral agents and supporters.

Administrators report difficulty recruit-
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ing nurse practitioners and social workers,
the primary staff team for most clinics.
Qualifications for employment in school
clinics may include the ability to speak a
second language, clinical experience, sen-
sitivity to cultural differences and a strong
commitment to working with teenagers.
Although the salary scale for clinic staff
nurses is generally higher than that for
school nurses, the responsibilities of the
nurse practitioner may include administra-
tion, research, community relations, par-
ent outreach and other nonnursing duties.
Further, the intensity and immediacy of
the problems encountered by clinic staff
often create unanticipated demands on
their time. The high reported incidence of
sexual abuse, for example, requires inten-
sive counseling, family involvement and
collaboration with the appropriate social
agencies.

Parental consent is another thorny is-
sue. According to a statement prepared by
the National Conference of Catholic Bish-
ops, “The threat posed to parents’ rights
by school-based contraceptive clinics
seems evident, since one reason for locat-
ing these clinics in schools is to gain access
to teenagers without their parents’ involve-
ment.”>* On the other side of the issue,
reproductive health care advocates have
expressed concern that the parental con-
sent requirement represents a step back-
ward for reproductive rights. As one legal
authority stated, “Parental involvement
should not be mandated, legislated or co-
erced because doing so creates unaccept-
able barriers to necessary and beneficial
health care.”%

In fact, one of the problems frequently
encountered by clinic personnel is the lack
of parental involvement. Although clinic
staff report that few parents deny their
consent for clinic services of any kind, par-
ents’ failure to return consent forms has
resulted in low clinic enrollment rates in
some communities. Interviews with the
parents of eligible students who failed to
enroll in a New York City program re-
vealed that 81 percent said they never re-
ceived the consent form or thought they
had signed it, 10 percent were satisfied
with their current health providers and
only three percent did not enroll their child
because they did not like the clinic.5¢

In addition to organizational difficulties,
a number of problems have been encoun-
tered in the evaluation of school-based
clinics. Because school-based clinics are
controversial, the issue of their impact
appears to receive more attention than it
does in other programs. For example, we
do not know how effective the “just say

no” antidrug program is. In fact, there are
very few model health or juvenile delin-
quency prevention programs for which
long-term impacts have been reported.

The “ideal” research design for measur-
ing program-related changes in pregnancy
rates would include random assignment
of students to treatment and nontreatment
groups with longitudinal pretesting and
posttesting among both groups. However,
random assignment is not possible in
school clinic settings, and it is often diffi-
cult to match experimental schools with
control schools on important dimensions
such as student achievement levels and
dropout rates. Although pretests and
posttests are relatively simple to design,
administering questionnaires in school
settings has turned out to be a much more
difficult assignment than expected.

A number of researchers involved in the
evaluation of school clinics report that the
major problem in measuring program
impact is the small proportion of the stu-
dent body who actually utilize specific
clinic services.5” For example, if only 20
students use the clinic for weight reduc-
tion, 10 might be successful, yielding a high
success rate for those students. But if the
number of students who lose weight in the
program during a year were used as the
numerator, and the entire student body
were used as the denominator, no effect
would be shown. Studies that compare
changes among clinic users with those
among clinic nonusers in the same school
are more likely to show positive results (as
was the case in the Kansas City program
discussed above).

In the near future, more descriptive data
on school clinic programs are expected
from a standardized management infor-
mation system that will produce a wide
range of information about patients, visits
and diagnoses. This data base was devel-
oped by the Center for Population Options
for nationwide use and is already being
used in Illinois and California. Due to the
difficulties in accurately measuring long-
term outcomes (pregnancies prevented, for
example), clinic goals may have to be rede-
fined in terms that can be more easily docu-

" mented. Suggested outcome measures in-

clude the increase in the proportion of stu-
dents using clinics who seek contracep-
tives prior to the onset of sexual activity;
the improvement in consistency of contra-
ceptive use; the decrease in reliance on
hospital emergency rooms; and the likeli-
hood of seeking treatment for medical con-
ditions detected through clinicscreenings.5

Despite the continuing debate over
school-based clinics, the movement to
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make comprehensive health, social and
family services accessible to school popu-
lations is very strong. The drive toward
more coordinated, linked services, with
schools as the central focus, is propelled
by new, large-scale youth-at-risk initiatives
sponsored by states and foundations. Fur-
ther, a consensus is forming around the
concept that disadvantaged high-risk chil-
dren need access to better health care in
order to succeed in school.

It is important to acknowledge, how-
ever, that public funding for comprehen-
sive school health services may result in
diminished support for contraceptive ser-
vices in the schools. The more recent co-
hort of clinics are less likely to dispense
contraceptives or even to prescribe them
than were the earlier models. According to
David Gurule, former program manager
of the Oregon State Health Division,
“Many school-based clinics have a very
broad mandate for the amelioration of
adolescent health and social problems,
while the services available are often se-
verely restricted because of community
sensitivity to issues, most notably teenage
sexuality and birth control.”® In Oregon,
Gurule found the differences between the
level of family planning effort in the clin-
ics and the demand for birth control “star-
tling”: In the four school clinics that of-
fered contraceptive prescriptions, 9-19
percent of the service requests were for
family planning services, whereas in the
four clinics that were allowed to provide
only information and counseling, but no
prescriptions, fewer than three percent of
the visits included requests for family plan-
ning information.®®

It is difficult to predict how the level of
family planning effort in school-based
programs will be affected by the rising
threat of AIDS. Clearly, attitudes toward
the delivery of sex education and repro-
ductive health care are undergoing rapid
changes as a result of the AIDS crisis. At
least 17 states now mandate instruction in
AIDS prevention, and the majority of the
remaining states are in the process of de-
veloping curricula.®’ Only a few weeks
after the National Conference of Catholic
Bishops released a statement strongly
advocating the teaching of abstinence, the
group issued a new statement acknowl-
edging “that some people will not act as
they can and should; that they will not
refrain from the type of sexual or drug
abuse behavior which can transmit AIDS.
In such situations, educational efforts
...could include accurate information
about prophylactic devices or other prac-
tices proposed by some medical experts as
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potential means of preventing AIDS.”¢2

Because of AIDS, every community will
soon have to make hard decisions about
giving young people accurate information
and access to the means of prevention.
School-based clinics may be well-posi-
tioned to take on this responsibility by
developing programs that combine sexu-
ality education, counseling and compre-
hensive health services, including the pro-
vision of condoms.

Attention must also be paid to develop-
ing the management skills of clinic per-
sonnel, because assuring the continuity of
programs and funding demands a great
deal of time and expertise. Currently, there
are no programs to train school clinic
administrators, although it has been rec-
ommended that all clinics hire an adminis-
trator for at least the first year of opera-
tions.* Nursing schools and schools of
public health may have to develop special-
ized curricula to meet these emerging
needs. In the meantime, technical assis-
tance workshops will have to expand their
scope to respond to growing demand.

Whereas the pioneer clinic programs
were developed by individuals respond-
ing to particular needs in their commu-
nity, increasingly, programs are being ini-
tiated in response to state or foundation
requests for proposals. Despite this push
toward a kind of conformity, the most sig-
nificant characteristic of school-based clin-
ics remains their diversity and the decen-
tralization of authority. Only one organiz-
ing principle prevails—the urgent need for
a multitude of services aimed at disadvan-
taged young people in schools.

There is no consensus among advocates
of school-based clinics about what kind of
bureaucratic structure would further the
expansion of this model. Should there be a
new federal categorical program for
school-based health services? Should
school-based clinics be part of a larger
program, both inside and outside of
schools, that addresses adolescent health
needs in general? Or should all of these
health efforts be subsumed under broad
youth-at-risk initiatives that link school
remediation, health and social services,
and job training and employment? In any
or all of these structures, would family
planning be a mandated service?

A strong case can be made for noninter-
ference in a diffusion process that is work-
ing well, assuming that states and founda-
tions will increase their levels of funding.
On the state level, the leadership and sup-
port of the governor may be the key to
clinic expansion. However, a case can also

be made for moving toward a more cen-

tralized federal program that could pro-
vide long-term funding and legitimation.
Such a program could promulgate national
standards to maintain quality of services,
ensure that funds are distributed accord-
ing to needs, address training issues and
facilitate uniform data collection. What-
ever approach is taken, it is probable that
school-based clinics will increasingly be
recognized as a viable model for service
delivery.

After several years of experience, the
question still remains: Do school-based
clinics hold promise for pregnancy pre-
vention? Evidence from the field suggests
that the performance of clinics in regard to
sexuality issues varies widely. Many clin-
ics pay only a minimum of attention to
family planning because of perceived or
actual school or community constraints,
state funding restrictions or ambivalent
attitudes on the part of the staff. Where
family planning is perceived as a service
integral to comprehensive clinics and the
staff is committed to the prevention of
pregnancies, utilization of school clinics
for family planning services is much
higher. However, even when programs are
heavily utilized for birth control services,
counseling and referral, it has proven dif-
ficult to document their impact on preg-
nancy rates.

Based on the enthusiastic response to
school-based clinics among students,
school personnel, parents, health profes-
sionals and community leaders, it is clear
that such programs hold promise for en-
hancing the quality of life for disadvan-
taged youngsters. In this broad sense, ac-
cess to a wide range of needed health and
social services may strengthen students’
chances of succeeding in school, entering
the labor force and delaying parenthood
until a later time. Nevertheless, those who
are concerned specifically with the issue of
pregnancy prevention must bear in mind
that school-based clinics are not the only
appropriate vehicle for birth control ser-
vices. Adolescents and others still need ac-
cess to community-based family planning
services, community education on sexual-
ity issues and other kinds of family plan-
ning programs.

The focus on collaborative health and
social service projects in the schools is a
function of the heightened concern about
the deteriorating social environment and
its consequences for disadvantaged chil-
dren. In light of current preoccupations
and past experience, it appears that the
future of comprehensive school-based clin-
ics does not hang on the ability of the op-
position to block their development.
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Rather, the future rests on the adequacy of
funding, the resolution of policy issues at
the local level and the availability of
trained managers and health practitioners.
The continued growth of the school-based
clinic movement will require strong advo-
cacy, documentation of benefits, coalition-
building and leadership. Although the
incipient movement has not yet fully de-

. veloped all of these attributes, the poten-
tial clearly exists.
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