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School-Based Health Centers and the 
Changing Face of Health Care 



Health Reform Legislation & SBHCs 

20
09

 The Children’s 
Health 
Insurance 
Program 
Reauthorization 
Act (CHIPRA) 

20
09

 Health 
Information 
Technology for 
Economic and 
Clinical Health 
Act (HITECH) 

20
10

 The Patient 
Protection and 
Affordable Care 
Act (ACA) 
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Presentation Notes
 These three pieces of legislation are having a particularly strong influence on how care is delivered in SBHCs. The Children's Health Insurance Program Reauthorization Act of 2009 (CHIPRA) Which extended health insurance coverage for children & established a federal definition of SBHCsThe Health Information Technology for Economic and Clinical Health (HITECH) Act - provided financial incentives for providers to adopt EHRsThe Patient Protection and Affordable Care Act of 2010 (ACA) – which set aside $200 million for construction, equipment and renovation needs of SBHCs. 



Affordable Care Act 

PROCESS & COVERAGE 
IMPROVEMENTS  

(PROVIDERS & STATES) 
Health Information Exchange 
Data reporting requirements 

  

PROCESS & COVERAGE 
IMPROVEMENTS 
(CONSUMERS) 

Medicaid Expansion  
Health Insurance Marketplace 

DELIVERY SYSTEM REFORM 
Patient-Centered Medical Home 

(PCMH) 
Accountable Care Organizations 

(ACOs) 
 

Adapted from a presentation given by Cindy Mann, Center for Medicaid and 
CHIP Services at the Health Action 2013 Conference in Washington, D.C.   

GOAL:  
Increase Access to Quality 

Health Care  
While Reducing Overall Costs 

Presenter
Presentation Notes
There are multiple components of the ACA, which can be categorized into three major domains:Process and coverage improvements for providers and states Process and coverage improvements for consumersDelivery system Reform. The ACA includes many financial incentives for state Medicaid agencies to develop innovative care delivery and payment models that reward quality of care while lowering costs. As a result, most Medicaid agencies are transforming their care delivery systems by implementing PCMH programs and/or forming ACOs. In many cases, health care delivery reform efforts are tied to financial incentives and higher reimbursement rates, which may have an effect on the future ability for SBHCs to bill and receive payment for serviced provided to children & adolescents. 



Patient-Centered Medical Home (PCMH) –  
The building blocks for most reforms 

 The medical home is an approach to 
providing coordinated and high 
quality health care that is accessible, 
culturally competent, comprehensive, 
and uniquely suited to each patient.  

– American Academy of 
Pediatrics 

 

Presenter
Presentation Notes
The medical home model of care is an approach that ensures care is coordinated, continuous, accessible, comprehensive, culturally, and uniquely suited to each patient. This delivery model  underlying principle is to provide comprehensive primary care services by fostering partnerships between patients, families, health care providers, and the communities. 



PCMH 
Components SBHCs as Medical Home 

• SBHCs are located in the most 
accessible location for young 
people: their schools. 

Access 

• SBHCs utilize an interdisciplinary 
team approach to deliver 
coordinated primary care.  

Care 
Coordination & 
Management 

• SBHCs effectively provide 
behavioral, medical and oral health 
services. 

Comprehensive 
Services 

Presenter
Presentation Notes
School-based health centers have long integrated the essential components of the PCMH model into their delivery of services. Here you can see a list of the key components of the medical home model and examples of how SBHC integrate those components into their delivery of services. 



PCMH 
Components SBHCs as Medical Home 

• SBHCs are engaged in quality 
improvement activities 

Clinical Quality 
Measures 

• Youth and parents are active 
members in the SBHC community 

Patient & Family 
Engagement 

• SBHCs are an integral part of their 
community 

Community-
based 



School-Based Health Centers and the 
Patient-Centered Medical Home  

 

Background/Purpose 

Presenter
Presentation Notes
Because SBHCs primary serve low-income children, the School-Based Health Alliance conducted an environmental scan on Medicaid medical home demonstrations to assess their progress and understand how SBHCs are positioned within their state Medicaid redesign efforts. 



State Medicaid PCMH Programs 

School-Based Health Alliance examined the role of SBHCs 
in state Medicaid PCMH programs 
 
Case Study Inclusion Criteria: 
State has an SBHC program 
State has at least 40 SBHCs 
PCMH program led by the state Medicaid agency 
Payment incentives tied to PCMH status 
State PCMH legislation/regulation defines SBHCs as 

an eligible provider 
 

 
 

 



Case Study in 5 States 

Colorado 
Connecticut 
Illinois 
North Carolina 
Oregon 

 Informant Interviews Policies & Legislation 

Presenter
Presentation Notes
We narrowed our analysis of PCMH policies and regulations to five states that satisfied our criteria. In each state we identified and conducted informant interviews with key stakeholders, including leadership from state SBHC associations, Medicaid agencies, and public health departments to assess how SBHCs are included in PCMH efforts. 



Findings 



PCMH Program Part of Medicaid System 
Reform 

Primary Care Case 
Management  

Accountable Care 
Organizations  

Enhanced  Fee For 
Service  

Presenter
Presentation Notes
All five states have taken different approached to redesigning their primary care delivery systems and encouraging providers to adopt the medical home model of care. Illinois and North Carolina were early pioneers of the medical home model. They employed primary care case managers who approved and monitored the care of their Medicaid enrollees. Both state programs have been nationally recognized as cost-effective and have served as models for other states exploring Medicaid reform efforts. Oregon & Colorado are integrating the PCMH model into the formation of Accountable Care Organizations (ACOs) – groups of providers responsible for coordinating care, improving health outcomes, and lower costs for their assigned Medicaid population. Connecticut took an entirely different approach, getting rid of Medicaid managed care and building up a PCMH program using an enhanced FFS payment system. 



State Medicaid PCMH Standards 
State 

Developed  

Colorado 

 
Connecticut 
 

Illinois 

North Carolina 

Oregon 

Presenter
Presentation Notes
All 5 states have adopted medical home standards. CT is the only state of the five we studied to adopt national PCMH standards as their own: practices must secure recognition from NCQA or the Joint Commission.Many of the states choose to adopt their own medical home standards because they did not believe that NCQA standards were best suited for their providers, especially those in rural areas, who didn’t necessarily have the resources to undergo NCQA recognition. All of the states encourage, but do not require providers to seek recognition by a national entity such as the Joint commission or NCQA. All five states offer some form of technical support for their medical home providersMedical home providers required to track and meet benchmarks on a select number of quality measures. 



Medical Home Standards Shared Principals 

Access Point 
Usual Source  
of Care Access  

Usual Source 
of Care 

Primary Care 
Prevention 

Care 
Coordination 

Continuity 

Data Tracking 
& Reporting 

Year Round 
24/7 Access  

Presenter
Presentation Notes
Although not identical, the states prescribed medical home standards share common principles. All participating primary care providers must:Serve as an access point and usual source of carePerform primary care and preventative servicesEnsure care coordination and continuity of careTrack and report quality and performance improvement data to state PCMH entityProvide year-round (24/7) access to medical advice and services. 



Enhanced Payment Tied to PCMH 
Recognition 

1. Per Member Per Month Care (PMPM) 
Payment to Providers 
 Support care coordination services 

2. Enhanced FFS Rates 
 Reward primary care and/or maternal & child 

health services 
3. Pay for Performance (P4P) 

 Reward quality performance  

Presenter
Presentation Notes
The state medical home programs use one or more of the following payment incentives to attract primary care providers to serve as medical homes. PMPM Care Coordination.  In addition to regular FFS, providers receive a flat PMPM care coordination payment ranging from $2-24 depending on state and patient health complexity. The purpose of these monthly payments is to help finance care coordination services not traditionally covered by standard office visit reimbursement. Enhanced visit rates.  Some states offer an enhanced rate for select primary care and/or maternal and child health services such as asthma and diabetes management. Pay for Performance. Some medical home providers are eligible to receive P4P bonuses for specific pediatric and adult quality measures. Examples of child health quality indicators tied to performance measures include asthma management, developmental screenings, and immunization rates. 



Medicaid PCMH Payment Models 
State PMPM Enhanced FFS Rate P4P 

Connecticut 

Colorado  
 

Illinois 

North Carolina 

Oregon Contingent upon contract agreements between 
the ACOs and PCMH recognized providers 

Presenter
Presentation Notes
Some of you may be wondering how exactly these payment models work. I will be discussing them in more detail later on in this presentation. 



SBHC Capacity to Becoming a Medical 
Home 

 



Potential Challenges for PCMH Participation 

Ensuring 24/7 
access 

Tracking & 
reporting quality 

measures 

Patient 
attribution  

Presenter
Presentation Notes
Based on our research, SBHCs meet the fundamental principles of the medical home concept. We did find that SBHCs part of larger systems – such as community health centers or hospitals –  are more likely to adopt PCMH standards.Stakeholders acknowledged that there are likely obstacles in their path: requirements for ensuring 24/7 access to care, data reporting, and the ability to document patient attribution may be challenging.  



Ensuring 24/7 Access to Care 

COMMON ASSUMPTION 
ABOUT SBHCS: 

SBHC closed during non-school 
hours & summer months 



66.6% 73.1% 60.8% 
> 31 HOURS/WEEK AFTER SCHOOL BEFORE SCHOOL 

(n=1285) (n=1295) (n=1284) 

Presenter
Presentation Notes
However, data from the 2010-11 Census shows that many SBHCs are full time clinics that are open five days a week, and are open before and after school hours.  



               have a  
pre-arranged  
source  
of after-hours care  
(n=1295) 
 

70.6%  

Presenter
Presentation Notes
A vast majority of SBHCS offer students a pre-arranged source of after-hours care (such as a nurse line or a local community clinic) where they can access medical care when the SBHC is closed.In Oregon, SBHCs that are part of a larger health care delivery system, such as community health centers or hospitals, more easily meet the 24/7 access to care requirement because they are able to utilize their medical sponsor’s 24/7 on-call nurse line or affiliated PC clinics to ensure access to care when the SBHC is closed.  It’s a more of a challenge to meet these requirements for SBHCs not sponsored by a larger health care system such as school districts. 



Data Tracking & Reporting 

• Collecting at least 2 
quality measures is a must 

 
• More challenging for 

SBHCs w/o an electronic 
health record (EHR)  

Core Pediatric 
Measures 

 Asthma management 

Diabetes management 

Well child visits 

Immunization 
compliance 

Presenter
Presentation Notes
Data collection and reporting is a critical function of the medical home. Most states require medical homes to monitor and collect at least 2 quality measures from a select number of pediatric or adult core measures. This is the most challenging of the medical home criteria, especially for SBHCs without an EHR. Proper tracking of clinical quality measures without an EHR requires time and resources for SBHC staff to conduct chart reviews and to fill out and submit the required paperwork to the PCMH program. 



40.1% 41.1% 

37.2% 

Joint Commission 
(n=1240) 

CHIPRA/Medicaid Measures  
(n=1240) 

Healthcare Effectiveness  
Data and Information Set  
(HEDIS) measures (n=1240) 

NCQA Patient-centered 
medical home  
standards (n=1240) 

29.2% 

Nationally: SBHCs are Tracking Quality 
Measures 

Presenter
Presentation Notes
Census data show that SBHCs are tracking quality measured aligned with national quality benchmarks established by: The Joint Commission Recommended core set of child health quality measures (CHIPRA/Medicaid)Healthcare Effectiveness Data and Information Set (HEDIS) measuresNCQA Patient-centered medical home standards



52.7% 

Use Electronic Health or 
Medical  
Records (EHR/EMR) (n  =1087) 

 

Nationally: SBHCs use EHRs 

Presenter
Presentation Notes
More than half of all SBHCs use an electronic billing system and electronic health/medical records.  The use of an electronic health/medical record has increased 65% in three years.



Patient Attribution 

• How a patient relates to a 
provider 

• Medicaid claims data used 
to determine “designated 
primary care provider” 

Presenter
Presentation Notes
Medicaid primarily relies on claims data to determine a patients designated primary care provider. States such as Illinois allows patient to choose their designated PCP before they automatically get assigned one based on claims data. 



PCMH Payment Tied to Location of Service 

• Was the service provided 
at the SBHC or at the 
sponsoring agency site? 

• Medicaid claims data 
must identify SBHCs as 
site of service  

Presenter
Presentation Notes
Medicaid allocates the medical home payments based on service location. This will require all medical home providers, including large federally qualified health center systems, to bill with a locator code. A locator code tells Medicaid where the actual service was delivered. The main problem, across all states is that Medicaid claims do not identify and differentiate services provided at SBHCs from those delivered by its sponsoring agency because most SBHCs are not billing will a locator code. In order for SBHCs to receive the medical homes payment, they need to bill with a locator code that ties the service back to the SBHCs. All 5 Medicaid agencies are in process of developing more comprehensive billing, coding and data tracking protocols to ensure the accurate identification and allocation of medical home payments to all participating providers. Several states are exploring site-specific identifying codes that would be assigned by Medicaid. State credentialed SBHCs in IL and NC are assigned a specific billing code that enables Medicaid to distinguish SBHC encounters from those of their Medical sponsor. 



Are SBHCs Becoming Medical Homes?  



CONNECTICUT: 
Person Centered Medical Home Program  



CT PCMH Recognition Options 

Components Joint Commission NCQA 
PCMH program Name Primary Care Medical 

Home 
Patient-Centered 
Medical Home 

Levels of recognition Equivalent to NCQA level 3 Yes: 1, 2, 3 
Documentation required No Yes 
On-site survey process Yes No 
On-site consultation Yes No 
Scope of evaluation Entire organization Site specific (multi-site 

available) 
Length of reward 3 years 3 years 
Website www.jointcommission.org www.ncqa.org 

Adapted from Joint Commission: 
http://www.jointcommission.org/the_joint_commission_and_ncqa_a_comparison_of_requirements/ 
 

Presenter
Presentation Notes
Primary care practices must achieve NCQA’s level 2 or 3 PCMH recognition or receive medical recognition through the Joint Commission’s Ambulatory Care Accreditation, which offers a primary care component, in addition to some state-specific requirements. The biggest differences between the two recognition programs is the NCQA process requires a lot of paperwork, and doesn’t include a site visit. the Joint Commission on the other hand, does not require a lot of paperwork  and conducts a site visit to evaluate the actual delivery of services.  Connecticut SBHCs can achieve medical home recognition in two ways:They can undergo the medical home certification process as a stand alone clinic. Of as a satellite practice through its sponsoring agency that has been recognized as a medical home through the Joint Commission or NCQA. 

http://www.jointcommission.org/the_joint_commission_and_ncqa_a_comparison_of_requirements/


Enhanced FFS Payment Rates 

Clinic Type 
PCMH Payment Amount 

NCQA Level 2 
(intermediate) 

NCQA Level 3 
(advanced) 

Non-Federally 
Qualified Health 
Center (FQHC) 

20% increase in 
primary care codes 

24% increase in primary care 
codes 

FQHC $7.77 fixed add-on $9.07 fixed add-on 

Hospital Out-patient $7.77 fixed add-on 
 

$9.07 fixed add-on 
 

Source: Husky Health PCMH Reimbursement Summary 
http://www.huskyhealthct.org/pathways_pcmh/pcmh_postings/PCMH_Reimbursement_Summary.pdf 



Performance Bonuses 

PCMH practices awarded performance bonuses 
based on achievement of quality benchmarks & 
ability to demonstrate quality improvement over 
the previous year’s performance 

 
Retrospective PMPM lump sum payment 

Presenter
Presentation Notes
In Connecticut, for example, a practice’s performance is assessed against required pediatric/adult measures that are reported to the Medicaid agency. Additionally, the Medicaid agency will review each practice’s EHR documentation to ensure PCMH compliance. Based on these performance indicators, the state Medicaid agency will rank each PCMH from highest to lowest performing. Practices that fall within the top three performance quartiles will be eligible for incentive payments.PMPM ranges from $0.97 to $0.81 PMPM. 



No Cost PCMH Technical Assistance  

Community Transformation Specialists 
 Provide assistance to medical home providers  in 

identifying and managing high-risk patients 
 Offer training and technical assistance to support 

care coordination and to address any gaps of 
care  

 



Glide Path Program 

Offers financial and technical support for practices transforming 
their delivery of services to meet PCMH standards 

Clinic Type 
Glide Path Payment 

Lump Sum  
Start Up Costs 

PCMH Payment 
Amount 

Non-Federally 
Qualified Health 
Centers 
 

Amount contingent on 
CMS approval 

14% increase in 
primary care codes 

Hospital Out-patient -- $5.18 fixed add-on 

Source: Husky Health PCMH Reimbursement Summary 
http://www.huskyhealthct.org/pathways_pcmh/pcmh_postings/PCMH_Reimbursement_Summary.pdf 

Presenter
Presentation Notes
The glide path program provides financial and technical support for practices that are preparing to seek PCMH recogniton. While practices are in the process of transforming their care delivery to meet the medical home criteria, they are eligible to receive a 14% increase in primary care codes



SBHC Participation in PCMH Program  

Not  
Participating 
    (59%) 

Participating 
(41%) 

 
All participating SBHCs 
are sponsored by a 
Federally Qualified 
Health Center 
 

Presenter
Presentation Notes
There are 75 SBHCs in Connecticut. 31 (or 41%) are participating in Connecticut's PCMH Program. 



OREGON: 
Person Centered Primary Care Home 

Program  



State-Developed PCMH Standards 

Access 

Continuity 

Accountability 

Coordination & 
integration 

Comprehensive 
whole-person 

care 

Person & family 
centered 

Presenter
Presentation Notes
Oregon Medicaid organized it’s PCMH standards around these 6 key elements. Similar to the NCQA format, these 6 standards are divided into “must pass” measures and tiers that reflect basic (tier one) to more advanced (tier two and three) levels. 



Person Centered Primary Care Home 
Payment 

PCMH payment structure 
may vary by ACO 

Negotiated between 
ACO and PCMH 
recognized provider 

Presenter
Presentation Notes
Oregon requires its Medicaid participants to obtain services from the network of providers within a coordinated care organization (CCO) or what is more commonly referred to as ACOs. There are currently 13 ACOs in Oregon. The ACOs were formed by local or regional partnerships of payers who manage a global budget for their Medicaid patients. The CCOs are required to include patient-centered primary care homes in their network, and to incorporate PCMH payment structures for PCMH-recognized providers into the contract negotiation process.  Since there are 13 different ACOs, the final negotiated PCMH payment structures could vary across ACOs. 



PCMH Technical Assistance 

Patient-Centered Primary Care Institute 
 Tools & resources to implement medical home 

model 
 Behavioral health integration training 
 Learning collaborative 
 Technical assistance 

 practice coaches, program managers and 
data/quality improvement professionals 

 
 



SBHC Participation in PCMH Program 

Not  
PCMH 
Recognized    
(57%) 

PCMH 
Recognized 

(49%) 

66% 
Of  PCMH recognized 
SBHCs received Tier 2 
status 

34% Of  PCMH recognized 
SBHCs received Tier 3 
status 

Presenter
Presentation Notes
There are 65 SBHCs in Oregon, 32 achieved PCMH recognition. Of those 32 sites, 21 have tier 2 recognition (intermediate)  and 11 have tier 3 recognition. The non-recognized SBHCs do not have plans to apply. 



Key Take-Away Points 

1. SBHCs are achieving PCMH status 
2. Issues meeting PCMH criteria no different than 

those faced by smaller private practices 
3. PCMH programs are evolving 
4. Advocates and state SBHC program played 

critical role in ensuring SBHC eligibility and 
participation in PCMH program 
 
 



Dependent on SBHC billing practices & 
relationship with sponsoring agency 

 

…only time will tell… 
 
 
  

Are SBHCs benefiting? 



Medicaid is Heading in New Directions 

Accountability 

Tracking Quality 
Indicators 

(Immunization, well 
child visits, asthma 

management) 
 

Site-specific 
billing & coding 

 

Care 
Coordination 

Sharing 
encounter data 

with primary 
care partners  

 
Referral 
tracking 

Cost-Effective 
Care 

Demonstrating 
better health 
outcomes at 
lower costs 

Presenter
Presentation Notes
Medicaid is heading in new directions. Whether or not there is any type of reform movement in your state at this moment in time, the future of health care financing is about quality outcomes. Medical home or not, all primary care providers – including SBHCs -  will need to document all of the care they provide. And in order for Medicaid to see (in the claims data) that SBHC contribute to improved health outcomes, it will be more important than ever for SBHCs not only to document everything they do, but to also bill with a locator code.   



Thank you! 

 
Serina Reckling  
Policy Analyst 

sreckling@sbh4all.org 
 

mailto:sreckling@sbh4all.org
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