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Background: Access to healthcare for adolescents, particularly in the domains of sexual and reproductive
health and mental health, remains a critical global challenge. School-Based Health Centres (SBHCs) have
emerged as effective venues for providing necessary health services to underserved youth.

Methods: This review systematically analyzed literature from various databases, including PubMed and
Cochrane CENTRAL, focusing on studies published from 1990 to 2012. The search utilized keywords
related to school-based health care and targeted adolescent health outcomes.

Results: The findings indicate that SBHCs significantly improve access to essential health services, with
a notable increase in the utilization of sexual and reproductive health services among female students.
However, access for male students remains limited. The presence of SBHCs has been associated with
higher rates of preventive healthcare utilization, including screenings for sexually transmitted infections
and mental health support. Despite these benefits, many adolescents still report unmet health needs,
particularly in mental health care.

Conclusion: The integration of nursing and pharmacy teams within SBHCs is crucial for enhancing
service delivery and addressing the health needs of adolescents. Continuous evaluation and adaptation of
these programs are necessary to optimize their effectiveness and ensure equitable access to healthcare
services for all students. Future research should focus on identifying barriers to service utilization and
developing strategies to engage underrepresented populations.
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1. Introduction

Access to healthcare, particularly for teenagers, is
a vital policy aim in several nations, notably
concerning sexual and reproductive health and
mental healthcare 2. In 2009, individuals aged
15 to 19 constituted 41% of all new HIV
infections worldwide and over half of other
sexually transmitted infections (STIs). Globally,
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it is estimated that 11% of annual births occur to
teens 4. Mental health issues are projected to
impact 10% to 25% of teenagers worldwide,
however, their mental healthcare is often
overlooked. Sexual and reproductive health
treatments, along with mental healthcare services,
must be readily available to teenagers, and the
obstacles to access must be overcome.
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At the onset of the 20" century, social activists
spearheaded initiatives to address the needs of
youth in underprivileged communities by
delivering health and social services via
educational institutions, although such services
were frequently rendered through voluntary
efforts and seldom formally integrated into
broader health systems Bl The motivation to
provide these services developed over time from
the recognition that the health condition of young
people is intricately linked to their educational
attainment and from the need to deliver an
accessible, consumer-focused service 8, The
benefits of using schools as venues for healthcare
services are evident: schools are frequented by
the majority of young people, they are accessible
to families, they can provide comprehensive and
non-stigmatizing health services, and they can
establish  connections between schools and
communities .

In recent years, official health services have been
established inside schools, creating a ‘one-stop-
shop' that offers a full, integrated preventive
health service, including medical, nursing, and
mental healthcare for youth 1% 3. This healthcare
delivery approach has gained prominence
specifically in the United States. In 2008, the
National Assembly on School-Based Health Care
(http://www.nasbhc.org) identified almost 2,000
school-based healthcare (SBHC) programs
operating nationwide. Nonetheless, despite their
prevalence in the US, service provision remains
inconsistent, with care extended to around 2% of
young individuals enrolled in educational
institutions 2, Evidence indicates that SBHC is
prevalent in the UK, including only nursing care;
nevertheless, these services are inequitably
dispersed and results are seldom recorded [,
Concerning other nations, especially medium and
low-income countries, there is almost an absence
of verified information. South Africa is now
undertaking the development of SBHC as a
component of its primary healthcare re-
engineering initiative 141,

Referred to as 'school-based health care (SBHC)',
'school-based health clinics', or ‘school-based
health centers' (SBHCs), this method of
healthcare delivery is regarded as one of the most
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effective strategies for providing comprehensive
primary and preventive health services to youth,
particularly those typically underserved by health
services [1>171 While they often do not engage
with young individuals who have already
disengaged from education, are homeless, or
jailed, data suggests they help mitigate school
dropout rates and the emergence of dangerous
behaviours.

SBHC seeks to deliver fundamental primary care
services, address obstacles such as transportation
challenges, insufficient community resources, and
inconvenient locations or scheduling systems, and
can also engage with various health determinants,
including  public  health initiatives  and
environmental modification strategies [1&21],
Provision may range from fully equipped,
permanently staffed centres with medical,
nursing, and auxiliary personnel to clinics
providing nursing services for only a few hours
weekly [22-26],

Despite the existence of literature on school
health services in general, encompassing
comprehensive services situated within schools,
specialized adolescent health services, school-
linked services at local health centres catering to
multiple schools, and various outreach services,
there appears to be no known review specifically
addressing the role of school-based healthcare,
defined as services located on school premises
and serving the student population. We aimed to
evaluate the data about the impact and cost-
effectiveness of SBHC on adolescent sexual and
reproductive health, as well as mental health,
which are critical problems during this
developmental stage. We aimed to evaluate the
efficacy of SBHC, examine variables affecting
youth use of SBHC, and delineate relevant
contextual elements that facilitate or hinder the
creation of SBHC.

2. Methods

Databases including  Pubmed, Psychinfo,
Psychnet, Cochrane CENTRAL, and Web of
Science were queried for English-language
publications from January 1990 to March 2012,
utilizing the search terms ‘School-based health
care’, ‘School-based health service’, ‘School-
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based health clinic’, and ‘school-based health
centre’, supplemented by the subterms:
adolescents, youth, high schools, health,
prevention, HIV, mental health, reproductive
health, and sexual health. We opted not to
examine research before to 1990, since we aimed

to assess models of SBHC relevant to
contemporary health system delivery.
3. Health clinics in schools and the

psychological wellness of adolescents
Notwithstanding the relatively established history
of SBHC in North America, there exists a
surprising paucity of substantial scientific data
about its efficacy in relation to sexual,
reproductive, or mental health outcomes. No
randomized controlled trials are known, and the
outcomes of research using a comparison group
have been inconsistent. Nonetheless, several
researches have shown that students get more
concentrated preventive healthcare. Ethier and
colleagues [?1 discovered that girls attending
schools with  school-based health centers
exhibited higher odds of reporting receipt of
pregnancy or disease prevention care (adjusted
odds ratio, AOR=1.68, 95% CI, 1.16 to 1.80),
utilization of hormonal contraceptives during
their last sexual encounter (AOR=1.68, 95% ClI,
1.24 to 2.28), and a greater likelihood of being
screened for sexually transmitted diseases (STDs)
(AOR=1.85, 95% CI, 1.43 to 2.40). Moreover,
female students at institutions with School-Based
Health Centres (SBHC) had a higher likelihood
of using emergency contraception during their
most recent sexual encounter (AOR=2.1, 95% ClI
1.08, 4.22). Nonetheless, access to SBHC did not
affect boys' receipt of reproductive healthcare.
Kirby 122 presented inconclusive results about the
impact of SBHC on sexual and reproductive
health outcomes in six intervention schools
relative to four matched comparison schools. In
summary, there was no data indicating that SBHC
decreased the pregnancy rate.

Nevertheless, the schools provided somewhat
different offerings. For instance, merely three out
of the six ‘intervention' schools offered
contraceptives on-site, and only one of these
institutions indicated a statistically significant
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increase in contraceptive use during the last
sexual encounter among its students compared to
the control school (boys, 78% vs. 61%, p <0.001;
girls, 75% vs. 60%, p <0.001). The integration of
SBHC with an in-school instructional initiative
cantered on HIV in a neighbourhood with
elevated incidence resulted in a significant
increase in reported condom use at a different
school (boys 61% vs. 41%, p <0.001). The
authors propose that addressing concerns
prioritized by unique school communities may be
more beneficial than a uniform strategy to
providing. Nonetheless, this complicates the
comparison of school programs and the
assessment of the overall efficacy of SBHC. The
research by Kisker and colleagues 128! examined
the results of kids from 19 US schools with
school-based health clinics funded by a specific
agency to a nationally representative sample of
students. They presented heterogeneous and
incongruous results. For instance, they propose
that SBHC may have diminished the initiation of
sexual activity (67% vs. 70%, P=0.05), yet SBHC
students exhibited a lower likelihood of
contraceptive use at last intercourse compared to
the nationally representative sample (75% vs.
80%, P=0.05), with no discrepancies in
pregnancy rates (25% vs. 25%). They found that
SBHC had decreased the proportion of students
who had contemplated suicide (21% vs. 22%,
P=0.01), but there was no change in the rates of
those who had tried suicide compared to the
national sample. A potential reason for these
conflicting  results is  that  significant
methodological difficulties existed in the
research, since the comparison students may have
had access to SBHC, hence failing to serve as a
genuine comparison group.

4. Access to and consumption of services

A significant portion of the data for SBHC has
originated from descriptive studies that have
investigated service access and usage, with the
bulk of retrieved articles focusing on these
aspects. Data indicates that girls predominantly
utilize services more than boys [16 17, 29-38-40]
Furthermore, students reporting significant
mental health challenges, including suicidal
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ideation, sleep disturbances, and depression, were
more inclined to utilize SBHC compared to their
counterparts without such difficulties [7 4% 42,
Several researches indicated that regular users of
SBHCs had more mental health needs compared
to their counterparts 17 30 31 36 42 “\while one
study did not corroborate this finding %, Jepson
and colleagues identified that the predominant
reasons for using mental health services were
related to pregnancy and sexuality concerns,
depression or interpersonal conflict, and violence
361 Individuals of SBHC were frequently
characterized as engaging in higher risk
behaviours, such as unprotected sexual
intercourse, drug abuse, and suicidal tendencies,
compared to non-users of the services 12 15 17, 43-
47 Adolescents having access to SBHC got more
mental health care than those in schools without
SBHC, and there seemed to be a cost efficiency
advantage when compared to those not exposed.
Consequently, SBHC can effectively engage
teenagers with the highest degree of need.

SBHC has been recognized for improving
adolescents' access to medical, mental health, and
substance  abuse  services;  however, a
considerable number of students continue to be
underserved, especially regarding mental health
care, as many students with access to SBHC still
report not seeking the necessary assistance.
Consequently, school-based health services do
not consistently serve as the main healthcare
provider, and children continue to report
emergency department visits, although sometimes
less often than those without access to SBHC.
Consequently, it is essential to explore strategies
for implementing SBHC to optimize accessibility
and service capacity.

5. Rationale for the use and non-utilization of
School-Based Health Centers (SBHC)

Several researches investigated the rationale for
the use and non-utilization of school-based
healthcare. The predominant cause for non-
utilization was students' belief in their own
health, leading them to feel that school-based
health services were unnecessary; moreover,
having a personal physician and, to a lesser
extent, worries about confidentiality and parental
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disapproval were contributing factors [15, 31, 34,
40]. The primary reason cited for use was ease of
access [31, 34]. Ninety-one percent of students
believed they received the desired service, and
92% expressed varying degrees of satisfaction
with the services provided. Mental health
services, reproductive health services, and
medical services were the predominant reasons
for using SBHC 7 4% 47 and a significant
percentage of sexually experienced students said
they would use SBHC for reproductive health and
STI services when offered B4, Furthermore, these
services primarily attracted female students from
lower socioeconomic backgrounds and those who
inconsistently  utilized  contraception 4,
underscoring the capacity of SBHC services to
engage adolescents deemed ‘high risk,” who
would gain the most from such preventive and
early interventions.

Although adults involved in planning SBHC may
prioritize pregnancy prevention, it is as essential
to address the needs of young people, which often
include discussions about physical changes,
relationships, family dynamics, and psychological
well-being 1. UK research examining use
trends, attendance motivations, and perceptions
of services in 16 high schools revealed that the
service appealed to typically marginalized
students, including males, those with lower
academic abilities, and those engaged in sexual
activity at earlier ages 2. A comprehensive array
of sexual and reproductive health services was
implemented.  Barriers  accessing  services
included shame, cultural concerns, and
apprehensions over confidentiality. Alternative
methods must be identified to engage non-users,
especially males ™71, A notable proportion of
respondents in the UK research indicated that
they primarily sought assistance from friends and
family, underscoring the potential benefits of peer
support and counselor training initiatives 2%,

6. Contextual factors

Billy and colleagues ™ examined contextual
factors affecting the provision of SBHC and
found, as anticipated, that U.S. states with
regulations supporting school-based programs
and kids with health-related risks were more
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inclined to provide such services. The availability
of accessible healthcare facilities in the local
community sometimes hindered the provision of
school-based health services, with more wealthy
towns often offering School-Based Health
Centres (SBHC) more frequently than their less
affluent counterparts. The authors asserted that
emphasizing the health issues of students in
particular localities might catalyse the delivery of
necessary assistance. Well-trained personnel
capable of effectively communicating with
adolescents,  robust referral  mechanisms,
sufficient follow-up treatment, and coordination
between healthcare providers and educational
institutions may enhance service delivery and
efficacy [,

The significance of planning for the
establishment of SBHC cannot be overstated 91,
If local accessible and sensitive services are
already present, such a service may be
unnecessary. It is essential to investigate sources
of both opposition and support within the
community. SBHCs are often seen as
‘contraceptive clinics' that may promote early
sexual activity among youth, leading to limits in
school district policies [?°1. Nevertheless, such
apprehensions  lack empirical  basis 22,
Nonetheless, planners must be prepared to listen
and guarantee the provision of complete services.
This may also assist in reducing the stigma
associated with attending SBHC for students.
Educational and healthcare personnel may oppose
the establishment of SBHC owing to the
ambiguity of professional boundaries, heightened
responsibilities, and greater effort. Establishing a
representative advisory board throughout the
planning phases for each school is advisable to
ensure that the approved SBHC model addresses
the specific requirements of the local community,
rather than wusing a uniform approach. An
additional crucial factor is to the incorporation of
SBHC services into established care systems. The
placement of SBHC in underprivileged areas may
lead to these centres serving as primary care
providers, necessitating excellent coordination of
referral systems to other care sources and the
establishment of robust collaborations with
communities (1232451,
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The financial source for SBHC requires attention
due to the enduring demands of teenagers in
educational institutions. In the majority of the
documented research, money was mostly sourced
from the government. Guo and colleagues [“6]
evaluated the cost-benefit of SBHC using a quasi-
experimental  repeated measures  method,
including data from medical assistance claims
and parental reports. They determined that SBHC
was economically advantageous within the
medical assistance framework and contended that
it also benefits society by diminishing health
inequality gaps.

7. Conclusions

SBHC seems capable of delivering services to
often underprivileged youth, especially in the
realm of mental health care. Nevertheless, there is
an urgent need for additional rigorous study about
the efficacy of SBHC on sexual, reproductive,
and mental health outcomes, particularly focusing
on the factors that promote service use among
young individuals and the barriers that deter
others, especially males, from using these
services. Meticulous preparation and cooperation
with youth, parents, and local communities are
obviously essential. School-based health services
may not serve as the primary source of healthcare
due to their restricted coverage of schools, limited
services offered, and operational hours (i.e.,
closed on weekends and holidays). Health
policymakers must ensure a seamless integration
with conventional healthcare delivery systems.
School-based health services should ideally serve
as a supplementary resource and not replace
existing community health resources 71,

The existing data on the efficacy of SBHC on
adolescent sexual, reproductive, and mental
health is both significantly constrained and
ambiguous. If further research can establish the
basic requirements for comprehensive SBHC
services and determine effective interventions
using proper and rigorous procedures, it may
provide a viable solution for addressing critical
adolescent public health concerns. However, until
that point, despite intuitive and anecdotal
reasoning suggesting its efficacy, we lack the data
to confidently assert its usefulness.
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