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Child & Adolescent Health Center
Program Profile
1. Mission/Vision
The Child & Adolescent Health Center (CAHC) program goal is to achieve the best possible physical, intellectual, and emotional status of children and adolescents by providing services which are high quality, accessible, and acceptable.  

2. Program Description

The CAHC Program provides base funding support to 61 clinical child & adolescent health center and 9 School Wellness Program adolescent health center model health delivery sites throughout Michigan.

The clinical adolescent health center model provides on-site primary health care, psychosocial, health promotion/disease prevention education, and referral services through either school-based/school-linked health centers. The School Wellness Program health centers focus on limited clinical services, mental health services, case finding, screening, referral for primary care, and providing health education services (no primary care services are provided).

3. Target Population

· Uninsured, under insured, and publicly insured children age 5-10 and youth age 10 through 21 is the main target population; although privately insured youth are also served through the health centers.
· Centers also see children of the adolescent population, as well as other community members in need of services. 
4. Objectives

· Increase access to quality primary care and mental health services among vulnerable children and adolescents.
· Improve health status of children and adolescents by providing services including physical exams, immunizations, care for acute and chronic illness, HIV counseling and testing, STI testing and treatment, individual, group and/or family counseling, evidence-based clinical interventions and health education programming.

· Ensure quality service provision for clients by requiring health centers to have quality improvement plans.

· Ensure quality service provision for clients by conducting site reviews in each health center at a minimum of every three years.
· Increase the number of publicly insured children and families by facilitating enrollment in Medicaid and other public insurance programs.

5. Outcomes

· The total number of unduplicated children and adolescents served through the 62 clinical centers was 35,010, which represents a 21% increase over the past five years (2010 MDCH Legislative Report).

· Clinical health centers provided 13,442 immunizations and 45,112 general medical services to at-risk children in Michigan (2010 MDCH Legislative Report).

· CAHCs reached 316,631 children and adolescents through health education programming (2010 MDCH Legislative Report).

· CAHCs enrolled 2,124 children and families into Medicaid and provided 390,762 Medicaid Outreach and Public Awareness activities to eligible families (2010 CAHCP Medicaid Outreach Report).
· For every state dollar allocated to the CAHC program, Michigan receives more than $2 in matching Federal funds to support CAHC services. In FY10/11,  state CAHC program support through School Aid funding totaled $3,557,300; with the enhanced Medicaid match rate, an additional $7,114,600 in federal Medicaid funding  came to Michigan for the program. The total $10,671,900 in funding supported 68 health centers. 

· Newly established CAHCs participating in an MDCH immunization improvement study increased the number of students with completed immunization schedules by 23.6% over the course of the 2006-07 school year.  These schools averaged an 83.9% immunization compliance rate post intervention, as compared to 60.3% pre-intervention rate (2007 MDCH CAHC Immunization Study).
· The Chlamydia/gonorrhea screening project among 12 centers in FY09/10 found that 16.5% of clients who were screened were infected with Chlamydia (512 out of 3094). The rate of asymptomatic Chlamydia was ~ 57% of females and 75% of males, who likely would not have otherwise been identified or treated. Treatment was provided on-site to 99% of those who tested positive for either infection. 

· The findings from the Michigan Evaluation of School-Based Health (MESH), a three-year outcome study conducted by Michigan State University, indicate that health centers are associated with a wide range of health benefits. Compared to non-users, users of health center services reported significantly better health outcomes and behaviors including greater satisfaction with health, greater self-esteem, less physical discomfort, engaging in more physical activity, eating healthier, greater family involvement and more active social problem-solving skills. 
· The MESH study also found that the rate of excused absences (e.g., for illness) decreased more among health center users than among those that did not use CAHC services.  
6. Providers/Partners

Agencies involved in delivering these services include local health departments, FQHC’s, hospitals, and community organizations. The centers are located across the state. Staffing patterns vary from center to center. It is most important that clinics are comprised of staff that is culturally sensitive and trusted by adolescents. The required staffing pattern is a combination of full and/or part-time positions (a minimum of 30 hours per week is required of medical providers for most centers).
7. Future Trends/Issues
· The need for comprehensive behavioral health services for children and adolescents remains as one of the biggest unmet needs facing this program. Multiple barriers to care exist, including billing/reimbursement and paneling issues, availability of providers where youth are located (e.g. schools), stigma associated with receiving services, etc.
· The demands for CAHCs exceed the current program’s capacity.  Additional funding is needed to establish additional centers in other high need, medically underserved areas of Michigan, including rural areas.
· Development of incentives for progress on performance-based measures. For example, the need for an establishment and expansion of common effectiveness, efficiency, and quality indicators (metrics). Also, the development of a health center performance grading system using a tiered approach, based on site review performance. Finally, the implementation of a new, standardized system of monitoring progress on processes and outcomes known as “Goal Attainment Scaling.”

8. Funding

$3,557,000 School Aid funding within Michigan Department of Education
The CAHC funding in School Aid is Medicaid matched at an enhanced rate esulting in an additional $7,000,000federal Medicaid funding for a program total of $10,557,000
In addition, each clinical center is required to collect third-party revenue and to collect fees through a sliding fee scale.  Local community funding and support are required, with the local agency providing at least a 30% match of the state allocation.

9. Return on Investment/Cost Savings

A series of studies funded by the Health Foundation of Greater Cincinnati (A Prescription for Success) documented that school-based health centers generate a $2 return on investment for each $1 spent on operating costs (including but not limited to healthcare savings  due to decreased hospitalizations, ER visits and otherwise lost family productivity, work-time and transportation), increase access to services at no significant additional cost to the healthcare system, save money on care for children in rural areas, and encourage the use of more appropriate healthcare services.

To calculate such values for all centers for all outcomes would be an arduous effort due to the large volume of clients seen, and services provided, in the health centers. One example of value of successful outcomes can be demonstrated by examining results of a Chlamydia/gonorrhea screening project (testing and treatment) which included ten clinical centers. This project found that 16.5% of clients were infected with Chlamydia.
Within these centers, 364 cases of Chlamydia were asymptomatic and would not have been identified and therefore not treated without the services of the clinician. Research has demonstrated that 30% of untreated Chlamydia infections will develop into pelvic inflammatory disease (PID), at an estimated cost between $1,060 and $3,180 per case. If 30% of these 364 cases (109) had gone undetected, untreated and developed into PID, there would be a projected treatment cost of $115,540.The estimated cost of testing and treatment for these 109 youth is $14,170 (at $32 per test). This $14,170 represents a savings of $101,370 for the cost of treating PID. This savings estimate does not take into account costs saved for potential infertility as PID is the leading cause of infertility.

It is important to note that not all outcomes can be quantified in dollar value, for example reduced school absenteeism can be measured but not necessarily translated easily into a dollar value. The MESH study found that excused absences of students at established health center sites decreased over time compared to students at implementation sites. 
 As another example, youth who have chronic conditions diagnosed and treated may have improved quality of life, or avoid life-threatening exacerbations of their condition. While some of this value can be translated into dollar value (e.g., reduced emergency room visits/reduced cost of care) there are outcomes which are not easily quantifiable in terms of dollar value (e.g., quality of life, avoidance of life-threatening exacerbations).

10. Website Address/Contact Information

Contact: Taggert Doll, MS
   Child and Adolescent Health Centers Program Coordinator


   PH:  (517) 335-9720


   www.michigan.gov/cahc
