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The Essential Elements of Adolescent-Friendly Care in School-Based Health Centers: A Mixed 
Methods Study of the Perspectives of Nurse Practitioners and Adolescents 

Alison Moriarty Daley Ph.D. 
University of Connecticut, 2016 

 
The majority of the morbidity and mortality among adolescents results from preventable causes 

including risk-taking behaviors and injuries. Preventive care for this population therefore 

includes anticipatory guidance and screening aimed at reducing these risks. However, the rates 

of engagement in preventive care decline steadily throughout adolescence.  School-based 

health centers (SBHCs) have been identified as an adolescent-friendly community resource for 

preventive care. The purpose of this study was to identify the essential elements of adolescent-

friendly care in SBHCs from the perspectives of nurse practitioners (NPs) providing care to 

adolescents in SBHCs and adolescents, as the consumers of these services. Complex adaptive 

systems (CAS) provided the philosophical and theoretical foundation for this study.  

An explanatory sequential mixed methods study was conducted.  The first phase 

consisted of a Delphi technique with an expert panel of NPs (N = 21) to identify the essential 

elements of adolescent-friendly care in SBHCs.  In the second phase, a focus group study with 

adolescents was conducted (N = 30) to explain the Delphi results. Data from two phases were 

mixed in the final phase of the study. 

 This study generated expert opinion regarding the essential elements of adolescent-

friendly health care in SBHCs.  After four Delphi rounds, consensus was reached on 98-items 

(49%; consensus level of .75).  The results clustered into 6 essential elements: Confidentiality/ 

Privacy (n = 8; 42%), Accessibility, (n = 15; 46.9%), SBHC Environment (n = 4; 23.5%), 

Clinicians/Staff (n = 51; 58%), SBHC Clinical Services (n = 12; 37.5%) and Relationship 

Between the School and SBHC (n = 8; 66.7%). The adolescent focus groups provided data 

about what they liked about the SBHC, how the care differed from their other experiences, and 

explained the essential elements identified in the Delphi. Two overarching themes: Comfortable 

and Trusted Relationship emerged.  The final phase mixed the data from the two phases.  A 



conceptual model of adolescent-friendly care in SBHCs as a CAS is presented.   

This study identified six essential elements and two overarching themes essential to the 

delivery of adolescent-friendly care in SBHCs. These findings contribute to a greater 

understanding of what adolescents, as consumers of health care services in SBHCs, need to 

engage in preventive care during adolescence. 

 

Alison Moriarty Daley – University of Connecticut, 2016 
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CHAPTER I 

INTRODUCTION 

 Adolescence is a healthy period of life                                                  

                                                                                            

              -                                        010).  Health care services that are 

designed to meet the needs of adolescents provide comprehensive health and mental health 

services that focus on screening, health education, and anticipatory guidance to lessen the 

impact of risk-taking behaviors, mental health concerns, substance use, obesity, risky sexual 

behaviors, and sexual identity concerns.  Adolescence is also an important time for adopting 

health-promoting behaviors and life-styles that help to prevent acute and chronic illnesses 

during adulthood.  Yet, many adolescents do not have access to or can participate in 

comprehensive primary care services.  Less than half of teens (42-44% of 10-17 year olds) in 

the United States had an annual well child visit in 2009 (Caldwell & Berdahl, 2013).  Even 

among those adolescents who had an annual preventive visit, less than half received the 

recommended anticipatory guidance and far fewer, 40%, spent time alone with their provider to 

discuss more private concerns related to sexuality, reproductive concerns, substance use, and 

mental health concerns (Irwin, Adams, Park & Newacheck, 2009).  Lack of access to 

comprehensive health care services, including prevention counseling and anticipatory guidance, 

creates missed opportunities for early identification and intervention for at-risk teens and likely 

contributes significantly to the morbidity and mortality that occurs during and after adolescence. 

Background and Significance 

Preventive health care services are utilized less often for both male and female teens 

during adolescence than during childhood (Caldwell & Berdahl, 2013). Time alone with a health 

care provider is a critical opportunity for the teen and clinician to discuss more private concerns 

including substance use, mental health, sexuality, and risk taking behaviors (Irwin et al., 2009). 

The decreased interactions with the health care services during adolescence, makes it all the 
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more important to identify factors that may influence the use of health care services in this 

population.  Within the existing research there are descriptions of many factors that facilitate or 

hinder access and utilization of health care by adolescents.  Facilitating factors, collectively 

referred to as adolescent-friendly care, include the availability of multiple services by a 

consistent provider, easy accessibility to clinicians and agencies, confidentiality, and services 

that are developmentally appropriate (Coker et al., 2010; Fox, Philliber, McManus, & Yurkiewicz, 

2010; Gustafson, 2005; McIntyre, 2002; Sadler & Daley, 2002).  Lack of insurance, 

confidentiality concerns, lack of awareness regarding available services, and providers/health 

care services that are not responsive to the concerns of adolescents may negatively impact an 

          ’  w                                                                                     

for timely care and appropriate intervention (Ford, Bearman & Moody, 1999; Ginsburg, Forke, 

Cnaan & Slap 2002a; McKee & Fletcher, 2006). 

School-based health centers (SBHCs) have been identified as an adolescent-friendly 

community resource for comprehensive primary and mental health services for adolescents 

(Lofink et al., 2013; Strozer, Juszczak & Ammerman, 2010) and are an important component of 

the safety net services available to adolescents (National Research Council and Institute of 

Medicine of the National Academies [NRC/IOM, 2009).  Safety net agencies have two 

distinguishable and important characteristics: they provide services to everyone, regardless of 

their ability to pay and second, a significant proportion of the patients they serve are uninsured, 

receive Medicaid, or are vulnerable in other ways.  These safety net agencies remove 

significant barriers to care (NRC/IOM, 2009).   

The health care services available in SBHCs eliminate many of the barriers to health 

care services encountered by adolescents because they offer comprehensive services, are 

convenient, easily accessible, available without cost for those without insurance, confidential, 

and responsive to the specific needs of adolescents (Daley, 2012; Gustafson, 2005; Sadler & 

Daley, 2002; Scudder, Pappa & Brey, 2007; Strozer et al., 2010).  In addition, teens can 
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develop a relationship with a health care provider, which likely facilitates access to services for 

more private concerns including sexuality, mental health, and substance use/abuse and as a 

result earlier screening and treatment and less missed opportunities for health education, 

anticipatory guidance, and timely intervention, are possible. 

SBHCs provide health and mental health services for many teens in the United States.  

NPs are most often providing the care in SBHCs as part of an interprofessional team that may 

include an administrative assistant, social worker, medical assistant, physician, nutritionist, 

physician assistant, substance abuse counselor, health educator, dental hygienist or dentist 

(Lofink et al., 2013).  They often are sponsored by existing community health organizations such 

as hospitals, federally qualified health centers, local health departments, or private practices 

(Gustafson, 2005; Keeton, Soleimanpour, & Brindis, 2012; Lofink et al., 2013).  SBHCs are most 

often located within the school building or within close proximity to the school and are available 

to all students who attend the school through a signed parental consent (Gustafson, 2005; 

Lofink et al., 2013; Strozer et al., 2010).    

Health care services provided to adolescents in SBHCs typically include physical 

examinations, immunizations, evaluation and management of acute and chronic illnesses, 

reproductive health services (pregnancy tests, screening and treatment for STIs and HIV, and in 

some SBHCs, condoms and contraception), individual and group mental health counseling, 

substance use/abuse screening, and referral (Lofink et al., 2013).  Teens may access some or 

all of the services available and typically access is not contingent on insurance status or ability 

to pay for services (Strozer et al., 2010).  For many adolescents, especially those who are 

uninsured, underinsured, or live in limited resource areas, SBHCs may be their only source of 

health and mental health care.  This model of care allows teens access to services while they 

are in school, provides easy access for follow-up, and encourages teens to assume a more 

independent role in health care services by making their own appointments, communicating with 
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the SBHC staff, and learning to become an active participant in health care services (Daley, 

2011; Ginsburg et al., 2002b). 

More than half of the existing SBHCs in the United States serve adolescents (NRC/IOM, 

2009) and these services provide the opportunity to improve health care equity and outcomes 

through increased access and use of developmentally appropriate health and social services 

(NRC/IOM, 2009). SBHCs have demonstrated their effectiveness by increasing health and 

mental health care access (Britto, Klosterman, Bonny, Altrum & Hornung, 2001; Slade, 2002), 

increasing health knowledge (Culligan, 2002; Kisker & Brown, 1996), decreasing unnecessary 

emergency room visits (Anderson et al., 2004; Key, Washington, & Husley, 2002), increasing 

time spent in school (McCord, Klein, Foy & Fothergill, 1993; Strolin-Goitzman, 2010; Van Cura, 

2010; Walker, Kerns, Lyon, Brun & Cosgrove, 2010; Webber et al., 2003), and providing  

effective programs targeted at common sources of morbidity and mortality such as asthma, 

obesity, teen pregnancy, depression, and sexually transmitted infections (STIs) (Amin & Sato, 

2004; Ethier et al., 2011; Guo et al., 2005; Keeton et al., 2012; Lurie, Bauer & Brady, 2001; 

Mansour, Rise, Toole, Luzader & Atherton, 2008; McNall, Lichty & Mavis, 2010; Webber et al., 

2005; Webber et al., 2003;  Zimmer-Gembeck, Doyle, & Daniels, 2001).  However, the services 

available in SBHCs vary greatly from state to state and even within communities (Strozer et al., 

2010). 

 Most teens do not receive all aspects of recommended preventive health services (Irwin 

et al., 2009). Those who are underinsured, uninsured, or who encounter costly co-payments are 

even less likely to receive the recommended health care services (Simpson et al., 2005).  

Adolescents spend a significant amount of their time in school and therefore increasing the 

capacity and utilization of SBHCs is a logical step toward meeting both the unmet needs of this 

population as well as the anticipated demands on primary health care services created by The 

Patient Protection and Affordable Care Act (2010).  Nurse Practitioners (NPs) are most often the 

health professionals providing care in SBHCs.  However, very little is known about what they 
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identify as most important for providing comprehensive adolescent-friendly care in SBHCs.  

Additionally, as the consumers of health care services       BHC                  ’ 

perceptions of the essential elements of the care they receive in SBHCs are not well 

represented in the literature.   

Philosophical and Theoretical Foundations 

 Adolescence is a time of rapid physical, cognitive, and emotional change as well as 

increased independence as they transition from childhood to adulthood (Piaget, 1972).  

Throughout this developmental process adolescents are discovering who they are as individuals 

and how their personal beliefs, values, opinions and preferences fit into their interactions with 

others, including the health care system. (Daley, 2012; Erikson, 1950).  The relationships 

individuals have with the health care system are complex and influenced by a variety of factors.  

Health care services provided to teens, by necessity, need to be responsive and adaptive to 

their ever-changing physical, social, and developmental needs.  Novel strategies are needed to 

address the unmet health care needs of adolescents.   

A growing body of research literature is available that applies complexity science and 

complex adaptive systems theory to a diverse variety of clinical systems in an effort to consider 

           “                ”                       B      Z         & D       003; T    

Wen & Awaad, 2005).  Rooted in mathematics and the sciences (physics, biology), complexity 

sc                                                                )      “                  

             ”  H         006     1)                 complex adaptive systems theory has been 

applied to a variety of other disciplines including manufacturing, medicine, economics, 

management, health care systems and nursing to consider problems or phenomena with a 

different lens.  Complex adaptive systems theory serves to explain phenomena through a 

holistic interplay of an entire system rather than a reductionist perspective of individual parts of 

a system (Cilli      000; H        005)         w                            “                     



  6 
 

                                            ‘  w’        [  ]                                 w 

               ‘     ’                                          ”  B              003      79)  

Complex adaptive systems contain multiple dynamic components poised to respond to 

the ever-changing needs of those accessing the health care system (Lindberg, Nash & 

Lindberg, 2008).  The essential inter-related elements of diversity, self-organization, 

embeddedness, distributed control, emergence, and coexistence between order and disorder 

allow a complex adaptive system to respond to the potential and ever changing needs of those 

accessing the health care system (Cilliers, 2000; Lindberg et al., 2008).  The components of 

complex adaptive systems are commonly depicted as a web, reflecting the essential 

interconnectedness of the elements and the flexibility that the system must possess to survive.  

Examples of complex systems include a high school, hospital emergency department, ant hill, or 

 BHC  T                     “          q         ”  C          000     37)                    

equilibrium prevents the system from responding, changing, or adapting as needed to meet the 

ever changing needs of the system.  I     “                           x                         

to perform in the same way under different conditions, that ensures their surviv  ”  C          000  

p. ix).  Complex adaptive systems theory will provide the opportunity to more clearly understand 

the dynamic interplay among the unique health care needs of the adolescents using these 

services and the SBHC services available to adolescents, and whether current SBHC services 

eliminate gaps in health care services for this population (Cilliers, 2000; Lindberg et al., 2008; 

Wilson & Holt, 2001).  

Research Aims 

The literature provides many important characteristics toward developing truly 

adolescent-friendly services.  Currently, too few research studies have specifically examined the 

essential elements required to successfully provide adolescent-friendly care to teens in SBHCs.  

The perspectives of NPs providing care in SBHCs and the teens utilizing this care are important 

to understand so that SBHCs can emerge as a resource ready, willing, and able to address the 
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new demand for primary care services.  Much of the existing literature on health care services 

for adolescents focuses on physicians, services other than SBHC, and typically target a specific 

aspect of care or population of interest.  Two important perspectives, those of the NPs providing 

care to teens in SBHCs and that of the adolescent patients seeking care in SBHCs, are 

noticeably absent in the literature.  Gaining an increased understanding and more complete 

picture of all the factors that contribute to adolescent-friendly services, will allow SBHCs to 

better adapt to the needs of adolescents and assist to fill the gap that currently exists for most 

teens related to comprehensive adolescent health services.  

Two critical components for understanding and adapting health care services to the 

needs of adolescents are the perspectives of NPs providing care to this population in SBHCs 

and the perspectives of adolescents seeking and receiving care in SBHCs.  A common 

commitment to what is essential from these two perspectives will allow the SBHC and the care 

provided by the NP to be responsive to the health care needs of this population and ultimately 

provide services that are truly adolescent-friendly.  Complex adaptive systems theory is 

particularly well aligned with the research questions in this mixed methods study because it 

represents the strengths of nursing (holism, non-linearity, emergence) and allows an analysis of 

the provision of adolescent primary care services in a new manner.  

The purpose of this mixed methods study was to identify the essential elements of 

adolescent-friendly health care services provided to teens in SBHCs.  This study addressed the 

following research questions: 

1. What does an expert panel of NPs identify as the essential elements of providing 

adolescent-friendly health care services to teens in SBHCs?  

2. What is the adolescent perspective on the essential elements of adolescent-friendly 

health care services specific to SBHCs? 

3. How do the perspectives of NPs and adolescents compare regarding the essential 

elements of adolescent-friendly care in SBHCs? 
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Methods 

Mixed methods research has become an increasingly popular and accepted avenue to 

explore diverse research questions.  Creswell and Plano-Clark (2011) define mixed methods 

research as a combination of quantitative and qualitative methods, a philosophy, and a research 

design orientation.  This mixed methods study was designed to identify and understand the 

essential elements necessary for providing adolescent-friendly care to teens accessing SBHCs 

for their health care.  An explanatory sequential mixed methods design was used to investigate 

the essential elements of adolescent-friendly care in SBHCs from the perspectives of an expert 

panel NPs and teens (Creswell & Plano-Clark, 2011).  The quantitative data were collected first 

and analyzed and then in the second, qualitative strand the researcher sought to explain the 

quantitative findings (Creswell & Plano-Clark, 2011).  The data from the second strand provided 

greater insights about the research questions and explained the results of the quantitative 

strand (Creswell & Plano-Clark, 2011).  The perspectives of the expert panel and the 

adolescents were then compared and contrasted to gain a better understanding of what is 

viewed as the essential elements in providing care in an adolescent-friendly manner to teens in 

SBHCs.  A more robust analysis resulted from the combination of the quantitative and 

qualitative components of the mixed methods design and allowed the researcher to optimize the 

depth and breadth of understanding about adolescent-friendly care in SBHCs from these two 

              O’C          010)   I                                                              

adolescent-friendly care from these two critical perspectives will allow SBHC services to be 

tailored to meet the needs and demands of the adolescents they serve. 

There are many examples in the nursing literature of explanatory sequential mixed 

methods designs (Carter, Callaghan, Khaill & Morres, 2012; Halcomb, Davidson, Griffiths & 

Daly, 2008; Mark et al., 2010; Theuissen, Griensven van, Verdonk, Feron, & Bosma, 2012).  

None were found that were related to the proposed study.  To better understand the potential 
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challenges of this research design, the limitation sections of each study were carefully 

considered in the planning of this proposal. 

This dissertation will be presented in a traditional five chapter framework.  The second 

chapter provides the conceptual framework and review of relevant literature.  The methodology 

and study design are presented in Chapter III.  The study results are provided in Chapter IV and 

are followed by a discussion of the study findings and the clinical and health policy implications 

of this research in Chapter V. 
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CHAPTER II  

BACKGROUND AND REVIEW OF THE LITERATURE 

 Chapter II provides the theoretical and philosophical framework for this mixed methods 

study.  The current literature specific to adolescent  development, health, and social disparities 

related to health care access, preventive                  z                  ’  x          w    

health care services, initiatives to improve adolescent health, school-based health centers, and 

the role of nurse practitioners in addressing the health care needs of adolescents are reviewed.     

Theoretical and Philosophical Framework 

 This mixed methods study was developed using Complex Adaptive Systems as the 

guiding theoretical and philosophical framework.  Adolescence is a time transition from 

childhood to adulthood and involves physical, cognitive, and emotional changes as well as 

increasing independence (Piaget, 1972).  During adolescence, teens are faced with a multitude 

of decisions that influence their lives now and in the future.  An important aspect of this 

developmental period is discovering who they are as individuals and how their personal beliefs, 

values, opinions, and preferences influence their relationships with other people and other 

aspects of their community, including the health care system. (Erikson, 1950; Daley, 2012).  The 

interactions or experiences (schema) individuals have with the health care system are complex 

and influenced by a variety of factors.  The health care services provided to teens therefore 

                                           ’                            opmental needs as well 

as their complex health and mental health needs.  

Grounded in mathematics and science (physics, biology), complexity science has been 

                                     )      “                               ”  H         006     

1).  A growing body of research literature has applied complexity science and complex adaptive 

systems                                                                                     “       

         ”                       B              003; Tan et al., 2005).  Complex adaptive 
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systems contain multiple dynamic components poised to respond to the ever-changing needs of 

those accessing the health care system (Lindberg et al., 2008).  The essential inter-related 

elements of diversity, self-organization, embeddedness, distributed control, emergence, and 

coexistence between order and disorder allow a complex adaptive system to respond to the 

potential and ever changing needs of those accessing the health care system (Cilliers, 2000; 

Lindberg et al., 2008).  The components of a complex adaptive system are commonly depicted 

as a web, reflecting the essential interconnectedness of the elements and the flexibility that the 

system must possess to survive (Lindberg et al., 2008).  Examples of complex systems include 

a high school, hospital emergency department, ant hill, or SBHC.  

Complex adaptive systems theory seeks to explain phenomena through a holistic 

interplay of an entire system rather than a reductionist perspective of the individual parts of a 

system (Cilliers, 2000; Holden, 2005).  These systems are dynamic in nature and, by necessity, 

        “          q         ”  C          000     37)   A state of equilibrium prevents the system 

from responding, changing, or adapting to the ever-changing needs of the system.  I     “    

robust nature of complex systems, their capacity to perform in the same way under different 

                                      ”  C          000      x)  

Structural and Functional Components of Complex Adaptive Systems 

  Complex adaptive systems include the elements of: diversity, self-organization, 

embeddedness, distributed control, coexistence between order and disorder and emergence 

(Cilliers, 2000).  Each of the elements of complex adaptive systems will be explained using the 

example of a SBHC responding to a change in an immunization requirement for students.  

Diversity, the first element, allows the complex adaptive system to adjust to changes in the 

system or environment (Cilliers, 1998; Lindberg et al., 2008).  An example of diversity in the 

SBHC is a change in the immunization requirements for adolescents that required an additional 

vaccination prior to the tenth grade.  The services of the SBHC would need to adjust to 

accommodate this new requirement while continuing to offer the existing services.  Each 
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complex adaptive system is typically part of another, often larger or related complex adaptive 

system; this component is embeddedness (Cilliers, 1998; Lindberg, et al., 2008).  SBHCs are 

typically a satellite clinic of a larger health care agency and also part of the school community.   

Self-organization is the ability of a system to adapt to outside forces, influences, or parameters 

and in turn develop internal systems, patterns or responses to these influences (Cilliers, 1998; 

Lindberg et al., 2008).  For example, new appointments are scheduled for the teens who need 

the influenza vaccine in order to accommodate to the change in guidelines and to keep the 

teens from being excluded from school.  Next, distributed control or shared governance, allows 

for the complex adaptive system to mutually problem solve and fully actualize the diversity of 

the complex adaptive system (Cilliers, 1998; Lindberg et al., 2008).  Within the SBHC, an 

example of distributed control would be problem-solving with the office staff strategies to meet 

the new vaccination requirement while also meeting the other needs of the students using the 

clinic or negotiating with the school administration for students to have access to the SBHC 

during classes.  In addition, the NP and the administrative assistant may refine the plan as it is 

set into motion to see if further adjustments need to be made to the schedule.  The SBHC may 

also encounter new users of the SBHC who need the vaccination, but are unable to meet the 

  q                                                                      ’           H w           

the best plans may cause order and disorder, another characteristic that exists simultaneously 

(Cilliers, 1998; Lindberg et al., 2008).  The co-existence of order and disorder has been 

identified as a healthful characteristic of a complex adaptive system. Likely, most of the efforts 

to accommodate to the new vaccination requirement will be successful, but if supplies are 

limited, insurance coverage is an issue, or if students/parents are unware the vaccine is 

available at the SBHC, disorder will be created by missed appointments or unfulfilled 

vaccination requirements.  What results from the experience with integrating a new vaccination 

recommendation into the SBHC is the emergence of a novel approach to the new demand or 

problem (Cilliers, 1998; Lindberg et al., 2008).  The SBHC may need to not schedule wellness 
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appointments until all the tenth graders desiring appointments have received their vaccinations 

or it may be better to schedule many ten-minute appointments throughout the day in addition to 

most of the regular appointments.  A third option, would to ask for assistance from the school 

nurse in meeting this new demand.  

 From the example of a SBHC, it is apparent that complex adaptive systems operate at 

      “          q         ”  L                 008     37)   Equilibrium, or the status quo, causes 

the system to be unable to respond, change, or interact as necessary and may ultimately lead to 

decay of the complex adaptive system or complete randomness (Cilliers, 1998; Lindberg et al., 

2008; Tan et al., 2005). In this example, equilibrium would have prevented the SBHC from 

meeting the health needs of the adolescents, would not have adjusted the appointment 

schedule to accommodate an increased volume of patients or time allotted for a visit, and would 

not have emerged from the experience with a new approach to the vaccine requirement.  

Instead, it would have sought to maintain the current pattern of patient care and not adapted to 

the new recommendation or needs of the agent using the SBHC. 

The trick to survival of a complex system is to hover between too rapid, directionless 

change, and too little change, where unfriendly environmental forces might overtake it. 

I                                                                ’            x     

fitness and adaptability and their potentially worst scenario (Tan et al., 2005, p. 42). 

Unintended or unanticipated consequences of the SBHC responding to the new vaccination 

requirement may be small and hardly recognized.  For example, a parent may subsequently 

                ’                BHC                   x         w                 Other outcomes 

could include days missed from school by the tenth-graders because of a sore arm from the 

vaccine or conversely teens enjoying their experience with the SBHC and returning for other 

health related needs, such as contraception.  All of these examples demonstrate non-linearity, 

which is the unanticipated outcome that results from the lack of predictability and self-

organization (Cilliers, 1998; Lindberg et al., 2008).    
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Learning is an important aspect of effective and sustainable systems because in order to 

survive the complex adaptive system must adapt to the ever changing needs of the system.  

Health care systems are composed of many interdependent and interrelated parts (Thompson, 

1967).  However, these parts are unpredictable, may be difficult to understand, and lack a 

readily recognizable structure.  Interactions among the agents, especially when the agents are 

human, are also unpredictable and often appear unorganized and random because a pattern of 

response is not easily recognized.  Agents within a complex adaptive system “           

                                           ”  T            005     38)   T                   

causes an agent to act in linear and nonlinear ways with other elements of the complex adaptive 

system.  The chan                          ’                          T                  

(2005) as first, second, or third-order changes.  First-order changes are those actions that allow 

the agent to observe and then adapt to a change.  For example, the SBHC NP notices many 

teens coming in to the clinic requesting an influenza vaccine, however there is not enough 

vaccine to meet the new demand.  The NP needs to order more vaccine immediately to meet 

the increased demand.  Second-order changes occur when the agent purposefully changes 

their schema to better fit their observation.  Because the influenza vaccine is a new requirement 

for school attendance, it is presented to teens as a requirement rather than an optional vaccine.  

Finally, third-order changes are those in which the schema either survives or ceases to exist 

(Tan et al., 2005).  T    w                                           ’                        

agent becomes more robust and able to adapt to variations experienced within the complex 

adaptive system or the agent becomes more predictable and reliable in their interactions (Tan et 

al., 2005).  If the NP incorporates the new vaccine requirement into the services at the SBHC, 

the supply of vaccine needed for the SBHC will be anticipated ahead of the next flu season and 

appropriate plans will be made regarding ordering and securing enough vaccine to meet the 

anticipated demand.  In addition, the teens will anticipate that the SBHC will have the vaccine 

available when they need to have the vaccine the following year.  However, if the schema 
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ceases to exist, no advanced planning for the following flu season will occur and the complex 

adaptive system may be unable to meet the needs of the SBHC patients.  Complexity science 

integrates the dynamic interactions between health care agencies and the individuals who 

engage in the clinical services offered by such agencies (Cilliers, 2000; Lindberg et al., 2008; 

Wilson & Holt, 2001).   

Complex adaptive systems theory provides the opportunity to understand the interplay of 

the clinical services available to adolescents through SBHCs, the unique health care needs of 

the adolescents using these services, and whether current SBHC services can provide a safety 

net of adolescent-friendly care and lessen the impact of health disparities for this population.  

Complex adaptive systems theory is particularly well aligned with this study because it 

represents the strengths of nursing (holism, non-linearity, emergence) and allows analysis of the 

provision of adolescent primary care services in a new manner and from the perspectives of the 

NPs providing care to adolescents in SBHCs and the adolescents as the consumers of SBHC 

services.   

Adolescent Development 

Adolescence represents a critical developmental transition from childhood to adulthood 

(11 to 21 years of age) and is accompanied by physical, cognitive, and psychosocial changes 

(Elster & Kuznets, 1994; Hagan, Shaw & Duncan, 2008).  The timing and tempo of these 

changes vary from individual to individual.  The physical changes associated with puberty 

include increased linear growth and the development of secondary sexual characteristics.  

These physical changes are accompanied by cognitive and neurobiological changes that 

influence the way adolescents think and make decisions.  Adolescents transition from more 

concrete to more formal operational thought patterns that allow the teen to consider the 

perspectives of others, multiple possibilities or solutions, abstract concepts, different dimensions 

of a problem or situation as well as to think about thinking (Elkind, 1998; Hamburg, 1998; 

Piaget, 1952; 1972).  E                                                     ’              
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everyone is thinking about them (because the teen is thinking about him or herself constantly), 

result from these new thought patterns (Elkind, 1998).  The imaginary audience often leads 

teens to believe they are invulnerable to harm and that the normal laws of the universe apply to 

others but not to them.  Adolescent brain research has demonstrated              ’             

     x    “ x                -             ”                                                  

early adulthood and likely effects         ’                     executive functions including: 

balance and coordination, emotional balance, ability to engage in interpersonal communication, 

flexibility in verbal responses, empathy, insight, intuition, modulation of fear, and morality 

(Casey, Giedd & Thomas, 2000; Giedd, 2004; Giedd et al., 1999; Siegel, 2007; Sowell, Siegel & 

Siegel, 2011).  These changes also contribute to their reaction to stress and participation in risk-

taking behaviors (Casey, Jones & Hare, 2008; Weinberger, Elvevag, & Giedd; 2005).   

Psychosocially, adolescence is a time of gradually increasing independence from their family 

and the development of a self-concept (Erikson, 1950; Steinberg & Collins, 2011).    

Adolescent Health 

Teens in the United States, in general, are healthy.  The majority of morbidity and 

mortality during this time is a result of risk-taking behaviors and injuries rather than chronic 

illness or disease.  Accidental injury, homicide, and suicide are the leading causes of death for 

both male and female adolescents (Miniño, 2010).  Teens face numerous health and social 

challenges associated with sexual experimentation, mental illness, substance use and abuse, 

poor dietary habits, and lack of exercise; all of which can have life-long consequences (U.S. 

Department of Health and Human Services [USDHHS], 2011a; b).  Significant social and health 

disparities also exist for the adolescent population which may interfere with access to and use of 

preventive health care services (NRC/IOM, 2009).  Many adolescents also face challenges 

related to social disparities including discrimination, stress, poverty, homelessness, involvement 

with foster care or the juvenile justice system, and sexual preference (Mulye et al., 2009; Price, 

McKinney, & Braun, 2011).  Primary health care services, screening, and anticipatory guidance 
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provided to adolescents during routine health care visits are a positive mechanism for reducing 

the impact of social and health disparities (Hagan et al., 2008).  Health care services for teen, 

therefore, focus on disease prevention and anticipatory guidance related to health risk 

behaviors wi                                                           “          -        ”     

address the unique needs of this population.  

Ultimately, adolescent-friendly care allows teens to gradually assume an independent 

role in health services and aims to integrate health maintenance and prevention into a healthy 

lifestyle (Daley, 2012; Hofmann, 1992).  Adolescent-friendly services attempt to lessen the 

impact of social and health disparities by providing accessible, comprehensive, developmentally 

appropriate, and confidential clinical services for all teens (Fox et al,  2010; Ginsburg et al., 

2002b; Rosen, Elster, Hedberg, & Paperny, 1997; Tylee, Haller, Graham, Churchill, & Sanci, 

2007).  Often adolescents do not have access to services that are tailored to their specific 

needs and responsive to the manner in which they engage in care.  This gap results in health 

disparities that prevent access to appropriate preventative health care services and create 

additional disparities related to teen pregnancy, STIs, obesity and inactivity, substance abuse 

and mental illness.   

Health Disparities Related to Access and Use of Preventive Care 

Current national guidelines recommend an annual preventive visit for all adolescents 

that includes a through history and physical examination, preventive screening, and anticipatory 

guidance (Elster & Kuznets, 1994; Hagan et al., 2008; Rosen et al., 1997).  Many teens face 

significant challenges that limit access to care.  

Confidentiality is a significant concern for many adolescents and can present a barrier to 

accessing needed services especially for private concerns.  Clinical guidelines for teens 

emphasize the need for time alone with a health care provider for appropriate screening, health 

care services and anticipatory guidance during preventative visits (Elster & Kuznets, 1994; 

Hagan, et al., 2008).  Less than 40% of adolescents report time alone with their provider at their 
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last preventive visit, a time typically devoted to anticipatory guidance, screening for and referral 

of issues such as alcohol and substance use, sexuality, and mental health concerns (Edman, 

Adams, Park, & Irwin, 2010; Irwin et al. 2009).  Even fewer opportunities existed for those from 

low-income families, with public health insurance, and of Hispanic ethnicity (Irwin et al., 2009).  

Significant differences also exist between younger and older adolescents. Fifteen to 17 year-

olds are more likely to have alone with a clinician than younger teens (12-14 years-olds) 

regardless of gender or racial/ethnic group identity (Edman et al., 2010).  Overall, male 

adolescents had more opportunity for time alone with a clinician, especially during early 

adolescence (Edman et al., 2010).  Hispanic adolescents were also less likely to spend time 

alone with a provider than white or black teens throughout adolescence (Edman et al., 2010).   

Social Disparities  

The lack of insurance coverage of either an adolescent or his/her parent places an 

additional risk for decreased access to health care services and ultimately creates missed 

opportunities for intervention and unmet health care needs (DeVoe, Tillotson & Wallace, 2008).  

Adolescents who have a parent with stable health insurance are more likely to receive annual 

preventive health care visits (Davidoff, Dubay, Kenney, & Yemane, 2003; Dombkowski, Lantz, & 

Freed, 2004; Fronstin, 2011).  Between 1998 and 2008 the number of insured children and 

parents decreased and is most evident among middle and low income families (Angler, DeVoe, 

Tillotson, Wallace, & Gold, 2012).  Nearly 30% of adolescents or an estimated three million 

children, with one insured parent were uninsured for some period of time in the previous year 

(DeVoe et al., 2008).  Uninsured teens were more likely to be from low-income, single-parent 

families, Hispanic ethnicity, and living in the Southern or Western parts of the United States and 

have a parent who was unemployed or did not complete high school (DeVoe et al., 2008; 

Goedken, Urmie, & Polgreen, 2014).  These children/ adolescents were less likely to report their 

health as excellent (44.7%) compared to those with insurance (49.8%) (DeVoe et al., 2008). 

Lack of health insurance makes it more likely that a teen will not have a regular source of health 
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care services.  Recent evidence suggests that children and adolescents from single father 

homes and parents who have not had a recent health visit were less likely to have had a well-

visit in the past year (Goedken et al., 2014).  A regular source of health care services is 

associated with increased likelihood of receiving comprehensive care including annual 

preventive care visits and confidential services (Scudder et al., 2007; Starfield & Shi, 2004). 

Teens who lack access to confidential preventive care and a reliable source of health 

care services face delays, missed opportunities and fragmentation of services (Berlan & 

Bravender, 2009; Dobbs, Bates, & Dorn, 2011; Dorgan, 2010; English & Ford, 2007;  Jones, 

Purcell, Singh, & Finer, 2005; Yu, Bellamy, Schwalberg, & Drum, 2001).  Ultimately these 

disparities may place teens at higher risk for teen pregnancy, STIs, mental health conditions, 

substance abuse, and obesity (Ford et al., 1999; Klein et al., 2000). 

Disparities Related to Adolescent Health 

The rate of adolescent birth in the United States has steadily declined since 1991 to the 

lowest rate recorded in 2013 (26.5/1000 15-19 year-olds) (Martin, Hamilton, Oysterman, 

Curtain, & Mathews, 2015).  Although the rate of teen births (per 1,000 15-19 year olds) has 

declined overall, disparities exist with rates for Asian or Pacific Islander (API) and non-Hispanic 

white teens being lowest at 8.7 and 18.6 respectively, compared to the rates of Hispanic (41.7), 

non-Hispanic Black (39.0) and American Indian or Alaskan Native (AIAN) (31.1) teens (Martin et 

al., 2015).  Teen mothers face numerous other health and social disparities including school 

failure and chronic poverty (Hoffman, 2006; Perper, Peterson & Manlove, 2010). 

The prevalence of many STIs is disproportionately higher among adolescents (Forhan et 

al., 2009).  Teens represent only 25% of all those who are sexually active, yet account for 50% 

of all STIs diagnoses in the United States (Centers for Disease Control and Prevention [CDC], 

2009).  Female adolescents, 15 to 19 years-old, have the high rates of chlamydia and 

gonorrhea, with black and AIAN teens disproportionately affected in comparison to males the 

same age (CDC, 2009; Centers for Disease Control and Prevention and Indian Health Service, 
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2012).  Human papillomavirus, the most common STI, is often acquired by individuals during 

adolescence (CDC, 2009; 2015; Workowski & Bolan, 2015).  Increased prevalence for STIs 

exists for teens due to numerous biological, access, and behavioral factors (CDC, 2014a; 

Workowski & Bolan, 2015).  Biological factors, such as cervical ectopy, place adolescent 

females at greater risk for acquiring chlamydia (CDC, 2014a).  Delays in accessing clinical 

services because of transportation issues, insurance status, cost of services, confidentiality 

concerns, and lack of adolescent specific services also place adolescents at increased risk for 

STIs (CDC, 2014a).  

Behavioral factors such as inconsistent condom use, unprotected sex with multiple 

partners, young men having sex with men, intravenous drug use and teens living in juvenile 

detention facilities place adolescents at increased risk of acquiring a STI (CDC, 2009; 2014a; 

Workowski & Bolan, 2015).  STIs can result in life-long consequences of chronic disease (from 

HIV, human papillomavirus and herpes), infertility, chronic pelvic pain, and psychological 

distress (CDC, 2009).  Thirty-three percent of all cases of pelvic inflammatory disease (PID) 

occur in adolescents (Shrier, 2008).  Teens are at greater risk for developing PID than older 

women because of service and treatment delays, confidentiality concerns, lack of insurance, 

transportation issues, and difficulty navigating adult health care facilities (CDC, 2010; 

Workowski et al., 2015). 

A large number (29.9%) of adolescents in high school reported feeling of sad or 

hopeless daily over a two week period in the previous year (CDC, 2014b).  This is of particular 

concern because depression and anxiety account for the largest single burden of disease 

worldwide (McIntyre, 2002).  Early diagnosis and treatment are essential to reducing chronic 

disease and suicide.  Female teens (39.1% versus 20.8%) and Hispanic teens (female 47.8%, 

male 25.4%) were more likely to report feeling sad or hopeless and to report having seriously 

contemplated suicide in comparison to their peers (CDC, 2014b).  Female teens (22.4% versus 

male 11.6%), Hispanic females (26%), and males (11.5%) were most likely to consider suicide; 
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suicide plans were more common among female teens (16.9% versus 10.3%) and both 

Hispanic male (11.2%) and female (20.1%) adolescents (CDC, 2014b).  During the past year, 

nearly 8% of adolescents reported at least one suicide attempt; these students were also more 

likely to be female (10.6% versus 5.4% male) and more likely to be Hispanic females (15.6%) or 

males (6.9%).  Suicide rates are higher among Native American and Alaskan Native 

adolescents than any other racial or ethnic group and approach near epidemic levels (Dorgan, 

2010).  Bullying is a significant concern for 19.6% students who reported being bullied on school 

property and 14.8% reported being bullied electronically (CDC, 2014b).  Bullying occurred at the 

highest rates at both school and electronically among white students (CDC, 2014b). 

Alcohol, tobacco and marijuana are the most commonly used substances by teens; 

41.1% of all adolescents report ever smoking a cigarette (CDC, 2014b).  Daily smoking of more 

than ten cigarettes was more common for male (8.6%) than female (6.3%) teens (CDC, 2014b).   

Alcohol use, on at least one occasion, is very common among male and female adolescents 

with 66.2% reporting use (CDC, 2012).  Hispanic females (75.6%), Hispanic males (69%) and 

12th graders (male 74.9% and female 76.3%) were most likely to report ever drinking alcohol 

(CDC, 2014b).  Binge drinking (five or more drinks on one occasion) in the past 30 days was 

reported by 19.6%% of female and 22% of male adolescents (CDC, 2012).  Marijuana use 

(ever) was reported by 39.2% of females and 42.1% of males (CDC, 2014b).  The use of 

cocaine (4.5 versus 6.6%), ecstasy (5.5 versus 7.6%), heroin (1.6% versus 2.8%) and 

methamphetamines (3 versus 3.4%), and were all more commonly reported by males.  Female 

teens were more likely to report inhalant use (10% versus 7.9%) and use of hallucinogenic 

drugs (8.8 versus 7.1%) (CDC, 2014b).  Early diagnosis and treatment are essential to 

decreasing the rates of chronic use/abuse, drowning, motor vehicle accidents, and poisoning 

(Grossman, 2000; National Center for Injury Prevention and Control, 2006, Tsai, Anderson, & 

Vaca, 2010). 
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Poor dietary habits and lack of regular exercise are associated with obesity and the 

potential consequences of diabetes and heart disease (Reilly et al., 2003).  Nationwide, 13.7% 

of high school students reported they were obese, an upward trend from 10.6% since 1999 

(CDC, 2012; 2014b).  In addition 16.6% of teens reported being overweight (CDC, 2014b).  

Obesity was reported among 16.6% of male and 10.8% female adolescents with the highest 

reports among black females (16.7%) and Hispanic males (19%) (CDC, 2014b).  Nearly half 

(47.3%) of teens reported 60 minutes of physical activity on five of the past seven days, males 

(57.3%) were more active than females (37.3%).  However, 15.2% of adolescents reported that 

they did not participate in 60 minutes of physical activity once in the past 7 days.  The rates of 

inactivity were highest overall among female teens (19.2%) versus male teens (11.2%) (CDC, 

2014b). 

Despite a national commitment that supports preventive health care services for 

adolescents, most teens do not receive all aspects of recommended preventive health services 

and significant disparities continue to persist (Irwin et al., 2009).  Social disparities negatively 

impact access to preventative care and likely contribute to the rates of teen pregnancies, STIs, 

obesity, inactivity, substance use/abuse, suicide, and undiagnosed mental illnesses found in this 

population.  Those who are underinsured, uninsured, or encounter costly co-payments are even 

less likely to receive the recommended health care services.  These risks are even higher for 

more vulnerable teens who face poverty, discrimination due to sexual preference or racial/ethnic 

background, live in limited resource areas, as well as those, who are homeless, involved in the 

juvenile justice system, or in foster care. 

Relationship to Future Health 

Adolescence is a critical time for shaping healthy lifestyles and identifying risk 

associated behaviors, and diagnosing medical conditions that can have a significant impact on 

             ’           w                     Y              014)   The majority of morbidity 

and mortality for this group result from risk-taking behaviors and injury, rather than disease or 
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chronic illness; accidental injury, homicide and suicide are the leading causes of death for both 

male and female adolescents (Miniño, 2010).  Unhealthy eating and a lack of exercise can 

result in teens being overweight or obese, increase the likelihood of obesity in adulthood and 

premature mortality from hypertension, diabetes, stroke, and ischemic heart disease and other 

conditions including polycystic ovary syndrome and asthma (Freedman et al., 2005; Reilly & 

Kelly, 2011).  More than 80% of adult smokers began smoking as adolescents (USDHHS, 

2012).  Cigarette smoking and tobacco use is associated with a variety of health related 

consequences including cancer, lung disease, and cardiovascular disease (American Cancer 

Society, 2014).  Unprotected sexual activity can result in STIs and unintended pregnancy.  Fifty 

percent of all STIs in the United States occur among adolescents (CDC, 2009).  If untreated, 

STIs can cause infertility and chronic pelvic pain (CDC, 2014a).  In addition, STIs including HIV, 

herpes simples and hepatitis B, are chronic illnesses and although they can be managed to 

reduce symptoms and maximize health, can cause significant illness in adulthood.  Almost 

10,000 new cases of HIV were diagnosed in adolescents and young adults 15-24 in 2013 (CDC, 

2015a).  Mental health issues often emerge during adolescence and may cause chronic mental 

health issues, social isolation, school failure, and increased risk of substance abuse and suicide 

(Kessler, Berglund, Demler, Jin, & Walters, 2005). 

Patterns of Preventive Health Care Utilization by Adolescents 

 The Maternal and Child Health Bureau, the American Academy of Pediatrics and 

American Medical Association all recommend annual preventive visits for adolescents (AAP, 

2008; Elster & Kuznets, 1994; Hagen, Shaw & Duncan, 2008).  Various national surveys have 

examined the trends in well-adolescent preventive visits in the United States and factors that 

influence access and receipt of recommended care and anticipatory guidance.  Much attention 

has been placed on the benefits of adolescents receiving an annual well-adolescent preventive 

visit, however the number of adolescents that actually receive this annual visit and 

recommended preventive counseling remain lower than recommended.   
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 Adolescent visits accounted for a mere 9.1% of all health care visits between 1994 and 

2003 (Rand et al., 2007).  Male and female adolescents have approximately even rates of 

preventive visits in early adolescence (13%), however these numbers decrease significantly 

after age 16 and into late adolescence (6% male and 3% female) which is the time associated 

with increased rates of risk-taking behaviors (Rand et al., 2007).  Only 38% of adolescents 

received an annual preventive visit in the past 12 months (Irwin et al., 2009).  Those teens that 

were identified as poor (defined as < 200% federal poverty level) and uninsured in the past year 

were least likely to have received an annual preventative visit (Irwin et al., 2009).   

 Tsai, Zhou, Wortley, Shefer, and Stokley (2014) examined time trends in preventive 

visits by adolescents between 2003 and 2010 via the Commercial Trends and Encounters 

database.  This data base includes insurance claims data of a nationwide sample of employees 

and their dependents covered by regional health plans and large self-insured employers.  The 

proportion of adolescents (11-21 years) who made at least one preventive visit during the eight 

years studied increased from 24.6% in 2003 to 41.1% in 2010 (Tsai et al.,  2014).  In 2010, 

37.6% of male and 44.6% of female adolescents had had a least one preventive visit in the 

eight year study period (Tsai et al., 2014).  Similar to other studies, early adolescents (11-14 

years old) were most likely to have received a preventive visit (50.5%) in comparison to middle 

(15-17 year olds, 41.8%) or late adolescents (18-21 year olds, 30.5%) (Rand et al., 2007; Tsai 

et al., 2014).  Geographic variations also were found.  Teens living in the Northeast were most 

likely to receive a preventive visit (61.8%) compared with teens living in the North Central 

41.6%, South 36.4%, and West 35.8% regions of the United States (Tsai et al., 2014).  The 

mean number of visits during the 8-year study period was 3.6 for males and 3.9 for females; 

however only 2.4% had an annual preventive visit (Tsai et al., 2014).  Researchers also found 

that 13.8% of female and 18.2% of male adolescents had not had any preventive visits during 

the previous eight years (Tsai et al., 2014).   
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Nordin, Solberg, and Parker (2010) examined preventive versus non-preventive visits 

among adolescents 11-18 years old and insured by a large health plan in Minnesota between 

1998 and 2007.  This study also compared rates of preventive and non-preventive visits among 

those insured by a commercial or governmental/Medicaid plan.  Thirty percent of adolescents 

had no preventive visit in the 8-year study period (Nordin et al., 2010).  The mean number of 

preventive visits for both insurance groups was highest among 12 year olds (0.42 commercial, 

0.45 governmental) and ranged from 0.15 to 0.26 for commercially insured and 0.20 to 0.28 

governmentally insured (Nordin et al., 2010).  Similar to Tsai and colleagues (2014) the number 

of adolescents who had an annual preventive visit each year was very low with 1% of 

commercially insured and 2% of governmentally insured receiving an annual preventive visit 

(Nordin et al., 2010). Only 40% of adolescents, despite continuous insurance coverage, had a 

single preventive visit between the ages of 13 and 17 (Nordin et al., 2010). 

 Adams, Park, and Irwin (2015) compared rates of preventive visits among adolescents 

(10-17) across national surveys.  Data were collected from three publically available data 

sources: National Health Interview Survey (CDC, 2011), Medical Expenditure Panel Survey 

(Agency for Healthcare Research and Quality, 2011), and National Su        C       ’  H      

(CDC, 2013). All included survey data from 2011 allowing for comparison of rates across 

surveys.  The National Health Interview Survey and Medical Expenditure Panel Survey both 

used a subjective item from a parent/caregiver face-to-face interview asking if “During the past 

12 months, did [alias] receive a well-child check-up, that is a general check-up, when he/she 

was not sick or injured?”    “During the past 12 months/Since [his/her birth] how many times did 

[sample child] see a doctor, nurse or other health care provider for preventive medical care such 

as a physical exam or well-child check-up?                w    #)”               T   Medical 

Expenditure Panel Survey also used face-to-face interviews with parent/caregiver and a 

constructed measure from respondent reports of health care visits for immunizations, well-child 

visit, or general check-up.    
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The results for this study varied greatly between surveys (Adams et al., 2015).  

Parents/caregivers past-year preventive visit reports ranged from 74.4% (National Health 

Interview Survey) to 81.2% (N                  C       ’  H     ) in the face-to-face interviews 

and 43% via a constructed measurement from medical visit data collected 2-3 times a year 

(Medical Expenditure Panel Survey) (Adams et al., 2015).  Hispanic teens and those who were 

uninsured were least likely to take received a preventive visit in the past year (Adams et al., 

 015)   F                                                           ≥ 400                 

level) were most likely to have received a preventive visit in the past year (Adams et al., 2015).  

Anticipatory Guidance and Preventive Counseling  

An important aspect of well-adolescent visits is anticipatory guidance and preventive 

counseling.  The majority of morbidity and mortality during adolescence and adulthood results 

from high risk behaviors and lifestyle choices made during adolescence.  Several studies have 

examined the amount and types of counseling received by adolescents during health 

encounters. 

Rand, Auinger, Klein, and Weitzman (2005) examined the rate of counseling that 

occurred at well and acute visits and hypothesized that more counseling was likely to occur if 

the teen (11-21 years old) was seen by their primary care provider, spent more time with the 

physician, was known to a practice, and was seen in a private practice.  This study found that 

the amount of counseling that occurred during the visits analyzed was far less than what is 

recommended by the American Academy of Pediatrics, American Medical Association, and 

American Academy of Family Physicians   V                                 ’     mary provider 

were only associated with the teen receiving more dietary counseling (Rand et al., 2005).  

Teens were more likely to be counseled during well-visits about less sensitive topics including 

diet/nutrition (28.2%), exercise (22.9%), and injury prevention (15.1%) than to receive 

counseling regarding HIV/STD transmission (6.2%), and family planning (10.2%) (Rand et al., 

2005).  Counseling regarding diet/nutrition (71.5%), exercise (51.8%), HIV/STD transmission 
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(14.4%) and family planning/contraception (23.9%) all occurred significantly more frequently at 

acute visits (Rand et al., 2005). Injury prevention (10.2% versus 15.1%) and tobacco 

use/exposure counseling (8.5% versus 13.3%) were reported similarly at acute and well visits 

respectively (Rand et al., 2005).  Visits that included counseling were found to be longer than 

visits that did not include any prevention counseling (Rand et al., 2005). 

Irwin and colleagues (2009) examined the rates of anticipatory guidance provided during 

preventive visits specific to dental visits, eating healthy, exercise, seat belt use, helmet use and 

second hand smoke. Only 10.3% of teens (10-17 years old) received anticipatory guidance 

about all six topics (Irwin et al., 2009).  Thirty percent received counseling specific to seat belt 

use, helmet use and secondhand smoke (Irwin et al., 2009).  A greater number of adolescents 

received counseling related to dental visits (40.3%), exercise (40.6%), and healthy eating 

(48.9%).  This study found only 39.5% of teens (12-17 years old) spent any time alone with their 

doctor, a time typically devoted to screening and anticipatory guidance related to more sensitive 

topics including sexual activity, contraception, STIs, mental health concerns and substance use 

(Irwin et al., 2009).  Hispanic teens although most likely to receive counseling in all six areas 

(13.9; White 9.8%, Black, 10.3%) were also least likely to spend time alone with their doctor 

(23.6%; White 42.8%, Black 38.9%).  Those from low income families (<200 federal poverty 

level) were less likely compared to those from higher income (27.6% versus 47%) families to 

have spent time alone with their clinician at their most recent visit (Irwin et al., 2009). 

Akers and colleagues (2014) examined parental reports of preventive counseling that 

occurred during adolescent health visits.  Anonymous surveys were sent to a convenience 

sample of parents (n = 358) who had accompanied their teen to a well visit at a general 

outpatient pediatric clinic between June and November 2009.  The survey consisted of 22- 

preventive health topics derived from national guidelines on adolescent preventive health and 

were vetted by a group of adolescent providers (Akers et al., 2014).  The results revealed that 

overall parents reported discussion of all health prevention topics was low.  Topics considered 
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more sensitive, for example sexual orientation (16%), pregnancy (20%), condom use/safe sex 

(20%) were discussed least often in comparison to more general topics including nutrition 

(50%), exercise/sports (47%) and seat belt/helmet safety (40%) that were reported most often 

by parents (Akers et al., 2014). 

In a related study, researchers examined adolescent and parental beliefs about 

confidentiality, beliefs and health topics discussed during the last preventive visit (Gilbert, 

Rickert, & Aalsma, 2014).  A secondary analysis was performed of a nationally representative 

online survey data (December 2012 to January 2013) of teens (13-17 years old, n = 500) and 

their parents (n = 504).  Sixte                                              ’               w   

confidential and 30% reported that part of the visit was confidential.  Eighty-eight percent of 

parents believed that their teen should be able to speak to their clinician alone and 39.6% felt 

that their presence during a visit restricted the conversation between the teen and provider.  

However, most parents (61.2%) still preferred to be present for the entire visit.  Among the visits 

in which the parent was not present for at least part of the visit, 44.1% reported that they had 

voluntarily waited outside, 24.4% were asked to wait outside by a physician, and 23.3% by their 

teen (Gilbert et al., 2014).  

Fifty-one percent of teens reported that their last well visit was not confidential, only 

10.4% reported their entire visit was confidential and an additional 35.5% reported part of the 

visit was confidential (Gilbert et al., 2014).  Almost half (47.6%) of teens believed the 

conversation with their provider would have been different if their parent was not in the room.  

Even among teens that had all or part of their visit without their parent present, almost half 

(44.5%) believed that the discussion with their provider would be different if their parent was in 

the exam room (Gilbert et al., 2014).  This study found that a greater number of preventive 

health topics were discussed when at least part or all the visit was performed confidentiality 

including nutrition/diet, exercise, issues at school, smoking, drugs and alcohol, sexual health, 
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self-image, mental health and coping with stress.  Only weight, vaccines and issues at home 

were unaffected by parental presence (Gilbert et al., 2014). 

Parental views on what preventive counseling topics were most important for a health 

care provider to provide to their adolescents (9-17 years old) was studied by Dempsey, Singer, 

Clark and Davis (2009).  Eighteen topics, from the Bright Futures Guidelines (Green & Palfrey, 

2002) and two items about confidentiality were evaluated by a random sample of parents (N = 

2006) via survey. Topics included: diet/nutrition, exercise/sports, physical changes of puberty, 

drug use, tobacco use, depression/suicide, obesity, sexual transmitted diseases, drinking, 

eating disorders, pregnancy prevention, relationships, abstinence, safety, violence, school 

performance, bullying and religion/faith.  Parents rated preventive counseling specific to 

diet/nutrition (75%), exercise/sports (67%) and physical changes of puberty (60%) highest 

(Dempsey et al., 2009).  Counseling related to more sensitive topics were rated lower by 

parents: drug use (55%), tobacco use (52%), depression/suicide (51%), sexual transmitted 

diseases (49%), drinking (48%), eating disorders (48%), pregnancy prevention (41%), 

relationships (36%), abstinence (35%), safety (32%), and violence (28%) (Dempsey et al., 

2009).  Gender differences existed related to topics also, parents of female teens were more 

likely to indicate the importance of anticipatory guidance related to eating disorders.  Parents of 

male adolescents indicated tobacco use, drinking, safety, school performance and bullying were 

more important in comparison to parents of female adolescents (Dempsey et al., 2009).  

Only 24% of the parents in this study believed that time alone with a provider was very 

important and almost half (46%) wanted full disclosure of any confidential information shared 

w                                          w                        w                      ’ 

rights regarding confidentiality (Dempsey et al., 2009).  Not surprising, parents who thought time 

alone with a provider was less important also were significantly more likely to desire all 

information about the visit disclosed (Dempsey et al., 2009).   
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Adolescents’ Experiences and Preferences with Health Care Services 

Attitudes undoubtedly play an important role in an individual's willingness to participate in 

health care services.  T         1971)                     “                w            w     

predisposes a class of actions to a particular class of social inte        ”     )   A               

                        “                                                                 

                    ’                    w                                     w                  

            ”  W       1969    7)   E                                              ’     w    

health care services and can influence future interactions or willingness to participate in 

preventive care.  Negative attitudes can result in missed opportunities for intervention and the 

potential consequences of untreated health and mental health concerns.   

An important aspect of the development and maintenance of adolescent-friendly health 

services is the involvement of the opinions in both the planning and evaluation of services.  The 

World Health Organization (McIntyre, 2002) emphasized the need to involve youth in planning 

and monitoring activities so that providers 

Can be confident they are providing services in the right place, at the right time and in 

the right style.  The involvement of adolescents in planning and monitoring delivers on 

their right to have their views heard. It also increases the confidence that other young 

people place in those services (McIntyre, 2002, p. 29).   

Several studies have focused on the opinions of adolescents related to their experience with 

preventive health care services.  T                 w       x                              ’ 

experiences, satisfaction with, and preferences for health care services and provider 

interactions.  No literature was located that addressed the perspectives of NPs related to the 

care of adolescents in SBHCs or primary care settings. 

Fox, Philliber, McManus, and Yurkiewicz (2010) conducted a focus group study and 

follow-up surveys with disadvantaged adolescents from Chicago, Los Angeles, Miami, and the 

District of Columbia.   (N =  04       14     0)   T           x                  ’  x          
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and views on health care services.  They were asked about health issues experienced by teens, 

their experiences receiving care, and then were charged with designing an ideal model of 

adolescent health care.  These teens identified STIs, drugs and alcohol, teen pregnancy, peer 

pressure, violence, mental health concerns, obesity, poverty, homelessness, and the economy 

as the most important problems that either directly or indirectly impact health of teens (Fox et 

al., 2010).  Health insurance and affordability of services were identified as important influences 

on access to care with a lack of insurance or costly co-payments contributing to missed 

opportunities to receive needed care (Fox et al., 2010).  Adolescents identified various sources 

     w                                                        ’                                  

health, community and hospital clinics, school nurse, substance abuse programs, and the 

emergency room.  The majority of the teens reported using different sites for different reasons 

 F x          010)   A        60%                                     ’                            

sick care they did not receive drug and alcohol counseling (83%), mental health care (62%), 

health education (60%), or sexual health care (55%) from this site (Fox et al., 2010).  Most felt 

receiving care from multiple sites was a not ideal. However, they also expressed concerns 

about confidentiality and the distance they may need to travel to access services if they were all 

combined in a single health care agency (Fox et al., 2010). 

The majority of teens reported negative health care experiences that were attributed to 

difficulty making appointments, long waits,                    w    “        ”  F x          010  

p. 5).  Very few adolescents reported that their health care provider spent enough time with 

      14%)     16%                              “     ”                        ssing their 

needs during a health care visit.  Ideal services were described as those that were centrally 

located and easy to access by public transportation, near their home or school.  Visits would 

best meet their needs if they were available both by appointment and on a walk-in basis.  The 

teens described the importance of providers and clinic staff being friendly, knowledgeable, and 

        F x          010)   N                                      “                         ”  F x 
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et al., 2010, p. 9) including reproductive and mental health services was ideal.  Most of the 

teens also reported that this ideal model should include substance abuse services, drug testing, 

and rehabilitation services.  Half of the teens included physical examinations and health and 

wellness services targeting nutrition and exercise (Fox et al., 2010).  Some of the groups also 

discussed the inclusion of pharmacy, dental, laboratory, vision, and social services.  Overall, the 

       x                  “     ”                    are service model was likely to assist them 

in meeting their health care needs (Fox et al., 2010). 

A          ’                                                      w  e examined by Lim, 

Chhabra, Rosen, Racine, and Alderman (2012).  Analysis of data from six focus groups that 

included 31 adolescents, 11-21 years old, revealed that most adolescents had difficulty making 

appointments and typically were told that the next available appointment was four or more 

weeks away.  Teens complained that even when they had a scheduled appointment, wait times 

were excessive and was identified this as a significant factor that deterred them from seeking 

care (Lim et al., 2012).  Teens were also unaware about their rights to receive confidential care 

related to drug use, pregnancy concerns, and STIs without parental consent or knowledge.  

Mental health issues were also rarely discussed, including feeling depressed or suicidal ideation 

by teens because they felt providers had little interest in these concerns and also limited 

knowledge (Lim et a., 2012).  However, these teens were comfortable discussing mental health 

concerns with mental health professionals (Lim et al., 2012).  Most expressed, with some 

exceptions of those teens that knew their provider well, that they did not trust their provider to 

keep sensitive information from their parent/guardian (Lim et al., 2012).   

Coker et al. (2010) examined the perspectives of adolescents and their parents on ways 

to improve preventive health services. Seventy-seven publicly insured adolescents, ages 13-17, 

and 21 parents participated in a focus-group study.  Adolescents identified provider level 

improvements included timeliness, confidentiality, reduced waiting times, and increased time 

spent with their clinician as important aspects of care (Coker et al., 2010).  The teens described 
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their encounters for physical examinations in great detail, however described little about 

adolescent-clinician communication or discussions regarding health related issues (Coker et al., 

2010).  Teens reported a lack of knowledge regarding the importance of preventive visits 

because they believed their bodies were healthy.  The most important factor that encouraged 

                           w     “                     tionship with a clinician who respects 

                              ”  C              010     136)   P                e opinions of the 

adolescents.  The teens also identified the use of incentives, such as movie tickets, cash, and 

gift cards as a mechanism to encourage preventive visits.  Parents also suggested reminder 

calls or letters, extended hours, and decreased time waiting for an appointment as important 

factors (Coker et al., 2010).  Finally, the teens identified confidential conversations with a 

provider with whom they had a relationship with as an effective strategy to encourage private 

discussions about sensitive topics (Coker et al., 2010).   

Sexual minority youth (lesbian, gay, bisexual, transgender and questioning youth 

[LGBTQ]) offered guidance to health care providers regarding what factors make them trust and 

feel safe with clinicians and health care agencies (Ginsburg et al., 2002b).  This study used a 

mixed methods qualitative-quantitative design with surveys and focus groups.  The adolescents 

(N = 94, 14-23 years old, 63% male) described many of the same concerns as all adolescents 

as their top priorities: confidentiality, respect, and honesty in their interactions with providers as 

well as clinicians who are well educated and paid attention to cleanliness of both the site and 

instruments.  Other important aspects of care included not talking down to teens, listening, 

addressing fears, professionalism, and sensitivity (Ginsburg et al., 2002b). Several factors also 

related to LGBTQ teens specifically and included being nonjudgmental, not assuming teens 

have HIV or engage in risky behaviors, being clinicians educated about the gay lifestyle, and 

same-sex partner needs (Ginsburg et al., 2002b).   Site-specific characteristics that enhanced 

tee  ’ w                                                                                         

provider, staff diversity, and safe location within the community (Ginsburg et al., 2002b).   Focus 
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group results (N = 41)               LGBTQ            “       d the same basic needs as all 

                                   w          q                                   ”  G        

et al., 2002b, p. 410) and echoed the priorities reported in the surveys.  The teens expressed 

strong concerns regarding being labeled by providers (Ginsburg et al., 2002b). 

Ginsburg and colleagues (2002a) identified the health care provider characteristics 

important to urban ninth graders.  These researchers used a quantitative survey to explore the 

perspectives of 2602 students in Philadelphia, Pennsylvania.  These teens indicated that they 

desired a strong relationship with a provider, feeling physically and emotionally safe and the 

availability to turn to the provider for counseling as most important.  In addition, provider honesty 

was considered a prerequisite to the development of a relationship (Ginsburg et al., 2002a). 

Rosenfeld et al. (1996) explored the experiences, opinions and preferences of 

adolescents receiving primary care services through a focus group study with 20 urban 

adolescents.  The teens in this study overwhelmingly reported being treated with dignity and 

respect, being listened to, having their concerns taken seriously as important aspects to the 

care they receive in primary care.  The researchers emphasized that the delivery of care that is 

respectful, compassionate, and responsive to the needs of this population would increase the 

likelihood of teens revealing sensitive issues such as depression, sexual orientation, suicidal 

ideation, substance abuse, physical, sexual and emotional abuse to their doctor (Rosenfeld et 

al., 1996). 

Schaeuble, Haglund, and Vukovich (2010) conducted a mixed methods study to 

describe how adolescents preferred to be treated in an outpatient clinical setting. In the first 

phase, 24 teens participated in focus groups discussions.  The second phase consisted of an 

82-item survey initially developed to evaluate the healthcare preferences of teens with chronic 

          T                                                                            ’ 

preferences related to health care services: forming a relationship, supporting independence, 

assuring confidentiality, and conveying caring (Schaeuble et al., 2010).  This study highlights 
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the importance adolescents place on positive health care interactions with their health care 

provider (Schaeuble et al., 2010). 

Initiatives to Improve the Health of Adolescents 

School health has been a priority since the beginning of public school education in the 

1890s as a mechanism to improve the health of children; initial efforts focused on the 

identification and prevention of infectious diseases, such as smallpox (Kort, 1984).  This focus 

resulted in sick children being excluded from school until they received treatment or were 

determined to be healthy; many of these children, especially the poor, never returned to school 

because of lack of access to health care services (Kort, 1984).  The Title I of Elementary and 

Secondary School Act of 1966 provided federal funding for the expansion of school health to 

disadvantaged populations because of the link between health and learning (Kort, 1984).  In 

addition, amendments to Title 19 and the Social Security Act authorized early periodic 

screening, detection and treatment to facilitate the provision of physical examinations, well-child 

supervision, immunizations, and dental care to children and adolescents. School-based health 

programs resulted from this federal funding. Further expansion of school-based health programs 

was facilitated by the Robert Wood Johnson Foundation in the 1970s.  Today nearly 2,000 

SBHCs are operating across the United States and 82.7% provide primary care and mental 

health services to adolescents (Lofink et al., 2013). 

In 1989, the U.S. Preventative Services Task Force (USPSTF) was convened by the 

U.S. Department of Health and Human Services, Office of Disease Prevention and Health 

Promotion to provide recommendations related to periodic health examination and to address 

the specific health risks associated with adolescence.  Since 1998, the Agency for Health Care 

Research has sponsored the USPSTF and provides evidence-based guidelines for preventative 

health care in the United States (Rosen & Neinstein, 2008).  Several professional organizations 

have also provided recommendations regarding the care of children and adolescents, including 

the Guidelines for Adolescent Preventative Services (GAPS) (Elster & Kuznets, 1994), Bright 
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Futures (Green, 1994; Green & Palfrey, 2002; Hagan et al., 2008), American Academy of 

Pediatrics (2008), and the Society of Health and Medicine (Morreale, Kapphahan, Elster, 

Juszczak, & Klein, 2004; Rosen et al., 1997).  The recommendations established by each of 

these groups are consistent and aim to increase health promotion and disease prevention 

among adolescents (Rosen & Neinstein, 2008). 

The Healthy People agenda began in 1990 as a national call to action for improving 

health and achieving health equity via measurable targets (Healthy People 2000, n.d.). 

Mortality, unintentional injury, violence, mental health and substance abuse, reproductive 

health, and prevention of adult chronic disease were targeted in Healthy People 2010 

(USDHHS, 2000).  Outcomes demonstrated positive gains in only two of the 21 objectives: seat 

belt use and fighting (Jiang, Kolbe, Seo, Kay, & Brindis, 2011). Improvements were shown in 

teen pregnancy, tobacco, marijuana, and safety belt use, although all fell short of the desired 

targets (Jiang et al., 2011).  No change was witnessed in the amount of physical activity 

adolescents engaged in and the obesity rates among teens increased (Jiang et al., 2011). 

Variability in outcomes was noted in geographic location, gender and ethnic/racial groups (Jiang 

et al., 2011).  Data remain limited for teens considered high risk for negative health outcomes 

because of poverty, pregnancy, homelessness, incarceration, chronic illness or foster care.  

Healthy People 2020, added adolescent health as a distinct topic area for the first time and 

includes a target addressing annual wellness visits for adolescents (USDHHS, 2011a; b).  

Twenty-five percent of all the Healthy People 2020 objectives are relevant to the 

adolescent/young adults and provide a national agenda to reduce and eliminate health 

disparities (USDHHS, 2011a).  

In 2002, The World Health Organization (WHO) published Adolescent Friendly Health 

Services: An Agenda for Change, to address the importance of an integrated approach to health 

                              w    w                   “                                   

                    ”    I        00      3)                                                       



  37 
 

care services to adolescents.  This document not only defined what essential services were 

needed by adolescents but also identified how to meet the needs of this population by providing 

adolescent friendly services from a global perspective.  WHO defined the gold standard for 

                                                      “                                          

the individual needs of young people who return when they need to and recommend these 

services to frie   ”    I        00       5)   In a subsequent document, Making Health Services 

Adolescent Friendly, WHO defined the components of adolescent-friendly services as described 

by the Quality of Care Framework (WHO, 2009; 2012).  Adolescent-friendly health services are 

those that are: 

Accessible.  Adolescents are able to obtain the health services that are available. 

Acceptable.  Adolescents are willing to obtain the health services that are available. 

Equitable.  All adolescents, not just selected groups, are able to obtain the health 

services that are available. 

 Appropriate.  The right health services (i.e. the ones they need) are provided to them. 

 Effective.  The right health services are provided in the right way, and make a positive 

contribution to their health.  (WHO, 2012, p. 7-8).  

These documents are intended to provide guidance for nations (WHO, 2009; 2012) to 

“         z                               q                                     ”  WHO   01   

p. 5).   

In 2006, the Committee on Adolescent Health Care Services and Models of Care for the 

Treatment, Prevention and Health Development was convened by the National Research 

Council (NRC), the Institute of Medicine (IOM) via the NRC/IOM Board on Children, Youth, and 

Families to study the provision of adolescent health care services in the United States and 

ultimately develop policy and research recommendations (NRC/IOM, 2009).  Recommendations 

                w                “                                                 odels of health 
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services, and components of care that could strengthen and improve health services for 

                                                            ”  NRC/IO    009      )  

Adolescent Health: Think, Act, Grow is the newest national agenda from the Office of 

Adolescent Health.  It represents a call to action for health care providers as well as any 

                      z            w    w              ’                                 

adolescent development, improve health, reduce risky behaviors, improve engagement, and 

assist adolescents to transition successfully to adulthood (U.S. Department of Health and 

Human Services, Office of Adolescent Health, 2015). 

Federal and state health law also focuses on the provision of health related services and 

confidentiality related to health services for adolescents. In the past several decades, legal 

support has grown specific to adolescent health services.  All states have specific statutes that 

allow teens to provide consent for some health services under specific circumstances, however 

great variability exists from state to state (English et al., 2010).  Even if a state allows a teen to 

consent for services, such as contraception, mental health, abortion or STI screening, these 

statutes do not guarantee access for teens without the financial resources or insurance 

coverage for these services (English, et al., 2010). 

School-Based Health Centers 

School-based health centers (SBHCs) have been identified as an adolescent-friendly 

community resource for comprehensive primary and mental health services for adolescents 

(Strozer et al., 2010).  The Institute of Medicine report Adolescent Health Services: Missing 

Opportunities (NRC/IOM, 2009) identified SBHCs as an important component of the safety net 

services available to adolescents.  These safety net agencies have two distinguishable and 

important characteristics: they provide services to everyone, regardless of their ability to pay, 

and a significant proportion of the patients they serve are uninsured, receive Medicaid or are 

vulnerable in other ways, and thus remove significant barriers to care (NRC/IOM, 2009).  Most 

SBHCs (82.7%) serve at least one grade of adolescents (NRC/IOM, 2009) and these services 
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provide the opportunity to improve equity and outcomes through increase access and use of 

developmentally appropriate services (NRC/IOM, 2009).  

Characteristics of SBHCs 

SBHCs provide health and mental health services for many teens across the country. 

There are currently 1,930 SBHCs in 46 states, the District of Columbia, and the U.S. territories 

of Puerto Rico, Marshall Islands, and the Virgin Islands (Lofink et al., 2013). Half (54.2%) are in 

urban areas and the rest are in rural (27.8%), and suburban (18%) locations (Lofink et al., 

2013).  Most SBHCs are in traditional school settings (81.3%), however a growing number are 

in community (8.3%), alternative (7.9%) and charter schools (5.9%) (Lofink et al., 2013). SBHCs 

are commonly sponsored by community health organizations such as hospitals (26.4%), 

community health centers (33.4%), or local health departments (13.3%) and are located most 

often within the school building (94.4%) or within close proximity to the school (Gustafson, 2005; 

Keeton, et al., 2012; Lofink et al., 2013).   

SBHC Models  

Three different SBHC staffing models currently exist.  The first is a Primary Care Model 

and is staffed only by a primary care provider (NP, physician assistant, or physician). This 

model only provides primary care services.  The second model, Primary Care & Mental Health 

provides both primary care and mental health services.  The staffing for this model includes a 

primary care provider who works in collaboration with a mental health professional (e.g. licensed 

clinical social worker, psychologist or substance abuse counselor).  The final model, the most 

common and most comprehensive, is the Primary Care & Mental Health Plus Model.  This 

model includes a primary care provider, mental health professional and other complementary 

members of the health care team including health educators, dental health professional, social 

service case manager and/or nutritionist (Lofink et al., 2013). 
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Health and Mental Health Services Available in SBHCs 

SBHC services typically include physical examinations, immunizations, evaluation and 

management of acute and chronic illnesses, reproductive health services (pregnancy tests, 

screening and treatment for STIs and HIV, and in some condoms and contraception), individual 

and group mental health counseling, substance use/abuse screening, and referral (Lofink et al., 

2013; Strozer et al., 2010).  Health and mental health services are available to all students who 

attend the school through a signed parental consent (Gustafson, 2005; Strozer et al., 2010).  

Teens may access some or all of the services available and access is not usually contingent on 

insurance status or ability to pay for services (Strozer et al., 2010).  For many adolescents, 

especially those who are uninsured, underinsured, or live in limited resource areas, SBHCs may 

be their only source of health and mental health care.  This model of care allows teens access 

to services while they are in school, allows ready access to necessary follow-up, and affords 

teens with the opportunity to assume a more independent role in health care services by making 

their own appointments, communicating with the SBHC staff, and ultimately learning to become 

an active participant in their health care services (Daley, 2011; Ginsburg et al., 2002a). 

SBHC Effectiveness 

SBHCs have demonstrated their effectiveness by increasing health and mental health 

care access (Britto et al., 2001; Slade, 2002), increasing health knowledge (Culligan, 2002; 

Kisker & Brown, 1996), decreasing unnecessary emergency room visits (Anderson et al., 2004; 

Key et al., 2002), and providing successful programs targeted at common sources of morbidity 

and mortality such as asthma, obesity, teen pregnancy, depression, and STIs (Amin & Sato, 

2004; Ethier et al., 2011; Guo et al., 2005; Keeton et al., 2012; Lurie et al., 2001; Mansour, Rise, 

Toole, Luzader & Atherton, 2008; McNall et al., 2010; Webber et al., 2005; Webber et al., 2003;  

Zimmer-Gembeck et al., 2001).  Impressive outcomes have also been identified related to the 

use and continuation of contraception, STI screening, absenteeism and hospitalization from 

asthma, immunization rates, and the early and continued use of mental health services (Allison 
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et al., 2007; Amin & Sato, 2004; Ethier et al., 2011; Guo et al., 2005; Lurie et al., 2001; Mansour 

et al., 2008; McNall et al., 2010; Minguez, Santelli, Gibson, Orr, & Samant, 2015; Van Cura, 

2010; Webber et al., 2005; Webber et al., 2003; Zimmer-Gembeck et al., 2001). However the 

services available in SBHCs, vary greatly from state to state and even within communities. 

In a recent study, Gibson, Santelli, Minguez, Lord, and Schuyler (2013) examined the 

role of SBHCs in improving access to comprehensive health care services and improved quality 

of care.  Data from two different high schools, one with and one without a SBHC were 

compared.  The researchers found that students in the school with the SBHC were more likely 

to report having a regular provider (Gibson et al., 2013). A steady increase in the number of 

students that used the SBHC was shown from 10% of 9th graders to 40% of 12th graders 

(Gibson et al., 2013).  SBHC users were more likely to report a greater awareness of 

confidentiality related to services (users 73%, nonusers 54%, no SBHC 42%) and having had a 

checkup in the past year compared to nonusers (Gibson et al., 2013).  Students in the SBHC 

school reported more often that during their last physical exam the health care provider had 

respect for their health concerns, explained things in a manner they could understand, and 

spent enough time with them during the visit (Gibson et al., 2014).  SBHC users were also more 

likely to report discussions with their health care provider about family, school, emotions, future 

plans, diet, exercise, weight issues, sex, birth control, smoking, alcohol, and marijuana (Gibson, 

2013).  Finally, students attending the school with a SBHC reported greater willingness to use 

the clinic for reproductive, emotional or psychological concerns and for physical examinations or 

check-ups (Gibson, 2013). SBHC users were more likely to endorse having a SBHC in their 

school (95% users, 85% nonusers, 69% non-SBHC school); the level of endorsement increased 

by grade (71% 9th graders, 95% 12th graders) and likely reflects increasing familiarity with their 

SBHC (Gibson et al., 2013).   
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Access Barriers for Adolescents in SBHCs 

Despite the many positive aspects of SBHCs and their potential ability to lessen the 

impact of social and health disparities faced by teens, many still encounter barriers to accessing 

SBHC services.  State health laws and the local policies of communities and school districts can 

impede access to many types of services. In the mid-1950s, states enacted statutes to allow 

teens to consent for care under specific circumstances.  Since that time, every state has 

enacted health laws specific to adolescents eithe                    ’                        

care they are seeking (English et al., 2010).  Additional variations to these laws is common and 

may include specific requirements to involve a parent, an age limit, types of health care 

providers or agencies that can provide a service, or financial responsibility (English et al., 2010).  

Many health care services can be provided by a health care provider, without parental consent, 

                                                     “w                           ical opinion, is 

not high risk, and is provided in a non-negligent manner, as long as the minor is an older 

           w                                                                     ”  E       et 

al., 2010, p. 3).  Emancipated minors are also allowed to consent for themselves in all states 

(English et al., 2010).  All states have specific statutes that address emergency care, general 

medical care, contraception, pregnancy-related care, abortion, sexually transmitted infections, 

HIV/AIDS, reportable diseases, substance/alcohol care, and mental health related services.  

However, there is much variation from state to state in these statutes and access to services for 

adolescents without parental involvement.  Many SBHCs face additional restrictions on services 

by funding, school districts, sponsors, health centers, and associated agencies (Lofink et al., 

2013; Strozer et al., 2010).  These restrictions, similar to state statues, often limit access to 

reproductive services including condoms and contraception. If these are available to teens, 

typically the inclusion of these services was negotiated during the planning phase of the SBHC 

(Lofink et al., 2013).  Currently, 49.8% of SBHC serving adolescents are restricted from 

providing contraception onsite (Lofink et al., 2013).  Other reproductive services are available 
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less often than primary care and mental health services.  Only 69.4% provide diagnosis and 

treatment of STIs—despite statutes in every state that allow teens to consent for testing and 

treatment (English et al., 2010), 64.5% provide contraceptive counseling, 52.4% follow-up 

services for contraception, 55.1% HIV testing, 72.4% sexual orientation education, and 

counseling, 62% gynecological examinations, and 81.2% pregnancy testing (Lofink et al.,  

2013).  Access to mental health professionals is not available in 25% of SBHCs (Strozer et al., 

2010).  Barriers to HIV testing were identified by SBHC clinicians and administrators as cost 

(22.7%), specimen transportation (21.1%), and policies and procedures that prohibit testing 

(19.4%) (Lofink et al., 2013). Half of SBHCs (53.2%) offer substance abuse counseling (Lofink 

et al., 2013).  Most SBHCs (90.1%) report the availability of counseling related healthy eating, 

active living and weight management and management of chronic illnesses (89.6%) including 

asthma and diabetes (Lofink et al., 2013). 

  Limitations on the services that adolescents can access confidentially are all too 

common and unfortunately are often directly related to the most common social and health 

determinates that affect adolescents.  These layers of statutes and local policies cause 

inequities in the health care services available to for adolescents especially for those who have 

limited alternatives because of lack of alternative resources, financial limitations or insurance 

instability.  For teens that have insurance, the limitations on SBHC services may not be an issue 

because they can access other community resources which may be able to fulfill their health 

needs.  However, this does not guarantee these services are adolescent-friendly.  They may be 

locations that are difficult to get to, have limited appointments at times convenient for teens, or 

have systems that involve multiple steps that are difficult to navigate.  In addition, teens may be 

                “    ” in community health care agencies for fear they will be discovered by 

family members or friends and their confidentiality jeopardized.  For some, the cost of copays 

associated with health care encounters may present a financial barrier that does not typically 

exist in SBHCs.  Adolescents who do not have insurance face an additional challenge—the free 
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care provided by the SBHC may be their only option and limitations on available services 

certainly can increase the potential disparities they encounter. 

Nurse Practitioners 

 NPs provide high quality care to diverse and often underserved populations across the 

United States.  A 2002 systematic review focused on whether care provided by NPs was 

equivalent to that of physicians in primary care and found that NPs provide quality health care 

services that are at least as good, if not better, than physicians (Horrocks, Anderson & 

Salisbury, 2002).  More recently, Stanik-H                  ’   013)                 w      

found similar results: NPs provide high quality, safe, and effective care to children and adults 

across settings. 

 NPs have been instrumental in the growth and expansion of school-based health across 

the country since their inception and are most often the primary care provider in SBHCs (Keeton 

et al., 2012).  Only one study was found that described patient satisfaction with care provided by 

NPs in SBHCs (Benkert et al., 2007).  Benkert and colleagues (2007) explored patient 

satisfaction (N = 190) with SBHC services among 6th to 8th grade male (44.1%) and female 

(55.9%) adolescents receiving care in nurse-managed SBHC.  The reported overall satisfaction 

with care was very high for first time and repeat users of care and both male and female teens.  

Being treated with respect, listened to, and the NP explaining aspects of care received the 

highest scores.  These findings are similar to satisfaction scores reported by adult patients 

receiving care from NPs (Benkert et al., 2002; Mundinger et al., 2000).  The satisfaction scores 

or 6th and 7th graders were higher overall than those of 8th graders (Benkert et al., 2007). The 

researchers postulate that this result may be a result of an increased ability to critically evaluate 

services, increased honestly or the greater analytical ability of older adolescents (Benkert et al., 

2007). The decrease in satisfaction scores many also contribute to the decrease in participation 

in preventive services in middle and late adolescence. 
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Summary 

 SBHCs have been identified as an important aspect of preventive health care services 

for adolescents across the United States especially for those who are at risk of not receiving 

recommended care because of a variety of health and social disparities. Despite a national 

agenda that supports preventive care for adolescents, drastic declines in the receipt of these 

services is found after early adolescence and into young adulthood.  Preventive services are 

important for this population because much of the morbidity and mortality that occurs during 

adolescence is directly related to risk-taking behaviors and injuries rather than illness and 

chronic disease.  The preventive visit provides the opportunity for the screening, early detection, 

and intervention related to risk-taking behaviors and injuries as well as early detection of health 

issues that can have a direct impact on health in adulthood.  Currently, no research exists on 

what NPs, who provide the majority of care to adolescents in SBHCs, or the adolescents who 

are the consumers of SBHC services view as essential to their care experience.  It is hoped that 

this research, grounded in complex adaptive systems theory, will allow services to be more 

specifically adapt to the unique needs of adolescents accessing SBHC services and assist in 

greater engagement for adolescents in preventive services throughout adolescence.   

Chapter III provides a description of the research design for this explanatory sequential 

mixed methods study.  The methods used for the Delphi technique, focus group study, and 

finally mixing of the data from each of the strands are presented in detail.   
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CHAPTER III 

RESEARCH DESIGN AND METHODS 

 The current study was designed to capture the perspectives of NPs and adolescents 

regarding the elements of adolescent-friendly care in school-based health centers. An 

explanatory sequential mixed methods design was conducted to capture these perspectives. 

The first strand was accomplished by a Delphi technique with an expert panel of NPs.  The 

second strand was a focus group study with adolescents from six different high schools.  The 

final phase mixed the data generated from the two strands of the study.  The research design 

and methods follow. 

Research Design 

Mixed methods research has become an increasingly popular and accepted approach 

for exploring diverse research questions.  Creswell and Plano-Clark (2011) define mixed 

methods research as a combination of quantitative and qualitative methods, a philosophy, and a 

research design orientation.  Pragmatism provided the research paradigm for this mixed 

methods study and allowed the research questions to drive the study design and methods 

(Creswell & Plano-Clark, 2011). Six key components are required for designing and conducting 

  x                     F                                     ’             w          

appropriate theoretical and philosophical lenses and then identifies a specific research design to 

direct the mixed methods study.  Third the researcher identifies which strand(s) or phase(s) of 

the research will be prioritized in the study.  Appropriate quantitative and qualitative data are 

collected to answer the research questions (components four and five) and then finally the 

researcher mixes and interprets the data from the two strands of the study.  

This explanatory sequential mixed methods study was designed to identify and 

understand the essential elements necessary for providing adolescent-friendly care to teens 

accessing SBHCs for their health care from the perspectives of expert NPs and teens (Creswell 

& Plano-Clark, 2011).  The quantitative data were collected first and then were analyzed.  In the 
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second, qualitative strand, the researcher sought to explain the quantitative findings from the 

first strand (Creswell & Plano-Clark, 2011). The data from the second strand provide greater 

insights about the research questions and explain the results of the quantitative strand (Creswell 

& Plano-Clark, 2011).  A more robust analysis results from the combination of the quantitative 

and qualitative components of the mixed methods design and allows the researcher to optimize 

the depth and breadth of understanding about adolescent-friendly care in SBHCs (Glogowska, 

2011; O’C          010)    

The first strand of this explanatory sequential mixed methods study consisted of a Delphi 

technique that generated consensus from an expert panel of NPs regarding the essential 

elements of adolescent-friendly care regarding the essential elements of adolescent-friendly 

care in SBHCs (quan) (Creswell & Plano-Clark, 2011; Morse, 1991; 2003).  The second strand 

was accomplished through a focus group study (QUAL) with adolescents and explained the 

results of the first strand in greater depth.  The qualitative aspect was the dominant strand of the 

study.  The results of each phase were then compared and contrasted              “w    

w    ”                                         BHC   C   w    & P    -Clark, 2011, p.41).  The 

following research questions guided each phase of the study: 

1. What are the essential elements of providing adolescent-friendly care to teens in 

SBHCs? (Quantitative) 

2. What is the teen perspective on the essential elements of adolescent-friendly services 

specific to SBHCs? (Qualitative) 

3. How do the perspectives of NPs and teens compare regarding the essential elements 

of adolescent-friendly care in SBHCs? (Quantitative and Qualitative) 

Figure 1 provides a procedural diagram of this study. Institutional Review Board 

Approval from the University of Connecticut was granted in December 2013 for this study.  
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Strand Procedure Product 
 

 What are the essential elements of providing adolescent-
friendly care to teens in SBHCs? 
Delphi method 
SBHC NPs (N = 20) 
Open-ended question  
 

Consensus from the 
experts regarding the 
essential elements for 
providing care for teens in 
SBHCs 

  
Round 1: Qualitative Round 
Round 2: Structured questionnaires; 5-point Likert scale 
Round 3: Structured questionnaire; 5-point Likert scale 
Round 4: Structured questionnaire; 5-point Likert scale 

 
Themes 
Summary statistics 
descriptive/frequencies 
Consensus (.75+) 
List of essential elements 
of adolescent-friendly care 
 

 What is the teen perspective on the essential elements of 
adolescent-friendly services specific to SBHCs? 
List of essential elements of adolescent-friendly care from 
expert panel of NPs working in SBHC used to develop 
questions for focus groups with teens 
Mock focus group, revise based on feedback 

Focus group questioning 
route 
 

  
 
Recruitment 
Consent/Assent 
Focus Groups with teens in SBHCs (N = 48) 
     (Krueger& Casey, 2008) 
6 groups, 6-8 teens per group (1 male/female group for 
each age group 13-14, 15-17, 18-19) 

 
 
Audio-recordings 
Transcripts 

 
 
 

Content Analysis (Krippendorff, 2013) Themes, relationships 
between or among 
ideas/concepts; patterns in 
the data 

 
 
 
 
 

 
How do the perspectives of NPs and teens compare 
regarding the essential elements of adolescent-friendly 
care in SBHCs? 
Interpretation and explanation of the quantitative and 
qualitative results 
 

 
Discussion 
Implications 
Future research 

 

Figure 1. The Essential Elements of Adolescent-friendly Care in SBHCs Mixed Methods Study 
Procedural Diagram 
 

Quantitative            

Data Collection 

Quantitative Data 

Analysis 

Development of 

focus group 

questions 

QUALITATIVE              

Data Collection 

QUALITATIVE          

Data Analysis 

Integration of 

Quantitative 

& Qualitative 

Results 
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There are many examples in the nursing literature of explanatory sequential mixed 

methods designs (Carter et al., 2012; Halcomb et al., 2008; Mark et al., 2010; Theuissen et al., 

2012).  None were found that were related to the proposed study.  To better understand the 

potential challenges of this research design, the limitation sections of each quantitative and 

qualitative strand were carefully considered in the planning of this study. 

Phase I: Delphi Study (Quantitative Phase) 

A Delphi study design was used in Phase I of this mixed methods study to identify the 

essential elements of adolescent-friendly care from an expert panel of NPs providing care to 

teens in SBHCs.  The Delphi method is a multistage survey used to achieve confidential expert 

consensus on an issue (Keeney, Hasson & McKenna, 2011; McKenna, 1994).  

Recruitment and sample.  A homogeneous sample of experts working with teens in 

SBHCs from the Northeastern Region of the United States was identified and asked to 

participate in the study (Skulmoski, Hartman, & Krahn, 2007).  Inclusion criteria included 

national certification as a NP, a minimum of 3 years of experience providing health care in a 

SBHC with teens, national recognition as an expert in this area as evidenced by publication in a 

peer-reviewed journal, national presentation, the designation as a clinical expert through their 

professional organization, or other expert designation (e.g. years of experience, awards, 

experience educating NP students), and willingness to participate and commit to participation in 

all rounds included in the Delphi (Hallowell & Gambatese, 2010; Skulmoski et al., 2007).  

Experts were recruited through two professional organizations: National Association of Pediatric 

Nurse Practitioners and National Assembly on School-Based Health Care through both personal 

contacts via either telephone or email and general listserv announcements seeking panelists.  

Identified experts were also asked to recommend other NPs who fit the inclusion criteria.   

Interested NPs were initially contacted by the researcher either in person, by phone, or 

email.  The purpose of the study, method, and time commitment to completing all rounds of the 

Delphi were explained to potential participants (Appendix A).  Those that agreed to participate 
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were sent, via email or mail, a cover letter (Appendix B), consent form (Appendix C), and 

demographic questionnaire (Appendix D) to complete and return to the researcher.  Only those 

who met the inclusion criteria were invited to participate.  The cover letter included a brief 

description of the study and Delphi process, an estimate of the anticipated time commitment, 

              ’                       K               011).  Once all the experts consented, a 

3-digit identification number was assigned to each expert by the researcher to allow responses 

to each round to be linked and to protect the identities of participants from the other panelists.  

Recruitment continued until the desired sample of experts was reached and each had returned 

their consent and demographic questionnaire, and the researcher confirmed eligibility to 

participate.  Participants were asked to return their forms to the researcher either by United 

States Postal Service or were given the option to return their forms via email attachment.  

Replacement postage was provided to participants who returned their forms via United States 

Postal Service.  Twenty-two NPs returned their forms to the researcher.  One NP was 

eliminated because she practiced outside the study region.  She was contacted and forms 

returned to her by the researcher.  Twenty-one NPs, one more than the approved sample, 

returned the consent and demographic forms. The last two NPs forms arrived via United States 

Postal Service on the same day.  A protocol deviation was filed with the IRB because the 

recruitment had exceeded the approved sample size for the study. 

Delphi technique data collection and analysis.  Enrolled participants were sent a 

letter explaining the first round of the study (Appendix E) and the Round 1 Questionnaire 

(Appendix F). The first round of a Delphi technique       w                  q       : “W    

are the essential elements to providing adolescent-                  BHC ?”                  

were asked to identify a minimum of five essential elements of adolescent-friendly care and 

return their questionnaire to the researcher.  The experts were asked to complete the Round 1 

Questionnaire and return it to the researcher within two weeks either by United States Postal 

Service or email attachment.  A follow-up email sent to each participant one week later 
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(Appendix G) to confirm receipt of the questionnaire and also to provide the NP a reminder of 

requested return date.  If the questionnaire was not returned by the due date, a reminder was 

sent on the due date to each panelist (Appendix H).  Panelists were given an additional week to 

return the questionnaire. 

Twenty panelists returned the Round 1 Questionnaire (95% response rate from Round 

1) via email attachment. The researcher combined all items returned from the expert panel into 

a single document.  The responses of all experts were be examined by the researcher and 

advisor using content analysis (Krippendorff, 2013). Similar items were grouped together into 

themes. Elements were evaluated by the researchers to determine if they should be collapsed 

or remain separate (Keeney et al., 2011).  Items that are obviously similar were combined into a 

              F    x       “               ” w                                      T         

appeared once on the Round 2 Questionnaire.  The 200 items were then sorted into six themes: 

Confidentiality/Privacy, SBHC Environment, Accessibility, Clinician/Staff, SBHC Services and 

Relationship with the School.   

In Round 2 panelists were sent a letter with instructions (Appendix I) for Round 2 and the 

Round 2 Questionnaire (Appendix J) that consisted of the 200 items listed by the themes 

identified in Round 1.  Panelists were asked to indicate on a 5-point Likert scale (1-strongly 

disagree, 2-disagree, 3-neither agree or disagree, 4-agree, 5-strongly agree), their individual 

level of agreement with each item on the list.  Responses were then returned to the researcher 

via email.  Panelists were asked to return the Round 2 Questionnaire within two weeks and 

were provided reminders at one week and on the due date as in the previous round.  All twenty 

panelists (100% response rate from Round 2) returned the Round 2 Questionnaire. Participant 

responses were collected and entered into SPSS20 Grad Pack by code number.  All responses 

were entered twice prior to analysis and any inconsistent items corrected.  Descriptive statistics 

and frequencies were run on all of the items.  The level of expert panel agreement on each item 

was determined through statistical analysis.  A minimum level of .75 agreement was chosen 
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prior to data collection and indicated that the panelists either agreed or strongly agreed with the 

item (Chang, Gardner, Duffield & Ramis, 2010; Keeney et al., 2011).   

Similar to the previous rounds, each participant received a cover letter (Appendix K) with 

instructions and a questionnaire (Appendix L).  The Round 3 Questionnaire consisted of all 

items from Round 2 Questionnaire however only the items that had not yet reached consensus 

were re-evaluated by the expert panel.  E         w          w                ’          d the 

median group response (Keeney et al., 2011).  Items that had reached consensus appeared in 

                  q                 w           “CON ENS   ”  T                           

(N = 20) were asked to reconsider their individual response within the context of the group 

response.  If they wished to change their response, they were instructed to mark their new 

response in the appropriate column.  If their response remained unchanged from Round 2, the 

panelists could either leave the item blank or repeat their same score on each item (Keeney et 

al., 2011).  Panelists were asked to return the Round 3 Questionnaire within two weeks and 

were provided reminders at one week and on the due date as in the previous rounds. 

All 20 panelists returned the Round 3 Questionnaire (100% response rate from Round 3) 

via email attachment.  All responses were entered twice prior to analysis and any inconsistent 

items corrected.  Descriptive statistics and frequencies were run on all of the items.  Twenty-two 

items were very close to reaching consensus (.737) at the end of Round 3 and the decision was 

made to proceed with a fourth and final round.  Keeney and colleagues (2011) recommend a 

fourth Delphi round if the expert panel is highly motivated and specialized in order to have as 

many items as possible reach consensus.  This panel met both of these criteria because of their 

qualifications and high response rate to each round.  The Round 4 Questionnaire consisted of 

only the 22 items that reached a .737 level of consensus.  All items that had not reached this 

level were removed.  The questionnaire also provided a list of all items that had reached 

consensus in the two previous rounds for the NPs information.   
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Panelists received a letter (Appendix M) explaining this round and the Round 4 

Questionnaire (Appendix N).  The panelists were again provided with their individual score on 

each item and the median group response.  They were asked to consider their response within 

the context of the group response.  If they wished to change their response, they were asked to 

indicate their new score on the questionnaire or if they wished to leave their response 

unchanged to leave the item blank or indicate the same score in the appropriate column on the 

questionnaire.  They were asked to complete and return the questionnaire within two weeks and 

were provided reminders as in the previous rounds at one week and on the due date. Nineteen 

panelists (95% response rate from Round 3) returned the Round 4 Questionnaire.  All of the 

responses were entered twice prior to analysis and any inconsistent items were corrected. 

Descriptive statistics and frequencies were completed on all of the remaining items. 

Phase II: Focus Groups (Qualitative Phase) 

The second phase consisted of a multiple-category design focus group study (Krueger & 

Casey, 2009) to explain the essential elements of adolescent-friendly care identified by the 

experts through the Delphi study. Items that reached consensus were the primary focus, 

however participants were also asked if any elements were missing and about some items that 

had not reached consensus. 

Focus group research provides the opportunity to gain in-depth understanding from 

several individuals about a research topic. Individuals are recruited who have a shared 

experience and are able to provide insight or opinion on a selected research topic.  The focus 

group is guided by a moderator who asks the group a predetermined set of questions in a 

permissive and nonthreatening manner (Krueger & Casey, 2009).  Unlike the Delphi technique, 

a diversity of opinion is the goal of the focus groups.  The strength of this type of research rests 

on the interaction among participants that occurs within the group context and provides depth of 

understanding (Krueger & Casey, 2009).   
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The focus group questions were derived from the results of the Delphi technique.  The 

questions were reviewed by the researchers and an expert in adolescent primary care.  All 

questions were field tested with two small voluntary groups of adolescents known by the 

researcher to both practice the questions and determine if the flow of the questions would work 

with groups of teens.  Feedback was provided by the teens and the questions included in the 

questioning route adjusted to be as clear as possible and facilitate conversation among focus 

group participants.   

Two interactive activities were incorporated into the focus group questions to increase 

engagement by the participants.  The first involved asking the teens to distribute sticker dots on 

posters hung on the wall of each of the six essential elements of adolescent-friendly care 

identified through the Delphi technique.  The researcher provided a brief explanation of each 

element to the group. Participants were given five sticker dots each to place on the posters of 

the six essential elements.  They were instructed to think about this activity like the ratings given 

to movies or restaurants and to place as many dots as they wished on each poster to show how 

important they believed each element was to their experience in receiving care in the SBHC. 

The more sticker dots they placed on an item, the more important it was to them.  The 

            x                                                    w        w     : “             

accessibility is most important to you, you could place five dots on that poster or you could place 

two dots on environment and three dots someplace else or one dot on five                   ”   

The second interactive activity involved providing each focus group participant with a list 

of SBHC services (Appendix W).  The researcher explained each of the items on the list and 

asked the focus group participants to circle the three most important items to them.  The lists 

were then used to discuss the services available in the SBHC and the importance of each to the 

participants. The lists were collected from participants at the conclusion of the focus group. 

Recruitment and sample.  In an effort to include as much diversity of ideas of possible, 

a purposive sampling strategy was used to recruit six different groups of adolescents. Table 1 
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displays the multiple category design for the focus groups.  Two single-sex focus groups (1 

male, 1 female) were conducted with teens from each age group (13-14, 15-17 and 18-19 years 

old) to maximize the diversity of opinion and comfort of participants (Krueger & Casey, 2008). 

An effort was made to include adolescents from each of the counties in Connecticut that had 

SBHCs at the time of recruitment.  Inclusion criteria consisted of teens who were 13-19 years 

old, English speakers, and used the SBHC for at least one visit.  Focus groups were 

randomized by county by pulling the county from a hat.   One county had only one SBHC and 

was unable to participate. A second county was then randomly selected as a replacement. 

Table 1 

Multiple Category Design for Focus Groups 

 13-14 15-17 18-19 

Male 0 0 0 

Female 0 0 0 

0 = 1 focus group 

NPs working in high school SBHCs in Connecticut were contacted by the researcher 

through an email invitation and phone contact to request assistance in gaining access to the 

SBHC as a location for recruitment and for information on the appropriate channels to recruit 

teens to the study.  The identified gatekeepers at the school (principal or assistant principal) 

were subsequently contacted with the endorsement of the NP from the SBHC, IRB approval for 

the study provided, and any of their questions or concerns addressed.  Letters from each 

principal who provided permission to conduct the focus group study were collected from each 

site as well as permission from each agency responsible for the SBHC.  Two of the sites 

accepted University of Connecticut Institutional Review Board (IRB) approval.  The remaining 

four sites required agency-specific IRB approval; agency approvals to conduct the groups were 

granted in November 2014.  Amendments were filed with the University of Connecticut IRB and 
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approval was granted for the revised focus group questioning route and to proceed with this 

phase of the study at each of the six schools.  The NPs from each SBHC were asked to hang 

recruitment posters (Appendix O) in their clinics, assisted the researcher in recruitment by 

asking teens who met the group inclusion criteria, if they would be interested in participating in a 

focus group, provided interested adole       w                  ’                          

participation materials, and assisted in scheduling an appropriate date/time and location for the 

group.  Those who met the inclusion criteria and wished to participate were be given a packet 

that contained a recruitment letter (Appendix P) the appropriate parental consent /teen assent 

(Appendix Q) or teen consent for those 18-19 years old (Appendix R), and a demographic form 

(Appendix S) to complete and return to the SBHC or directly to the researcher by United States 

Postal Service prior to participation.  A reminder of the date, time, and location of the focus 

group was provided to participants prior to the group (Appendix T). 

Focus group method.  Six focus groups, with 3-8 adolescents each, were conducted 

(Krueger & Casey, 2008) between January and May 2015.  The focus groups were held in each 

of the six schools participating in the study in locations convenient for the participants and 

conducive to conducting the group.  Food was provided to participants during each focus group 

(e.g. pizza, sandwiches, or breakfast foods) and each participant received a $10 gift card as a 

thank you for participation and either bus fare or a $5 gas card to return home if the group was 

held after school and school transportation was not available to the participants. 

Prior to each focus group, adolescents who wished to participate returned a completed 

parental consent (if less than 18 years old), assent, and demographic form to the SBHC.  The 

forms were checked for completeness by the researcher and/or research assistant prior to the 

focus group session.  Only adolescents with completed forms participated. Each group was 

anticipated to take approximately one hour.  On the day of the focus group, the research 

assistant collected any outstanding consent and demographic forms and checked them for 

completeness.  Participants were greeted when they arrived, encouraged to help themselves to 
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refreshments, and introduced to the other participants.  The researcher introduced the study to 

participants and proceeded with an explanation of the ground rules of the focus group 

(Appendix U).   

The focus groups were audio-recorded using two devices.  The research assistant kept 

careful notes of the discussion, kept track of the time, recorded pertinent observations that were 

not be able to be audio-recorded, and greeted late comers.  The focus group questions 

proceeded according to the questioning route outlined in Appendix V. The Flesch-Kincaid score 

of the focus group questions was 76.6, grade level 5.3 (http://www.readability-score.com).  At 

the conclusion of each focus group, the researcher provided a brief oral summary of the 

discussion, asked participants to confirm the content of the session, and asked if anything else 

needed to be included or changed before adjourning the group. 

Focus group data analysis.  Each of the audio-recordings was transcribed, word for 

word, by a transcriptionist.  The researcher explained the importance of confidentiality of the 

audio-recordings and resulting transcripts to the transcriptionist.  A confidentiality agreement 

was signed by the transcriptionist prior to receiving or transcribing the focus group 

conversations.  All identifying information was omitted from the transcripts.  The transcripts were 

compared to the audio files and any inaccuracies corrected.  In addition, areas identified by the 

                    “         ”    “              ” w    examined closely by the researcher and 

corrected in the transcripts when possible.  Each corrected transcript was entered into a 

qualitative software program, Atlas.ti7, for analysis.   

The researcher analyzed the data question by question and across transcripts using 

content analysis (Krippendorff, 2013). C                   “                 q              

replicable and valid inferences from texts (or other meaningful matter) to the contexts of their 

   ”  K              013     382).  For this study, the focus group transcripts (sampling units) 

were first read by the researcher to gain a general understanding of the data.  Data were coded 

using recoding units; a process called unitizing in content analysis.  A list of recording units or 

http://www.readability-score.com/
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codes was created in the software program as the analysis proceeded.  The researcher then re-

read and recoded the transcripts as needed for consistency across transcripts.  Each recording 

unit was then looked at individually across the transcripts.  Those items that were intuitively 

similar were clustered together into a theme.  The researcher used diagrams called 

dendrograms to assist in the process of identifying and clustering like-responses into themes 

(Krippendorff, 2013).  An example dendrogram for the essential element of Confidentiality/ 

Privacy appears in Figure 2.   

Staff won’t tell   

Can make an appointment for yourself so do not have 
to tell parent why want an appointment 

  

Never leak anything   

Give choice to share with parents or not share   

Don’t call your house Confidential care  

Can talk to them if something is wrong and don’t 
want to talk to your parents 

 What Happens in the SBHC, 
Stays in the SBHC 

Keep it between them   

Don’t want others to know results at school   

Understand limits of confidentiality agreement   

Look out for you if need to tell   

Won’t tell my mom and I don’t want them to   

   
Mental health   

STDs Confidential services  

Pregnancy or concern    

HIV   

   
Take you to the side to ask questions   

No family members to see you    

No family members answering phone Private  

Actual door, not a curtain  A Private Setting 

They tell you from day one that it’s private   

One person at a time   

   
Can be overheard if loud person   

Dental office so small feet stick out the door Less private  

 
Figure 2.  Dendrogram of the Essential Element of Confidentiality/Privacy 

 

Following the completion of all the groups, the sticker dots on the posters of the 

essential elements of adolescent-friendly care were analyzed for each of the groups and for the 

entire sample.  The lists of clinical services were also analyzed group by group and for the 
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entire sample.  The field notes taken by the researcher and a research assistant were used to 

supplement the transcribed data.   

Mixing of Quantitative and Qualitative Data 

The final phase of data analysis involved mixing of the data generated from the Delphi 

                                 w             w            ’           q           A 

connected data analysis was utilized to explain the results (Creswell & Plano-Clark, 2011).  The 

inferences, interpretations, and conclusions were drawn from each of the strands of quantitative 

and qualitative components (Creswell & Plano-Clark, 2011; Teddlie & Tashakkori, 2009).  In 

addition, the conclusions and interpretations that emerged from examination of data across the 

strands resulted in “    -          ”  T       & T            009)   A thematic content analysis 

of each category of the essential elements of adolescent-friendly care in SBHCs from the Delphi 

technique was conducted for comparison with the themes that emerged from the focus groups 

(Krippendorff, 2013).  Data analysis was accomplished by comparing and contrasting the 

perspectives of the NPs and adolescents regarding the essential elements of adolescent-

friendly care in SBHCs.  The data generated from the focus groups also explained the elements 

of adolescent-friendly care provided by the expert panel of NPs.  A thorough discussion of the 

findings is provided Chapter V. 

Approaches Used to Enhance Validity 

Potential threats to validity are common to all types of research methods.  Careful 

attention to the procedures of each method was used to enhance the validity of results (Krueger 

& Casey, 2008).   

Quantitative phase.  In the first phase of this study, a Delphi technique was used to 

identify the expert opinions of NPs working in SBHCs.  The researcher carefully screened and 

matched the qualifications of those invited to participate in the expert panel with the inclusion 

                                                             ’                      w        NP    

express their own opinions as well as to honestly respond to the questionnaires without being 



  60 
 

influenced by the other members of the panel.  Personal views and outside influences, such as 

newly released practice guidelines or highly publicized event, may influence the opinions of 

participant responses and the researcher paid attention to their possible influences as the data 

are interpreted (Keeney et al., 2011).  Finally, the response rates and attrition of panel members 

can be influenced by the diversity of opinion and the ability to achieve consensus (Keeney et al., 

2011).  The researcher made every effort to keep participants engaged in the process and to 

complete all rounds of the study.  Member checks, a process in which the researcher 

summarizes the results and asks the participants to confirm the results are an accurate 

reflection of their experience, are an inherent aspect of the Delphi technique and seek to gain 

consensus for the panelist and therefore serve as a mechanism to enhance the validity of the 

items (Creswell & Plano-Clark, 2011). 

Qualitative phase.  The validity of focus group results was enhanced by pilot testing the 

questions with both content experts and adolescents to ensure they were understandable and 

produced the types of data required to answer the research questions (Krueger & Casey, 2008). 

This is particularly important in focus groups that include adolescents as research subjects 

because the participants may be developmentally different from group to group and interpret the 

questions asked differently (Daley, 2013; Krueger & Casey, 2008).  The focus groups took place 

in a familiar location that was comfortable, convenient, and minimized concern of participants 

being overheard by peers, parents, school personnel, or SBHC staff (Krueger & Casey, 2008).  

The multi-category design purposively split male and female adolescents and the ages of the 

participants to enhance sharing of ideas and minimize any of the teens from feeling self-

conscious (Krueger & Casey, 2008).  The researcher has experience working with adolescents 

of both genders and the age groups included in this study, which enhanced the conversations 

within the groups.  The researcher closely monitored the group discussion and clarified 

questions or the participant responses as needed.  In addition, the research assistant was a 

doctoral student and was oriented to the focus group questions and flow of the group before this 
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phase of the study began.  At the end of each focus group, the researcher summarized the 

conversation and asked the adolescents if the summary captured the content of the focus group 

discussion and also allowed participants to add anything that was missing or needed correction 

(Krueger & Casey, 2008).  The researcher has been a NP working in a high school SBHC for 

over 20 years and her experience may shape the research study, findings, and interpretation 

 O’C          010; O w     z   & J         006)   T                                      

were analyzed by the student researcher and a senior researcher to enhance the interpretation 

and validity of the results (Krueger & Casey, 2008).  

Mixing of quantitative and qualitative data.  Creswell and Plano-Clark (2011) identify 

numerous potential threats to the validity of mixed methods study results including issues 

related to data collection, data analysis, and interpretation.  To avoid potential threats to the 

validity of the data, careful attention was paid to the procedures and collection of data in each 

phase of this study.  The data were examined and closely linked to each of the research 

questions (Creswell & Plano-Clark, 2011).  Joint displays of data from both phases of the study 

aided the researcher in the analysis and interpretation of data.  For example, the essential 

elements of adolescent-friendly care identified by the expert panel of NPs were compared with 

the quotes obtained from the adolescents in the focus groups; quotes were used to enhance the 

interpretation of the data (Creswell & Plano-Clark, 2011).   

Summary 

 This explanatory sequential mixed method study consisted of a quantitative first phase 

and a qualitative second phase.  The quantitative phase was conducted using a Delphi 

technique with an expert panel of NPs from the Northeastern Region of the United States.  The 

qualitative phase was accomplished through a focus group study with adolescents from high 

schools in Connecticut.  Together the results from these two phases provide the perspectives of 

expert NPs and adolescents related to the essential elements of adolescent-friendly health care 
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services provided in SBHCs.  Chapter IV provides the results of both data collection phases of 

this study and then compares the perspectives of the NPs and adolescents. 
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CHAPTER IV 

RESULTS 

This mixed method study was conducted as part of a program of research aimed at 

improving access to preventive adolescent-friendly health care services.  The perspectives of 

nurse practitioners (NPs) as the providers of health care services for adolescents at school-

based health centers (SBHCs) and the adolescents who engage in these services are absent in 

the research literature.  Therefore, these important perspectives specific to the essential 

elements of adolescent-friendly care in SBHCs were the foci of this study. 

An explanatory sequential mixed methods study design with a quantitative first round 

followed by a qualitative second round was utilized to answer the following research questions: 

1. What does an expert panel of NPs identify as the essential elements of providing 

adolescent-friendly health care services to teens in SBHCs?  

2. What is the adolescent perspective on the essential elements of adolescent-friendly 

health care services specific to SBHCs? 

3. How do the perspectives of NPs and adolescents compare regarding the essential 

elements of adolescent-friendly care in SBHCs? 

The first phase of the study was accomplished via a Delphi technique that elicited expert 

opinion from a panel of NPs and was aimed at identifying the essential elements of adolescent-

friendly care in SBHCs.  The second phase included a focus group study with adolescents from 

six different high schools.  Participants were asked to discuss their perspective on various 

aspects of adolescent-friendly care identified through the Delphi technique.  Finally, the 

perspectives of NPs and adolescents from each phase of the study were compared.  Chapter III 

provided a detailed discussion of the methodology for this study. 

Quantitative Phase: Delphi Technique 

The quantitative first phase used a Delphi Technique consisting of four rounds with an 

expert panel of nurse practitioner (NPs) (N = 21) from the Northeastern Region of the United 
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States.  The Delphi technique began by first asking participants to identify a minimum of five 

aspects of adolescent-friendly care in SBHCs.  The subsequent quantitative rounds asked the 

expert panel to rate the importance each characteristic identified in the first round until 

consensus was reached on an item.   

Eligibility criteria for participation in the study included national certification as a NP, 3+ 

years of experience providing health care to teens in a SBHC, and expert status as a SBHC 

adolescent NP as evidenced by the publication of a paper in a peer-reviewed journal, national 

presentation, designation as an expert by their professional organization, or other evidence of 

expert status. Recruitment of potential participants occurred from January to April 2014.  NPs 

from the Northeastern Region of the United States were invited to participate through a variety 

of sources that included professional organizations, state school-based health associations, 

personal contacts, and referrals.  Thirty-five NPs were contacted directly and invited to 

participate.  Eight agencies were also contacted and asked to send the recruitment flyer to any 

NPs that worked with adolescents in a SBHC via email or listserv.  Twenty-two NPs returned 

consent and demographic forms via United States Postal Service or email attachment.  One NP 

was eliminated by the researcher because she practiced in a SBHC outside the approved study 

region.  The final two consents arrived via USPS on the same day and exceeded the approved 

sample size by one.  A protocol deviation was submitted to the IRB.  Twenty-one NPs were sent 

the Round 1 questionnaire (60% participation rate).  

Demographic Characteristics of the Sample 

The NPs practiced in SBHCs in Connecticut (52.4%), Massachusetts (19.1%), New York 

(19.1%), Pennsylvania (4.8%), and Vermont (4.8%).  Sixty-seven percent practiced in high 

school SBHCs, 19% in middle school SBHCs, and 14% in both middle and high school SBHCs.  

The SBHCs were sponsored by a hospital (38.1%), community health center (33.3%), 

community mental health agency (9.5%), non-profit community agency (14.3%) or the school 

(4.8%).  All the NPs were women, described themselves as white (95.2%) or other (4.8%), and 
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were pediatric nurse practitioners (52.4%), family nurse practitioners (38.1%) or other 

practitioners (9.5%).  

The NPs in this study had been practicing as an NP for 3-35 years (mean=20.6 years) 

and in a SBHC for 4-30 years (mean=13 years).  They were certified by American Nurses 

Credentialing Center (61.9%), Pediatric Nursing Certification Board (28.6%), or other 

organizations (14.3%).  Expert status was self-described as publication of a paper in a peer-

reviewed journal (38.1%), national presentation (28.6%), expert status designation by their 

professional organization (38.1%), or other (61.9%) that included preceptor of NP students, 

length of experience, variety of experience working with teens in SBHCs, trainer for health care 

professionals through the health department, authorship of book chapters, and awards for 

excellence in nursing.  Half of the NPs identified more than one area of expert status.  Table 2 

provides the demographic characteristics of the NPs and Table 3 provides the characteristics of 

their practice sites. 

Table 2 

Demographic Characteristics of NPs Participating in the Delphi technique (N = 21) 

Characteristic  N 
 

% 

Gender    
 Female 21 100 
    
Race/Ethnicity    
 White 20 95.2 
 Other 1 4.8 
Certification    
 Pediatric NP 11 52.4 
 Family NP 8 38.1 
 Other 2 9.5 
Certifying Agency    
 American Nurses Credentialing Center 13 61.9 
 Pediatric Nursing Certification Board 

Other 
6 
3 

28.6 
14.3 

Expert Status    
 Publication of Paper  8 38.1 
 National Presentation 6 28.6 
 Professional Organization Expert Designation 8 38.1 
 Other 13 

 
61.9 
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Table 3 

Demographic Characteristics of the NP Practice Sites 

Characteristic  N % 

SBHC location    
 Connecticut 11 52.4 
 Massachusetts  4 19.1 
 New York  4 19.1 
 Pennsylvania  1 4.8 
 Vermont  1 4.8 
Type of SBHC    
 High School 14 67 
 Middle School  4 19 
 Both  3 14 
Sponsoring Agency    
 Hospital  8 38.1 
 Community Health Center  7 33.3 
 Community Mental Health Agency  2 9.5 
 Non-profit Community Agency  3 14.3 
 School  1 

 
4.8 

 

Round 1 

The Delphi technique began with a qualitative first round.  The expert panel was asked 

“W                                                      -friendly care in school-based health 

       ?”  P            w                                                                   

adolescent-friendly care in SBHCs.  The Round 1 Questionnaire (Appendix F) was sent to 21 

participants via email and yielded a 95% (N = 20) return rate.  Each NP identified at least five 

essential elements (range 5-31; mean =11.3) of providing adolescent-friendly care in SBHCs.  

The items were collated and sorted.  All obviously redundant items were eliminated from the list.  

Two hundred essential elements of adolescent-friendly care in SBHCs were identified by the 

expert panel.  The elements were sorted into six categories: Confidentiality/Privacy n =19 

(9.5%), SBHC Environment n = 17 (8.5%), Accessibility n = 32 (16%), Clinician Staff n = 88 

(44%), SBHC Clinical Services n = 32 (16%), and Relationship with School n = 12 (6%). The 

method used to sort the items into the six categories is described in detail in Chapter III.  
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Round 2 

The Round 2 questionnaire was constructed to include the 200 essential items of 

adolescent-friendly care from Round 1.  Items were separated into similar categories.  Twenty 

Round 2 Questionnaires (Appendix J) consisting of 200 essential elements of adolescent-

friendly care in SBHCs were sent to the 20 NPs that had returned the Round 1 Questionnaire 

with instructions on how to complete it.  The NPs were asked to indicate on a 5-point Likert 

scale (strongly disagree [1], disagree [2], neither agree or disagree [3], agree [4], strongly agree 

[5]) their level of agreement with each of the 200 elements.  All 20 (100%) Round 2 

questionnaires were returned by the NPs.  The data from each of the questionnaires were 

entered into SPSS20 twice to insure accuracy of data entry.  Any errors were corrected prior to 

data analysis.  Frequencies and descriptive statistics were run on the dataset. Items were 

analyzed for consensus level of 75% or greater.  Forty elements reached consensus (Table 4) 

from the following categories: Confidentiality/Privacy n = 6 (31.6%), Accessibility n = 7 (21.9%), 

Clinician Staff n = 21 (23.9%), SBHC Clinical Services n = 4 (12.5%), and Relationship with 

School n = 2 (1.7%). 

Table 4 
 
Essential Elements of Adolescent-friendly Care in SBHC Round 2 Results (N = 40) 
 

Essential Elements Consensus Level 
(%) 

Confidentiality/Privacy (n = 6)  
Confidentiality 95 
Confidentiality perceived and real 75 
Ability to provide services in a manner that insures confidentiality from 
parents/guardians (e.g. reproductive care) within parameters of law 

95 

Understanding of state laws, policies, and regulations regarding 
           ’         

80 

Privacy of patient and provider so confidentiality is maintained and 
students feel safe to share. 

75 

Teens need to understand the scope of what can remain confidential 
and the limits of confidentiality. 

75 

Accessibility (n = 7)  
Appointment times and walk-in times have to be kept flexible to work 
around both school's ever changing schedules and teens' typical habits  
 

75 
 

(Table continues) 



  68 
 

(i.e. missing appointments, frequent re-scheduling, dropping in during 
lunch, or study hall. 
T                    x         w    w               ’             85 
W                                                   ’  w    w        
    ’           

80 

The health care provider needs to be available by using a combination 
of walk-ins and appointments to maximize the ability to see patients in a 
timely manner. 

75 

Easy access to SBHC 80 
Easy access to making appointments 75 
Easy access to providers onsite 80 

Clinicians/Staff (n = 21)  
Be very respectful 75 
Courtesy & respect by all staff 85 
Greeting and communicating with teens at the front desk with respect 
and sensitivity is as important as the conversations that happen during 
clinic visits. 

75 

Experienced staff and providers well-versed with this population and 
enjoy the challenges of working with this very dynamic age group. 

90 

Provider is friendly and respectful to the students.  90 
Non-judgmental 90 
Genuinely like to work with tweens and teens. 80 
Judgment-free attitude expressed by providers/staff 75 
Effective communication-non-judgmental, clear 85 
Be non-judgmental in response to them, even when it is hard. 95 
Unbiased Care 75 
Active listening 80 
Trauma sensitive:  Staff needs to understand the long term effects of 
trauma or second hand trauma exposure on a teenager.   

75 

Staff needs the knowledge and patience to work with teens with trauma 
histories 

75 

Ability to provide mental health services or help students access them 80 
Provider has to be comfortable tackling the difficult issues-willing to 
bring up and discuss sensitive issues and not back down when 
something is important. 

85 

Discuss confidentiality 80 
Healthcare providers/staff comfortable with age group 75 
Competence—SBHC staff must be knowledgeable and competent in 
adolescent development, clinical matters, and public health issues 
related to youth 

75 

Trustworthiness 75 
Staff attitude—respectful, supportive, honest, trustworthy, friendly 95 

Clinical Services (n = 4)  
Availability of Point of Care Testing 95 
Try to save trips to emergency room and keep teen in school 75 
FREE services or ability to bill insurance agents without possibility of 
EOB or bill going home. 

85 

Consistency of staffing: Not having floating or rotating providers to 
enhance trust between patient and provider 

75 
 

(Table continues) 
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Relationship with School (n = 2) 
Coordinate with the school so staff will refer to you and not set up 
barriers that w  ’      w                   E                             
principals, secretaries, school nurses, guidance, and security 
personnel. 

75 

Positive relationship with principal 75 
 

 

Round 3 

The Round 3 Questionnaire consisted of the essential elements that had not reached 

consensus in Round 2.  The items that reached consensus in Round 2 were also included on 

the Round 3 Questionnaire but were marked to indicate that consensus had been reached for 

each of these elements by the expert panel (Appendix L).  The Round 3 questionnaire provided 

each of the NPs their previous response and the median group response for each element.  

During this round the experts were asked to reconsider their response in the context of the 

group response.  If they wished to change their response for an element they were instructed to 

do so using the same 5-point Likert scale as they had in Round 2.  The Round 3 Questionnaire 

was sent to the 20 NPs that completed Round 2.  Nineteen (95%) Round 3 Questionnaires were 

returned and each item was entered into an SPSS20 database using the same procedure as 

Round 2 and then analyzed.  An additional 39 elements reached consensus (Table 5): 

Confidentiality/ Privacy n = 2 (10.5%), SBHC Environment n = 3 (17.6%), Accessibility n = 6 

(18.8%), Clinician /Staff n = 21 (23.9%), SBHC Clinical Services n = 2 (6.3%), and Relationship 

with School n = 5 (41.7%). 

 
Table 5 
 
Essential Elements of Adolescent-friendly Care in SBHC Round 3 Results (N = 39) 
 

 

Essential Element Consensus Level 
(%) 

Confidentiality/Privacy (n = 2)  
Ability to provide services in a manner that insures confidentiality 
from school staff for general issues in accordance with HIPPA 
guidelines 
 

78.9 
 
 

(Table continues) 
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Confidentiality for sensitive visits 78.9 
SBHC Environment (n = 3)  

Friendly 78.9 
Environment that is welcoming to the LGBT community 78.9 
An environment in which the student feels emotionally safe 84.2 

Accessibility (n = 6)  
Open door policy 84.2 
Affordability 84.2 
Walk-in visits 84.2 
Perception that services are open to ALL teens, not just select 
groups 

78.9 

Open during school hours 89.5 
Ability see of the NP to see adolescent when they present for an 
issue, regardless of insurance status, or insurance rules such as 
need for PCP referral 

84.2 

Clinician/Staff (n = 21)  
D  ’                   T       ’    w       w   w                
are, but will feel it inside 

89.5 

H       /               ’          ) 84.2 
Respectful treatment 89.5 
Teen needs to feel that we are not judging them as a person 89.5 
Listen 84.2 
Clarity of information 78.9 
Positive approach rather than preaching (focus more on positive 
qualities and build on them) 

84.2 

Culturally sensitive approach 84.2 
Clinicians and staff need to feels a truthful concern for the teen 
patients (students) 

84.2 

Need to have a strong LCSW to refer to and one who wants to 
work collaboratively 

78.9 

Knowledge of adolescent trends regarding high risk behavior and 
social norms 

78.9 

Adolescent-friendly 78.9 
Awareness of adolescent development 78.9 
Clinical knowledge/skills 89.5 

SBHC staff must be committed to continual learning in adolescent 
development, clinical matters and public health issues related to 
youth 

84.2 

Interaction appropriate for developmental age 78.9 
Understanding teen behavior 78.9 
Honesty 84.2 
Willingness to advocate for students in school for services SBHC is 
allowed to offer 

78.9 

The ability to work independently as an APRN 84.2 
D  ’                                       B                    
even in difficult or stressful situations 

89.5 

Clinical Services (n = 2)  
Affordable 84.2 
SBHC should be able to handle the diverse needs of adolescents 78.9 

 
 

(Table continues) 
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Relationship with School (n = 5) 
A good relationship with both the school leadership and with staff 
members goes a long way in ensuring the success of the SBHC 

84.2 
 

Good working relationship with school personnel 84.2 
Coordination with school personnel (teachers, guidance 
counselors, nurses, principals, coaches) 

84.2 

Good working relationship with school nurse  
Positive relationship with school nurses.  Often they can act as 
gate keeper to the SBHC and if the school nurse is not supportive 
of the SBHC it can affect the functioning of the SBHC. 
 

78.9 
78.9 

 

 

Round 4 

Twenty-three of the elements were very close to reaching consensus at the end of 

Round 3 achieving a level of 73.7% and therefore a fourth round was sent to each the 19 NPs 

that had completed the previous round.  Fourth Rounds of the Delphi technique are indicated 

when the participants are highly motivated and specialized group in order to have as many 

items as possible reach consensus (Keeney et al., 2011).  All of the items that had reached 

consensus in the previous rounds were removed from the Round 4 Questionnaire and placed in 

a list at the end of the questionnaire for the NPs to review.  This was done to make the 

questionnaire easier to read and complete.  Eighteen (95%) of the NPs returned the Round 4 

Questionnaire.  Data were entered and analyzed using the same procedure used in Round 2 

and 3. Nineteen additional elements reached consensus (Table 6): SBHC Environment n = 1 

(5.8%), Accessibility n = 2 (6.3%), Clinician/Staff n = 9 (10.2%), SBHC Clinical Services n = 6 

(5.3), and Relationship with School n = 1 (8.3%).  

Table 6 

Essential Elements of Adolescent-friendly Care in SBHC Round 4 Results (N = 19) 

Essential Elements Consensus Level 
(%) 

SBHC Environment (n = 1)  
An environment in which the student feels safe 77.8 

Accessibility (n = 2)  
F  x                                          ’ w   /           
seen when a problem is occurring 

83.3 

 (Table continues) 
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Same day appointments 83.3 
Clinician/Staff (n = 9)  

Collaborating with teens in decision-making (mutual goals) 83.3 
It is important to listen before giving advice.  Their big complaint 
        “                        T            w          ” 

88.9 

Socio-economic sensitive approach 83.3 
Sensitive to needs 83.3 
Compassion 77.8 
Familiarity of community resources for students and families 77.8 
Trust 94.4 
A staff knowledgeable about growth and development 83.3 
Understanding of adolescent development 83.3 

Clinical Services (n = 6)  
Ability to provide comprehensive care, including reproductive 
health/contraceptive care 

88.9 

Mental health screenings, referrals; mental health services 
provided on-site through SBHC 

88.9 

Expert knowledge of reproductive care, pregnancy prevention, 
OB/GYN services, and services that are offered in surrounding 
areas 

83.3 

Full range of services available: Preventative care, 
immunizations, PE/Sports PE, Acute visits including 
screening/testing STIs, pregnancy, Behavioral 
Health/Dental/GYN on site 

83.3 

Dispense medications if necessary due to no insurance or 
difficulty getting to a pharmacy 

77.8 

Reproductive health services or the ability to help students 
easily and quickly access them 

100 

Relationship with School (n = 1)  
Understanding of the school/BOE policies and regulations (re: 
educational rights, services provided by state, town or school) 
 

77.8 

 

Summary 

Overall, 98 of the 200 (49%) essential elements of adolescent-friendly care in SBHCs 

identified by the NPs in Round 1 reached consensus at a level of 75% or greater after four 

Delphi rounds (Table 7).  Each of the categories had items that reached expert consensus: 

Confidentiality/Privacy n = 8 (8.2%), SBHC Environment n = 4 (4%), Accessibility n = 15 

(15.3%), Clinician/Staff n = 51 (52%), SBHC Clinical Services n = 12 (12.2%), and Relationship 

with School n = 8 (8.2%). 
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Table 7 

Essential Elements of Adolescent-friendly Care in SBHC (N = 98) 

Essential Elements Consensus Level 
(%) 

Confidentiality/Privacy (n = 8)  
Confidentiality 95 
Confidentiality perceived and real 75 
Ability to provide services in a manner that insures confidentiality from 
parents/guardians (e.g. reproductive care) within parameters of law 

95 

Understanding of state laws, policies, and regulations regarding 
           ’         

80 

Privacy of patient and provider so confidentiality is maintained and 
students feel safe to share. 

75 

Teens need to understand the scope of what can remain confidential 
and the limits of confidentiality. 

75 

Ability to provide services in a manner that insures confidentiality from 
school staff for general issues in accordance with HIPPA guidelines 

78.9 

Confidentiality for sensitive visits 78.9 
SBHC Environment (n = 4)  

An environment in which the student feels safe 77.8 
Friendly 78.9 
Environment that is welcoming to the LGBT community 78.9 
An environment in which the student feels emotionally safe 84.2 

Accessibility (n = 15)  
Appointment times and walk-in times have to be kept flexible to work 
around both school's ever changing schedules and teens' typical 
habits (i.e. missing appointments, frequent re-scheduling, dropping in 
during lunch or study hall) 

75 

T                    x         w    w               ’            85 
W                                                   ’  w    w        
    ’           

80 

The health care provider needs to be available by using a 
combination of walk-ins and appointments to maximize the ability to 
see patients in a timely manner 

75 

Easy access to SBHC 80 
Easy access to making appointments 75 
Easy access to providers onsite 80 
Same day appointments 83.3 
Open door policy 84.2 
Affordability 84.2 
Walk-in visits 84.2 
Perception that services are open to ALL teens, not just select groups 78.9 
Open during school hours 89.5 
Ability see of the NP to see adolescent when they present for an 
issue, regardless of insurance status, or insurance rules such as need 
for PCP referral 

84.2 

F  x                                          ’ w   /                
when a problem is occurring 

83.3 

 (Table continues) 
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Clinician/Staff (n = 51) 
Be very respectful 75 
Courtesy & respect by all staff 85 
Greeting and communicating with teens at the front desk with respect 
and sensitivity is as important as the conversations that happen 
during clinic visits. 

75 

Experienced staff and providers well-versed with this population and 
enjoy the challenges of working with this very dynamic age group. 

90 

Provider is friendly and respectful to the students.  90 
Non-judgmental 90 
Genuinely like to work with tweens and teens. 80 
Judgment-free attitude expressed by providers/staff 75 
Effective communication-non-judgmental, clear 85 
Be non-judgmental in response to them, even when it is hard. 95 
Unbiased Care 75 
Active listening 80 
Trauma sensitive:  Staff needs to understand the long term effects of 
trauma or second hand trauma exposure on a teenager.   

75 

Staff needs the knowledge and patience to work with teens with 
trauma histories 

75 

Ability to provide mental health services or help students access them 80 
Provider has to be comfortable tackling the difficult issues-willing to 
bring up and discuss sensitive issues and not back down when 
something is important. 

85 

Discuss confidentiality 80 
Healthcare providers/staff comfortable with age group 75 
Competence—SBHC staff must be knowledgeable and competent in 
adolescent development, clinical matters, and public health issues 
related to youth 

75 

Trustworthiness 75 
Staff attitude—respectful, supportive, honest, trustworthy, friendly 95 
D  ’                   T       ’    w       w   w                
are, but will feel it inside 

89.5 

H       /               ’          ) 84.2 
Respectful treatment 89.5 
Teen needs to feel that we are not judging them as a person 89.5 
Listen 84.2 
Clarity of information 78.9 
Positive approach rather than preaching (focus more on positive 
qualities and build on them) 

84.2 

Culturally sensitive approach 84.2 
Clinicians and staff need to feels a truthful concern for the teen 
patients (students) 

84.2 

Need to have a strong LCSW to refer to and one who wants to work 
collaboratively 

78.9 

Knowledge of adolescent trends regarding high risk behavior and 
social norms 

78.9 

Adolescent-friendly 78.9 
Awareness of adolescent development 78.9 
Clinical knowledge/skills 89.5 
 (Table continues) 
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SBHC staff must be committed to continual learning in adolescent 
development, clinical matters and public health issues related to 
youth 

84.2 

Interaction appropriate for developmental age 78.9 
Understanding teen behavior 78.9 
Honesty 84.2 
Willingness to advocate for students in school for services SBHC is 
allowed to offer 

78.9 

The ability to work independently as an APRN 84.2 
D  ’                                       B                         
in difficult or stressful situations 

89.5 

Collaborating with teens in decision-making (mutual goals) 83.3 
It is important to listen before giving advice.  Their big complaint is 
     “                        T            w          ” 

88.9 

Socio-economic sensitive approach 83.3 
Sensitive to needs 83.3 
Compassion 77.8 
Familiarity of community resources for students and families 77.8 
Trust 94.4 
A staff knowledgeable about growth and development 83.3 
Understanding of adolescent development 83.3 

Clinical Services (n = 12)  
Ability to provide comprehensive care, including reproductive 
health/contraceptive care 

88.9 

Mental health screenings, referrals; mental health services provided 
on-site through SBHC 

88.9 

Expert knowledge of reproductive care, pregnancy prevention, 
OB/GYN services, and services that are offered in surrounding areas 

83.3 

Full range of services available: Preventative care, immunizations, 
PE/Sports PE, Acute visits including screening/testing STIs, 
pregnancy, Behavioral Health/Dental/GYN on site 

83.3 

Dispense medications if necessary due to no insurance or difficulty 
getting to a pharmacy 

77.8 

Reproductive health services or the ability to help students easily and 
quickly access them 

100 

Availability of Point of Care Testing 95 
Try to save trips to emergency room and keep teen in school 75 
FREE services or ability to bill insurance agents without possibility of 
EOB or bill going home. 

85 

Consistency of staffing: Not having floating or rotating providers to 
enhance trust between patient and provider 

75 

Affordable 84.2 
SBHC should be able to handle the diverse needs of adolescents 78.9 

Relationship with School (n = 8)  
A good relationship with both the school leadership and with staff 
members goes a long way in ensuring the success of the SBHC 

84.2 
 

Good working relationship with school personnel 84.2 
Coordination with school personnel (teachers, guidance counselors, 
nurses, principals, coaches) 

84.2 

Good working relationship with school nurse 78.9 
 (Table continues) 
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Understanding of the school/BOE policies and regulations (re: 
educational rights, services provided by state, town or school) 

77.8 

Positive relationship with school nurses.  Often they can act as gate 
keeper to the SBHC and if the school nurse is not supportive of the 
SBHC it can affect the functioning of the SBHC. 

78.9 

Coordinate with the school so staff will refer to you and not set up 
              w  ’      w                   E                          
of principals, secretaries, school nurses, guidance, and security 
personnel. 

75 

Positive relationship with principal 75 
 

 

Qualitative Round: Focus Groups 

 The second phase of this mixed method study was a focus group study with adolescents 

who were registered users of the SBHC in their school and had used the SBHC at least once.  

Six focus groups were conducted and were stratified by gender and age (13-14, 15-17 and 18-

19 year olds) in five counties in Connecticut.   

The focus groups were audio-recorded and consisted of 3-8 teens each.  Each group 

lasted between 28.5 and 63 minutes and followed a predetermined questioning route (Appendix 

V) that addressed the six overarching elements of providing adolescent-friendly care in SBHCs 

from the Delphi study.  The research assistant greeted participants, collected consents, 

managed the audio-recorders, and took field notes during each session. 

Demographic characteristics of focus group participants.  Thirty adolescents 

participated in one of the six focus groups, 56.7% percent were male, 43.3% female.  The mean 

age of the participants was 16.4 years (16.2 years female; 16.5 years male). All grades (9-12) 

were represented with 30% of participants in the 9th grade, 10% in the 10th grade, 23% in the 

11th grade and 55% in the 12th grade.  Participants were asked to write in their race/ethnicity on 

their demographic form, their responses were then categorized by the federal definitions for 

race and ethnicity.  The sample was diverse; 30% identified themselves as being of two or more 

races/ethnicities.  The demographic characteristics of the participants are provided in Table 8.   
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Table 8 
 
Demographics of the Focus Group Participants (N = 30) 
 

Characteristic     N (%) 

Gender  
Female 13 (43.3) 
Male 17 (56.7) 

Grade  
       9 
       10 
       11 
       12 
Age Group 

  9 (30) 
  3 (10) 
  7 (23.3) 
11 (36.7) 
 

13-14                      
15-17 
18-19 

  9 (30) 
  7 (23.3) 
14 (46.7) 

Ethnicity 
Hispanic or Latino 
Not Hispanic or Latino 
Unknown 

Race 
Black/African American 
White 
Hispanic or Latino 
2 or more races/ethnicities 

 
16 (36.7) 
12 (40) 
  2 (6.7) 
 
  7 (23.3) 
  4 (13.3) 
10 (33.3) 
  9 (30) 
 

 

Focus Group Results 

After an icebreaker, each of the adolescent focus groups were asked what the teens 

liked about their SBHC and how the services provided differed from those provided by the 

school nurse or other health care agencies or offices in the community.  This discussion was 

followed by six questions specific to the essential elements of adolescent-friendly care in 

SBHCs identified by the expert panel of NPs.  A thematic analysis, question by question, is 

presented here. 

What do you like about coming to the SBHC?  Six themes emerged from the focus 

group discussion related to what the teens liked about their SBHC: Accessibility of Services, 

Attitude of the SBHC Staff, Competence of the NP, Confidential and Private Setting, Open 

Communication, and the Relationship Between the SBHC Staff and the Teen. 
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Accessibility of services.  Many of the teens reported that they used the SBHC 

because of the ease of making an appointment for a variety of needs including physical 

examinations, sports physicals, and immunizations that are requirements for playing sports and 

school attendance.  “Y      ’                         w     They are just there for you 

w                    ” I                                             BHC     w                

in school rather than be sent home because they were not feeling well.  “When you are not 

feeling well they actually try to make you feel better instead of like making you go home fast.”  

Teens also did not need to leave school to go to an appointment at another health care agency. 

“S                                                                     ’                        

You can go to school—stay inside                        ”  T                           “q     

                w    I        ”       w                                                     

appointment elsewhere.  Teens remarked also on being able to go to appointments alone and 

for more private concerns such as HIV or sexually transmitted disease (STD) screening. 

Attitude of SBHC staff.  Teens liked going to the SBHC because of the positive 

                                  T         w                “         ” “        ” “           ” 

“    ”     “           ”     who were able to leave their personal problems at home.  The 

          w          w                              x          “            ”  

I have been in the health center since sixth grade and they show more care and 

          …  u are sitting there and they actually make you know friendship and you 

guys connect.  Not just because you guys [SBHC staff] are younger or whatever, but you 

guys like understand that we are young and know the things we need to know. 

The SBHC environment was viewed as less serious than other places they had received care 

                                                                 w                “T         w    

you.  Y      ’                     ’        … E                             ” 

 Competence of the NP.  The NP was viewed as someone willing and capable of 

                                                                   “I ’                    ’            
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            ”  T        w            w                              mind.  “T                  

                      w                          ”  The teens described the NP as 

knowledgeable and competent because the NP practiced independently at the SBHC caring for 

the teens. 

I feel like they have to know a little more than like, doctors.  Because they are just by 

themselves here.  So they kind of just kind have to like, base their own like, opinions on 

things. So I feel like they are like, more -- I    ’     w                 knowledge. 

Part of the competence involved how the office was maintained: “            ”  The teens 

explained that the staff always cleaned the examination table thoroughly and changed the paper 

   w                                         “W             …she will clean it [exam table] and 

      z      w            w          ” 

Confidential and private setting.  The SBHC was viewed as a confidential and private 

setting which allowed teens to discuss more personal concerns because they went to their visits 

a                          w                 “I ’               ”  “The confidentiality and 

                                        ’ll never leak anything,           HIPAA   w  w  ’     

violated or things like that. And like he said, there is always a door that shut  ”  They liked that 

only one person was in the office at a time.  

Ot                        w w   …w                    ’       – you have to have 

someone with you.               ’  w                              w                

there with you.  They ask you questions [health care provider], but you might lie to them 

because the person is in there.  Here, you can just come here without having to have 

anyone with you. 

Open communication.  The confidential and private setting facilitated communication 

   w        NP             “T                                                    …        

                ”  T                  NP “              ”               w                       

SBHC staff. 



  80 
 

W              I w    [             ]              ’  understand what was wrong with my 

leg and I had fractured it before and I guess when I woke up, it kinda twisted.  They 

    ’  w               x-               ’  w                    And here, they would try to 

               L      w            …w                                    ’     w 

w   ’                           ’              ’                                  

T                          “       ”                                               w              

            “T                                ’                w                             ‘   

        w       w     w        ’  T                                            ”  A             

 x             “[    NP]                                                                …I 

could talk to her about anything---       w       w       w  w           ” 

Relationship with between SBHC staff and teen.  Many of the focus group 

participants referenced the relationship they had with members of the SBHC staff.  These 

relationships were valued by the teens and made the clinic a welcoming environment.  The staff 

“           w    ”     “   w[ ] w                 w     ”  T                 “               

           ”                    “                ” A                            NP        “       

mommy ”  

How is the care you receive here different from other places you go for care? 

Teens were asked how the care provided in the SBHC was different from the care they received 

elsewhere.  The      ’ responses to this question focused on care they received from the 

school nurse and other health care agencies or offices in their community.  The differences 

identified between the SBHC and the school nurse clustered into two themes: Keep You In 

School and Not So Confidential or Private. Teens identified four themes, Accessibility, Trusted 

Relationship, Comfortable but Tiny, and SBHC Fosters Independence for Teens, as differences 

between the care they received at the SBHC and other places they had received health care in 

the community.   
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Differences between care provided in SBHC and School Nurse. 

Keep you in school.  The most important difference identified by the teens was that they 

viewed the SBHC as providing care that allowed them to stay in school rather than being sent 

       “W                        w                                                                

                        ”  However, the teens explained that they understood the NPs goal 

was to keep you in school.  

   ’                out sending home.  You have to be serious sick for her to send you 

home because if not, she is not sending you home.  That is one of her big things.  Like, 

she lets you know too -- if you start coming down often, asking her to go home, she lets 

you know ri                    I    ’                                                

hurt. 

They felt the scope of services provided by the school nurse was more limited than that 

        BHC    w                 z                         ’ “                   ”  “I  eel like the 

                …     w       w                            But the school-based health clinic, 

  ’                  ”  An example of this was provided by a teen with agreement from others in 

           “Y                  ’                   Like the nurse will be like, oh you have a 

          w                                   w                                              ’  

    ”    “                        ’                                    w             ‘       x  

your mother to call yo ’…T   ’                           ” 

When you miss days of school, then you are behind and then you have to get on track 

with the other classmates and then a whole bunch of make-up work.  And like—it just 

gets you confused, so you may as well stay at school and try to get help for your illness 

and just fight through the day. 

Teens explained that they made the decision to go to the school nurse or SBHC based 

on what their needs were at the time and were more likely to go to the school nurse if they 

“           x     ”  The SBHC provided them with more options, for example medication for a 



  82 
 

headache that could not be given by the school nurse without a written order.  The participants 

felt because the treatment options were limited, that the nurse did not care and were often told 

“       w                       I        ”  T    w                                             

were given by the SBHC NP to assist them in feeling better and staying in school. 

Not so confidential or private.  The environment of the SBHC was also seen as being 

                                ’          “T        ’  [      ]      w       w    ”  The school 

      ’        w                       ntial because of the open space and many students in 

the office at one time.   

T      ’                                                                               w 

      ’               w                                        w      Not like 

sometimes, like, I will go to the nurse and I will talk about something and I will overhear 

them talking about lingering topics about other kids that went in there and so on and so 

       N                                              ’                         Like, they are 

talking about it and the students are walking in and they are listening and everything and 

they are saying names and so on and so forth.  Like, when you go to Miss [name], she 

makes sure that everything you tell her or something that is going on, is not told to 

anyone.  T      ’                to see and for you guys to know. 

T                    “        ”                 x                            Students 

                                ’               less tidy than the SBHC office.  However, the 

                                                         ’        w                         

better location than the SBHC office. 

Differences between SBHC and other community health care services. 

Accessibility.  All of the teens discussed the convenience of having the SBHC in the 

         T              BHC w   “              ”                       w                          

and allowed students to stay in school rather than need to leave school for an appointment 

elsewhere.  “D  ’          w it two weeks to be seen for a cold, here you can be seen the next 
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       ”  Appointments were scheduled during school time and did not interfere with their after 

school commitments.  The wait both for an appointment and the time spent in the office waiting 

           w    “      ”                                          A            w              

when they were needed and the teens felt      “                    es as              ”  

Teens identified that the SBHC facilitated their ability to comply with school requirements 

including physicals for school and sports and immunizations.  Services were also accessible 

because they were available without cost to the teen or their family.  They “   ’             ” 

Mental health counseling, pregnancy tests, sexually transmitted disease (STD) testing 

were all noted to be services that were accessible through the SBHC but less accessible in the 

community.  Teens commented that these were also services that they may forego if they had to 

go somewhere else because of concerns about confidentiality and privacy (Lehrer, Pantell, 

Tebb & Shafer, 2007).   TD/HIV                       q               “                        

 w   ”  The teens felt that it was harder to trust mental health counselors outside of school 

        “                          ”                                                            

from other health care providers or their parents.  Further discussion explained that because 

counselors in the community were outside the school building and the teens felt that if they 

shared private information with others there would not be consequences for the provider.  

However, if confidential information was shared by a counselor at school, the counselor would 

face negative consequences divulging confidential information.  Crisis intervention was a 

service that was identified as valued and unique to the SBHC.   

I w     ’                               …   w               comfortable coming here. I 

think she would understand me, like she knows me and a little bit about me.  So she 

would be like, oh, but why did this happen?  Like, she already knows. She would have 

like a background. 

Trusted relationship.  Many of the focus groups discussed how the relationship they had 

with the SBHC staff was to the care they received.  It was very important that they knew who 
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they were going to see at each visit and felt the NP “w               ”    “          ”  “Y   

get the same person ea                                 ”  T         “   ws    ”        w       

                 “             ”              “   w          ” w    “             ”     

      “ w              ”                       w                                       BHC   

Th                                   BHC       “   ’                                 ”       w 

                  “           ” One adolescent explained 

I                                          …                       …            B   

here—she still sees like a lot of people like every day, but like, she remembers who I 

  …    w                       L              —I only go to him like, once every---

w        I                           ’             …I’                                 

H    I    ’          e a stranger.  

The familiarity with the NP helped the teen ask for what they needed. 

Y      ’        w w                 ‘I’                     ’  Y      ’        w w    

about doing it because one, you would be the only one in the room and two, when you 

are by yourself and you are bonded with the person you are working with, like who is 

giving the physical, it feels a lot less stressful. 

Trust grew from the relationship teens had with the NP and other members of the SBHC staff. 

I ’                                 Y                                w                

order for you to like, open up to them.  So that takes time.  But I do feel like that is 

important b           w     ’                       ’                         .  

Another teen added, 

E                                                 ’  w                      w          

need to talk to somebody, you can talk to them.  The more you trust the more you open 

    B                             …  w                    w    h you know and you 

                             w  ’                                     
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SBHC fosters independence for teens.  In comparison to other community health care 

                                                                   “   ’          w it to for 

                         ”  T                  w                                             

              w                                q             )  w            “   w   q         

yourself,”                      “   ’                                                 w        ” 

Y      ’         —like lie to your parents about going to—like, scheduling an 

appointment for something else because you were too embarrassed by it.  But you can 

go inside the school and do it instead of going to a hospital or clinic. 

Comfortable but tiny   T                       BHC w                “    ”             

focus group participants.  “I ’                 I ’                W                                    

  w           ”  H w                      w    iewed as pleasant and comfortable.  They 

liked that they knew who was going to be seen next, unlike larger health care agency where 

they could not determine who would be next as they waited in a crowded and chaotic waiting 

room.  Also unlike other places, the waiting room in the SBHC was quiet.  “          w         

delayed wait, sometimes you will see people--something pleasant, other times, not so much. 

                    ’                        …                                 —they give you a 

migrain  ”  

Essential Elements of Adolescent-friendly Care in SBHCs 

 Each of the essential elements of adolescent-friendly care identified through the Delphi 

technique was presented to each focus group.  To better understand the importance of each of 

the elements, posters representing each essential element were hung on the walls of the focus 

group room.  Participants were each given five sticker dots to distribute among six posters that 

were most important to them in any manner they wished.  The researcher provided examples of 

how the sticker dots may be distributed to aid in understanding.  A full explanation of the method 

used is described in Chapter III.  Table 9 provides the number of sticker dots distributed by 

group that were placed on each of the essential elements of adolescent-friendly care in SBHCs.  



  86 
 

The responses were used to guide the discussion of each of the elements.  The focus group 

participants were then asked six questions specific to the elements of adolescent-friendly care 

in SBHCs identified by the expert panel of NPs in the Delphi technique. 

Table 9 

Importance of Each of the Essential Elements of Adolescent-friendly Care to Focus Group 
Participants 
 

Essential Element 

Dots* 

13-14 year olds 
  Female      Male 

20           25 

15-17 year olds 
Female    Male               
15            20 

18-19 year olds 
 Female     Male 

30           40 

Total 
(%) 
150 

Confidentiality/Privacy 6            7  6              6 12           11 48  
(32%) 

 
Accessibility 
 

6           5 3              5  2             7 28 
(18.7%) 

 
Clinicians & Staff 2           5 0              1  6             7 21 

(14%) 
 

SBHC Services 
 

3           2 2               6 3             5 21 
(14%) 

 
SBHC Environment 
 

1           4 4              0  7             4 20  
(13.3%) 

 
Relationship Between 
SBHC & School 

2           2 0               2 0            6 12 
(8%) 

*Total number of sticker dots provided to each focus group. Each participant was given 5 sticker dots to distribute on 

the posters of the essential elements of adolescent-friendly care. The total number of sticker dots on each poster are 
reported by group. 
 

Confidentiality and Privacy.  T                            w          “What does 

confidentiality and privacy in the SBHC mean to you?”  Two themes emerged related to 

confidentiality and privacy: What Happens in the SBHC Stays in the SBHC and A Private 

Setting.  This category was selected by all the focus groups and was the essential element that 

was selected most frequently by the participants (Table 9). 

 What happens in the SBHC, stays in the SBHC. The discussion regarding the 

confidentiality and privacy quickly focused on the importance of confidential relationship the 
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teen had with      BHC         A              x        “W                   V               

V      W                                   ”  T                                           

                           “w  ’       ”  However, the teens were aware and accepting of the 

limitations of the confidentiality agreement that existed to keep them safe.  In comparison to 

other places they had received care, they were confident that the staff would not call or talk to 

their parents unnecessarily.  Care related to mental health counseling, pregnancy, STDs, and 

HIV were provided as examples of services that needed to be confidential for teens and sought 

after at the SBHC because of the confidentiality provided specific to these services at the 

SBHC. 

It means everything, because say you were in a situation where you tested positive for a 

             w     ’  w        [                    ]    w       w                      

and spread the information.  So I feel like privacy is everything and confidentiality.  Make 

sure everythin             w         w                  ’     w   w                 

A                   “                     ’                                    day so you know 

a lot of people        ’  w                          w            ” 

 A private setting.  Several environmental factors related to the SBHC enhanced privacy 

for teens.  T      x        “       w                                                          

                                                                                     ”  Being 

able to be seen one at a time with the door shut provided a more private setting.  The location of 

the SBHC also facilitated teens to call the clinic or go for an appointment without being 

recognized by a family member.  However, teens also identified situations that made their 

experience in the SBHC less private.  The SBHCs walls were thin and  

You could hear like, say you were in exam room one, you can hear what they are saying 

    x         w         ’                                                       ebody is 

a loud person, you could hear everything they are saying. 
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In addition, teens explained that when they were seen for dental services in one SBHC, that the 

exam room was really tiny so their feet stuck out of the door when they were in the dental chair.  

“I                 w                w                        t your shoes. Say your friend is in 

there and they see your shoes, they automatically know who is in there.  Like, you get no 

        ”  N                  x                  w                                          BHC 

because of concerns about their privacy. 

Accessibility.  F                        w          “What makes this SBHC easy for 

you to use?”  Four themes emerged during the focus group discussions specific to accessibility: 

Positive Energy, Location, Location, Location, Flexibility, and Services are Available When We 

Need Them. Accessibility was the second most commonly chosen essential element of 

adolescent-friendly care (Table 9). 

 Positive energy.  Teens emphasized during the discussion that the SBHC had a 

“                                ”                     w   “                  …  w                 

    ”  T                w               w                                          w           ir 

needs were well taken care of by the staff.   

 Location, location, location.  The location of the SBHC was really important to the 

       “I        w   ’                        I’                     …   ’                             

    ”  T           on was an obstacle that often got in the way of accessing services outside of 

         w                      BHC ’          “       ’                                     

                                  ”     ”w                 w                   ’     e time to 

                                                  ”  P                                    BHC 

was located in an easy to get to location within the school itself that facilitated getting there to 

make appointments. 

 Flexibility.  The teens liked that the SBHC provided them with choices regarding their 

care.  T   NP w                “   x                ’  w                         w              

               ”  “   ’  [    NP]                 w                    A  B  C  D     E ”  I  
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addition, the staff was viewed as working with the teen to provide the care they needed and 

finding solutions to continue care over the summer if needed.  An adolescent described the 

social worker problem-solving how to continue counseling for him over the summer when he 

was not it school. 

We [social worker and teen] started out like, me going down to him and talking to him. It 

started late, it started last week.  So he said, like, during the summer time, like, he was 

going to find a way, like, to get a hold of me. 

Services are available when we need them.  Teens across the groups talked about 

     BHC                                                       “    ” w    “        ”  “C          

                                  w        w     ” w     w               w    what they 

experienced with their community providers.  “W                         w     ’                 

amount of visits.  W                    w I                  ’        W     ’                  

       ”  If the NP was not available at the time the teen needed an appointment, the staff would 

provide the teen with an appointment at a convenient time often the same day or would call 

them down to the clinic when the NP was available to see them.  Urgent needs identified by the 

teens included sick visits, “                          w    ”   w                  , STD 

screening, acute mental health needs, and the evaluation of injuries or illnesses.  Teens that 

were sick explained that they would either come to school and be seen by the NP and then get 

sent home if necessary or call and speak to the NP for advice about their illness.  “I          

sick here, you can just call like the night bef             w        ‘        ’  They will even write 

          x                            “  Access by phone was enhanced by the sponsoring 

clinic forwarding their call to the SBHC.  Many of the students also had access to services 

during the summer either at the SBHC or the sponsoring agency.  The one aspect that seemed 

to sometimes interfere with access to the SBHC was the need for students to get a pass to go to 

the SBHC.  If they did not have a pass, they were typically sent back to their class to get one.  

H w                      BHC w                 w                  “             ” excuse for 
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missing class than visits to the school nurse.  Lastly, services were provided without cost to 

patients which increased accessibility for the teens for a variety of issues and especially for 

those teens without insurance. 

Clinicians and staff.  The focus groups were next a     “W                             

     BHC                       ? H w                 ?”  The SBHC staff was often discussed 

as a single entity without a lot of delineation between the roles of the medical assistant, NP, and 

social worker.  Responses from this question focused on four themes Makes Me Feel 

Comfortable, Takes Care of My Needs, Knows Me, and Reliable.  The participants provided 

numerous examples of how they had experienced helpfulness by the SBHC staff.  “They are 

always ready to help, no matter what and they are always open to help you to the fullest and not 

               ”  This essential element, clinician and staff, accounted for 14% of the dots 

allocated to the six essential elements (Table 9). One tee   x        “W      ’      [    NP] 

       ?” 

 Makes me feel comfortable.  The SBHC staff was described as being very friendly, 

cheerful, outgoing and therefore made the environment comfortable to be in.  Above all, the 

teens felt respected, listened to, a           “              ”  Their confidentiality and privacy 

was protected by the SBHC staff.  One student explained, 

      w             w                  [                 ]           ’                    

w                  …w                       I told her what it was about so she could 

         NP     I          …      I               

They felt that the staff understood their perspective.  “                                    w  

                    ” 

Takes care of my needs.  The focus group participants felt their needs were addressed 

on an individual basis and specific to their needs.  “H ’  [                 ]        w            

in rescheduling my appointments and making sure that I am up-to-date on certain things. He 

always asks me how I am doin  ”  An important part of the care was health education.  “T    
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                                     w                            ”  An example was provided by 

another adolescent, “    [                ]                          w                    

suppos                 w                            ”  O                  w     NP           

discussions with teens about ongoing health needs such as contraception or safer sex. 

I was sexually active with my boyfriend at one point and was having sex without 

condoms and -- at first we was, but I realized he was trying to get my pregnant.  So I just 

went to the school health center and I was like, [name] pop that shot.  And then right 

there and then.                  …because they basically know my whole life story. Like, 

that is who I go to talk to.  So you know, she has been telling me about birth control 

because I have been telling her about my boyfriend and she has been drilling it in my 

head constantly.  Every time I walked in there, she will be       ‘H                      

birth control?’  I used to tell her no. So when I went in, she was happy. I call her Mom 

number two. That is my health mommy. 

Teens appreciated that whatever they needed, the SBHC staff was willing to help.  “T    

         w                 ”  In addition, in some instances more than one staff member was 

 w             ’                                                                                

member was not available.  “E                   p-to-               ’                             

      ’                     w        ” 

Knows me.  Teens felt well cared for because they were able to be seen consistently by 

                                                                           “    ven more 

              x      ”      w                                                                    

with the SBHC helpful because they could trust the staff with their concerns and develop a 

relationship.  “    w     ’       w                        time and forget. She will remember it 

              …                    ”  T    w                                                 

care.  
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It feels good walking into this place and seeing that same person every time because 

when I used to go to my doctor, there would be a different lady at the desk every time 

      ’           -- gosh, I have to tell you my whole life story.  A     ’                        

         [    ] I’                                            ‘O   w   ’  w    ?  Why do 

you need to be     ?’  L       ’              ” 

Reliable.  T   NP  w                     “               ”         w                  

concerns, making sure they were feeling better, and that they had been able to obtain 

prescriptions from the pharmacy of appointments from the places they were referred to for 

additional services. 

A                            w              w   ’                     w              

                        …           ’  w                             w                      

the next time.  Sh  w     ’           

T                       NP          w                                  “       ’         

                               ‘I’                                      x     ’…                  

        ”  Another teen explained that the NP following up with them, even in a more casual 

manner was really important. 

I’  w         w          w       I’                        [NP]                -based 

health center walks up to me and asked me how my arm is doing.  That just made my 

whole day. I                     w ’ 

SBHC services.  Focus group participants were each given a list of all the services 

available in SBHCs and were asked to circle the three services that were most important to 

them personally.  The researcher went over the list with each group and explained each item 

and provided examples, if needed, for each item to enhance understanding by the participants.  

The choices made by the adolescents were used to guide the discussion on the services they 

felt were most important to provide in the SBHC.  The sheets were collected after the 
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discussion.  Table 10 summarizes participant responses related to which SBHC were most 

important to them.  Two participants circled four items on the list.   

Table 10  
 
Three Most Important SBHC Services Reported by Focus Group Participants 
 

 

Number of participants 
 
SBHC Service 

13-14 year olds 
Female      Male 

4             5 

15-17 year olds 
Female     Male 

3              4 
 
 

18-19 year olds 
Female      Male+ 

6               8 

Total (%) 
 

        30 
 

Physical examinations 
for school, sports, or 
camp 

2            1      1              2            2 8 (9%) 

Routine check-ups      2            1                       1         1              4 9 (10%) 
Treatment of acute 
illnesses or injuries 
(colds, sore throats, 
rash) 

              2       1              1         1              3 8 (9%) 

Care of chronic 
illnesses (asthma, 
diabetes) 

              4       1                        1              3 9 (10%) 

Immunizations                2             3 5 (5%) 
Mental health care      2                        1         2              3 8 (9%) 
Reproductive care 
(pregnancy tests, 
contraception 
counseling, condoms) 

     2            2           2           2         4              1     13 (14%) 

STD/HIV testing and 
treatment 

              1                        3         5               3     12 (13%) 

Nutrition counseling/ 
Weight counseling 

                        1         1               1 3 (3%) 

Crisis intervention       2           1         1     4 (4%) 
Prescriptions and 
dispensing of 
medications 

      1           2                 2           1         2               1 
 

9 (10%) 

Laboratory testing            1             1 2 (2%) 
Individual, group, family 
counseling 

   0 

Health education       1   1 (1%) 
Classroom 
presentations 

   0 

Dental care                             1 1 (1%) 
Referral and follow-up 
to specialty care 
 

   0 

+ 2 participants in the male 18-19 year old group circled 4 responses 
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Reproductive care (14%) and STD/HIV testing and treatment (13%) were the services 

chosen most frequently by the teens.  Reproductive care and Prescriptions and dispensing of 

medications were listed in the top three services across all groups.  None of the participants 

ranked Classroom presentations, Referral and follow-up to specialty care, or Individual, group or 

family counseling in their top three services.  Only students in the youngest and oldest groups 

chose immunizations. 

Ten of the available services listed in Table 10 were discussed in the focus groups. 

Students were asked to choose which services they wished to discuss within the focus group. 

T        ’                                                                             BHC 

were diverse.  A                   “A      f these are really good for me.  I appreciate the 

school-                    ”   

Physical examinations.  Physical examinations were an important aspect of the care 

provided in the SBHC.  Students discussed the importance of having physical examinations 

available to meet school requirements as well as for sports participation and to attend camp.  

T                             “      w               ”                                              

            ’                        …            Especially since like the whole 

Obamacare thing—                           …            So I mean this is like a free 

and easy way to do it. 

Treatment of acute illnesses or injuries.  Students from all the focus groups 

discussed instances in which they were either sick or injured and needed to be evaluated and 

treated at the SBHC.  Examples of acute health care needs that the teens sought care for in the 

SBHC included colds, sore throats, musculoskeletal injuries, acute asthma exacerbations, and 

infections.  

That is every day with colds and sore throats and stuff like that.  Especially in school you 

come into contact with people daily.  And so I feel like you need to get treated ASAP and 
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  ’                 [     BHC      ]                               ’                       

school. 

The teens were impressed by the NP remembering them, the details about their medical 

conditions, and the NPs willingness to follow-up with them to see how they were feeling.  

[   ] w                                      …                         w         see you 

in the hall to come and ask how you are or if you still need any help or if it got better from 

when she helped you. 

If a teen needed further evaluation for a medical concern, the NP would make a referral to a 

community agency or specialty service and make sure it was scheduled. 

Immunizations.  Many of the teens reported accessing immunizations from the SBHC 

either to meet school requirements or to help protect them from infections that may affect their 

health now or in the future.  Specifically, influenza vaccine, H1N1, and human papillomavirus 

vaccines were identified as important vaccinations that they had received through the SBHC. 

Mental health.  Counseling services provided to students in the SBHC were identified 

as important aspects of the care in SBHC.  Students received regularly scheduled appointments 

for ongoing counseling.  “I                                                                   

                                                            ”  O                             

health needs that required immediate intervention. 

Because there are times where I have mental breakdowns in school.  Like I have anxiety 

and stuff, so I have moments where like—my heart starts racing and I start crying out of 

  w           ’          I    ’  breath and stuff like that.  Then I start thinking stupid 

            I        ’        w                                                     

               w    I                  w         I    ’          w                      

on my own inside the school.  I have somebody who I can see instead of waiting until I 

get out of school.  A          ’                    w            ’                   I w    
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         w   I                                        I    ’                      

because my mind is racing. 

The support provided through the SBHC allowed students to continue attending school and 

remarked that it would be difficult to continue without the services they received. 

Crisis intervention.  Participants identified crisis intervention as a unique service 

                      BHC   “                            ” w       x                     

category.  Others recounted family situations that had precipitated their initial visit to the SBHC.  

                            “    ”                       ollaboration often with the school staff 

when a crisis occurred so that they always had access to support services as needed during the 

school day.   

Reproductive care.  All of the focus groups discussed various aspects of the 

reproductive care provided in the SBHCs, including pregnancy tests, STD/HIV testing and 

treatment, access to contraception, condoms, and prevention education.  The teens remarked 

on the confidentiality related to this type of care and how it allowed them to access services 

more comfortably.  

O     I’                    y about it, the pregnancy one because I definitely would not 

go to my real doctor about that situation.  Definitely not.  A   I    ’     w          I’  

very comfortable with talking about that stuff with her [the NP]. 

Prevention was a focus of the counseling and included abstinence, safer sex, and the 

prevention of pregnancy and STDs/HIV.  T                      “     s it into my head 

           ” 

I think it is a good idea, the fact that they give out condoms and stuff like that, to make 

sure that they prevent pregnancies and things that they care take care of.  They want the 

kids to have a future and not become parents at an early age. 

Teens commented that it was important for the SBHC to have STD treatment available because 

“w  ’                               ”                                             w        
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compromised by the clinician.  The importance of fast and easy access to STD/HIV testing was 

explained by a female adolescent 

W            x            …    w  may have a boyfriend or we may do other partners, 

          I          I     ’                                       I’  w      w          

     w         w                                        …              w               

an appointment, I came here the next day, asked her to do, she pricked me, sent it in 

and the next day it was back--instead of sitting here and waiting a long time.  Because it 

is scary thing to think about. 

Male teens commented that it was easier to get condoms in the community because they were 

not available at their SBHC.  “I                                                                    

                       …             go to any gas station, any Wal     ”  Despite the fact 

that condoms were not available in one of the clinics, the teens still thought that the SBHC 

w                       “   w                     ”  “I       I’              w              I’   

                                   x       w                                    ” 

Laboratory tests.  The availability of laboratory test focused on STD and HIV testing 

                     “I                                       w             TD/HIV            

w                   w             ’                                 w                   ” 

Participants appreciated how quickly they could receive STD testing and get the results at the 

SBHC, which eased their worries about having an STD after risky behavior.  The importance of 

STD screening was emphasized to all students by the SBHC so frequently that it was regular 

aspect of the care they received in comparison to other places they received care where it was 

a more optional aspect of services.   

I did STD and HIV testing, because, I feel like—well here you kind of have to be tested 

                                ’                              I                         

          ’            e than sorry. 
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The younger adolescents debated if STD/HIV services should be available at all in the SBHC 

                        “       ’                ”   

If I were to put something at the bottom of the list it would be STD.  Or not STD, but HIV 

testing.  Because if you do that, that is your own problem, personally. Because you 

       ’                     —those risks at this age anyway, so.  And that should be 

your own problem. 

However, in the end, they also agreed that if teens needed STD/HIV testing it should be 

available for those students who need it in the SBHC. 

Prescriptions and dispensing of medications.  Discussion regarding medications 

focused on the availability of medications if they needed them during school for pain from 

injuries or headaches, for an asthma exacerbation, or if they needed contraception.  It was an 

                                                   ’                       w        “             

             ”                                                                         “I      

need a certain medication prescribed for you, you can just go right down and get it, instead of 

                                                                     ”  “I ’                      

                     ’           ‘O              eal doctor so he can write you this 

[prescription]’…                        ”  The NPs often also sent prescriptions to a local 

pharmacy for pick-up after school and made sure the prescription was covered by insurance 

prior to the teen leaving the clinic.  Teens described that it was important to be able to get 

prescriptions independently.  

If there is something wrong with me, I can just go to CVS and like pick it up and my mom 

     ’                    w  I                w                   w   …I       

p           …                   k about that she could do that. 

T   NP      w                                     w                 “                  ,” 

which was viewed as important and different than other places they have been for care.  One 

teen explained her experience, 
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I     ’                              ?  And I thought I had cancer because I had this thing 

                                         I w                                 ’  w           

me because I have no health insurance.  So I came here and they saw me and they 

actually gave me pills for it and stuff so the pain can stop.     I           ’  

         …when its serious things like that.  How are you not going to see me    I’  

telling you, I think I have cancer!  I was freaking out. 

Nutrition/weight counseling.  Both male and female adolescents identified the 

                            w                                               “I                  

               w                        …I                [ BHC NP]       [              

weight counseling] jus                …                  z   ”  Adolescent girls described the 

importance of this type of counseling because of personal struggles they had had with their 

weight while taking various methods of contraception.  The SBHC staff was supportive and 

motivating to them to change their diet and exercise habits so they could avoid gaining weight or 

to help them lose weight appropriately.  

SBHC environment.  The essential element of the SBHC Environment was discussed 

following the question: “T         t this SBHC as a place, what do                  ?”  The 

SBHC was described both in physical terms and in terms of how they felt when they entered the 

space.  Two themes emerged: Comfortable But Tiny, and Good Vibes.  Fewer of the teens felt 

the SBHC Environment was important in comparison to the other elements, 13.3% of the sticker 

dots were allocated to the SBHC Environment (Table 10). 

Comfortable but tiny.  The SBHC space was described by several of the groups as a 

small space that was sometimes difficult to negotiate especially among the male teens.  They 

explained they “N    to take your backpack off before you enter the door” “    [   w  ]         

      w            ”  However, most described the SBHC as comfortable, attractive, and that 

the size of the clinic did not deter them from using the services of the SBHC.  Cleanliness of the 

space was emphasized across the groups.  O         x        “   w                          
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clean and everything, you are going to be like, okay, maybe they are going to do what they are 

going to do                ”  

The female teens and some of the male teens enjoyed the health education materials 

that hung on the walls and felt that the manner that materials were presented enhanced both 

their understanding of various health topics and made them think, although they mentioned that 

the posters were not changed often   “Y                      [                   ]      w        

                          …                                  w               ”  O   group also 

described enjoying the art work that was done by the students and hung on the walls of the 

clinic.  The male teens, preferred artwork that was not health related 

To help take your mind off of -- I               ’  w       w                ’     ice or a 

school-based health place and just see like, a picture of guy with corroded arteries and 

                                I    ’  w                 I w                               

T                   BHC       “                      ”             need to display the same 

health information on the walls that had been discussed during their visits.  

The male teens also described their desire to have a larger space that had several exam 

rooms to increase the capacity of the clinic and make it more accessible.  Visibility within the 

school was also viewed as important.  The teens suggested that the lack of signage outside the 

                BHC’           w                                               w                  

the clinic and recounted their experiences going to the SBHC for the first time and having 

difficulty finding the office.  “Y   w                                       w             ‘w        

the school-                   ?” 

Good vibes.  The teens described the SBHC as a place that gave “good vibes.”  “T     

                              w                 ” T             “            w             L       

                     ”  T              w       x                   “T       ’                   

anything, you just walk in and you ju                  I’       ”  The demeanor of the SBHC staff 

was a key component to the teens feeling welcomed and accepted. 
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They are always smiling.  Like there is not like one moment where they are not smiling 

      ’           —when you walk in there, you automatically feel like, cheered up, 

because they are like happy people.  They are good people. 

T         w                     “                       ”                                     A 

      x        “Y                                               …         ”                    

remembers you the next time you come in for an appointment.  They also felt that their 

problems, no matter how small, were addressed with the appropriate amount of attention and as 

often as needed.  

I come here for a lot of really little things.  I will have a paper cut and I will come in and 

    w            ‘w   ’          ?’  I’       ‘I                  ’     ’  [    NP]       ‘oh 

okay.’ B             w              ‘W                      ?’ 

Relationship between the SBHC and school.  The essential element of adolescent-

friendly care, Relationship Between the SBHC and School, was posed to the focus groups with 

    q        “Does the relationship the SBHC staff has with the school staff including the 

principal, nurse, or                       ? C                   x           w           ?” 

The focus group discussions regarding the relationship between the SBHC and the school 

focused on three themes: The School Supports the SBHC, Working Collaboratively, and All 

T      ’s D  ’  K  w A          BHC   T                            lescent-friendly care 

(Table 9) was chosen the least by the focus group participants (8%). 

The school supports the SBHC.  The teens felt there was a very positive relationship 

between the school and      BHC   “I                       ’                                 

w     ’                ”                                                                          

teens for care at the SBHC.  “I          w              w     w              w          ou to go to 

the school-                    ”  P      w                            BHC w            

                               “W                     …        …                               

                            ”  T                x             the school advertised the services 
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of the SBHC through overhead announcements especially when sports or school physicals 

were due.  New students were also often referred to the SBHC for their physicals and the teens 

were impressed that the school staff had communicated their need to the SBHC staff and they 

were greeted by name when they arrived for their appointment.  Typically no resistance was felt 

by students who wished to go to the SBHC during class time.  Students also felt that if they 

were going to o                      BHC    w          “        ”                             n 

                                    ’s office and that their health need was seen as important by 

the teacher. 

After you go down there for the first time, when you come back with the signature and 

you show it to the teacher that you were at [the SBHC], they know, it was nausea and 

that you actually had a valid reason to go down there. You are not lying to them.  You 

                                                           …I  makes it easier for those 

                  ’                                                                         

they need. 

Working collaboratively.  The school nurses and the SBHC were viewed as supporting 

each other in the care of students.  Many of the teens were referred by the school nurse the first 

time they were seen in the SBHC. 

Y                             …w    I                         I w             [        

 BHC]  I w                               …I                             I      sick.  My 

       w                        I w                                   ’                     

                  I     ’     w      I                                [ BHC]               

out that I did.  So they sent me over here and they both went and check me and stuff.  

So they like, helped each other out.  They work together. 

The school nurses often sent teens to the clinic when they felt they needed additional care or 

                                          w            “                       he school 

                                                 w        ”  
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All teachers don’t know about the SBHC.  Despite the positive support the school and 

school nurse provided to the SBHC and its use by the teens many described a lack of 

knowledge by                                          BHC   “I’                        

          …I                    ’                           ”                                

w                                      BHC   F    x                         “’C   I       the 

             ?’ A        [            ]           ‘    w   ?’”  Others explained that they knew 

             w                                       BHC “          w     ‘     ’”               

However, teachers who were aware of the SBHC services were supportive of students 

accessing the services. “T          w       I                                        ‘I    ’       

    ’ T    [         ] ‘                -                    ’  T       ’                     

        ”  A teen explained that once she was ill and a teacher brought her to the SBHC for 

evaluation.  “                w                         w        I w        ‘O     G   ’     

     ‘I’                        I’                        ’” 

Summary 

 The focus group analysis provides this mixed method study with the perspective of 

adolescents who have been consumers of the health care services provided in SBHCs.  Each of 

the essential elements of adolescent-friendly care identified in the first phase of this study was 

discussed by the focus group participants.  Confidentiality and privacy were most important to 

the teens and framed their willingness to engage in services and the types of services they 

sought.  Feeling comfortable and connected to the SBHC staff facilitated their use of the SBHC.  

Accessibility was found to be a key factor to timely access to care for both school requirements 

and individual health, mental health and dental services and fostered an independent role in 

health care services.  The atmosphere of the SBHC, as well as the attitude of the staff toward 

the adolescents, influenced their willingness to engage in the services of the SBHC.  The school 

staff members, including the school nurse, were sources of referral for the SBHC as well as 

endorsement for the services. 
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Mixing of Quantitative and Qualitative Data 

 The final phase of this explanatory sequential mixed methods study involved answering 

             q        “H w                        NP                                        

essential elements of adolescent-                  BHC ?”  T    w                   

comparing and contrasting the perspectives of the expert panel of NPs and adolescent focus 

group participants regarding the essential aspects of adolescent–friendly care in SBHCs using 

thematic content analysis (Krippendorff, 2013).  Figure 3 provides a conceptual model of the 

essential elements of adolescent-friendly care in SBHC from the perspectives of the NPs 

providing care to adolescents and the adolescent receiving the services provided through the 

SBHC.  The model is depicted as a web, typical of complex adaptive systems (Lindberg et al., 

2008).  The web is supported by the overarching themes of comfortable and trusted relationship 

and includes the six elements of complex adaptive systems and the six essential elements of 

adolescent-friendly care. 

 

Figure 3.  Essential Elements of Adolescent-Friendly Care in SBHCs as a Complex Adaptive 
Systems Model 
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Overarching Themes 

 The analysis revealed two overarching themes that linked the six essential elements to 

providing adolescent-friendly care in SBHCs.  These overarching elements emerged throughout 

the six essential elements.  Teens need to be both comfortable to receive and return for SBHC 

services and to develop a trusted relationship with the SBHC staff. 

Comfortable.  First and foremost the teens needed to be comfortable in all aspects of 

their interactions with the SBHC staff.  They described the necessity of the office providing a 

“         ” w         w                                                                      

services available at the SBHC.  Comfort was enhanced by helpful, smiling staff who greeted 

the teens genuinely and were interested in helping them with any issue no matter how large or 

small.  Comfort was also enhanced by the confidentiality and privacy that was extended to the 

teen.  They felt that the more their information was protected the more they were willing to share 

their concerns or engage in services with the staff.  Even small gestures, for example, not 

asking why the teen needed an appointment in front of others assisted in making them feel safe 

and comfortable.  In addition, the teens understood their rights regarding confidentiality and 

w                             “w             ”               w           P                      

level of comfort.  The accessibility of services, allowed the teens to get care when they needed 

it without being seen by others in the outside community.  The diversity of services available in 

the SBHC further aided teens in the timely access to services for more sensitive concerns.  The 

teens viewed the endorsement of the SBHC by staff, coaches, school nurse, and peers as 

further evidence that the SBHC was a safe and reliable place to receive care.  The teens 

engaged in services as they became more comfortable with the staff, which allowed them to 

share their concerns and have their health and mental health care needs addressed.  The 

expert panel also identified that being comfortable caring for adolescents and being able to 

comfortably address their unique needs as essential to adolescent-friendly services in SBHCs. 
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Trusted relationship.  Second, the presence of trusted relationship between the 

adolescent and SBHC staff was essential to truly adolescent-friendly services.  The teens 

discussed how this relationship developed over time and was enhanced by continuity that 

 x              BHC                      NP                               “              ”  

Treating the teens with respect and as important partners in the health care relationship served 

to enhance the relationship.  The teens expressed that the more they were bonded with their 

provider the more they were willing to engage in services and share about their concerns with 

the NP.  Honoring both their privacy and confidentiality further developed this trusted 

               T   NP “      w                 w       ”                        q            

each of the SBHC patients made the teens trust the NP.  The expert panel of NPs also 

recognized that continuity was an important aspect of adolescent-friendly services in SBHCs 

however did not reach consensus on specific items related to developing clinical relationships 

with their adolescent patients. 

Essential Elements of Adolescent-friendly Care in SBHCs 

Confidentiality and privacy.  Both the NPs and adolescents identified confidentiality 

and privacy as essential aspect of adolescent-friendly care in the SBHC.  Two themes 

described Confidentiality and Privacy: What Happens in the SBHC, Stays in the SBHC and A 

Private Setting.  Appendix X provides the NP and adolescent perspectives on confidentiality and 

privacy. 

What happens in the SBHC, stays in the SBHC.  The NPs and adolescents agreed 

that confidentiality is an important aspect of health care services.  The NPs indicated that it was 

their responsibility to know the health laws that applied to adolescents and the limits of the 

confidentiality agreement.  In addition, the NPs recognized that the perception of confidentiality 

by the teens was important.  Clinical services, especially those that were more sensitive, 

needed to be protected from parents and guardians as well as school personnel.  The 
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adolescents described confidentiality as an important factor in their decisions about seeking 

care and discussing concerns with the SBHC staff. 

Adolescents were aware of the limits of the confidentiality agreement and felt that if the 

 BHC                                   w                                   w    “                

     ”  They discussed that the confidential nature of their relationship allowed them to seek 

care independently and communicate openly about their concerns.  Many examples were 

provided specific to how their confidentiality was protected by the SBHC staff.  These included 

the ability to make their own appointments, the s                              “              

anything,”                                    w                w      w              w    

others.  Similar to the opinion of the NPs, more sensitive concerns including mental health, 

STDs, pregnancy and HIV were services that needed to be kept confidential. 

A private setting.  The NPs felt that the SBHC setting needed to be a place where both 

the patient and the provider could interact confidentially and the teens would feel safe to talk 

with the NP.  The teens provided a lot of specific examples about how their privacy was either 

                                              T                    BHC              w       “     

          ”                                            H w           w                  llowed 

their conversations to be overheard by others.  The SBHC protected their privacy also by being 

in the school and not out in the community where they could be seen by others entering a health 

care agency or their voice being recognized by a family member who may answer the phone 

when they called for an appointment.  The teens recognized that friends may see them in the 

clinic and know that they were receiving care.  However, this did not deter them from continuing 

to receive care in the SBHC. 

Accessibility.  The two groups had views that were similar regarding accessibility to the 

SBHC, however there were notable differences as well.  Overall, five themes emerged related to 

accessibility (Appendix Y): Inclusive Environment, Positive Energy, Flexibility, Location, 

Location, Location and Services Available When Needed.  
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Inclusive environment.  The NPs identified the theme of Inclusive Environment as 

essential element of adolescent-friendly services.  Services provided through the SBHC needed 

to be for all students and not perceived as a place for only selected students or groups.  The 

                                “             ” w                         BHC   

Positive energy.  The teens discussed the importance of their perception that the SBHC 

was a positive environment because the staff was friendly and welcoming.  “I      w           

         w                          w                        ”  They felt that the staff was there to 

                   w              “A                    ’                   ”                 

Flexibility.  Both groups identified the theme of flexibility.  For the NPs, flexibility 

focused on accessibility of appointments that needed to be available despite complicated 

schedules of both the students and the school.  The NPs felt they needed to have appointments 

available through numerous mechanisms including walk-in visits, urgent visits and scheduled 

appointments.  In addition, the NPs recognized the importance of needing to be flexible and 

rescheduling appointments for teens so that they could access services when they needed 

them.  The theme of flexibility was described differently by the focus group participants.  They 

described that the NP provided them with options regarding their care and included them in 

decisions about what may work best for them.  The staff also was flexible in providing 

appointments for the teens during the summer so that they could continue their care. 

Location, location, location.  The teens spoke about how important the location of the 

SBHC was to them and specifically, that the SBHC was located in the school building and in a 

                                                  “I        w   ’                         I’     

school every day.             ’                                 ”  This was particularly important 

because it allowed teens to remain in school and receive the care they needed especially for 

students with working parents who would have a difficult time getting to an appointment 

elsewhere.  H w                 x        “     [SBHC staff] are really helpful, the school 
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should find a better place for them to have an office” so that more students could find the clinic 

more readily.  

Services available when needed.  Both groups discussed accessibility in terms of 

services being available when they were needed and not at some point in the distant future.  

The NPs felt that the SBHC was open during the school day and provided easy access to 

                             T           “         ”                 w                       he 

SBHC when they needed care.  Access was enhanced because the services were offered free 

of charge to the teens without insurance and for those with insurance a referral for services was 

not needed to receive care in the SBHC.  The teens spoke more specifically about accessing 

         “    ” w                                                                         

evaluation of injuries or illnesses and physicals for school or sports.  If the staff was busy seeing 

other teens, they would either wait for a short period of time or return to class and be called 

down when the staff was available.  The staff was also available to them in the summer and via 

phone if they needed assistance for a health or mental health concern.  The accessibility of 

services was              “                                      [NP] here full time, rather than 

partial.” w     w                x                                                     BHC    

full-                                   ’          taff to fill this role when they were not in the 

building. 

SBHC clinicians and staff.  The SBHC Clinicians and Staff essential element of 

adolescent-friendly care was most important to the NPs.  Most of the items (n = 51; 52%) that 

reached consensus in the Delphi Technique were from this element.  In contrast, teens 

allocated 14% of their sticker dots to this category.  However they spoke extensively about their 

SBHC staff members during the focus groups.  The perspectives of the NPs and teens were 

focused in different yet complementary areas.  Seven themes emerged (Appendix Z): Showing 

Respect, Makes Me Feel Comfortable, Working Together, Helps Me, Knows Me, Competence, 

and Reliable.   
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Showing respect.  The NPs identified the importance of genuinely liking to work with 

tweens and teens and being very respectful to the teens they cared for in the SBHC.  This was 

accomplished by greeting and communicating with teens with sensitivity and compassion from 

the time they entered the clinic and throughout their visit.  Care needed to be provided in an 

unbiased, judgment-free, culturally, and socio-economically sensitive manner by all staff 

members.  The NPs emphasized the need to be honest and truthful with their teen patients even 

in difficult or stressful situations.   

Makes me feel comfortable.  This theme echoed the thoughts of the NPs in the 

Showing Respect theme.  The teens wanted to be respected, greeted in a friendly and 

welcoming manner, and talked with by the staff.  They appreciated that the SBHC staff had an 

understanding for what they were experiencing and showed their respect for them by being 

interested in what they were concerned about during their visits.  The teens also identified the 

importance of the SBHC staff respecting their privacy as an aspect of making them feel 

comfortable.   

Working together.  This theme described the importance of the NP and teen 

establishing a health care partnership.  The NPs felt that it was essential to collaborate with their 

adolescent patients and work together toward health-related goals.  Communication and 

providing information clearly were key aspects to effectively working together.  The NPs 

stressed listening to teens, especially before providing advice, and endorsed a positive 

approach versus preaching at them.   

Helps me.  The teens described their interactions with the SBHC staff in terms of 

helpfulness.  They were assisted by the staff in numerous ways that included simple tasks like 

scheduling appointments to more complex needs including health education, care for chronic 

illnesses, and mental health counseling.   
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Knows me.  Teens also identified the importance of the relationship they had with the 

SBHC staff.  This relationship was a key aspect to their willingness to access health care 

services in the SBHC and to return for care as needed.   

You feel comfortable with the same person because you have been going to them for so 

long and you know that they have kept your information private.  They already know you, 

          ’                                               u have to tell them every 

    …w       w     w         

Competence.  The NPs stressed the importance of being a knowledgeable and 

competent health care provider for adolescents.  Competence was further defined by their 

clinical knowledge and skills specific to the needs of adolescents.  A strong knowledge of 

adolescent development and the unique needs of this population were emphasized.  In addition, 

the NPs need to advocate for the needs of teens and familiar with community resources 

available to support their patients was viewed as essential.  The ability to provide or assist teens 

to access mental health services and provide trauma-sensitive care were emphasized as 

important roles.   

Reliable   T                R                            ’    w          portant role the 

NP provided with persistently following up with the teen to insure they were improving  or were 

able to get the medication they needed.  Reliability was also demonstrated by the NP referring 

teens for appropriate services in a timely and seamless fashion as needed. 

Clinical services. Both groups identified the diversity of clinical services as an essential 

aspect of adolescent-friendly care.  The NPs identified five themes of Comprehensive Care, 

Reproductive Care, Mental Health Care, Easy Access to Services, and Consistent Provider 

related to SBHC Clinical Services.  The a          ’                                           

and similar to the NPs, also identified Mental Health and Reproductive Care as important 

aspects of the care available in the SBHC.  Appendix AA provides the NP and adolescent 

perspectives. 
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Comprehensive care.  The NPs identified that providing a full range of services to 

adolescents in the SBHC was an important aspect of care to meet the diverse needs of their 

adolescent patients.  These services included preventive care, immunizations, physical 

examinations, acute care visits, screening for sexually transmitted infections, pregnancy tests, 

reproductive care, contraception, behavioral health, and dental care. The teen perspective 

echoed the services identified by the NPs and included physical examinations, immunizations, 

acute visits, mental health, reproductive care, pregnancy tests and counseling, STD testing and 

treatment,  laboratory testing, and dental care. They also added nutrition and weight counseling, 

crisis intervention, and referrals for specialty services to their perspective of what services were 

important in SBHCs.  The teens also recognized that even if they did not need a service now 

others students may benefit from it or they may need it in the future. 

Mental health.  Mental health care access was an area highlighted by the NP expert 

panel.  They felt that mental health services, including screening, on-site counseling and 

referrals to additional mental health services, should be to be available to students at the SBHC.  

                          ’                    z                                                

the SBHC.  The teens also identified that the SBHC was instrumental in providing the support 

the teen needed to remain in school.  The focus group participants felt that Crisis Intervention 

was a unique service available to them in the SBHC and was identified as an entry point to 

SBHC services for teens.  

Reproductive care   T   NP ’               lated to quick and easy access to 

reproductive health care services through the SBHC.  They also emphasized the need for the 

NP to be knowledgeable about providing reproductive care including pregnancy prevention in 

the context of the SBHC as well as the services available in the community for the adolescent to 

access if contraception or reproductive care was not available at the SBHC.  Teens were more 

specific and identified the need for counseling to prevent pregnancies and STDs that occurred 
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repeatedly and over time.  They also thought the availability of contraception and condoms was 

an important aspect of the clinical services available in the SBHC. 

Easy access to services.  Easy access to SBHC services was enhanced by the 

availability to provide point of care testing.  Access was also enhanced by the affordability of 

services and the ability to provide services for free or to directly bill insurance.  The NPs also 

identified providing medications to students through the clinic directly increased easy access.  

The adolescents remarked that it was easier to go to the SBHC for a medication (e.g; albuterol 

for asthma) than to have a parent come to the school with the medication or to need to be 

brought to the hospital via ambulance.  The teens also liked that they could go to the pharmacy 

independently for a prescription provided through the SBHC without involving a parent.  For 

teens without insurance, the SBHC also allowed them to get the medications they needed 

without cost, which would not have been possible otherwise without cost to them or their family. 

Consistent provider.  The last theme identified by the NPs related to SBHC Services 

w                                                        “        ”             T              

enhanced a more trusting relationship between the teen and health care provider.   

SBHC environment.  The essential elements of adolescent-friendly care in SBHC 

related to the SBHC environment included three themes: Welcoming to All Teens, Comfortable 

but Tiny, and Good Vibes. Appendix AB includes the perspectives of the NPs and adolescents.   

Welcoming to all teens.  This theme was identified by the NP expert panel and focused 

on the importance of the SBHC providing a friendly and welcoming environment that fostered 

inclusivity for all students.  In addition, it was essential for the teens to feels safe, both 

emotionally and physically, when they received care in the SBHC.  

Comfortable but tiny   T                        BHC                “                

    ”   w        w     ean and organized. “I                           I                     I 

w  ’                    ”  T                      BHC                   ’                  

would be taken care of appropriately.  The size of the SBHC and the examination rooms was 
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commented on by the male adolescents however, did not interfere with their willingness to 

access care in the clinic.  The artwork and posters on the wall met with mixed reviews, the 

female adolescents felt that this added to the atmosphere of the clinic and provided the 

opportunity to learn about their health.  The male adolescents preferred non-health related 

pictures to increase their comfort level.  The thin walls and small exam rooms did cause concern 

that their privacy and confidentiality may be compromised in the SBHC, however this did not 

          w             ’ w                                  

Good vibes.  The final theme related to the SBHC environment centered on how the 

teen felt when they entered the SBHC.  Similarly to the first theme Welcoming to All Teens 

described by the NPs, the teens stated that they felt safe and comfortable in the SBHC.  The 

                                          “                       ”                                   

The staff was viewed allowing the teens to come for care as they needed, regardless of how big 

                       w     “W        w                                                           

because they are just like, happy         T                    ” 

Relationship between the SBHC and school.  The final essential element of 

adolescent-friendly care was the Relationship Between the SBHC and the School. Three 

themes emerged: Working Collaboratively, The School Supports the SBHC, and All Teachers 

D  ’  K  w A          BHC  Appendix AC).   

Working collaboratively.  The NPs identified the importance of the SBHC staff and the 

school staff, including the principal, teachers, security staff, secretaries, staff, and school nurse, 

having a positive working relationship.  Part of this relationship hinged on the NPs familiarity 

with the school and board of education policies and regulations and how they pertained to the 

care provided by the SBHC staff.  The school staff was described as the gatekeepers for 

student access to the SBHC and without a positive relationship the students would be less likely 

to be referred for care, receive the services of the SBHC, or for the SBHC to function 
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successfully.  The NPs also identified the importance of coordination of services between the 

school and SBHC.   

The adolescents identified the very important working relationship between the school 

nurse and the SBHC.  Many examples were discussed in which the school nurse was the 

person who endorsed the SBHC and encouraged the student to seek further evaluation for their 

medi                       BHC   “                           w                              

       A        I w       ”   

The school supports the SBHC.  The teens described the many ways their school 

supported the SBHC.  The relationship was seen as a positive   “I                       ’         

                        w     ’                ”  H w                                        

witnessing interactions between the school staff and SBHC.  The services of the SBHC were 

also advertised by the school via overhead announcements. Referrals were made by the school 

especially to fulfill requirements for school entry and inclusion.  Coaches and athletic trainers 

sent students for sports physicals and evaluations of sports-related injuries. Others described 

that instead of being sent to the school nurse when they were sick, that they were now sent 

directly to the SBHC instead.  Many commented that their first visit to the SBHC resulted from a 

member of the school staff endorsing the SBHC and recommending they access the services 

provided by the SBHC.  Peers were a positive mechanism for referral for services, especially 

those that had positive experiences with the SBHC. 

All teachers don’t know about the SBHC.  Across the focus groups, teens described 

situations in which they discovered that their teacher had little or no knowledge of the existence 

        BHC                                        “I                         ’                   

                                        ”  H w            w              bility in this knowledge 

from teacher to teacher and from school to school.  The NPs did not identify knowledge about 

the SBHC by the teachers or staff as an essential element of adolescent-friendly care. 
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Summary 

 The analysis of the focus group data provides a perspective that will contribute to some 

understanding of the adolescent perspective related to the care they receive in SBHC.  All of the 

essential elements of adolescent-friendly care identified by the expert panel were also important 

to the adolescent participants.  Confidentiality and privacy were most important to the teens, 

however they spoke eloquently about the factors that made the SBHC accessible, the diversity 

of available clinical services, and the SBHC environment.  The importance of feeling 

comfortable in order to access and return for services was emphasized by the focus group 

participants.  Comfort was achieved by “the vibe” that the SBHC provided within their 

interactions with teens and included being respectful, welcoming, and happy to see them.  This 

was further facilitated by the staff allowing the teens to have access to care when they felt they 

needed it and at whatever frequency was necessary.  The importance of establishing and 

maintaining a relationship with the SBHC staff facilitated access to care and their willingness to 

seek care for more sensitive issues such as mental health and reproductive health concerns.  

The adolescents emphasized the need to be known by their provider and for the NP to 

individualize their care specific to their unique needs.  The Relationship Between the SBHC and 

School was viewed as least important to their health care experience, however this element was 

identified as a key factor in both learning about the services available and accessing care in the 

SBHC. 

 The NPs and adolescents provided complementary perspectives on adolescent-friendly 

care in SBHCs.  These important perspectives are discussed within the context of the current 

literature and the potential clinical and health policy implications related to this research study in 

Chapter V. 
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Chapter V 

Discussion 

 This explanatory sequential mixed methods study was conducted to better understand 

the perspectives of an expert panel of NPs caring for adolescents in SBHCs and adolescents as 

the consumers of SBHC services.  Both of these perspectives are currently missing from the 

existing research literature.  Adolescents are a healthy population with the major sources of 

morbidity and mortality attributed to preventable causes including the consequences of risk-

taking behaviors and injur              010)   H                                                 

to provide teens with health education and anticipatory guidance to decrease the morbidity and 

mortality in this population.  Increased attention to adolescent health care services has occurred 

in the past decade however, the rates of preventive visits decrease steadily throughout 

adolescence just as many of the sources of morbidity and mortality increase in this population. 

For example, the rates of sexual activity steadily increase throughout adolescence with 30% of 

9th graders to 64.1% of 12th graders reporting sexual activity (CDC, 2014b).  Unprotected sex 

can have significant consequences that include unintended pregnancy and sexually transmitted 

infection.  The rates of alcohol, tobacco and substance use also increase throughout 

adolescence and can lead to motor vehicle accidents, drowning, and dependence (CDC, 

2014b).  

Less than half of teens receive an annual preventive visit and those that lack insurance, 

lack awareness regarding available services, or encounter providers and health care systems 

that are not responsive to the concerns of adolescents are even more likely not to engage in 

appropriate preventive health care services and as a result miss opportunities for timely care 

and appropriate intervention (Caldwell & Berdahl, 2013; Ford et al., 1999; Ginsburg, 2002a; 

McKee & Fletcher, 2006).  Even among those adolescents who had an annual preventive visit, 

less than half received the recommended anticipatory guidance and far fewer, 40%, spent time 

alone with their provider to discuss more private concerns related to sexuality, reproductive 
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concerns, substance use, and mental health concerns (Irwin et al., 2009).  Lack of access to 

comprehensive health care services, including prevention counseling and anticipatory guidance, 

creates missed opportunities for early identification and intervention for at-risk teens and likely 

contributes significantly to the morbidity and mortality that occurs during and after adolescence.  

Therefore, identifying the essential elements of adolescent-friendly care from the perspective of 

both the NPs and adolescents was a critical next step to designing health care services that are 

dynamic and responsive to the diverse needs of adolescents. 

 Complex adaptive systems theory provided the theoretical and philosophical 

underpinnings for this study.  Complex adaptive systems theory seeks to explain phenomena 

through a holistic interplay of an entire system rather than a reductionist perspective of 

individual parts of a system (Cilliers, 2000; Holden, 2005) and allows for the identifi          “    

                                                             ‘  w’        [  ]                 

                w                ‘     ’                                          ”  B             

2003, p. 279).  Current systems that provide adolescents with preventive care need to be 

examined from new and different perspectives to determine how health care providers can 

better meet the needs of the people they serve.  The goal of this research was to identify what 

was essential in providing and receiving adolescent-friendly care in SBHCs.   

 The SBHCs as a complex adaptive system contain multiple dynamic components poised 

to respond to the ever-changing needs of those accessing this health care system (Lindberg et 

al., 2008).  The essential inter-related elements of diversity, self-organization, embeddedness, 

distributed control, emergence, and coexistence between order and disorder allow the SBHC to 

adapt and/or respond to the potential and ever changing needs of those adolescents accessing 

this health care system (Cilliers, 2000; Lindberg et al., 2008).  The components of complex 

adaptive systems are necessarily interconnected, dynamic, and flexible to insure the survival of 

the SBHC.  The SBHC functions far from equilibrium and allows the system to respond, change, 

                                                                   I     “                     
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complex systems, their capacity to perform in the same way under different conditions, that 

ensures their surviv  ”  C          000     ix).  Complex adaptive systems theory provides the 

opportunity to more clearly understand the dynamic interplay among the unique health care 

needs of the adolescents using these services, the SBHC services available to adolescents, 

and how current SBHC services can lessen gaps in preventive health and mental health 

services for this population (Daley, 2012; Cilliers, 2000; Lindberg et al., 2008; Wilson & Holt, 

2001).  Table 11 provides examples of the complex adaptive system elements in SBHCs. 

Table 11 

The Complexity of School-Based Health Centers 

Complex Adaptive Systems Element SBHC as a Complex Adaptive Systems: Properties 
and Examples 

Diversity Variety of health (e.g. physical examinations, 
immunizations, reproductive care), mental health (e.g. 
individual & group counseling, crisis intervention, 
dental services available 
 

Embeddedness Located in school, health system, school district, and 
state.  
 

Order-Disorder The availability of services change as needs of 
individual and/or population change; appointments 
scheduled/rescheduled as needed and available on a 
on a walk-                                ’     
      ’           
 

Self-organization Flexible and responsive to the health and mental 
health needs of adolescents, their family, the school, 
and as issues emerge in the community 
 

Distributed control Collaborative clinical relationships with adolescents, 
parents, school staff, and school nurse; referrals to 
SBHC by school staff/nurse; referrals to/from 
community agencies 
 

Emergence The services of the SBHC adjust or change to meet the 
needs of the adolescents; gaps in care recognized and 
services adjusted to better meet the needs of 
adolescents, school, or community 

 
Note. A            “R                -based health centers as complex adaptive systems: Maximizing opportunities 
                                           x                             ”    A     D      2012, Advances in Nursing 
Science, 35(2), p. e41. Copyright 2012 by Wolters Kluwer Health | Lippincott Williams & Wilkins. 
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Essential Elements of Adolescent-Friendly Care in SBHCs 

 The findings of this study support a conceptual model for Adolescent-Friendly Care in 

School-Based Health Centers (Figure 3) as a complex adaptive system.  Two overarching 

themes and six essential elements, were identified in this study, that were essential to 

adolescent-friendly care in SBHCs.  These eight aspects were interconnected.  This dynamic 

interplay among the elements described the patient care experience in SBHCs for adolescents.  

The discussion of each of these aspects with connections to the existing literature follows. 

Overarching Themes 

Feeling comfortable was an overarching and foundational aspect of entering into and 

continuing care in the SBHC. It was found throughout the essential themes and was a 

necessary factor for teens to participate and remain engaged in the SBHC.  Familiarity and 

acceptance by the SBHC staff promoted a sense of openness and belonging for the teens. 

Feeling comfortable, rather than nervous or awkward, allowed adolescents to access 

appointments for a variety of health and mental health services.  Respect for and understanding 

                  ’                                                    oted the sharing of more 

sensitive concerns (Ginsburg et al., 2002b; Schaeuble et al., 2010).  An understanding and 

                                    w                  ’                                          

and willingness to reveal additional information or concerns.  The SBHC environment also 

                    ’                                                       Accommodating to 

                               ’                    x                    All of these factors 

provided a very positive mechanism for encouraging teens to access the health and mental 

health services as they needed them.  

Feeling accepted, a sense of belonging, and being connected are important 

developmentally to teens as they navigate adolescence.  It appears to have allowed them to 

enter not just the physical space of the SBHC but to emerge into a health care experience and 
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relationship with the SBHC clinicians/staff specific to their individual needs and on their own 

terms. 

Health care providers need to be aware and committed to the important role they play in 

                                     ’                                 es through attention to 

comfort and being comfortable.  Preventive health care is essential to present and future health 

and healthy behaviors.  The interactions teens have as they are learning to navigate the health 

care system more independently likely will shape their attitudes toward these health and mental 

health services now and in the future.  

A trusted relationship was also an overarching theme found throughout the essential 

                w                              ’         w        NP                          

staff within the SBHC.  This relationship was personal and dynamic.  It grew over time and was 

enhanced by providers taking the time to listen to and get to know the adolescents.  The trusted 

                      w               “                 ”                  w                  

appropriately and their information kept confidential.  The NPs recognized the importance of 

consistent staff to care for teens and trust as essential elements of adolescent-friendly care. 

However, the NPs did not identify the importance of the development of professional clinical 

relationships with adolescents as an essential element of adolescent-friendly care.   

T                     w                                                           ’ 

willingness to engage in health care services especially related to more private concerns that 

are often the sources of morbidity and mortality for this population (Brown & Wissow, 2009; 

Cabana & Jee, 2004; Coker et al., 2010; Klostermann et al., 2005; McKee et al., 2006; Rubin et 

al., 2010; Schaeuble et al., 2010; Starfield, Shi, & Maanko, 2005).  SBHCs are unique in the 

ability to foster continuity and the development of trusted relationships between clinicians and 

adolescents because of their accessibility and diversity of services specifically tailored to meet 

the needs of adolescents.  Health care agencies that overlook or disregard the importance of 

this relationship and the preference of adolescents for continuity in their care may be missing 
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the mark, especially for adolescents.  Systems that allow teens to see providers they want to 

see and trust to take care of their health likely will enhance engagement in preventive care for 

this population (Lau, Adams, Irwin & Ozer, 2013; Nordin et al.   010;   I        00 ; O’        

2004; Waibel, Henao, Aller, Vargas, & Vazquez, 2012; The National Alliance to Advance 

Adolescent Health, 2010).  

Essential Elements of Adolescent-friendly Care 

The NPs and teens shared very similar views about the need for all health care services 

provided in the SBHC to be confidential and private.  State minor consent laws specifically 

address confidentiality and under what circumstances a teen can receive care independently 

(English et al., 2010).  The NPs emphasized the importance of the ability to self-organize by 

understanding and facilitating access to confidential care.  Confidentiality was a critical 

consideration for adolescents, especially those that are seeking care for more private concerns. 

Time alone with a health care provider afforded the opportunity for these topics to be addressed 

(Irwin et al., 2009).  Unlike other primary care offices, teens most typically come to their visits 

alone, when they need care, and have the opportunity to discuss any concerns they may have 

with the clinician and receive appropriate anticipatory guidance, screening, and early 

intervention.  The complex adaptive system is able to respond to their needs by scheduling 

appointments when the teen feels it is necessary and has the capacity to follow-up with 

adolescents on a more frequent basis. 

The privacy of the SBHC environment was an important aspect of care for both NPs and 

teens.  Privacy was enhanced by staff responding with sensitivity to the individual needs of the 

adolescent.  For example, closing doors during visits and speaking privately with patients to 

understand why they needed an appointment enhanced patient privacy.  The NPs recognized 

and attempted to eliminate potential intrusions on confidentiality, such as explanation of benefits 

                               ’         
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Teens eloquently discussed the inclusion and exclusions of the confidentiality agreement 

that existed between them and the SBHC staff.  They clearly understood the limits and 

exceptions of this agreement.  The SBHC staff members are effectively educating adolescents 

about confidentiality and their rights as consumers of health care services specific to their needs 

now or with future needs.  Health care providers caring for adolescents across settings need to 

be knowledgeable and willing to protect the rights of adolescents related to confidentiality.  

P                                           ’            lity rights in jeopardy need to be 

addressed by health care providers, health care systems, and health policies (self-organization).  

A                                                                                   ’ 

access to health care services within the SBHC.  The SBHC complex adaptive system is 

responsive to the linear and nonlinear manner teens sought services (WHO 2009; 2012).  

Accessibility focused not only on the location (embeddedness) and ease of access to the 

services offered at the SBHC, but also the positive and inclusive atmosphere.  The staff made 

students comfortable by being welcoming, friendly, and willing to help and by offering a diverse 

variety of services.  The SBHC experience is likely very different than walking into a very 

crowded or unwelcoming environment in which teens are barely greeted by a receptionist 

behind a sliding glass window or needing to negotiate a complicated phone trees to make an 

              T        w                     BHC          w       “                        ”  

They can anticipate who will see them and how long they typically may wait to be seen before 

their appointment.  In addition, the staff adapted to the teens needs and allowed them to return 

to class and come back at another time to lessen the amount of time they were waiting to be 

seen. 

The location of the SBHC within the school building (embeddedness) provided reliable 

and predictable access for adolescents.  The NPs recognized how important it was to be flexible 

with both scheduling and rescheduling appointments; a luxury not often afforded to adolescents 

and providers at other sites within the community.  Teens also could contact the SBHC on days 
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they were not in school for health guidance and to schedule appointments and even recognized 

the connection between the host agency and SBHC. Certainly, the SBHC removed 

transportation barriers and the need for parents to take time off from work to bring their teen to 

their primary care provider.  None of the participants commented on the lack of availability of 

services on weekends, vacations, or in the evening, a commonly expressed concern of the 

                              BHC                        O’L              014)   I            

teens referenced many services that they would choose not to acc                        “   

                    ”                                                        T              

included contraception, pregnancy tests, STD testing and mental health counseling.  Their 

concerns are similar to those reported in other studies that have found that teens often delay or 

forego needed care because of confidentiality concerns (Ford & Moody, 1999; al., Lehrer et al., 

2007; McKee & Fletcher, 2006).  SBHC have the added benefit of providing care to all 

adolescents, regardless of their ability to pay or insurance status (Gustafson, 2005).   

F  x                            ’                                                 -making 

and reflected the distributed control within the complex adaptive system.  This flexibility is likely 

a departure from the more secondary role they have assumed as children in pediatric services 

and the more paternalistic style they may have experienced being told when to return for their 

next appointment or what they must do to get better without regard to their individual 

preferences.  This collaboration allowed adolescents to be more active participants in their 

health care, an important aspect of their development (Daley, 2012; Ginsburg et al., 2002a).   

SBHCs encompass the multiple dynamic components necessary to respond to the ever-

changing needs of the adolescent accessing them (Lindberg et al., 2008).  The results of this 

study describe a health care system that offers adolescents diverse health care services that 

include physical examinations, immunizations, care for acute and chronic illnesses, mental 

health services, reproductive care (e.g; pregnancy tests, contraception, condoms), STD testing 

and treatment, HIV counseling and testing, and crisis intervention.  The individual needs of the 
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teens were met by the SBHC staff, these needs changed over time (coexistence of order and 

disorder) and the SBHC was able to respond to the individual needs of those accessing 

services.  Reproductive care and mental health were both identified as key aspects of 

comprehensive services.  Teen pregnancy and undiagnosed/untreated mental health conditions 

both contribute significantly to academic failure and school drop-out (Kent et al., 2011; Shuger, 

2012).  

Reproductive services were essential elements of adolescent-friendly care in the SBHC 

and these services were often the reason for male and female adolescents accessing SBHC 

services.  However, comprehensive reproductive care was not always available in the SBHC.  

The teens identified that many of the SBHCs did not offer condoms or hormonal contraception 

on-site.  These results are consistent with national data that indicate that only half (50.2%) of 

SBHCs that serve adolescents offer contraception on-site (Lofink et al., 2013).  School district 

policy was the most common reason for the exclusion of condoms and contraception from the 

services available at the SBHCs (Lofink et al., 2013).  These restrictions are often more 

restrictive than local health policy and create a gap in services for adolescents.    

The national declines in the teen pregnancy and birth rates have been attributed to 

increased access and use of contraception in this population (Martin et al., 2015; Santelli, 

Lindberg,  Finer, & Singh, S., 2007; Santelli, Orr, Lindberg, & Diaz, 2009).  Research reveals 

access to reproductive services does not increase sexually activity but rather increases rates of 

reproductive care including STI screening, pregnancy and STI prevention counseling, and 

consistent use of contraception (Amin & Sato, 2004; Ethier et al., 2011; Zimmer-Gembeck et al., 

2001).  The lack of onsite availability of contraception in SBHCs has been found to cause 

significant barriers to obtaining contraception in a timely fashion (Daley, 2011; 2012; Daley & 

Polifroni, 2015; Zimmer-Gembeck et al., 2001).  Adolescents who had access to on-site 

dispensing of contraception were significantly more likely than teens who do not have access to 

contraception, to select contraceptive method sooner after a family planning visit and use a 
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selected method consistently for 90 days or more than those adolescents without access 

(Zimmer-Gembeck et al., 2001).   

Male adolescents self-reported rates of sexual activity throughout high school are higher 

than female adolescents (CDC, 2014b).  Adolescent males are particularly at risk of not 

receiving comprehensive sexual and reproductive health care services and likely to receive 

fewer of these services throughout adolescence as the number of preventive visits in this 

population also declines (Irwin et al., 2009; Marcel, Wibblesman & Seigel, 2011).  Primary care 

providers are three times more likely to take a sexual health history and discuss condoms twice 

as often with female than male adolescents (Lafferty et al., 2002; Lafferty, Downey, Shields, 

Holan, & Lind, 2001).  The SBHCs in this study were a valued resource for adolescent males to 

receive STD and HIV counseling and testing, human papillomavirus immunizations, and 

reproductive education individually, in small groups, and through classroom presentations.  The 

males in this study also discussed the frequent prevention counseling they received specific to 

abstinence, safer sex, unintended pregnancy, and STDs.  However, because condoms were not 

available in some of the SBHCs they relied on other sources in the community for condoms 

including gas stations and department stores.   

The lack of access to condoms and contraception for male and female adolescents in 

SBHCs sends a very mixed message to teens and is an obstacle to self-organization within the 

complex adaptive system.  The SBHCs are providing and emphasizing education specific to 

safer sex and encouraging STD/HIV testing however the NPs are often restricted from providing 

teens with condoms and contraception to assist them to engage in safer sex practices (Daley, 

2011; 2012).    

 Mental health services, including crisis intervention, were also specifically identified by 

the expert panel of NPs and focus group participants.  Similar to reproductive care, mental 

health needs often served as an entry point to SBHC services for adolescents.  Nationwide, an 

estimated 20% of adolescents (13-18 years old) are affected by a mental health condition; far 
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fewer receive mental health services (Merikangas et al., 2011; Murphey, Barry & Vaughn, 

2013).  Seventy-five percent of all mental illnesses begin prior to age 24 and the time from the 

onset of symptoms to intervention is often 8-10 years (Kessler et al., 2005; Schwarz, 2009).  

Adolescents with a mental illness are much more likely to not complete high school (Kent et al., 

2011).  SBHC have been identified as an essential clinical service for the early identification and 

treatment of adolescents with mental health conditions (Murphey et al., 2013).  

The next essential element, SBHC Environment, focused on the importance of the 

feeling adolescents experienced when they came to the SBHC.  T   “          ”  x          

by the adolescent were a result of the teens feeling safe and comfortable in the SBHC.  They 

were allowed and encouraged to return often.  NPs stressed the importance of the SBHC being 

safe inclusive space of all teens.  Many teens appreciated health education materials that 

“               ,”   w                                 w         w                         - 

related.  Cleanliness was important to the adolescents and served as a quality indicator of the 

services provided.  This finding is consistent with other studies conducted with adolescents in 

different health care settings (Ginsburg et al., 2002a; b).  The location and size of the SBHC 

was remarked upon by many of the adolescent, however did not deter them from seeking 

services.  The size and location of the SBHC likely indicates that the SBHC was added to the 

existing school building rather than considered in the architectural plans for the building.   

The SBHC clinicians and staff were identified as an essential element of adolescent-

friendly services.  Outgoing, respectful, nonjudgmental, and interested staff were essential to 

getting teens both enter the SBHC for care and return again for care (Benkert et al., 2007; 

Ginsburg et al., 2002a; b; Rosenfeld et al., 1996).  Adolescents valued reliable, competent staff, 

who took the time to get to know them, and personalized the care they received.  The NPs 

       z                     “                ”                       w                

                                                        w                             ’ 

emotions.  
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 The organizational relationship between the SBHC and school was an area of more 

importance for the NPs than for the adolescents.  The NPs discussed the significance of the 

seamless and positive relationships between the SBHC and the school.  The success of the 

SBHC was dependent upon the endorsement of various members of the school staff.  The 

school nurse was an essential aspect of this relationship and a major source of referral to the 

SBHC and represented a shadow system within the complex adaptive system.  The relationship 

between the school nurse and the SBHC in this study was described in a very collaborative 

manner with each having important but distinct roles with the adolescents.  The most important 

was the ability for the teens to use the SBHC to take care of any health-related issues they may 

have to remain in school rather than be sent home by the school nurse or staff.  In addition, the 

teens in this study explained that they were likely to come to school if they were sick to be 

evaluated by the NP rather than miss school.  This finding provides further evidence that 

SBHCs decrease early dismissals for those students enrolled in services and increase the time 

spent in school.  Van Cura (2010) found that students not enrolled in SBHC services lost three 

times more seat time than those enrolled in a SBHC.   

Implications 

This study has numerous potential implications on clinical practice, the education of 

health professionals, research, and health policy specific to adolescent-friendly care in SBHCs.  

Clinical Practice 

A surprising finding from this study was the divergent perspectives of the NPs and 

adolescents regarding the development of trusted relationships between teens and their health 

                                                      ’ w                                           

The Healthy People 2020 target for annual well visits for adolescents is 75.6% for 10-17 year 

olds.  To meet this target, health care agencies, especially those that involve adolescents, need 

to incorporate mechanisms to enhance continuity and access to the provider a teen wishes to 

see, not the person that was assigned to them, their parent chose, or the clinician that had the 
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next opening.  Adolescents need to be allowed to choose a provider they feel comfortable with 

and trust to take care of their health and mental health needs.  

Continuity of care and the development of a trusted relationship with adolescents 

provides many advantages for both the adolescent and the health care provider.  This 

relationship affords the clinician with the opportunity to know the teen over time and become 

familiar with their concerns, what has or has not worked for them in the past, and provides a 

more             w                  ’                        w                           

contribute to their health and mental health including their family dynamics, peer relationships, 

or medical conditions.  This is very much in contrast to a one-time interaction in which the 

provider care just for the concern presented on that day and may miss other important issues 

that need also to be addressed.  The repeated history taking by every new provider is clinical 

time that could be better spent providing anticipatory guidance and screening.  Teens in this 

                         “   ’                  w                               w    ”  I      

also be argued that care may also improve if clinicians are connected to their patients, feel more 

of a responsibility toward outcomes, than when they are required to see patients once and likely 

never again, and ask the more difficult questions.  Research has also demonstrated that 

continuity improves adolescents willingness to return for visits, allowed teens to trust their health 

care providers, and feel more comfortable discussing health related concerns (Brown & Wissow, 

2009; Cabana & Jee, 2004; Coker et al., 2010; Klostermann et al., 2005; McKee et al., 2006; 

Rubin et al., 2010; Schaeuble et al., 2010; Starfield, Shi, & Maanko, 2005).   

Time is a precious and a seemingly disappearing entity in clinical practice.  Adequate 

time to provide adolescents with appropriate anticipatory guidance, screening, and referrals are 

a central component to adolescent-friendly services. Health care providers that care for 

adolescents need to advocate for the appropriate amount of time to be allocated for adolescent 

preventive visits. Less time likely translates into less comprehensive services and less attention 

to more difficult issues.  The adolescents and NPs in this study both identified the importance of 
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being able to devote the necessary amount of time to address the concerns of this population.  

Further studies are needed to evaluate the role that shorter versus longer appointment times 

have on the provision of adolescent-friendly care and the incorporation of recommended 

anticipatory guidance and screening into visits.   

Teachers have been identified as an important source of referral to SBHC services 

especially for students without health insurance, with chronic illnesses, and other acute illnesses 

(Wade, Mansour, Guo, Huentelman, Link & Keller, 2008).  Teens in this study remarked on the 

lack of awareness about the SBHC, the services available, and the differences between the 

SBHC, and the school nurse by their teachers.  This is an area to be explored further and 

strategies developed to include teachers as a referral source for students who may not 

otherwise be familiar with the SBHC.  Teachers, because of their frequent and continuous 

contact with students, are in an excellent position to notice the needs of their students and to 

make timely referrals for needed services to the SBHC (Wade et al., 2008).  Simple strategies 

including inviting teachers to tour the SBHC and education regarding the services available can 

remove additional barriers for teens accessing care in a timely manner. 

Professional Education 

An understanding of the unique development needs of adolescents is a critical aspect of 

health care provided to this population.  Adolescence represents an important transitional period 

between childhood and adulthood that effects physical, cognitive, and psychosocial 

development (Elster & Kunzets, Erikson, 1950; 1994; Piaget, 1972).  Adolescents are also 

learning how to navigate the world, including the health care system, and become increasingly 

independent throughout this developmental period (Erikson, 1950; Daley, 2012).  Health care 

services are not one-size-fits-all and need to be tailored to meet the specific needs of the 

population served (Daley, 2011; 2012; Sadler & Daley, 2002).  Providers and staff need to be 

aware of the important role adolescent development plays in engagement in health care 

services.  However, negotiating the healthcare system is not intuitive.  Health care providers 
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need to educate and provide adolescents with the opportunity to learn how to assume a more 

active role in their health care by communicating their needs and concerns to their health care 

provider, scheduling their own appointments, asking questions, and returning for follow-up 

services.   

The education of health care professionals, across disciplines, needs to incorporate the 

unique health and developmental needs of adolescents with particular attention to reproductive 

and mental health.  Healthy People 2020 also calls for an increase in practicing primary care 

providers including NPs, physician assistants, and physicians.  However, recent studies of self-

asses                                        ’                                             

                           “                     q                                               ” 

(Lawrence, Gootman, & Sim, 2009, p. 246) and the need to improve the quality of professional 

education in this area (Fox et al., 2009; Mason, Ahlers-Schmidt & Stuart-Hilgenfeld, 2010).  The 

low rates of engagement in preventive care by adolescents and young adults necessitate health 

care providers from all disciplines as well as clinical staff to be trained to meet the unique needs 

and expectations of teens so that opportunities for their engagement in health care services in 

SBHCs and beyond will be maximized (Caldwell & Berdahl, 2013; Lau et al., 2013; Rand et al., 

2007). 

Most SBHCs are staffed with both a licensed clinical social worker (LCSW) and a NP 

who can provide assessment of mental health needs for adolescents.  Twenty-five percent of 

SBHC do not provide mental health services for adolescents and depend on referrals to outside 

                                                ’          B        NP     LC W    w      

may also be limited in their ability to respond to the mental health needs of this population 

(NRC/IOM, 2009).  NP education, until more recently, has included only basic mental health 

training although additional educational opportunities and certifications are readily available.  

LCSWs provide students with individual and group counseling however lack the ability to 

provide more comprehensive assessments or prescribe medication for their clients.  Mental 
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health services, specific to SBHCs, have been found to promote early and continued use of 

mental health services among adolescents (Kisker & Brown, 1996; Slade, 2002; Weist, 

Paskewitz, Warner, & Flaherty, 1996).  Due to the increased demands for mental health 

services and the lack of engagement in community mental health services among adolescents 

creative strategies are needed and should include increased primary care-based training for 

NPs, increased availability of services through the SBHC, and the integration of more 

specialized collaborations with psych-mental health NPs, psychiatrists, and psychologists into 

the services available at the SBHC.   

Research 

Research needs to focus on adolescents’ health care experience and how their 

interactions with the health care system can be enhanced and incorporated into a healthy 

lifestyle throughout adolescence and beyond.  Further research is needed to document 

adolescent satisfaction with SBHC services including reproductive care and mental health 

services.  Currently, only one study exists related to adolescent views on SBHC services 

provided by a NP (Benkert et al., 2007).  The roles of comfort and the relationship between the 

health care provider and the adolescent need further exploration to determine the impact they 

have on engagement with SBHC services and well as continued engagement in preventive care 

now and into young adulthood.  Many barriers have been identified in the literature specific to 

adolescents and health care services, however little is known about what may influence 

           ’ w                         BHC           

Annually many teens are excluded from school participation because they have not met 

the required physical examination and immunization requirements. SBHCs likely play a 

significant role in preventing school exclusion.  Research focused on the exclusion rates of 

adolescents participating in SBHC services compared to those who are not engaged in SBHC 

services are needed to evaluate the impact they have on school exclusion related to health 

requirements for attendance.  In addition, the adolescents in this study frequently remarked on 
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their ability to obtain a sports physical in a timely manner that allowed them to try out for high 

school sports.  Obesity and inactivity are significant health concerns for many adolescents.  

Further research on the impact SBHCs have on encouraging sports participation and facilitating 

involvement need to be explored. 

Guo, Wade, Pan, and Keller (2010) validated the cost effectiveness of SBHC and the 

lessening heath disparities and facilitated           “         ”             Further studies are 

needed to evaluate the impact of engagement in preventive care throughout high school and its 

influence on continued engagement in preventive health care into young adulthood. Currently, 

the rates of preventive visits among young adults are even lower than those of adolescents 

especially for those without health insurance (Adams et al., 2015). Young adulthood is a critical 

time for maintaining a healthy lifestyle and preventing illness and disability.  Determining the 

impact of positive experiences with health care services and health care providers during 

adolescence and its role in continued engagement in preventive care is an important next step 

for the health of this population. 

Health Policy 

 T                      BHC                                               ’              

has been recognized by professional organizations and through governmental and state funding 

to increase their capacity (NRC/IOM, 2009; Patient Protection and Affordable Care Act 2010).  

SBHC have shown their effectiveness in providing health and mental health services to teens.  

However, SBHCs are often not afforded the opportunity to be designated as a health care home 

in many states and as a result suffer from the lack of reimbursement for the services provided 

within the SBHC.  Only 13 states have enacted Medicaid policies that assure reimbursement for 

SBHC services (School-Based Health Alliance, 2015).  Increased attention and documentation 

   w                 BHC                                                ’            

necessary for the continued growth of SBHC capacity.  Building capacity in the SBHCs will also 

require larger spaces and more staff to accommodate and adapt to the growing needs of the 
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patient population accessing services.  Data are not currently available beyond the local level on 

how many visits and the types of visits that are made annually to SBHCs nationwide, this 

assessment is crucial to increasing funding for the expansion of these services. 

  Limiting access to needed reproductive services delays access to contraception and 

condoms and increases the risk for unintended pregnancies and STDs, both of which can have 

                                     ’         w                    H                            

                        ’                                                                         

SBHC.  At the very least these services should be congruent with the services available within 

the state.  Additional restrictions on services, particularly reproductive care, do not allow the 

health care providers to best meet the needs of this population.  NPs need to advocate for these 

restrictions to be eliminated and allow a more comprehensive approach to care.   

Strengths and Limitations 

This study used an explanatory sequential mixed methods design that allowed the 

researcher to obtain the perspectives of NPs and adolescents specific to the essential elements 

of adolescent-friendly care in SBHC.  This is the first research study to capture these two 

perspectives.  The two research methods complemented each other and allowed a deeper 

understanding of the quantitative data from the first phase of the study (Creswell & Plano-Clark, 

2011).  This method also provided the opportunity to compare and contrast the perspectives of 

the NPs and adolescents and gain a greater understanding of what is essential for the delivery 

of adolescent-friendly care in SBHC. 

As a purposive sample of NPs for Delphi technique and adolescents for the focus groups 

was used for this study, only the most interested NPs and adolescents likely participated in each 

phase of the study and may not have fully captured all of the possible responses to the research 

questions (Polit & Beck, 2012).  Both phases occurred in the Northeastern Region of the United 

States and may not have adequately captured the perspectives of NPs and adolescents from 

other areas of the country however there was much diversity in the samples and SBHC sites 
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used in this study.  Adolescents were asked their perspective on the essential elements 

identified by the NPs, the results may have been different if the adolescents had been asked to 

identify what they thought were the essential elements of adolescent-friendly care in SBHCs.  

This is an area for further research. 

Conclusion 

Adolescents, in general, are a healthy population.  The majority of the morbidity and 

mortality during adolescence result from largely preventable causes including risk-taking 

behaviors and injuries.  Preventive health care services are an important mechanism for 

assisting adolescents to remain healthy and avoid many sources of morbidity and mortality now 

and into adulthood.  This is accomplished through anticipatory guidance, screening, early 

intervention and regular engagement in preventive services. SBHCs are important community 

resource for addressing the health care needs of adolescents.  This study provides the unique 

perspectives of NPs and adolescents regarding what are the essential elements of adolescent-

friendly care in SBHCs.   

The results of this study support the criteria established by the World Health 

Organization (2012) toward making health care services adolescent-friendly.  However, 

additional factors including adolescents feeling comfortable and having a trusted relationship 

with a health care provider were found to be essential to adolescent-friendly care in SBHCs.  

Greater emphasis needs to be placed on confidentiality and privacy, as these were found to be 

most important to teens.  

The NRC/IOM (2009) has called for new approaches to be developed that address the 

unique health care needs of teens to decrease the health and social disparities that currently 

exist. L                                        ’                                         ; 

adolescent health services and SBHCs are no exception.  Small changes have the potential to 

make a big impact on the health care experiences of adolescents.  Current models of health 

care need to be reconsidered to meet the unique and dynamic needs of the people they serve—
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adolescents need more, not less time to have their needs met.  Clinicians need to have 

availability and commitment to establish trusted relationships with adolescents.  

SBHCs represent a model that should be considered for adoption across settings to 

better meet preventive health needs of this population throughout adolescence.  New attention 

focused on the importance of professional health care partnerships with adolescents, strategies 

to increase their comfort, and the unrestricted access to health care services, including 

reproductive and mental health, are needed to improve engagement in preventive health care 

services in this population and ultimately decrease many of the preventable cause of morbidity 

and mortality for this population.   
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Appendix A 

University of Connecticut 
Volunteers Wanted for a Research Study 

The Essential Elements of Adolescent-Friendly Care in 
School-Based Health Centers 

 
The aim of this research study is to identify what are the essential elements of adolescent-friendly 
health care services provided to teens in school-based health centers (SBHCs) from the perspective of 
nurse practitioners.  This study will use a Delphi technique via email to reach expert consensus on this 
topic.  This research method will use a series of 3 or 4 questionnaires over the course of 6-8 weeks. Each 
questionnaire will take approximately 30 minutes to complete.  
 
Expert Nurse Practitioners who have national certification as a NP, have 3+ years of experience 
providing health care to teens in SBHCs AND are considered an expert in SBHC adolescent health (for 
example, published a paper in a peer-reviewed journal, given a local/national presentation, or are 
designated as an expert by their professional organization) are invited to participate in this study. 
 

Participation is voluntary, results are confidential. 
 

To learn more about this study please contact: 
Alison Moriarty Daley, MSN, APRN, PNP-BC at alison.moriarty@uconn.edu or 

860-XXX-XXXX 
This research will be conducted under the direction of  

E. Carol Polifroni, EdD, RN,  
University of Connecticut School of Nursing 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

mailto:alison.moriarty@uconn.edu
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Appendix B 

Delphi Technique Invitation to Participate Letter 

 

Study Title: The Essential Elements of Adolescent-Friendly Care in School-Based Health Centers 

Dear [NAME]: 

 As an expert nurse practitioner, you are being invited to participate in a research study to 

identify the essential components of adolescent-friendly health care services in school-based health 

centers.  Your input is very important to this research endeavor. 

The study will utilize the Delphi method which consists of three sequential questionnaires (also 

called rounds) aimed at achieving consensus among an expert panel of participants.  Each questionnaire 

will be emailed to you and you will be asked to return your response within two weeks. Simple 

directions will be provided with each questionnaire.   Your responses will remain confidential and not 

shared with the other members of the expert panel.  If you agree to participate, a consent form 

describing the study and a demographic questionnaire will be sent to you for you to complete.  After the 

receipt of the consent and demographic forms, the first questionnaire will be sent to you.  The amount 

of time required to complete each questionnaire will vary by participant, but is estimated to no more 

than 30 minutes.  There are no correct or incorrect answers to the questions asked; rather I am seeking 

your expert opinion on the essential elements of adolescent-friendly health care. 

 This study has been approved by the University of Connecticut Institutional Review Board. Your 

participation in the study is completely voluntary and you may withdraw at any time if you wish.  We are 

not aware of any risks or complications that could occur from your participation. If you agree to 

participate, the consent form will provide you with the contact information for reporting any complaints 

you have about the study or your participation. The completed questionnaires and your individual 

responses will remain anonymous to the other participants.  Only the research team will have access to 

your questionnaires.  Each questionnaire will be identified with a unique code so that your responses 

can be linked together.  All files will be kept in the researcher’s office in a locked file when not in use.  

Data generated from this study will be reported as aggregate data; no names or individual clinics will be 

identified.  

 If you would like to participate in this study, please reply to this email by [DATE].  I am happy to 

answer any questions you may have about the study or your participation (alison.moriarty@uconn.edu 

or 860-XXX-XXXX).  Thank you. 

Sincerely, 

Alison Moriarty Daley, MSN, APRN, PNP-BC 
University of Connecticut 
 

 

mailto:alison.moriarty@uconn.edu
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Appendix C 

Consent Form for Partcipation in a Reseach Study 

Principal Investigator: Carol Polifroni, Ed.D., RN 

Student Researcher: Alison Moriarty Daley, MSN, APRN, PNP-BC 

Study Title: The Essential Elements of Adolescent-Friendly Care in School-Based Health Centers 

 

Introduction 

You are invited to participate in a study to identify the essential elements of adolescent-friendly health care 

in school-based health centers.  A Delphi technique will be utilized to gain consensus among a national 

panel of experts. As a school-based health nurse practitioner, I am very interested in your perspective on 

adolescent-friendly care.  I am graduate student in nursing at the University of Connecticut and will be 

conducting this research as part of my dissertation.  

 

Why is this study being done? 

The purpose of this study is to identify the essential elements of adolescent-friendly health care services 

provided to teens in school-based health centers. 

 

What are the study procedures?  What will I be asked to do? 

Your participation in this study will require a brief demographic questionnaire followed by three 

questionnaires that will be provided sequentially over the course of several weeks.  The initial 

questionnaire (Round 1) will ask you to identify elements of adolescent-friendly health care and the 

subsequent questionnaires (Rounds 2 and 3) will ask you to indicate on a 5-point Likert scale (strongly 

disagree to strongly agree) your level of agreement with a composite list of all responses from Round 1. 

The goal is to reach consensus on the elements considered essential to providing adolescent-friendly 

health care in school-based health centers from a panel of national experts. 

 

What are the risks or inconveniences of the study? 

While I believe participation does not involve any risk to you, if you do not want to answer a question or 

you feel uncomfortable, you are free to skip a question or no longer participate in the study for any 

reason.  The only inconvenience is the amount of time the questionnaires take, about 30 minutes each.  

 

What are the benefits of the study? 

Although you may find it interesting to participate in this study, there will be no direct benefit to you 

from your participation.  

 

Will I receive payment for participation?  Are there costs to participate? 

There are no costs and you will not be paid to be in this study. 
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How will my personal information be protected? 

The following procedures will be used to protect the confidentiality of your data.   The Delphi technique 

requires participants to receive the surveys for each round and return their responses via email.  Please be 

aware that email is not a secure method of transmission. We will do our best to protect the confidentiality 

of the information we gather from you but we cannot guarantee 100% confidentiality.  Your confidentiality 

will be maintained to the degree permitted by the technology used.  Specifically, no guarantees can be 

made regarding the interception of data sent via the Internet by any third parties.  The student researcher 

will keep all study records (including any codes to your data) in a locked file.   Research records will be 

labeled with a code.  The code will be derived from a numeric three digit code that reflects how many 

people have enrolled in the study.  A master key that links names and codes will be maintained in a separate 

and secure location.  The master key and questionnaires will be destroyed after 3 years.  All electronic files 

(e.g., database, spreadsheet, etc.) containing identifiable information will be password protected.  Any 

computer hosting such files will also have password protection to prevent access by unauthorized users.  

Only the members of the research staff will have access to the passwords.  Data that will be shared with 

others will be coded as described above to help protect your identity.  At the conclusion of this study, the 

researchers may present and/or publish their findings.  Information will be presented in summary format 

and you will not be identified in any publications or presentations. 

 

You should also know that the University of Connecticut Institutional Review Board (IRB) and the Office of 

Research Compliance may inspect study records as part of its auditing program, but these reviews will only 

focus on the researchers and not on your responses or involvement. The IRB is a group of people who 

review research studies to protect the rights and welfare of research participants.  We will do our best to 

protect the confidentiality of the information we gather from you but we cannot guarantee 100% 

confidentiality.  Your confidentiality will be maintained to the degree permitted by the technology used.  

Specifically, no guarantees can be made regarding the interception of data sent via the Internet by any third 

parties. 

 

Can I stop being in the study and what are my rights? 

You do not have to be in this study if you do not want to.  If you agree to be in the study, but later change 

your mind, you may drop out at any time.  There are no penalties or consequences of any kind if you decide 

that you do not want to participate. You do not have to answer any question that you do not want to 

answer.  

 

Whom do I contact if I have questions about the study? 

Take as long as you like before you make a decision.  We are happy to answer any question you have about 

this study. If you have further questions about this project you may contact me, the student researcher, 

at Alison Moriarty Daley at (860-XXX-XXXX) or the principal investigator, Carol Polifroni, EdD, RN (860)-

XXX-XXXX. If you have any questions concerning your rights as a research subject, you may contact the 

University of Connecticut Institutional Review Board (IRB) at (860)-486-8802.  
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Consent Form for Participation in a Research Study 

 
Principal Investigator: E. Carol Polifroni, Ed.D., RN 
Student Researcher: Alison Moriarty Daley, MSN, APRN, PNP-BC 
Study Title: The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 
Documentation of Permission: 
I have read this form and decided that I will give my permission to participate in the study described 
above.  Its general purposes, the particulars of my involvement and possible risks and inconveniences 
have been explained to my satisfaction.  I understand that I can withdraw at any time.  My signature also 
indicates that I have received a copy of this permission form.  Please return this form to Alison Moriarty 
Daley, MSN, APRN, PNP-BC by (insert date). 
 
 
____________________  ____________________  __________ 
Participant Signature:   Print Name:    Date: 
 
 
 
____________________  ____________________  __________ 
Signature of Person   Print Name:    Date: 
Obtaining Consent 
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Appendix D 

Delphi Technique Demographic Questionnaire 

Name:     Degrees: 

Address: 

Gender:   Race/ethnicity: 

Place of Employment: 

Address: 

Sponsoring Agency:  Hospital  Community Health Center Health Department

 Other_________________ 

How many years have you been a NP?________ How many years have you practiced in a SBHC?_______ 

Are you a (please circle choice)   PNP  FNP  ANP  Other______________ 

Certification:  ANCC  PNCB  Other_______   

Please check all that apply _____I have published a paper in a peer-reviewed journal 

_____I have given a national presentation  

_____I have been identified as an expert by my professional 

organization 

_____Other evidence of expert status as a SBHC NP caring for teens 

__________________________________________________________ 

 

Thank you for completing this demographic questionnaire.  Please return the questionnaire by [DATE]. 
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Appendix E 

Delphi Technique Round 1 Letter 

Dear [NAME], 

Thank you for agreeing to participate in “The Essential Elements of Adolescent-friendly Care in 

School-Based Health Centers” study.  Your expert opinion is critical to this endeavor. 

Included in this letter are the Round I instructions and questionnaire.  The aim of this study is to 

gain consensus on the essential elements of adolescent-friendly care.  Please read the instructions 

carefully and complete the Delphi questionnaire as fully as you can.  It is also important that you 

complete the demographic questionnaire at the end of the questionnaire which will allow me to provide 

you feedback throughout the study. 

Please return the completed questionnaire by [DATE] via email at alison.moriarty@uconn.edu.  

If you have any questions or would like to discuss the study further, please contact me directly either by 

email or phone at 860-XXX-XXXX.  

Thank you for agreeing to participate in this study. 

Sincerely yours, 

 

Alison Moriarty Daley, MSN, APRN, PNP-BC 
University of Connecticut, Doctoral student 
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Appendix F 

CODE #________ 

The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 

Delphi Technique Round 1 Questionnaire 

Please list your response to the following question in the space below. There are no correct or incorrect 

answers. Answers do not need to be in any particular order.  

Question: What are the essential elements associated with providing adolescent-friendly health care 

in school-based health centers?  Please list a minimum of 5 elements.   
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Appendix G 

Delphi Technique Follow-up Letter 

Dear Expert Panel Member: 

Re: The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 

The Round____ questionnaire was sent to you via email on [DATE].  Please complete the questionnaire 

and return it to me by [DATE].   

Thank you for your continued participation in this study, your expert opinion is essential to this study.  

 If you have any questions or did not receive the questionnaire, please contact me at either by email 

(alison.moriarty@uconn.edu) or phone at 860-XXX-XXXX.  

 

Sincerely yours, 

 

Alison Moriarty Daley, MSN, APRN, PNP-BC 
University of Connecticut, Doctoral student 
 

  

mailto:alison.moriarty@uconn.edu
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Appendix H 

Delphi Technique Reminder Letter 

Dear Expert Panel Member: 

Re: The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 

Thank you so much for agreeing to participate in this study.  This is a reminder that the Round ___ 

questionnaire was due on [DATE]. I have not received your questionnaire.  If you have already returned 

the survey, please contact me as soon as possible.  If  you have not had the opportunity to complete it, I 

have attached the Round ____ questionnaire to this email for you. Please complete it and return to me 

by [DATE] via email at alison.moriarty@uconn.edu. 

Your expert opinion is critical to this study.  Thank you for your continued participation in this study.  If 

you have any questions, please contact me at either by email or phone at 860-XXX-XXXX.  

 

Sincerely yours, 

 

Alison Moriarty Daley, MSN, APRN, PNP-BC 
University of Connecticut, Doctoral student 
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Appendix I 

Delphi Technique Round 2 Letter 

Dear Expert Panel Member: 

Re: The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 

Thank you so much for returning the Round 1 Delphi questionnaire. Enclosed is the Round 2 

questionnaire.  This questionnaire is completed differently from Round 1.  Please read the instructions 

carefully and complete the Delphi questionnaire as fully as you can.   

Please return the Delphi Round 2 questionnaire by [DATE] via email at alison.moriarty@uconn.edu.  If 

you have any questions, please contact me at either by email or phone at 860-XXX-XXXX. 

Thank you again for your continued participation in this study. 

Sincerely yours, 

 

Alison Moriarty Daley, MSN, APRN, PNP-BC 
University of Connecticut, Doctoral student 
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Appendix K 

Delphi Technique Round 3 Letter 

Dear Expert Panel Member, 

Re: The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 

Thank you for returning the Delphi Round 2 questionnaire.  You will find the Round 3 (or 4) 

questionnaire attached.  The questionnaire for this round includes the items you rated in Round 2 (or 3) 

and both the panel response and your individual response to each item.  Those that appear in bold type 

have already reached consensus.  It does not mean that they are the most important, only that they 

have reached consensus first. 

The instructions for this round and the questionnaire are attached.  The questionnaire and 

instructions for this round are different from the previous rounds.  Please read the instructions carefully 

and complete the questionnaire as fully as you can. 

If you could return the completed questionnaire by [DATE] via email to 

alison.moriarty@uconn.edu, I would be most grateful.  If you have any questions or need clarification, 

please contact me either by email or 860-XXX-XXXX. 

Thank you for your continued participation in this study, your expert opinion is invaluable. 

Sincerely yours, 

 

Alison Moriarty Daley, MSN, APRN, PNP-BC 

University of Connecticut, Doctoral student 

 

mailto:alison.moriarty@uconn.edu
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Appendix M 

Delphi Technique Round 4 Letter 

Dear Expert Panel Member, 

Re: The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 

Thank you for returning the Delphi Round 3 questionnaire.  You will find the Round 4 

questionnaire attached.  This is the final round for this study.  The questionnaire for this round includes 

23 items that were close to reaching consensus after Round 3.  I have also included a list of all the items 

that have already reached consensus; no action is required on these items. 

The instructions for this round and the questionnaire are attached.  Read the instructions 

carefully and complete the questionnaire as fully as you can. 

Please return your completed questionnaire ASAP and by [DATE] via email to 

alison.moriarty@uconn.edu.   If you have any questions or need clarification, please contact me either 

by email or 860-XXX-XXXX. 

Thank you for your continued participation in this study, your expert opinion is invaluable.  

Sincerely yours, 

 

Alison Moriarty Daley, MSN, APRN, PNP-BC 

University of Connecticut, Doctoral student 

 

 

 

mailto:alison.moriarty@uconn.edu
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Appendix O 
 

UNIVERSITY OF CONNECTICUT 

Volunteers Wanted for a Research Study: 
The Essential Elements of Adolescent-Friendly Care  

In School-Based Health Centers 

 
What makes your School-Based Health Center 

Friendly? 
Come to a focus group & share your ideas! 

DATE / TI E 

 GENDER /AGE           w                                        -             
                                                       A             w               
           w                                                                      -

                     
T         w                  1-1 5        F               w               
P            w              $10                                            

P                           R                          
T      -                                   : [NA E]  APRN    
           A               D        N  APRN    [N  BER]    

               @           
T            w                                         

C     P          E  D   RN                C                      N       

mailto:alison.moriarty@uconn.edu
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Appendix P 
 

Focus Groups Recruitment Letter/Script 

 

[Greeting], 

 

I am a doctoral student at the University of Connecticut and I am conducting the study “The 

Essential Elements of Adolescent-Friendly Care in School-Based Health Centers.” The aim of this 

research study is to identify what teens identify as the essential elements of adolescent-friendly 

health care provided in school-based health centers (SBHCs).  

 

I would like to invite adolescents from your SBHC to participate in a focus group.  The only 

requirements are that the teens recruited to participate are enrolled and have used the SBHC at 

least once. Six focus groups will be conducted in Connecticut and consist of either male or 

female adolescents from one of three age groups (13-14, 15-17 or 18-19). The group will be 

randomly selected for each participating SBHC.  Participation is voluntary and the results are 

confidential. This research will be conducted under the direction of E. Carol Polifroni, EdD, RN, 

University of Connecticut School of Nursing. 

 

If you would like to learn more about this study please contact me at 

alison.moriarty@uconn.edu or 860-XXX-XXXX. 

 

Thank you, 

 

Alison Moriarty Daley, MSN, APRN, PNP-BC 

University of Connecticut, Doctoral student 
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Appendix Q 

Parental Permission Form for Participation in a Research Study 
 

Principal Investigator: E. Carol Polifroni, Ed.D., RN 
Student Researcher: Alison Moriarty Daley, MSN, APRN, PNP-BC 
Study Title: The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 
 
Introduction 
Your teen is invited to participate in a research study to understand his or her preferences 
regarding health care services provided in school-based health centers. Your teenager is being 
asked to participate because he/she has used the health care services at the school-based health 
center and I am interested in his/her opinions about what matters most in providing care to teens 
in this setting. 
 
Why is this study being done? 
The purpose of this research study is to understand, from the teen perspective, what services are 
important to include in the school-based health center. 
 
What are the study procedures?  What will my child be asked to do? 
If you give permission for your teen to take part in this study, he/she will be asked to participate 
in a focus-group with approximately 8 other teens of similar age and gender.  The researcher 
will ask questions of the teens in the group.  The group will take place at 
_______________________________________________________________________          
and will be conducted by a doctoral student from the University of Connecticut and a research 
assistant. The group will meet for 1 to 1.5 hours. The conversation will be audio-recorded and 
later transcribed. No names or school names will be included in the transcripts or in any reports 
or papers that are a result of the groups.  Each participant will also be asked to complete a brief 
questionnaire prior to the start of the focus group.  A copy of this form is attached.  Prior to 
participation in the focus group, your teenager will also be asked to read this form, have any 
questions they may have answered, and then sign this form if they wish to participate. The 
teens will not be contacted after the focus group. 
 

What are the risks or inconveniences of the study?   
We believe there are no known risks to your teen’s participation in this study. The only 
inconvenience is committing the time to the study itself by participating in the focus group 
discussion. 
 

What are the benefits of the study? 
Your teen may not directly benefit from this research; however, we hope that your teen’s 
participation in the study may provide valuable information about their preferences for the 
care they receive in school-based health centers. 
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Will my teen receive payment for participation?  Are there costs to participate? 
There are no costs to you and your teen for participating in this study.  A light meal will be 
provided to participants.  Teens will be given a $10 gift card to Target as a thank you for 
participation.  They will also be offered a bus token, if needed, for transportation home after 
the study alternatively if you will be picking up your teen a $5 gas card will be provided to a 
parent or teen driver if school transportation is not available after the focus group.  
 
How will my teen’s information be protected? 
The following procedures will be used to protect the confidentiality of your data.  The teens will 
informed of the importance of not be sharing the content of the group discussion with anyone 
outside of the group however, the confidentiality of the responses cannot be guaranteed 100%.  
The transcriptionist will not transcribe real names so that the confidentiality of the responses 
will be protected. The transcriptionist will transcribe every word of our conversation and it will 
be saved in a word file for the researchers’ use. The audio-recordings and the transcriptions will 
be stored in Dr. Carol Polifroni’s locked office at the University of Connecticut. A copy of each 
focus group transcription will be provided the student researcher and locked in a file cabinet 
when not being analyzed. The audio-recordings and the transcriptions will be destroyed after 
one year. You should also know that the University of Connecticut Institutional Review Board 
(IRB) and the Office of Research Compliance may inspect study records as part of its auditing 
program, but these reviews will only focus on the researchers and not on your teen’s responses 
or involvement.  The IRB is a group of people who review research studies to protect the rights 
and welfare of research participants. 
 
Can my teen stop being in the study and what are my and my teen’s rights? 
Your teenager does not have to be in this study if you do not want him/her to participate.  If you 
give permission for your teen to be in the study, but later change your mind, you may withdraw 
him/her at any time.  There are no penalties or consequences of any kind if you decide that you do 
not want your teen to participate. Your teen does not have to answer any question that he/she 
does not want to answer.  Prior to the start of the focus group, the researcher will explain the rules 
of the focus group and will emphasize that each participant may answer any question they choose 
to answer but they are not required to provide an answer if they do not wish to do so or are 
uncomfortable.  Your teen was asked to participate in this study because he/she has used the 
school-based health center at their school for health care services.  If you or your teen does not 
wish to participate in this study, the care you receive from the school-based health center will not 
be changed or taken away.  
 
Whom do I contact if I have questions about the study? 
Take as long as you like before you make a decision.  We are happy to answer any question you 
have about this study.  If you have further questions about this study or if you have a research-
related problem, you may contact the principal investigator, Carol Polifroni, EdD, RN 860-XXX-
XXXX or the student researcher, Alison Moriarty Daley 860-XXX-XXXX.  If you have any questions 
concerning your teen’s rights as a research participant, you may contact the University of 
Connecticut Institutional Review Board (IRB) at 860-486-8802. 
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Parental Permission Form for Participation in a Research Study 

 

Principal Investigator: E. Carol Polifroni, Ed.D., RN 

Student Researcher: Alison Moriarty Daley, MSN, APRN, PNP-BC 

Study Title: The Essential Elements of Adolescent-friendly Care in School-Based Health 

Centers 
 

Documentation of Permission: 
I have read this form and decided that I will give permission for my teen to participate in the 
study described above.  Its general purposes, the particulars of my teen’s involvement and 
possible risks and inconveniences have been explained to my satisfaction.  I understand that I 
can withdraw my teen at any time.  My signature also indicates that I have received a copy of 
this parental permission form.  Please return this form to the school-based health center by 
(insert date). 
 
 
____________________  ____________________  __________ 
Teen Signature:   Print Name:    Date: 
 
 
____________________  ____________________  __________ 
Parent/Guardian Signature:  Print Name:    Date: 
 
Relationship to Teen (e.g. mother, father, guardian): _____________________________ 
 
 
____________________  ____________________  __________ 
Signature of Person   Print Name:    Date: 
Obtaining Consent 
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Appendix R  

Consent Form for Participation in a Research Study 
Teens 18-19 years old 

 
Principal Investigator: E. Carol Polifroni, Ed.D., RN 
Student Researcher: Alison Moriarty Daley, MSN, APRN, PNP-BC 
Study Title: The Essential Elements of Adolescent-friendly Care in School-Based Health Centers 
 
Introduction 
You are invited to participate in a research study to understand your preferences regarding health 
care services provided in school-based health centers. You are being asked to participate because 
you have used the health care services at the school-based health center and I am interested in 
your opinions about what matters most in providing care to teens in this setting. 
 
Why is this study being done? 
The purpose of this research study is to understand, from the teen perspective, what services are 
important to include in the school-based health center. 
 
What are the study procedures?  What will I be asked to do? 
If you would like to participate, you will be asked to participate in a focus-group with 
approximately 8 other teens of similar age and gender.  The researcher will ask questions of the 
teens in the group.  The group will take place at 
___________________________________________________________________________ 
and will be conducted by a doctoral student from the University of Connecticut and a research 
assistant. The group will meet for 1 to 1.5 hours. The conversation will be audio-recorded and 
later transcribed. No names or school names will be included in the transcripts or in any reports 
or papers that are a result of the groups.  Each participant will also be asked to complete a brief 
questionnaire prior to the start of the focus group.  A copy of this form is attached.  Prior to 
participation in the focus group, you will also be asked to read this form, have any questions 
they may have answered, and then sign this form if they wish to participate. No one will be 
contacted after the focus group. 
 

What are the risks or inconveniences of the study?   
We believe there are no known risks in participating in this study. The only inconvenience is 
committing the time to the study itself by participating in the focus group discussion. 
 
What are the benefits of the study? 
You may not directly benefit from this research; however, we hope that your participation in 
the study may provide valuable information about teens’ preferences for the care they receive 
in school-based health centers. 
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Will I receive payment for participation?  Are there costs to participate? 
There are no costs for participating in this study.  A light meal will be provided to participants.  
You will be given a $10 gift card to Target (or similar retail store) as a thank you for 
participation.  If school transportation is not available after the focus group session, you will 
also be offered a bus token, if needed, for transportation home after the study. Alternatively if 
you will be driving home, a $5 gas card will be provided to you or your parent if they will be 
picking you up.  
 
How will my information be protected? 
The following procedures will be used to protect the confidentiality of your data. All teens will 
informed of the importance of not be sharing the content of the group discussion with anyone 
outside of the group however, the confidentiality of the responses cannot be guaranteed 100%.  
The transcriptionist will not transcribe real names so that the confidentiality of the responses 
will be protected. The transcriptionist will transcribe every word of our conversation and it will 
be saved in a word file for the researchers’ use. The audio-recordings and the transcriptions will 
be stored in Dr. Carol Polifroni’s locked office at the University of Connecticut. A copy of each 
focus group transcription will be provided the student researcher and locked in a file cabinet 
when not being analyzed. The audio-recordings and the transcriptions will be destroyed after 
one year. You should also know that the University of Connecticut Institutional Review Board 
(IRB) and the Office of Research Compliance may inspect study records as part of its auditing 
program, but these reviews will only focus on the researchers and not on your teen’s responses 
or involvement.  The IRB is a group of people who review research studies to protect the rights 
and welfare of research participants. 
 
Can I stop being in the study and what are my rights? 
You do not have to be in this study if you do not want to participate.  If you wish to participate, but 
later change your mind, you may withdraw at any time.  There are no penalties or consequences 
of any kind if you decide that you do not want to participate. You do not have to answer any 
question that you do not want to answer.  Prior to the start of the focus group, the researcher will 
explain the rules of the focus group and will emphasize that each participant may answer any 
question they choose to answer but they are not required to provide an answer if they do not wish 
to do so or are uncomfortable.  You were asked to participate in this study because you have used 
the school-based health center at your school for health care services.  If you do not wish to 
participate in this study, the care you receive from the school-based health center will not be 
changed or taken away.  
 
Whom do I contact if I have questions about the study? 
Take as long as you like before you make a decision.  We are happy to answer any question you 
have about this study.  If you have further questions about this study or if you have a research-
related problem, you may contact the principal investigator, Carol Polifroni, EdD, RN, 860-XXX-

XXXX or the student researcher, Alison Moriarty Daley 860-XXX-XXXX.  If you have any 
questions concerning your teen’s rights as a research participant, you may contact the 
University of Connecticut Institutional Review Board (IRB) at 860-486-8802. 
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Consent Form for Participation in a Research Study 

Teens 18-19 years old 
 

Principal Investigator: E. Carol Polifroni, Ed.D., RN 

Student Researcher: Alison Moriarty Daley, MSN, APRN, PNP-BC 

Study Title: The Essential Elements of Adolescent-friendly Care in School-Based Health 

Centers 
 

Documentation of Permission: 
I have read this form and decided that I will give my permission to participate in the study 
described above.  Its general purposes, the particulars of my involvement and possible risks and 
inconveniences have been explained to my satisfaction.  I understand that I can withdraw at 
any time.  My signature also indicates that I have received a copy of this permission form.  
Please return this form to the school-based health center by (insert date). 
 
 
____________________  ____________________  __________ 
Participant Signature:   Print Name:    Date: 
 
 
 
____________________  ____________________  __________ 
Signature of Person   Print Name:    Date: 
Obtaining Consent 
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Appendix S 

Focus Group Demographic Questionnaire 

Name:___________________________________________________ 

Age:________________   Grade:__________________________________ 

Gender: Male  Female 

Race/Etnicity:________________________________________________________________ 

School:______________________________________________________________________ 

How many times have you used the school-based health center?________________________ 

What is the best way to contact you prior to the focus group? 

____________________________________________________________________________ 

Transportation from the focus group:______________________________________________ 

Parent/Guardian emergency contact information:____________________________________ 

Food preference:_______________________________________________________________ 

PLEASE RETURN THIS FORM AND THE CONSENT FORM TO THE RESEARCHER.  
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Appendix T 

Focus Group Follow-up Recruitment Letter 

Dear [Name of Participant], 

Thank you for agreeing to discuss adolescent-friendly care in school-based health centers.  

DATE 

TIME 

LOCATION 

DIRECTIONS 

Participants will be a small group teens.  I will be providing food.  If you have any preferences for 

food and snacks please let me know via email (alison.moriarty@uconn.edu) by [DATE].  You will also 

receive a $10 gift card for your participation. 

Your opinion is very important to this study and I am so grateful for your participation.  If for 

some reason you are unable to join us, please call or email me as soon as possible so I can invite 

someone else.  Additionally, if you have any questions please give me a call at 860-XXX-XXXX.  

Sincerely, 

 

Alison Moriarty Daley 
University of Connecticut, Doctoral Student 

  

  



  218 
 

Appendix U 

Welcome and Ground Rules 

Welcome 

Good afternoon and welcome.  Thank you for taking the time out of your day to join our discussion 

today.  My name is Alison Moriarty Daley and I am a PHD student at the University of Connecticut.  I 

would like to introduce [research assistant].  She will be taking notes and keeping us on time with the 

session, we know your time is valuable and we want to get you out on time. 

Overview 

Today we will be discussing adolescent-friendly care and school-based health centers. 

Ground rules 

There are no right or wrong answers.  We expect and welcome different points of view.  Please share 

your opinion even if it differs from others in this room.  Feel free to have a conversation with each other 

about the questions we are going to ask you.  I am here to ask the questions, listen and make sure 

everyone has a chance to talk.  So if you are talking a lot I may ask that you give others a chance and if 

you are not saying much, I may call on you.  We just want to make sure you all have a chance to share 

your experiences and thoughts. 

We are recording this session because we do not want to miss any of your comments.  No names will be 

included in any transcripts or reports. Your comments are confidential.  We also will not be sharing your 

specific group comments with your employer or the school you work in.  All information will be reported 

as group data from all the nurse practitioners involved in this project. 

We also ask that each of you keep what is said in this room private and not discuss it with others. Is that 

agreeable? 

If you have a cell phone, please turn it to quiet mode.  If you need to take a call please do so outside the 

room. 

If you would like food or drinks, feel free to help yourself at any time 

So let’s get started….. 
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Appendix V 

 

Focus Group Questions 

Icebreaker: If you were given a plane ticket to go anywhere in the world, where would you go? 

 
Opening: 1. Tell us your name and something you like about your SBHC. 

Introductory: 2. What do you like about coming to the SBHC? 

Transition:          3. How is the care you receive here different from other places you go for care?  

Key Questions: In another study nurse practitioners identified 6 essential aspects of providing care to 

teens in SBHCs. I have placed each of these on a poster and they are hanging on the wall. 

 Confidentiality and Privacy 

 Accessibility (How teens get appointments or use the SBHC) 

 Health Care Providers and Staff 

 SBHC Environment 

 Types of services offered and provided at the SBHC 

 Relationship between the School (Teachers, Principal, School Nurse) and the SBHC 
Each of you has 5 sticker dots to place on the posters of the 6 items.  Think about this activity like the 

ratings given to movies or restaurants.  You may place as many sticker dots as you wish on each poster 

to show how important you believe each element is to your experience receiving care in the SBHC. The 

more sticker dots you place on an item, the more important it is to you.  You may divide the sticker dots 

up any way you wish. For example if you think accessibility is most important to you, you could place 5 

dots on that poster or you could place 2 dots on environment and 3 dots someplace else or 1 dot on 5 

different posters. 

 4. What does confidentiality in the SBHC mean to you? 

 
 5. What makes this SBHC easy for you to use?  

6. Which of the staff members at the SBHC is most helpful to you? How are they 
helpful? 

 7. Think about this SBHC as a place, what do you like about it? 

8. Here is a list of all the services available in this SBHC, please circle the 3 that are most 
important to you.   

9. Does the relationship the SBHC staff has with the school staff including the principal, 
nurse, or teachers matter to you? Can you give me an example of how it matters?  

Ending Questions:  

10. Is there anything else you would like to share about your experience with the SBHC   

that we have not already discussed?? 

 
Wrap-Up: Summarize discussion 

11. Did I miss anything? 
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Appendix W 

Focus Group List of SBHC Services 

 Physical examinations for school, sports, or camp 

 Routine check-ups 

 Treatment of acute illnesses or injuries (colds, sore throats, rash) 

 Care of chronic illnesses (asthma, diabetes) 

 Immunizations 

 Mental health care  

 Reproductive care (pregnancy tests, contraception counseling, 

condoms) 

 STD/HIV testing and treatment  

 Nutrition counseling / Weight counseling 

 Crisis intervention 

 Prescriptions and dispensing of medications 

 Laboratory testing 

 Individual, group, family counseling 

 Health education 
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Appendix X 
 

Comparison of NP and Adolescent Perspectives on Confidentiality and Privacy 
  

NP Perspective Adolescent Perspective 
 

What Happens in the SBHC, Stays in the 
SBHC: 

Confidentiality 
Confidentiality perceived and real 
Ability to provide services in a manner that 
insures confidentiality from 
parents/guardians (e.g. reproductive care) 
within parameters of law 
Understanding of state laws, policies, and 
                                 ’         
Teens need to understand the scope of 
what can remain confidential and the limits 
of confidentiality. 
Ability to provide services in a manner that 
insures confidentiality from school staff for 
general issues in accordance with HIPPA 
guidelines 
Confidentiality for sensitive visits 

 

What happens in the SBHC Stays in the 
SBHC: 

Makes more comfortable because w  ’  
tell 
Really important 
Never leak anything 
Give choice to share with parents or not 
share 
D  ’                  
Can talk to them if something is wrong and 
   ’  w                            
Keep it between them 
Understand limits of confidentiality 
agreement 
D      w                     I    ’  w    
him to do that 
Can make an appointment for yourself so 
do not have to tell parent why want an 
appointment 
T                                 ’          
and they are there to make you feel 
comfortable about ev               A     ’  
kind of like a guidance counselor. Not a 
guidance counselor, but someone you can 
actually talk to. Not just the services they 
offer but also everything else. 
Look out for you if need to tell 
Open up more if you can trust 
Main key in friendship 
Examples of services considered 
confidential: Mental health, STDs, 
pregnancy or concern and HIV 

 
A Private Setting: 

Privacy of patient and provider so 
confidentiality is maintained and students 
feel safe to share. 

 
A Private Setting: 

Door shut, one person at a time 
Wall there 
No family members to see you or answer 
phone 
Actual door, not a curtain 
“A                  -- like, say you are in 
exam room one, you can hear what they 
               x         w        ’      -- 
  ’      -- at the s            ’            
very private and confidential because if  

(Table continues) 
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somebody is a loud person, you could just 
                                ” 
Dental office so small feet stick out the 
door, friends might know your shoes 
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Appendix Y 
 

Comparison of NP and Adolescent Perspectives on Accessibility 
 

NP Perspective Adolescent Perspective 
 

Inclusive Environment: 
Perception that services are open to ALL 
teens, not just select groups 

 

Positive Energy:  
Friendly 
“I      w                  always friendly 
             w                       ” 
Always happy to help you 
“                                  E    
          w                     …H    
           ” 
“I         w    I         I    ’          
                         w    I        ”  
“I ’                       ’             
       ” 
“Y                         ” 
 

Flexibility: 
Appointment times and walk-in times have 
to be kept flexible to work around both 
school's ever changing schedules and 
teens' typical habits (i.e. missing 
appointments, frequent re-scheduling, 
dropping in during lunch or study hall) 
The ability to be flexible and work with the 
       ’            
Willingness to reschedule an appointment 
           ’  w    w            ’           
The health care provider needs to be 
available by using a combination of walk-
ins and appointments to maximize the 
ability to see patients in a timely manner 
Flexibility in scheduling to accommodate 
     ’ w   /                w      
problem is occurring 

 

Flexibility: 
“L     w       ed out like, me going down 
to him and talking to him. It started late, it 
started last week. So he said, like, during 
the summer time, like, he was going to 
find a way, like, to get a hold of me and 
                ” 
“F  x                           x      she 
gives you --           ’  w          
something, she will offer you something 
     ” 
 
“   ’                  w                    
A  B  C  D     E ” 
 

 

Services Available When Needed: 
Easy access to SBHC 
Easy access to making appointments 
Easy access to providers onsite 
Same day appointments 
Open door policy 
Affordability 
Ability see of the NP to see adolescent 
when they present for an issue, regardless 
of insurance status, or insurance rules 
such as need for PCP referral 
Walk-in visits 

Services are Available When We Need Them: 
Strict about sending you home, wants you 
to stay in school 
Sick visits 
Physical for sports that week 
Can get care right then and there or only 
wait a few days 
Need more exam rooms to be treated fast 
Fast 
 
 

(Table continues) 
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Open during school hours 
 

“I                                15     0 
minutes. Or sometimes longer. But then 
            ’                                ” 
“Y               w        Y              
if they are busy, they will be like, we will 
           w  ” 
“T    call your classroom and you come 
down, no more than two or three people 
gotta wait. Even probably just two at the 
most. Well, three, with the patient being in 
           w          ” 
“N       ” 
“O               w               I     ’  
call down there, but I was just coming 
from the bathroom and her door was open 
and I walked in and she allowed me to 
                                   ’  
                                ”  
“B                                          
feel like you need to go. The only thing is 
             ’                               
period because when you just enter -- 
they said if we go down there -- they 
basically either call us down or tell us to 
                                      ” 
“       w  w                         
panicked. They open up when pre-school 
opens up, so basically they are not ready 
until -- they are not here for us. They are 
not our school health center, they are 
XXXX, so when they leave, we get new 
                                     ” 
“I                           there is a 
nurse here full time, rather than partial. A 
                                   ” 
“I ’                     O         7: 5    
 :00  W                        ” 
“T                     ” 
“T                                        
in there too, if yo     ’                    
               ” 
“                            w            
go straight there from a first floor class 
           ’                              
all the way to your current class to get a  
pass to go all the way back to the clinic.” 
“H                             w  
whenever it is. Do it now instead of having 
   w                         ” 
 

(Table continues) 
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Easier to get an appointment rather than 
other places 
“J          and take care of your business 
New to the school, easiest way to get an 
           ” 
“Y      ’          w                        
come and fill out anything. You can get 
yourself there fast and get what you need 
q      ” 
“F     w     ’                        ” 
“   ’                                  
starts until the time that school ends and 
actually and then some, a small bit. So 
   ’             --    ’          w      
reach whenever we are on school 
property, so –“ 
Open during the summer 
“I w                                 
    ” 
“I                               dents that 
    ’                                          
                                        ” 
Hurt shoulder in school, lucky the SBHC 
was open 
Call transferred from main clinic 
“Y              w                          
                           ‘   ” 
 

 Location, location, location: 
“I        w   ’                         I’     
                             ’             
                    ” 
“       ’                                 
                                      ”  
Easier to get it done during school 
“W                 w                   ’  
have time to bring you,  you can just  
                         ” 
Central location in the school 
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Appendix Z 

Comparison of NP and Adolescent Perspectives on SBHC Clinicians and Staff 
 

NP Perspective Adolescent Perspective 
 

Showing Respect: 
Be very respectful 
Courtesy & respect by all staff 
Greeting and communicating with teens at 
the front desk with respect and sensitivity 
is as important as the conversations that 
happen during clinic visits. 
Provider is friendly and respectful to the 
students. 
H       /               ’          ) 
Respectful treatment 
Non-judgmental 
Judgment-free attitude expressed by 
providers/staff 
Effective communication-non-judgmental, 
clear 
Be non-judgmental in response to them, 
even when it is hard. 
Unbiased Care 
Teen needs to feel that we are not judging 
them as a person 
D  ’                   T       ’    w    
show how sensitive they are, but will feel it 
inside 
Culturally sensitive approach 
Socio-economic sensitive approach 
Genuinely like to work with tweens and 
teens. 
D  ’                                       
Be honest as you can even in difficult or 
stressful situations 
Honesty 
Clinicians and staff need to feel a truthful 
concern for the teen patients (students) 
Sensitive to needs 
Compassion 
Trust 
Trustworthiness 
Staff attitude—respectful, supportive, 
honest, trustworthy, friendly 

 

Make Me Feel Comfortable: 
Cheerful 
Always friendly 
She is outgoing  
Makes conversation 
Always happy to see you 
They make the environment comfortable  
“               w           ” 
“T                       ” 
“                          ’           w  
                    ” 
 Always interested in what you have to 
say and the situation that you are 
presenting to them. 
“A w             w       are coming. So 
           ’                    w    
understand. And like, when it was with 
me, we like, stepped out and I told her 
what this is about, so she could tell 
[name]. And I felt fine. Like, it was -- like, I 
             ” 

 
Reliable: 

Persistent 
Very persistent 
“A                            w          
    w   ’                     w          
you a bit stronger. She would make sure 
that the medicine that she was giving out 
was always --           ’  w                    
then she would try again harder the next 
          w     ’          ” 
“    w                            B          
     ’                    w              
w                      ” 
“       ’                                   
     I’                                    
next day -- at the time she says it to you, 
                 ’                  ” 

 

Working Together: 
Collaborating with teens in decision-
making (mutual goals) 
 

Working Together: 
Makes all your appointments  
 

(Table continues) 
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It is important to listen before giving 
         T                           “       
listens to them. They tell    w          ” 
Active listening 
Listen 
Clarity of information 
Positive approach rather than preaching 
(focus more on positive qualities and build 
on them) 
Discuss confidentiality 

 

“A      ues at home, they try to give you 
like – give you help, counsel, counseling 
like some of them are trained in the same 
thing. Like, more than one thing. So that is 
                    ”                     ) 
“w       ’     ”  
Counselors are very helpful 
“  e talks you through like, how many 
times you are supposed to floss or how 
                          ” 
“I                              I w   
feeling these asthmatic problems. I went 
in there and asked her to like -- again, 
listen to my chest and she was like, you 
sound really bad. Now, I have been pretty 
worse, like conscientious, with me for an 
asthma attack start to finish before. She 
was like, really helpful. Even though it 
w   ’                                    
gave me like, some Albuterol to keep me  
going. Even though I ended up going 
home at the end of that day, it was like still 
-- well, it really touched me that she was 
actually there and that she would give me 
             ” 
“I                        calm you down 
       w   ” 

 
Competence: 

Awareness of adolescent development 
Clinical knowledge/skills 
SBHC staff must be committed to 
continual learning in adolescent 
development, clinical matters and public 
health issues related to youth 
Interaction appropriate for developmental 
age 
Understanding teen behavior 
Willingness to advocate for students in 
school for services SBHC is allowed to 
offer 
The ability to work independently as an 
APRN 
A staff knowledgeable about growth and 
development 
Understanding of adolescent 
development 
Familiarity of community resources for 
students and families 
Trauma sensitive:  Staff needs to 
understand the long term effects of 

Knows Me: 
“T    w              ery helpful. Those 
were the people that I was close was. It 
w                            ”  
“    w     ’       w                    
one time and forget. She will remember 
it from last year, like, and be more 
       ” 
“I             w                       and 
seeing that same person every time 
because when I used to go to my 
doctor, there would be a different lady 
                             ’           -- 
gosh, I have to tell you my whole life 
       A     ’                            
     [    ] I’       going to bring up 
                  O   w   ’  w    ? 
W                         ?  L       ’  
            ” 
“                       -- the worst that 
you think, even if she knows what you -- 
how bad you think it is, is not that bad.  

(Table continues) 
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trauma or second hand trauma exposure 
on a teenager.   
Staff needs the knowledge and patience 
to work with teens with trauma histories 
Ability to provide mental health services 
or help students access them 
Need to have a strong LCSW to refer to 
and one who wants to work 
collaboratively 
Competence—SBHC staff must be 
knowledgeable and competent in 
adolescent development, clinical matters, 
and public health issues related to youth 
Knowledge of adolescent trends 
regarding high risk behavior and social 
norms 
Experienced staff and providers well-
versed with this population and enjoy the 
challenges of working with this very 
dynamic age group. 
Provider has to be comfortable tackling 
the difficult issues-willing to bring up and 
discuss sensitive issues and not back 
down when something is important. 
Healthcare providers/staff comfortable 
with age group 
Adolescent-friendly 

She will treat it as it as. That way it 
makes you feel be              ” 
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Appendix AA 
 

Comparison of NP and Adolescent Perspectives on Clinical Services 
 

NP Perspective Adolescent Perspective 

Comprehensive Care: 
Full range of services available: 
Preventative care, immunizations, 
PE/Sports PE, Acute visits including 
screening/testing STIs, pregnancy, 
Behavioral Health/Dental/GYN on site 
Ability to provide comprehensive care, 
including reproductive health/ 
contraceptive care 
SBHC should be able to handle the 
diverse needs of adolescents 

 
Mental Health: 

Mental health screenings, referrals; 
mental health services provided on-site 
through SBHC 

 
Reproductive Care: 

Reproductive health services or the 
ability to help students easily and quickly 
access them 
Expert knowledge of reproductive care, 
pregnancy prevention, OB/GYN services, 
and services that are offered in 
surrounding areas 
 

Easy Access to Services: 
Availability of Point of Care Testing 
Try to save trips to emergency room and 
keep teen in school 
Affordable 
FREE services or ability to bill insurance 
agents without possibility of EOB or bill 
going home. 
Dispense medications if necessary due 
to no insurance or difficulty getting to a 
pharmacy 
 

Continuity: 
Consistency of staffing: Not having floating or 
rotating providers to enhance trust between 
patient and provider 
 

Medications: 
“                                      
that you, prescribed for you, you can just 
go right down and get it, instead of having 
to get picked up by an ambulance or your 
                      ” 
“                                        ” 
“I                     -- yeah -- I feel like 
prescriptions. Like, the -- I    ’     w   w 
to explain it. How like, [name] could like 
write out prescriptions for people. I feel 
like th  ’                                   
there is like, something wrong with me, 
like, I can just like to go to CVS  and like, 
                                 ’         
have to know. I mean, my mom knows 
about everything when I get like, 
prescriptions for it  I ’        B     ’       
like --   ’                                  
like -- she could do that and it –“ 
Depo-provera 
prescriptions 
Dispensing medications 
Dispensing medications because no 
insurance 
 

Immunizations: 
HPV vaccine/Gardasil 
H1N1 

 
Laboratory Tests: 

STD/HIV testing 
Pregnancy test 
Throat cx 
Blood draw 

 
Mental Health: 

I also picked mental health care because 
sometimes people feel like, you know, bad 
about themselves and things like that. So 
they are always there to tell them, you 
know, you are not alone, just whatever. 
I picked mental health care because um, 
they really talk to you and help you with –  

(Table continues) 
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 if you are feeling bad about yourself or 
something.  
Counseling 
Mental health 
Because there is times where I have 
mental breakdowns in school. Like, I have 
anxiety and stuff, so I have moments 
where I like -- my heart starts racing and I 
                      w           ’  
        I    ’                               
Then I start thinking stupid things that I 
       ’      now that there is somebody 
here that can actually see me and help 
me calm down, it helps me more because 
  w I    ’          w                      
on my own inside of school. I have 
somebody who I can see instead of 
waiting until I get out of school. And then 
  ’                    w            ’       
pointless. I want somebody who I can 
come to and talk to automatically and I 
   ’                                 
              ”  
“T                                   
because they know a lot, so they support 
                  T   ’  w   w           
     I                   ’    z   T    
keep -- they hold me down most of the 
     ” 
 

Crisis Intervention: 
“                            ” 
Family problems 
“B                       w     I      
mental breakdowns in s      ” 
Collaboration among staff for students in 
crisis so have access to care if needs it 
crisis intervention 

 
Acute Illnesses or Injuries: 

“T                                          
because that is every day with colds and 
sore throats and stuff like that. Especially 
you are in a school, so you come in 
contact with people daily. And so I feel like 
you need to get treated with that ASAP 
      ’                                      
   ’                              ” 
“                                     big 
illness or like you were, like, a big incident 

(Table continues) 
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or got hurt. They would take the time out  
of their day to like, call you out of class or 
when they see you in the hall, to come 
and ask how you are or if you still need 
any help or if you got any better from them 
w                    ” 
“                                        
they will take the time out of their day, and 
like, change the bandages and apply 
whatever needs to be done to the wound 
                               ” 

 
Nutrition and Weight Counseling:  

“I                              w      
counseling because like, I feel like, like a 
regular place -- like where you usually 
would get your appointments and stuff, 
like they care more for their job. Where 
        ’  -- like, here, th      ’  -- they 
just do it to benefit you, not -- I    ’  
   w ” 
Nutrition counseling 

 
Physical Examinations: 

Physicals 
Sports physicals 
“Y     ‘C     -- I    ’     w  I           
            ’                               
physicals. Especially since like, the whole 
Obamacare thing, people -- a lot of people 
lost their -- what is it? Insurance, yeah. So 
I mean, this is like a free and easy way to 
      ” 
Physicals for sports, school, camp 
 

Reproductive Care: 
The shot 
“A                                   were 
                     ’     w           
        ’  w                       w      
Like, they will keep the secret and like, 
     w             ” 
“P              --     I’       
comfortable with talking about that stuff 
w        ” 
“R                     use if you think 
                             ’     w      
        ” 
“I                                   
   …                              ” 

(Table continues) 
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“I         ’                                   
give out condoms and stuff like that, to 
make sure that they prevent teen 
pregnancies and things that they can take 
care of. They want the kids to have a 
future and not to become parents at early 
   ” 
Condoms 
“                                 ” 
 

STI Testing and Treatment: 
“I      TD     HIV           ecause uh, I 
feel like -- well, here I feel you kind of 
have to be tested and other places, not 
          ’                             I      
                             ’               
safe than sorry. 
“Y                 ’                        
the case they do, the treatment should be 
               ” 
“I  I w                                   
of the list, it would be reproductive care, 
actually. Or STD. Or not STD, but HIV 
testing. Because if you do that, that is 
your own problem, personally. Because 
y          ’                      -- those 
risks at this age anyway, so. And that 
                w          ” 
“W     I                            I       
you should have testing, but then further 
                                 ” 
“Y                 HIV   eatment that we 
w                   I    ’               ’  
really required in high school, because 
most cases are older people. But it would 
be good to have it anyway because you 
may be in that small group of the people 
that are young and contracting it and the 
               BHC                  ” 
“I                                       
would be the STD, HIV, because it would 
              w             ’       
anything and you could find a way not to 
catch it.  TD            I w     ’        
my real                 ” 
“W            x                          -- 
like, we may have a boyfriend or we may 
do other partners, but like, I remember, I 
    ’        my boyfriend at one point that  
I’  w      w               w          

(Table continues) 
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without a condom and now instead of 
going all the way to Grand General 
Hospital, waiting, making an appointment, 
I came here the next day, asked her to do 
it, she pricked me, send it in, next day it 
was back.  Instead of sitting here and 
waiting a long time. Because     ’    
                           ” 
“I           ’                               
the results right there and then rather than 
              w                   ” 
“I               ’  -- that has been 
presented more than anything else on this 
list, to us.  Because we have had 
meetings about stuff like that -- about ten 
meetings this year about HIV and STD 
testing and how they help you with that in 
                        ” 
 

Referrals: 
“Y         w             --      ’          
really, really serious, she will send you to 
community health -- she will put it in 
                                  ” 
Sent to physical therapy 
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Appendix AB 
 

Comparison of NP and Adolescent Perspectives on the SBHC Environment 
 

NP Perspective Adolescent Perspective 
 

Welcoming to All Teens: 
An environment in which the student feels 
safe 
An environment in which the student feels 
emotionally safe 
Environment that is welcoming to the 
LGBT community 
Friendly 

 

Comfortable but Tiny: 
Dental room so small have to have feet 
out the door, cramped in there 
W              ’                     ’       
A     ’                        w  
sometimes. 
C  ’                         w   
Need to take your backpack off before you 
enter the door 
Clean place 
“I ’                           L       ’  
clean and there is like, pictures and 
everything else. Instead of just like, dirty 
          ” 
“I ’           ” 
Clean, nice 
“   w                                      
and everything, you are going to be like, 
okay, maybe they are going to do what 
they gotta do what they gotta do and 
           ” 
Organized 
Thin walls 
“A             I                          
kids and little cartoons, but then after a 
while you really get into it. Like, the way 
they put it and the little comments and 
everything. So you start going around and 
    w               ”  
“B                                      
L                          ’                       
when you like, read it, like, you know that 
they are just doing that, it will make you 
want to actually read it and understand it 
more. Because some people, if they look 
                  ’                        
   ’  w                               ’  
plain. So when you put, like, things on it, it 
makes you look at it like, oh, I actually 
want to read this. So there is things in 
there that change your mind about other 
      ” 
“T                 w                        
they make it and then they give to them. It  

(Table continues) 
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                          ” 
“I               ’  w       w           
     ’                  ol-based health 
place and just see like, a picture of guy 
with corroded arteries and drinking and 
                   I    ’  w                 
I w                             ” 
Can be hard to find 
Need more rooms, larger space 

 
 Good Vibes: 

“F                                      ” 
“Y                                w        
       w                  ”  
“I ’       I’              w           L     
                       ” 
“G         ” 
“A            x                            
You are not like, oh my God!” 
“Y        w                                   
I’      ” 
“C          ” 
“Y                      w             L     
there is not one moment where they are 
                  ’            -- when you 
walk in here, you just automatically feel 
like, cheered up, because they are just 
like, happy people. They are good 
       ” 
when you walk in, they ask you right 
 w  ” 
“P                           ” 
“T                 I    ’     w             
me feel really comfortable because like 
my doctors, like, they never smile.  It’s 
like, oh, you are here again?  They judge 
        ” 
“R                     ” 
Understanding 
Non-judgmental 
“I                                           I 
will have a paper cut and I will come in 
    w             w   ’          ? I’        I 
                     ’                  B   
my doctor would be like, why are coming 
    ?” 
“Y                                    
connection after like, one visit. Like, you 
are going to walk back in here and be like, 
oh, okay, I know her. Like, we are cool ” 

(Table continues) 
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“O                   ’                  
again. Like – it’              ” 
“W        w                            “H  
[    ]!”     w               w          ?” 
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Appendix AC 
 

Comparison of NP and Adolescent Perspectives on the Relationship Between 
the SBHC and School 

 
NP Perspective 

 
Adolescent Perspective 

 
Working Collaboratively: 

A good relationship with both the school 
leadership and with staff members goes a 
long way in ensuring the success of the 
SBHC 
Coordinate with the school so staff will 
refer to you and not set up barriers that 
w  ’      w                   E              
cooperation of principals, secretaries, 
school nurses, guidance, and security 
personnel. Good working relationship with 
school personnel 
Coordination with school personnel 
(teachers, guidance counselors, nurses, 
principals, coaches) 
Good working relationship with school 
nurse 
Understanding of the school/BOE policies 
and regulations (re: educational rights, 
services provided by state, town or school) 
Positive relationship with school nurses.  
Positive relationship with principal 

Often they can act as gate keeper to the 
SBHC and if the school nurse is not supportive 
of the SBHC it can affect the functioning of the 
SBHC. 

Working Collaboratively: 
“I      ed out about it from the nurse 
because she told me that instead of my 
mom having to schedule like, an 
appointment somewhere else, like, she 
                                  ”  
“                           w              
are good people there. And then I we     ” 
“I ’                                      
more like, connected with the health 
       ” 
“I w       -- I was gonna go there for 
medication, they said not to go to the 
nurse, to go to the school health based 
                       ’                  
at the nurse. So I did decide to go to the 
school based health center to get the 
                              ” 
“            ’                     [    ]    
                          ’             
[    ] w                        B     ’      
very -- like, why did they send you guys 
         ? I ’    w              w           
guys have your papers signed? Because 
if you have the papers signed, then we 
                   ”  
“I                          I            
                   …                  
like, oh, are you signed up to the health 
center? They could help you out more. 
Like, maybe [24:00] they could like, run 
some tests like, to see like, why like, you 
                ” 
“T                         L     w    I 
first came here, before I was signed up 
here, I went to the um, to the nurse, 
because like, I felt really lightheaded and I 
felt sick. My throat was just killing me. So I 
went to the nurse and they um, they 
      ’                               A   
     I     ’     w I                       
for here and it turned out that I did. So 
they sent me over here and they both  

(Table continues) 
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went and checked on me and stuff. So  
they like, helped each other out. They 
w             ” 
“T    w             ” 
“                                        
center just to make sure, because they 
know better.  And I was like, oh, okay. So 
I          ” 
“A                               w         
      ”  
“T              -- yeah, most of the time 
when I go there, she actually tells me to 
                          ” 

 
 The School Supports the SBHC: 

Referred to SBHC for a physical by the 
coach for football 
New student referred by school to SBHC 
for physical exam 
School announcements 
Athletic trainer sent for physical 
Everything is neutral 
“I          w                    wrong with 
you, like, they will tell you, like, go to the 
school-                    ” 
“I                       ’              
                   w     ’                ” 
“T                                  w    
                                  ” 
“      ketball coach told me one time to 
try to go there and get a physical to play 
           ” 
“T          w       I                      
                           I    ’             
They go like, go to the health center. They 
   ’                             ” 
“W                    --            ’  
going through something and she is in the 
mental -- she said that like, they are really 
good there and they are trying to help 
    ” 
“I         ’                                   
-- the relationship to be between the 
school-based health center and the 
          I    ’            w           
school nurse or the principal and 
         ” 

 
A   T        D  ’   K  w            BHC: 

“I    ’                                    
(Table continues) 
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relationship. I mean, there are kind of  
                  I    ’                      
-- I’                                  ”   
“I                         ’                   
        J                                 ” 
“I            ‘        I           health 
      ?’ A                  ‘T   w   ?’” 
“T                       ’     w           
 BHC” 
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