Grand Valley State University

ScholarWorks@GVSU
Masters Theses

Graduate Research and Creative Practice

4-7-2017

Effect of Michigan State-Funded Child and
Adolescent Health Center (CAHC) in Directing
the Health and Wellness of West Michigan's
Oakridge School District
Amber M. Bytwerk
Grand Valley State University

Follow this and additional works at: http://scholarworks.gvsu.edu/theses
Part of the Public Health Commons
Recommended Citation
Bytwerk, Amber M., "Effect of Michigan State-Funded Child and Adolescent Health Center (CAHC) in Directing the Health and
Wellness of West Michigan's Oakridge School District" (2017). Masters Theses. 838.
http://scholarworks.gvsu.edu/theses/838

This Thesis is brought to you for free and open access by the Graduate Research and Creative Practice at ScholarWorks@GVSU. It has been accepted
for inclusion in Masters Theses by an authorized administrator of ScholarWorks@GVSU. For more information, please contact
scholarworks@gvsu.edu.

Effect of Michigan State-Funded Child and Adolescent Health Center (CAHC) in Directing the
Health and Wellness of West Michigan's Oakridge School District
Amber Marie Bytwerk

A Thesis Submitted to the Graduate Faculty of
GRAND VALLEY STATE UNIVERSITY
In
Partial Fulfillment of the Requirements
For the Degree of
Master of Public Health

College of Health Professions

April 2017

Acknowledgments
I am grateful to those that have sustained and inspired me along the way. For those who have
shared their insight, moral and emotional support.
It is with exceptional gratitude that I thank my Thesis Committee Chair, Dr. Azizur Molla of the
Public Health Department at Grand Valley State University. From our first time talking together,
he set the bar high for me and I cannot thank him enough for continually expanding my limits.
And had it not been without the additional aid from a team of passionate professionals, this
project would have not been successful. Thank you to: Dr. Sango Otieno and his team for their
statistical eyes; Oakridge Public School for providing me the opportunity to work with your staff
toward amazing advancement; my committee for their brainstorming and late night emails; and
the entire Public Health faculty at Grand Valley for their enduring faith, support and unrelenting
encouragement. I am blessed and grateful for every critique, direction, and smile along the way.
To my incredible parents, whose profound and unconditional love has provided me the endless
encouragement to withstand the tribulations throughout the years. Collin, my fiancé, thank you
for the endless cheer and your unfaltering adoration to support me through anything. This
accomplishment means nothing to me without the love of my family, both here and above.
Thank you, all.

Amber M. Bytwerk

3

Abstract
School-based health centers are an integrated and proactive resource to promote health and
wellness of students, as well as the surrounding community. Literature shows that the number of
school-based health centers are steadily increasing across America, with few looking at their
integration into the population. Within West Michigan, only two such clinics are operational.
Applying data from the Michigan Profile for Healthy Youth (MiPHY) and primary data collected
from school staff and administrators, an evaluation was conducted on the interconnectedness and
behavioral effects of a community branching from the school-based health center. This project is
based on review of: the application of Whole School, Whole Community, Whole Child logic
model; the staff and community integration; and provisions for future improvement. Described
will be the intervention area, Oakridge School District within Muskegon County, while
highlighting the need, desirability, barriers, and challenges of the health intervention.
Through analyzing secondary data from the Michigan Department of Education (MiPHY) and
primary data collection via semi-structured surveys and focus groups, theory application and
community perceptions were assessed.
Data proved the clinic as successfully decreasing barriers to care but conducting minimal
outreach into classrooms and the community setting. Current marketing neglects to provide
community stakeholders with the basic operations of the clinic.
Future implications from the results include: educational directionality, increased community
reinforcement and perceived susceptibility, and increased visibility of the Health Center to better
serve the population.
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Chapter I
Integration of Health and Education
Comprehensive and cohesive integration of a school-based health center has proven to be
an ideal collaboration and intersection of healthcare access, services, and education (Michigan
Department of Community Health [MDCH], 2014; School-Based Health Alliance [SBHA],
2016). School-based health centers (SBHCs), referred to as Child and Adolescent Health Centers
(CAHCs) in Michigan, have the unique ability to provide an array of beneficial health and
behavioral services, targeted toward underserved populations and youth (Michigan Department
of Health and Human Services [MDHHS], n.d.). In Michigan, all operating CAHCs offer
services that aim to promote positive academic outcomes by helping students achieve and
maintain their highest physical and mental operating capacities (MDCH, 2014). Beyond
providing primary care, the 82 currently operating Michigan CACHs focus on mental health,
preventative education and interventions, complete health screenings, immunizations, chronic
disease management, oral health, insurance guidance, and outside referrals to connected
community healthcare institutions (MDHHS, 2016). For the newly operational Muskegon county
Oakridge Teen Health Center, they have focused on fostering an integrated community of
healthcare and access, by establishing an intersection between education and health.
Child and Adolescent Health Centers (CAHCs) Background
The public-school system stands as an established entity within communities as a
sheltered, challenging, and cooperative hub for academic knowledge. More recently, it has been
taking on the role of becoming an access point to quality care, health promotion, social services,
and community engagement (Allison, Crane, Beaty, Davidson, Melinkovich, & Kempe, 2007;
Lewallen, Hunt, Potts-Datema, Zaza, & Giles, 2015; SBHA, 2016). With the governmental
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passage and enforcement of the No Child Left Behind Act of 2001, schools were responsible for
validating another component of their curriculum; the overall learning environment (StrolinGoltzman, 2010). This forced schools into tailoring and implementing programs, with the aim to
create a welcoming and engaging atmosphere that would, correlate with improved academic
outcomes (Strolin-Goltzman, 2010). From evaluations of these programs, school administrators
turned to current literature for ideas. Literature showed that a strong correlation exists between
student health, school learning environment, and academic performance (Strolin-Goltzman,
2010). This generated the hypotheses that opening a school-based health center would provide
access to healthcare and health education, and would contribute to the goal of an optimal
learning environment with improved academic outcomes (Strolin-Goltzman, 2010).
For students living in poverty, a school-based health center can provide services to
minimize the negative effects poverty can have on an adolescent (SBHA, 2016). Child and
Adolescent Health Clinics were designed with the focus of providing access to primary care
services for the uninsured, underinsured, low-income families, minority students and community
members (Allison et al., 2007; Anyon et al., 2013; Clayton et al., 2010; Guo, et al., 2010; SBHA,
2016), while uniquely providing services for unmet behavioral needs (Anyon et al., 2013; Brug
et al., 2008). Targeted programs and provided services within the clinics provide a pathway for
students to advance their social, behavioral, and emotional health (SBHA, 2016). Adolescents
without a reliable point of access for healthcare services, experience insufficient health and are
more likely to utilize local emergency departments to compensate for their lack of a primary care
provider (Allison et al., 2007). Rippling from this improper usage of emergency services,
communities and families witness increased medical costs, overcrowding, and a broken
continuum of care (Allison et al., 2007; Federico, Marshall, & Melinkovich, 2011). These effects
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transfer into influencing the student’s ability to prosper within the classroom and community. By
utilizing schools as a mainstream access point for healthcare, these programs have been shown to
reduce absenteeism and allow for development of protective skills (e.g. social support, selfefficacy) (Clayton, Chin, Blackburn, & Echeverria, 2010; SBHA, 2016).
As schools became aware of the link between health, learning environment, and academic
outcomes, the growth of students collectively has been emphasized. The importance of fostering
a supportive learning environment comes through creating a student body with mental stability
and social vigor (Clayton et al., 2010). These foundational skills are critical regarding a student’s
ability to buffer against engaging in risky behaviors which could lead to decreased health and
academic outcomes (Clayton et al., 2010). Examples of decreased academic outcomes could be
low attendance rates, high drop-out rates, and minimal effort. Additionally, competent academic
skills are also associated with lower rates of engaging in risky behaviors and higher levels of
positive health behaviors (Lewallen et al., 2015; Wade & Guo, 2010). The coordinated schoolbased health center program targeting the biological, behavioral, social, and economic
determinants of health can provide holistic student improvement and establish early prevention
skills for warding off poor health habits (Clayton et al., 2010).
The successful operation of a school-based health center is one of coordinated and
collaborative efforts on the parts of school administrators, teachers, support staff, community
members, local health entities, and prominent members of the area (Clayton et al., 2010; SBHA,
2016). Engaging school staff creates a direct route for early identification and intervention
through awareness (Clayton et al., 2010). School-based health centers have the resource of
utilizing staff’s active roles in a student life in order to detect small changes in student behavior
(Clayton et al., 2010). These can be deviations in motor function, distress, attendance, and
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general behavior (Clayton et al., 2010). Each of these changes can represent different pressing
issues (e.g. food insecurity, housing instability, social isolation), which may affect the academic
learning environment. The school-based health center and their resources are well-equipped to
handle such issues. The universal foci for a school-based health center are in the areas of general
health, health education, psychosocial health, and dental services (Brown & Bolen, 2008). If
enough resources are available they may also offer services for crisis interventions, peer support,
case managements, and harm reduction for substance use disorders (Brown & Bolen, 2008).
These concentrated efforts work toward improving the individual and school-wide environment
for better academic performance and engagement.
CAHC Purpose and Primary Objectives
School-based health centers and Michigan’s Child and Adolescent Health Center
(CAHC) function under the mission to provide sustainable and appropriate health access for
underserved students (Bersamin et al., 2015; Clayton et al., 2010; SBHA, 2016; StrolinGoltzman, Sisselman, Melekis, & Auerbach, 2014). This is an established understanding shared
between the school’s community, local healthcare organizations, and attending student (SBHA,
2016). The understanding is that all entities will work together to support the health and
academic achievements of students (MDCH, 2014; Michigan Department of Education [MDE],
2016; MDHHS, 2016; SBHA, 2016). Through innovative and inclusive programs and services,
Child and Adolescent Health Centers mitigate barriers to healthcare access with reduced co-pays,
flexible hours, ease of access, and comprehensive care services. This helps in the development of
the knowledge, skills, and attitudes of students (Anyon et al., 2013; Brug et al., 2008; Hackley
Community Care, 2016; Salgado de Snyder et al., 2011; UCLA, 2010).
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Opening schools as an access point for healthcare, allows for service providers to teach
adolescents appropriate habits healthcare utilization, along with establishing foundational
measures of trust within the healthcare system (Bersamin et al., 2015). They accomplish this by
increasing access to affordable and convenient care services within a familiar student
environment (Clayton et al., 2010). While providing preventative care services (e.g.
immunizations), programs also concentrate on chronic health management pertaining to asthma,
diabetes, and mental health concerns (Strolin-Goltzman et al., 2014). Administering integrated
care models, CAHCs can offer public health-interventions and social environmental adjustment
plans that target influencing components of student health (Clayton et al., 2010).
Child and adolescent health centers implement health and social programs that attempt to
engage and capture a student’s mental, physical, emotional, and social environments. This means
presenting interventions and educations that are age-relevant, along with reinforcing
coordination and accountability within the school (SBHA, 2016). Beyond the CAHC’s mission
of improving the complete health of students, it aims to increase the responsibilities placed on
the school staff and community members for promoting and creating a supportive environment
for positive health behaviors (SBHA, 2016). This places emphasis on the schools to maintain
programs that invite community member participation and for school staff to have active
leadership roles within their classroom and community.
CAHC as a Health Intervention
The Robert Wood Johnson Foundation stated that the solidarity of healthcare services
does not make populations healthy nor does health occur equally (Danis et al., 2010). Each time
a student faces inequalities (e.g. social, physical or environmental), they can act as barriers to
learning. It has been deemed the school’s obligation to provide effective methods for addressing
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these factors, as they relate to educational outcomes (UCLA, 2010). The CAHCs have been
designed to tackle these difficulties through accessible, affordable, and timely health services,
targeting the most vulnerable youth and adolescents (Bersamin et al., 2015; Brown & Bolen,
2008; Guo, Wade, Pan, & Keller, 2010; Herman, 2015; MDHHS, 2016). Most clinical program
and intervention successes are limited by the compounding influence of lack of access,
adherence, and funds (Frieden, 2010). To combat this, programs based within the school provide
revenues for repeated and sustained programming.
Refining adolescent health means continually linking everyday improvements with
friends, peers, and families to establish effective and concrete self-awareness (Frieden, 2010;
Viner et al., 2012). The most effective interventions are those that break into creating changes
within social and community structural (Viner et al., 2012). Health related behaviors that
produce the diseases responsible for most of society’s morbidity and mortality, are established
during adolescence (Brown & Bolen, 2008). These risky behaviors can be classified as tobacco
use, low consumption of fresh foods, and minimal physical activity (Brown & Bolen, 2008).
Paring the medical and educational services provided at a CAHC with community support and
reinforcement, combine to make an intervention program more likely to be successful
(Flaspohler, Meehan, Maras, & Keller, 2012; MDCH, 2014).
School-based health centers address issues and barriers experienced by vulnerable
populations in their struggles to access healthcare services (SBHA, 2016). They can service
individuals in coordination with existing Primary Care Physicians (PCPs), or they can serve as
the main center for healthcare services and PCPs visits (Hackley Community Cares, 2016). If the
OTHC is serving a continuum of care access point, open communication is maintained through
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electronic health records and coordination between local Mercy and Hackley resources (Hackley
Community Cares, 2016).
The number of currently operating school-based health centers and CAHCs nationwide
have seen a 20 percent growth since 2010, with 2,315 facilities operating within public schools
and addressing healthcare access issues (SBHA, 2016). With their unique location in schools
visiting a CAHC requires no travel time for appointments, no work-leave for parents to transport
children, no formal absence from class, and minimal up-front costs for users (MDHHS, 2016;
SBHA, 2016). Nearly 25 percent of adolescents suffer from a chronic medical condition and a
CAHC can be a critical and feasible access point, promoting a continuum of care (Michael,
Merlo, Basch, Wentzel, & Wechsler, 2015). From a community integration benefit, more than
two-thirds of CAHCs report that their client pool goes beyond just that of their students and into
neighboring communities (Keeton, Soleimanpour, & Brandis, 2012). Schools with operating
health clinics report higher perceptions of school and community engagement, along with
improved utilization of local resources via the school clinic referrals (Keeton et al., 2012).
Economically, the prevention services offered by a school-based health clinic have proven to be
cost-effective tactics in thwarting off costly responsive medical services (Flaspohler et al., 2012).
School-based health clinics serving as points of access and distribution, institute nexuses
between parents, schools, and community organizations, which can promote network resilience
and adhesion (Brown & Bolen, 2008). The association between student academic achievement
levels and parental involvement are indicative of progressive correlations, among white and
minority students (Michael et al., 2015). Providing pathways and opportunities to establish these
relationships is another benefit of a health center through their ability to influence student health
and academic outcomes.
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The effective implementation of a CAHC/SBHC has a distinct impact on measurable
academic indicators. The operation of a CAHC within a school has proven to: reduce emergency
department visits; lower suicide and depression rates; increase physical activity; improve selfconfidence; increase attendance rates; decrease dropout rates; lower suspension rates; and lower
school drug-use (Bersamin et al., 2015; Flaspohler et al., 2012; MDCH, 2014; Michael et al.,
2015; SBHA, 2016). Beyond providing individual outcomes, CAHCs located within Michigan
have provided 39,031 patients information and guidance toward receiving Medicaid benefits
(MDHHS, 2016). These outcomes have been produced from school clinics implementing two
main models of care that use different routes to achieve their mission of improving the wellbeing of those most vulnerable.
Core models and competencies
In order to provide easily accessible primary care services, school-based health centers
also offer pathways through two applied models, the School Wellness Program (SWP) and the
Behavioral Health Model (BHS) (Hackley Community Care, 2016; MDCH, 2014; MDHSS,
2016; SBHA, 2016). Both models provide physical, mental, and dental health services along
with education that promotes a healthy culture throughout the school and community (SBHA,
2016). Through their execution, staff are able to tailor programs based on the variables of their
serviced population’s needs and sociodemographic characteristics (Parasuraman & Shi, 2014).
These two core models respect and acknowledge that adolescent behaviors are heavily
influenced by interpersonal relations, social norms and constructed values (Parasuraman & Shi,
2014). The models along with their basic characteristics are shown in Table 1.
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Table 1
Overview of Core Program Staff Members
Measure

School Wellness Program

Behavior Health Model

Full Time Staff

RN, PA

RN, PA, Behavioral health

Rotating Staff

Dental hygienist,
Behavioral health

Dental hygienist

Initiatives to improve holistic health are supported from outside resource collaborations
meant to supplement services and influence student’s lived environment. These integrate family
resource management and community aspects that are dependent on available resources and the
population. As a result, schools and their local health entities can select the model that is more
appropriate for their specified outcome goals and serviced population.
School wellness program (SWP). The School wellness program uses preventions
techniques through comprehensive screenings and provision of health education materials
(Hackley Community Care, 2016; MDHS, 2016). This model employs a registered nurse (RN), a
physician’s assistant (PA), and dental hygienist to provide health education, services, outreach,
primary prevention methods (e.g. immunizations), and referrals to local health service providers
(Hackley Community Care, 2016; MDHHS, 2016; SBHA, 2016). These services are provided to
promote academic achievements by aiding students in reaching their optimal levels of mental,
social, and physical health (MDCH, 2014). Based on a rotating schedule, the SWP model pairs a
mental health counselor with the in-house primary care provider (MDHHS, 2016). To schedule
mental health appointments, students are encouraged to first see their school provided counselor,
and then they may be referred to an appointment with the mental health counselor. For crisis
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management, plans are also put into place that are location, time and resource specific (MDHHS,
2016).
Behavioral health model (BHS). The more comprehensive mental and behavioral model
for school-based health clinics is the behavioral health model (BHS). The BHS boasts a full-time
licensed mental and behavioral health counselor staffed within the clinic during all operating
hours (MDHHS, 2016). They provide students with services for counseling, mental health
education, and resource and referral provisions aligned with local resources, and clinic specific
target outcomes (Hackley Community Care, 2016; MDHHS, 2016). As the behavioral health
specialists is always in office, walk-in appointments are accepted for routine follow-ups or as
outlined in an electronic continuum of care. The BHS model expects that patient services remain
confidential, but that appropriate coordination occurs between school counselors, teachers, and
parents to assure students are receiving needed accommodations.
Relationship with the Michigan Department of Education (MDE)
Branching from the executive oversight and support from the Michigan Department of
Education [MDE], CAHCs have been recognized for their impact within schools toward
achieving better health and academic outcomes (MDE, 2016). Per the State and National
requirements for school-based health centers, this crossroads of health and education is to be
utilized for targeted health and behavioral interventions corresponding to their served community
(MDCH, 2014; SBHA, 2016). Although each state is required to establish their own measurable
goals and outcomes, core objectives are similar for every individual health center.
Michigan has outlined four primary services that are to be provided by each CAHC:
primary care and mental health services; health assessments; acute illness treatment; and
medication management (Hackley Community Care, 2016; MDCH, 2014). Clinics funnel their
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efforts toward achieving improvement in these specific areas to obtain their main mission of
supporting the well-being of students (SBHA, 2016). By individually addressing these areas their
aggregated improvements foster improvement in educational attainment, engagement, and
enhanced physical and mental health for students (MDCH, 2014). Goals are accomplished
through health programs that incorporate concepts of access, are student-focused, integrated,
create accountability, improve the school culture, allow for coordination of care, and are
sustainable (SBHA, 2016). With focus placed on encompassing these ideas into every location, a
continuum of care can be cultivated within a welcoming school and community environment.
Michigan profile for healthy youth (MiPHY). For a CAHC to establish suitable goals
for their services, they need awareness and baseline knowledge of the serviced community. Part
of the student foundation is gained from the Michigan Profile for Healthy Youth [MiPHY]. The
MiPHY is an online survey that is conducted every two years as initiated in 2008, to Michigan
students in grades 7, 9, and 11 (Guerrant, 2015; MDE, 2016). It was developed from the Youth
Risk Behavior Survey (YRBS) and the Communities that Care Survey, both well-established
tools. These surveys measure high school student engagement in perilous health habits, actions,
school contributions and relations, and community engagement (Guerrant, 2015; MDE, 2016).
Accordingly, the MiPHY survey assesses student health behaviors, risks, and protective factors
based on six central components (Guerrant, 2015; MDE, 2016).
As stated by the MDE (2016), the survey comes at no cost to the school and can be easily
accessed online, requiring 30-40 minutes of class time. It is confidential, anonymous, and
voluntary as parents have the right to opt their students out of survey participation. The survey
questions youth behavioral activities that pertain toward drug use, violence, engagement, habits,
and mentality. It is sectioned off into domains of sexual behaviors, violence, domains of
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individual, family, school, and community, use of alcohol, tobacco, and other substances, weight
and nutrition, and physical activity (MDE, 2016).
Although the MiPHY survey is not required from the MDE, it is endorsed by the
Michigan Department of Education, Michigan Department of Community Health, and Michigan
Department of Health and Human Services (MDCH, 2014; MDE, 2016; MDHHS, 2016). The
MDE and MDCH require that schools complete a rigorous local assessment of their institutions
to comply with funding terms. The MiPHY survey assessment is a method to adhere to these
outlined standards (Guerrant, 2015; MDE, 2016). The data is also disseminated to County
administrators and serves as a comparative baseline for local, county, and state-wide student
activities.
Funding. The MiPHY survey is an acceptable strategy for schools to complete the
necessary needs assessment needed for funding by the MDE (2016). The focus of the mandated
assessment is to monitor if the school-based health improvement initiatives are being sustained
and to ensure that data-driven programs are being implemented (MDE, 2016). One of the
funding bodies is that of the Title IV Safe and Drug-Free Schools (SDFS) program and health
promotion programming (MDE, 2016). To encourage participation, the MiPHY survey was
developed in coordination with SDFS prevention experts to assure alignment and completeness
(MDE, 2016). As funding and sustainability continue to be a challenge faced by CAHCs and
public health programs, securing this state funding is critical for operations and expansion of
school-based health centers (Keeton, Soleimanpuur, & Brindis, 2012).
As CAHCs are positioned to address the unmet needs of adolescents, additional State
funding through Title V, can ensure that centers have resources to effectively operate. CAHCs
also serve as an access point for informing clients about eligibility and application requirements
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for State and Federally funded aid, for which they may qualify. Aligned with this is the
expansion of State Children’s Health Insurance Program (SCHIP) and the benefits that
CAHCs/SBHCs have received from the service extensions (Keeton et al., 2012). Title V funding
is directed toward improving the health and welfare services available for mothers and children.
This directly associates with the overall goal and purpose of CAHCs, resulting in additional
funding for clinics (Keeton et al., 2012). The political support and monetary contributions from
the State level have aided in establishing CAHCs as reputable health clinics that are working to
close gaps within healthcare access (Keeton et al., 2012)
Oakridge Teen Health Center (OTHC)
Pertaining to this project, a newly developed and operating CAHC was reviewed for its
incorporation of staff and the surrounding community members in achieving wellness.
Muskegon County is home to two CAHCs, each serving programs for unique goals and
populations. This assessment was conducted using the data, community, and resources specified
by the Oakridge Teen Health Center. The OTHC is located directly within Oakridge Middle
School building, of Oakridge Public Schools, located within Egelston Township of Muskegon
County, Michigan.
Background. Through a generous donation from a community member the Muskegon
Community Health Project was able to provide Oakridge Public Schools with a community health
worker in 2012 (Hackley Community Care, 2016; Livezey, 2017). Per the donor’s request this
position served to replace a retiring school nurse and to implement programs including lice
treatment, coordinate a fluoride treatment and mobilize a dental unit, and incorporate student
nurses to provide service gaps due to Muskegon County’s Department of Public Health budget
cuts (Hackley Community Care, 2016; Kell, 2017). The role of the community health worker
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progressed into providing client referrals to services in efforts to close the identified gaps in
community resources. The data provided from the community health worker later served as the
bases for the grant application, which resulted in the needed funding for the Oakridge Teen Health
Center.
Received from the Robert Wood Johnson Foundation, the Muskegon Community Health
Project was awarded on merit from the Health Grad program in 2012 (Hackley Community Care,
2016; Kell, 2017). This program served to place AmeriCorps workers in various high school
settings and selected Oakridge as a host location. The AmeriCorps worker had the
responsibilities to adopt policies that worked toward the Coordinated School Health Plan,
insurance identification for potential enrollment in Medicaid/SCHIP, and system screening
improvement for the state-funded Tuition Incentive Program based on Medicaid.
The Muskegon Community Health Project allocated donation funds to hire a community
health worker for three years (2012-2015) to help Oakridge Schools with the lice issue as well as
other health care needs. The community health worker became funded through the Health Project
in 2015 and is now offering services through the Pathways to Better Health of the Lakeshore
through the Healthy Futures Program (Kell, 2017). This Program places community health
workers at two of Muskegon county’s high risk public school systems being Oakridge and
Muskegon Public Schools. The Pathways program utilizes an evidence based practice model
(Pathways Community HUB model) to link clients/patients to the social determinants of care in
order to improve their health (Muskegon Health Project, 2016). The process begins with
community health worker conducts an initial assessment of the client needs and then pathways
are created to assist in areas including medical insurance, pharmacy assistance, housing
assistance, food, pregnancy, smoking cessation, medical home, medical referral, transportation
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and health education (Kell, 2017). Client referrals can come from outside social or medical
sources, or from referrals provided by staff and teachers within the school. The assessment
determines eligibility and identifies access to care, financial issues, and health improvement
barriers. The Community Health Worker can direct Oakridge patients to their School Resource
Center and establish resource connections (Kell, 2017). Once the patient is enrolled and
receiving services, the pathway is closed.
Branching from efforts to coordinate primary and social healthcare services, the Oakridge
School Resources Center emerged to provide eligibility and navigation assistance. The Oakridge
School Resources Network initially included the Hackley Community Care, the Muskegon
Intermediate School District, Oakridge Public Schools, and the Department of Health and
Human Services. The purpose of the Network was to develop other programs and services to fill
the gaps identified through the Healthy Futures and Healthy Grad program and by the Oakridge
School System. The OTHC is sponsored through a partnership with Hackley Community Care
Center, the Muskegon Community Health Project, and the Department of Health and Human
Services (Hackley Community Care, 2016; Kell, 2017).
As of 2013, the School/Family Resource Center changed its name to the Pathways to
Potential Program and operating under the Department of Health and Human Services (DHHS)
(Hackley Community Care, 2016; Kell, 2017). The Pathways to Potential Program targets five
outcome areas in attendance, education, health, safety, and self-sufficiency while relying on
support networks and partnerships to provide comprehensive services to students and families.
The DHHS worker meets with families, the courts, and mental health providers to ensure that
appropriate treatment and services are being coordinated. The Health Project Community Health
Worker also attends these routine meetings to provide additional support and assistance. This is
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another step toward providing the Oakridge community collaborative and inclusive health and
social services.
The OTHC was constructed and opened in December 2015 with initiatives linked to
extensive needs assessment processes and community engagement strategies. The clinic operates
under missions including increasing coverage and access to care, eliminating health disparities,
reducing unnecessary duplication of services, and increasing the use of technology in the
healthcare setting (Hackley Community Cares, 2016). The OTHC has an extensive support
network prepared to provide complete health and social services to qualifying members of the
Oakridge community.
Population served. The Oakridge Teen Health Center services students and families
located within the Egelston township and surrounding areas. The school district had 2,020
students enrolled for the 2014-2015 school year, with 597 attending the High School (Muskegon
Area Intermediate School District [MAISD], 2016). In this population, 74 percent of students
choose to continue their education in a college or university, compared to all of Muskegon
county at 87 percent (MAISD, 2017).
Egelston township, the home of Oakridge schools, has a population of 9,884 people with
93.1 percent being of white non-Hispanic backgrounds and 5.2 percent Hispanic (U.S. Census,
2016). The median household income is estimated around $41,154, constituting 22.6 percent of
their residents to be living below the poverty line (U.S. Census, 2016). This low income area
relies heavily on federal health insurance coverage programs. In Egelston township, 23 percent
of the population is covered by Medicaid and 21 percent are insured through Medicare (U.S.
Census, 2016). Around 85.4 percent of their population is at least a high school graduate (U.S.
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Census, 2016). This community is considered rural and relies on manual labor for much of its
workforce.
To frame this township, comparisons were made to Muskegon county. Muskegon county
is home to 172,128 people, made of 80.6 percent white, 13.7 percent African American, and 5.1
percent Hispanic (U.S. Census, 2016). The median household income is $42,829, qualifying 19.2
percent as living below the poverty line (U.S. Census, 2016). For Muskegon county residents,
88.8 percent of them have graduated from high school or beyond (U.S. Census, 2016). Those
with lower incomes and limited or no healthcare coverage significantly underutilize medical
resources and are less likely to have a seen a physician within the past year (Parasuraman & Shi,
2014). When looking at lower income areas, these trends tend to spread over generations and
quickly become the norm. The implementation of a CAHC can help curb these undesirable
healthcare trends.
Objectives and implementation. The Oakridge Teen Health Center provides services
with minimal to zero up-front fees, flexible scheduling, and in convenient location. Once a
consent form is completed by parents (Appendix A), Oakridge middle and high school students
may access services quickly and confidentially during and after school hours (Hackley
Community Care, 2016; SBHA, 2016). Screenings, wellness checks, counseling, health
education, and oral health services are available on site as well as a trained behavioral health
professional. These services address the main barriers linked to adolescents for reasons why they
do not seek medical services (Allison et al., 2007; Anyon et al., 2013; Brown & Bolen, 2008;
Chokshi, 2010; Clayton et al., 2010; Danis et al., 2010; Evans et al., 2012).
The utilization of schools as an integrated hub for health and education has allowed a
broad spectrum of services to be offered to Oakridge and neighboring community members
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(Hackley Community Care, 2016). They currently offer services in medical, dental, and
behavioral health counseling (Hackley Community Care, 2016). During school hours, staff,
middle, and high school students are able to be excused from class and visit the health center.
After school hours they provide primary services to anyone under 21 years of age (Hackley
Community Care, 2016). In accordance to MDE and MDHHS guidelines, the OTHC’s objectives
relate to attaining improved health outcomes in-line with set focus areas. These areas for
Michigan CAHCs are alcohol, tobacco and other drug prevention, chronic disease management,
HIV/AIDS and STI prevention, nutrition and physical activity, and pregnancy prevention
(MDHHS, 2016).
Utilization of Community Health Worker. Oakridge District maintains its utilization of a
community health worker in replacement of school nurses. This position exists as a frontline
public health worker and a point of contact to coordinated education and services (Muskegon
Community Health Project, 2016). Traditionally, this role has been given to nurses working
within school districts. Due to budget cuts only 45 percent of America’s public schools have a
full-time nurse, making health services a low priority for most schools (DeNisco, 2014). The
community health worker has been appointed to offer client referrals, basic health education,
help with transportation, insurance, housing, medication management, social services and
behavioral health (Muskegon Community Health Project, 2016). Their integration into the
community can provide a trusting face within the system not only to students but also to their
family members. The community health worker interacts directly with a network of resources to
provide clients with pathways to programs that can help them gain social, economic, and health
independence (MDHHS 2016). At Oakridge, this system is known as The Pathways to Potential
(Hackley Community Care, 2016; MDHHS, 2016). Through utilization of the community health
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worker as a liaison between school-based services and community needs, they aid in improving
the home stability and health of Oakridge’s community members and students.
Outcome variables. During OTHC’s inauguration in December 2015 through the end of
their data collection year in October 2017, they were utilized for 117 visits and of these visits
they saw 56 unique individuals (Hackley Community Cares, 2016). This equates to about two
visits per patient within the year of service. Oakridge Teen Health Center services are provided
to middle and high school students during school hours and open to the public after school
dismissal. Students can seek services for behavioral and physical health issues, along with
preventative care measures and education without needing an appointment or worrying about
upfront costs as the OTHC waives all copays for individuals aged 10 to 21 years old (Hackley
Community Cares, 2016). Recently they began to provide more dental services for their students
with two housed dental chairs and a rotating dental hygienist and dentist.
The Oakridge Teen Health Center has provided primary and mental health care to 538
unique patients with these services including 224 immunizations, 873 physical exams, and 717
mental health consultations. Also provided were physical, behavioral, and mental health services
directed at chronic disease management (e.g. asthma control) (Hackley Community Cares,
2016). Educational programs were provided for improved nutrition, decreased aggression,
improved conflict management, improved coping skills, and increased self-confidence (MDHHS,
2016). These services were tracked and maintained by the Oakridge Teen Health Center staff.
Implications of Oakridge Evaluation
Efforts are working toward increasing healthcare access and reducing health care
inequities, local, state and federal agencies have turned toward school-based health centers to
seek diminution of barriers (MDCH, 2014; SBHA, 2016). Through this study the interactions of
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a child and adolescent health center and its surrounding community will be assessed. Program
implementation and impact evaluations are needed to demonstrate the integration of the clinic
within the community and for future process refinement (McNall, Lichty, Forney, Mavis, &
Bates, 2007; UCLA, 2010). This project will produce feedback on resource utilization, program
coordination, and health education model application concerning the Oakridge Teen Health
Center within Egelston township.
Child and adolescent health centers provide programming and interventions at a critical
developmental stage to underserved students (Parasurman & Shi, 2014). Actions and behaviors
during adolescence can have future influence on general behavior, health status, and community
inputs (Parasurman & Shi, 2014). Currently, a lack of information exists on community
integrated preventative programs addressing social determinants of health (Gore & Kothari,
2013). The Oakridge Teen Health Center performs education and programs that could affect
students and the entire Oakridge community. These programs recognize the influence of various
social structures and factors that combine to establish the inequalities (e.g. social, political, and
economical) existing within Egelston township (Gore & Kothari, 2013). Additionally, the
general lack of evaluation and knowledge associated with a school-based health center, as well
as the implementation and synergy of prevention programs will be addressed for program
development reasons (Evans, Koch, Brady, Meszaros, & Sadler, 2012)
Study Purpose
The resolve of this project is to determine if a child and adolescent health center, the
Oakridge Teen Health Center, is integrating health education into their community by the
application of the Whole School, Whole Community, Whole Child model.
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According to the Michigan Department of Health and Human Services (2016), various
areas of health have been identified as critical indicators for creating impactful CAHCs including
increasing access to health care, improving mental and general health, monitoring risky
behaviors, improving healthcare knowledge, and improving academic engagement (JFM
Consulting, 2015). Assessment will provide baseline data gained from MiPHY analysis that will
allow for future comparisons of student populations, demonstrating the effect of the OTHC and
its abilities to buffers against social determinants of health. This study will support the ongoing
work and efforts of community health workers and school-based health centers, along with
assessing the overall incorporation of staff and community members in health programs.
Scope
Child and adolescent health centers are an integrated and proactive resource to promote
the health and wellness of students, as well as their surrounding community. Evaluation of such
an intervention creates the opportunity to test program inclusion and their effect in influencing
better health and prosperity for an underserved population in need. This will lead toward the
understanding of utilized services and areas of possible improvement in cost, and program
impact.
Objectives. This study is intended to address three fundamental targets:
1. Evaluation of the application of The Whole School, Whole Community, Whole
Child logic model within Oakridge school and community setting.
2. Describe how the Oakridge staff and community have become incorporated with
the Oakridge Teen Health Center.
3. Assess how future funding can be directed for health improvement within the
Oakridge community.

31

Assumptions
Oakridge School District is comparable to that of many other school districts and
neighborhoods in Muskegon County and it was assumed that this sample is representative of the
entire population. Pertaining to this project, it was also assumed that the Egelston township
community members wanted to become positively involved with Oakridge student’s health and
classroom behaviors. Accordingly, considering the attitudes of the community and students, it
was additionally assumed they were welcoming of the OTHC. Concerning utilized instruments,
it was assumed that respondents freely provided honest and unprovoked responses regarding
their beliefs and attitudes toward the Oakridge Teen Health Center.
Research Question
What is the relationship between a Michigan-Funded Child and Adolescent Health
Center’s (CAHC)-Oakridge Teen Health Center and the community stakeholder perceptions?
Significance
Completion and dissemination of this study will provide needed empirical evidence on
the effects of child and adolescent health centers (Anyon et al., 2013). As CACHs are becoming
a more utilized practice across America, with a 20 percent increase in operating clinics since
2010, this evidence is needed to solidify their significance and community impact (Anyon et al.,
2013; SBHA, 2016). From completed evaluations, CAHCs will be able to improve their theory
and model application, target improvement areas according to collected state data, and pinpoint
population specific areas for health interventions (Anyon et al., 2013; Danis et al., 2010;
Federico et al., 2011). The significance of this study will be to support the growth, future
development, and expansion of CAHCs and their programs within Michigan, specifically
Muskegon County.
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Improvement in practice can lead to establishing strong preventative factors within
individuals and decrease current and future healthcare spending (Lämmle, Woll, Mensink, &
Bos, 2013). Addressing social influence, a decrease in social stress and increase in psychosocial
stability can result in protection against the development of psychopathological problems in
adolescents (Komro, Tobler, Delisle, O’Mara, & Wagenaar, 2013; Salgado de Snyder et al.,
2011). Results gained from this study will provide critical literature for enhancing the practice,
programming and policies revolving around student and community health.
Operational Definitions
For the purpose of this project, utilized operational definitions have been termed as
follows:
Community: the geographic area, a population group, a school, a workplace, a group of patients
served by clinic, or a faith community.
Environment: the interrelationship between personal factors, groups, institutions, communities,
and public policies.
Health: the complete mental, physical, social, and emotional stability of an individual, as
influenced by their environment.
Improvement: a measureable increase in outcome indicators.
Positive academic improvement and outcomes: increased grade point averages, decreased rate of
dropout, increased attendance as seen within the student population.
Positive health culture: a community inside and outside of Oakridge that actively models and
partakes in establishing positive health behaviors and a supportive environment.
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Risky behaviors: pertaining to actions and habits students engage in, as measured on the MiPHYviolence, sexual behaviors, use of alcohol, tobacco and other drugs, various domain levels,
nutrition and physical activity levels, and self-depreciating social environments.
Shape: the ability of a social structure, community, or individual to influence the health
outcomes and behaviors of an individual.
Social determinants of health: the economic situation, lived environment, educational attainment,
and health status that influence and impact how an individual behaves.
Social network: the web of social relationships surrounding individuals that affect mental health,
health behavior, and physical health.
Well-being: the overall stability and quality of an individual’s physical, mental, emotional and
social lives.
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Chapter II
Review of Literature
Influence of Health on Educational Outcomes
Beyond providing an access point for primary and preventative care, the impact of a child
and adolescent health center can have on increasing the overall health of a school and its
community has been proven throughout published literature and research (MDHHS, n.d.;
Michael et al., 2015; Murray, Hurley, & Ahmed, 2015). The Michigan Department of Health and
Human Services (n.d.) has stated that the mere presence of a CAHC has been associated with
positive health benefits for students, staff and community. These benefits have been seen in the
areas of decreased physical and emotional distress, less engagement in risky behaviors, and
higher rates of self-esteem (MDHHS, n.d.). Further, students that are healthy are more likely to
have improved academic outcomes and positive community contributions (Lewallen et al.,
2015). The accomplishment of graduating from high school is associated with lower rates of
health problems, lower incarceration rates, and increased financial stability during adulthood
(Lewallen et al., 2015). Additionally, fostering a safe social environment promotes student
engagement, protects against dropping out, generates feelings of belonging, and buffers against
stress (Lewallen et al., 2015; Kaplan, Madden, Mijanovich, & Purcaro, 2012).
The importance of these wide-reaching effects of a CAHC is recognized by the logic that
physical, mental, and behavioral health issues are causative factors in learning and academic
outcomes for students (Lewallen et al., 2015; Murray et al., 2015). As established through
previous research, healthy students are better able to focus, learn, and sustain a safe educational
atmosphere (Bersamin et al., 2015). These factors combine to affect their academic outcomes
(Bersamin et al., 2015). Due to healthcare barriers (e.g. access and funding), unmet mental and
physical health needs create obstacles to educational learning for adolescents (Brown & Bole,
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2008). The provided healthcare and education from a school-based health center can help
students establish a stable and healthy self, allowing them to establish proficient academic skills.
The health of an individual is a multilevel combination of ecological and physical factors and
influences (Lohrmann, 2008). These components come from economic factors, education level,
social context, and their neighborhood environment (Kerns et al., 2011; Lewallen et al., 2015).
The combination of these factors can impact adolescent health, behaviors, and social relations
(Lewallen et al., 2015; Lohrmann, 2008).
Child and adolescent health centers are a health intervention that address social
determinants of health by providing health services and education (Lewallen et al., 2015;
Lohrmann, 2008). Lewallen (2015) continued to describe that CAHCs and school-based health
centers recognize the complex relationship between adolescent social and emotional
environments, and their impact on academic achievement. Positively affecting the social climate
of a school is critical as unhealthy behaviors are amplified by chronic stress-inducing social
situations (Danis et al., 2010; Kaplan et al., 2012; Umberson & Montez, 2010). Supportive social
climates increase achievement, reduce stress, and improve student attitudes toward others and
themselves (Lewallen et al., 2015). These substantial improvements are the result of the
underserved having healthcare access. When students have the ability to access healthcare
through a CAHC, services utilization is seen for general primary care, acute diagnoses, and
mental health disorders (MDHHS, 2016). To date, Michigan CAHCs have provided wellness
checks, sports physicals, and mental diagnosis for adjustment disorder and depressive disorder to
adolescents (MDHHS, 2016).
Provision of these services to a population much in need, is imperative to improving and
maintaining student health and in turn, creating optimal learning opportunities.
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As mentioned, child and adolescent health centers are built and operated within areas of
low income with limited healthcare access and utilization (SBHA, 2016). These locations are
selected as the highest indicators of students to have low attendance and minimal academic
achievement are those associated with poverty, lack of healthcare sources, inconsistent health
visits, and the inability to afford medical services (Allison et al., 2007; Kerns et al., 2011).
Within poor communities that lack healthcare access, marginalized health disparities can occur,
triggering the onset of negative coping strategies that are reinforced through the community
(Danis et al., 2010; Kaplan et al., 2012). Physiologically, reoccurring stress from situations can
create an excessive activation of hormonal responses within the body that accumulates from a
young age (Danis et al., 2010; Kaplan et al., 2012). These chronic responses can predispose
adolescents to obesity, diabetes, cardiovascular diseases, and decreased immune functions (Danis
et al., 2010; Kaplan et al., 2012; Umberson & Montez, 2010). Establishment of a child and
adolescent health center can teach proper stress management early, improve social skills, and
reduce the stress faced by students from negative health conditions.
Shared Student Characteristics across America. In 2015, one in every five high school
students did not graduate from twelfth grade (Michael et al., 2015). This is a public health
concern as these students go on to face occupational difficulties and experience health outcomes
that affect their societal inputs (Kerns et al., 2011). Of the societal classes, those that have low
socioeconomic status disproportionally experience undesirable health outcomes (Jepson, Harris,
Platt, & Tannahill, 2010; Koh et al., 2010; Komro, Tobler, Delisle, O’Mara, & Wagenaar, 2013;
Yoo, Slack, & Holl, 2010). These hardships come from a multitude of social factors that are
influenced by their educational attainment and income (Kerns et al., 2011; Koh et al., 2010;
Komro et al., 2013; Viner et al., 2012). For adolescents, the most indicative determinants of

37

hardships are national wealth, income inequality, access to education and supportive social
structures (Kerns et al., 2011; Koh et al., 2010; Komro et al., 2013; Viner et al., 2012). The
improvement of adolescent health is dependent on improvements within everyday lifestyles and
social contact (Viner et al., 2012). Minor improvements work toward establishing a supportive
social environment with positive outreach (Viner et al., 2012).
Regardless of where an adolescent is attending school, they experience similar barriers to
learning within America (University of California Los Angeles [UCLA], 2010; Viner et al.,
2012). Every student attends school with a range of personal attributes toward learning,
depending on motivation and cognitive vulnerabilities (UCLA, 2010). Adolescence is also a
delicate period of growth during the developmental cycle with possible transitions between
social groups and behaviors as a result of rapid brain growth (Viner et al., 2012). The behaviors
adolescents choose to follow are heavily subject to influence from their peer groups, and these
decisions can have lasting implications on their health and wellbeing (Haas, Schaefer, &
Kornienko, 2010; Viner et al., 2012). The importance of positive social influences is
demonstrated by their ability to influence academic achievement, depression onset, substance
use, and social and academic deviances (Haas, Schaefer, & Kornienko, 2010). The implication is
that preventative interventions and programs aimed at addressing the root causes of poor health
behaviors are more effective when presented earlier in life, as targeted in child and adolescent
health centers (Jepson et al., 2010; Komro et al., 2013). The roots of disparities are complicated
and addressing them would require a complete revamping of social structures, ideals, and
mindsets (Koh et al., 2010; Komro et al., 2013). Although ideal, a top to bottom realignment of
school and community health is unlikely due to the complexity of creating cooperation across all
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levels (Lear, 2007). Child and adolescent health centers aim to disrupt the shifting influence of
negative social environments by breaking the levels down into more manageable units.
To pinpoint social trends and influence, focus is shifted to our target population within
West Michigan. The Oakridge school district boasts a graduation rate of 75.7 percent, in
comparison to the State of Michigan’s graduation rate of 79.8 percent (MDE, 2017). Oakridge
currently has a dropout rate of 11.8 percent with Michigan at 9.12 percent for the state (MDE,
2017). Oakridge presents as an area experiencing community public health issues and the
operation of an integrated and preventative CAHC could prove academically and economically
beneficial. To address the public health issues, the operative framework for a CAHC is
dependent on various theories applied within public health.
Concepts, Models, and Theories
School-based health centers and CAHCs within Michigan are growing more prevalent as
strategies for improving access to care for low-income communities dealing with
disproportionate barriers to care (e.g. economic, social, and geographic), and resulting in high
rates of untreated behavioral and physical health (Anyon et al., 2013). These populations
experience concentrated levels of uniform poverty and exposures to discrimination, leading to
increased social stress and adverse health, and psychological outcomes (Anyon et al., 2013;
Lewallen et al., 2015). These consequential health outcomes can develop at any stage of life. It is
from a series of social, personal, economic, cognitive, and environmental factors that individual
and population health is formed (Lewallen et al., 2015). Child and adolescent health centers
implement programs and education that seek to mitigate barriers and negative influences by
addressing them with programs designed from theoretical framework (Anyon et al., 2013;
Lewallen et al., 2015).
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As the barriers that can impact a student vary across America, theories to address these
are more limited and tend to overlap. Complete cooperation and engagement of the school staff,
faculty, administration, family, community and health center staff is essential to break the cyclic
patterns currently seen within low-income communities (Anyon et al., 2013; Lewallen et al.,
2015; Murray, Low, Hollis, Cross, & Davis, 2007). These cyclic patterns can be family history
of low educational attainment, risky health habits (e.g. tobacco use), or early child birth into
unstable housing conditions. Combining limited availability and quality of services within these
communities and inadequate healthcare coverage can sustain barriers and stress that initiate poor
health seeking habits, these are then reinforced in homogenous social networks (Anyon et al.,
2013; Lewallen et al., 2015; Murray et al., 2007). The attributes of academic success, health
status and risky behavior engagement are interconnected and may predict an individual’s school
performance along with their vulnerability to health-compromising physical, mental, and
emotional health problems (Murray et al., 2007). To target specific risky behaviors and social
influences, CAHCs implement one or a combination of the following public health theories.
Social determinants of health and prevention levels. Prominent and well-established
health organizations (e.g. Centers for Disease Control and Prevention, World Health
Organization) have stated through accepted research and literature, that place-based settings
contribution significantly toward population and individual health (Lewallen et al., 2015;
Lohrmann, 2008). The social, economic, environmental, and political conditions adolescent live,
work, and interact establish their unique social determinants of health (Chokshi, 2010; Danis et
al., 2010; Jones, Jones, Perry, Barclay, & Jones, 2009; Robert & Booske, 2011). They impact the
choices a person makes and ultimately frame their abilities and tendencies toward behavioral
habits (Robert & Booske, 2011). Recognition of these social determinants of health is important
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to understanding how health behaviors, psychological stability, and social status of an individual
are influenced and connected (Robert & Booske, 2011).
Some social determinants of health are factors positioned outside of an individual’s
control, and to address these collaboration is needed between health, business, housing,
environmental, and educational entities (Jones et al., 2009). Determinants can be broken into
separate levels, with varying capabilities of control for adolescents. An area of minimal control
can be their parent’s occupation, income, education level, and current neighborhood (Jones et al.,
2009). Their living community can dictate which public resources are available (e.g. parks,
safety, transportation) and what future opportunities are available for their education and career
pathways (Jones et al., 2009). To combat these determinants, CAHCs implement three levels of
preventative education and interventions to create a buffer-zone around vulnerable adolescents.
The three levels of prevention occur at different strategic points, depending on when the
initial contact with the individual is made. This provides justification for having CAHCs serve as
early access points to adolescents and establish prevention early. The first level is primary
prevention which seeks to reduce the risk of disease and behavior from onset. This can happen
by means of screenings and early education (Jones et al., 2009). Secondary prevention aims
toward prevention of harm and can occur when the disease or behavior is already happening.
Early intervention and treatment strategies can reduce negative impacts (Jones et al., 2009). An
example of secondary prevention is keeping with a diet and exercise program to prevent weight
gain. Lastly, tertiary prevention is implemented to minimize the harmful effects on the
individual. This step can be tailored for age and is achieved through rehabilitation programs and
support groups. Combining these prevention practices with the understanding of social
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determinants of health and their influence, is the foundation for establishing collaborated health
improvement efforts within the school and community.
Socio-ecological model. A model applied to health education and interventions within
CAHCs is that of the socio-ecological model (SEM). This model uses a framework that assess
the interrelationships between public entities and individuals (Anyon et al., 2013; Higgins,
Begoray, & MacDonald, 2009). Based on cultural context, the model places mounting emphasis
to theorize patterns of behaviors (Anyon et al., 2013). It attests that interactions between the
environment and its occupants shape the knowledge, skills, and support within that setting
(Anyon et al., 2013; Higgins et al., 2009; Moore, De Silva-Sanigorski, & Moore, 2013). Within a
school setting, this is the bridging of students, parents, school buildings, teachers, community
members, policy, and cultural. Each of these components plays a role in shaping attitudes,
behaviors, recognition, and habits of those around them (Anyon et al., 2013, Strolin-Goltzman et
al., 2014).
As displayed in Table 2, as adapted from Moore et al. (2013) the SEM classifies five
main levels for which interrelations occur and are influence (Higgins et al., 2009). The
interpersonal level is knowledge and skills as influenced by interpersonal social support from
family and peers. This is further directed by community structure, policies, and school systems
represented within the organizational structure (Brug, Kremers, Van Lenthe, Ball, & Crawford,
2008; Higgins et al., 2009; Moore et al., 2013). Application of the SEM builds off a shared
valued that students and their social structures care about the wellbeing and success for others
and themselves (Strolin-Goltzman et al., 2014). This unified idea is the foundation from which
the model targets improvement in areas of group cohesion, family engagement, community
involvement, and civic engagement (Michael et al., 2015). Operating CAHCs can implement this
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model if they are wanting improvement of school health through community and family
influence to reinforce behaviors, awareness, support, and treatment (Anyon et al., 2013; Michael
et al., 2015).
Table 2
The SEM framework and targets
Level of Influence

Targeted Interactions

Intrapersonal

Personal knowledge, attitudes and beliefs that impact behavior

Interpersonal

Influencing social support from friends, family and peers

Organizational

Set principles and rules that direct behaviors

Community

Shared norms influencing personal behavior and habits

Policy

Procedures and regulations directing the entire health environment

Interventions applied rely heavily on the reapplication of habits and behaviors through
their social and environmental interactions (Dresler-Hawke & Whitehead, 2009). The more an
individual has repeated exposure through social networks and characteristics, the more
influential and effective the intervention program (Brug et al., 2008; Dresler-Hawke &
Whitehead, 2009). A child and adolescent health center can elect to emphasize educational
materials via various media platforms to education, engage, and incorporate the staff and
community (Dresler-Hawke & Whitehead, 2009). The socio-ecological model places emphasis
on the social and physical environments detailing that social influences may be more impactful
in directing an individual’s behavior than their physical environment (Brug et al., 2008).
Interventions that are targeted at the interpersonal level are more likely to be successful if they
are implemented in a social environment that is willing to teach, encourage, and reward positive
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behaviors (Dresler-Hawke, & Whitehead, 2009). Child and adolescent health centers look to
establish this support system and connectivity between fragmented social levels.
Social cognitive theory. Comparable to the SEM, this theory is applied with
consideration toward the impact that outside influences have on an individual. The social
cognitive theory (SCT) deals with the infrastructures of personal factors as affected by social
exclusions, interactions, and environment (Lohrmann, 2008; Salgado de Snyder et al., 2011;
Umberson & Montez, 2010).
The SCT connects individual characteristics together to establish one’s self-control over
the environment (Lohrmann, 2008). It encompasses self-efficacy (i.e. confidence), self-capacity
(i.e. ability), and locus of control (i.e. degree to which personal decisions impact outcome) as
attributes influenced from the social environment and behavioral reinforcement (Lohrmann,
2008). Behavioral reinforcement in praise or criticism and action modeling, dictates an
individual’s perceived consequences or benefits to certain behaviors (Lohrmann, 2008; Salgado
de Snyder et al., 2011). The social integration and relationships established during adolescence
affect mental health, behavior, physical health, and risks of early death (Umberson & Montez,
2010).
The lack of social interactions and exclusion in an adolescent’s social group can be
viewed as a threat to their social and cognitive development, and produce multidimensional
levels of stress (Salgado de Snyder et al., 2011; Umberson & Montez, 2010). Lack of social
acceptance can occur due to cultural, economic, and political differences (Salgado de Snyder et
al., 2011). The application of a SCT program model within a CAHCs will encourage building the
social inclusion and support within the student body. Programs implemented from this theory
look to break social exclusions within schools, families, and communities by providing
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educational and engagement programs to build social relationships, affect the perceived
consequences of risky behaviors, and establish self-efficacy.
Building self-efficacy. Through the application of the social cognitive theory, schoolbased health centers provide educational programs targeting adolescents’ gaps in health
knowledge (Muskegon Community Health Project, 2016; UCLA, 2010). By providing basic
educational materials and services, CAHCs build a student’s ability to make informed decisions
(Muskegon Community Health Project, 2016). The provided materials can be in various formats
and cover areas about alcohol use, safe driving, and mental health. This knowledge is then
reinforced through outreach, community educations, informal counseling, advocacy, and social
support (Muskegon Community Health Project, 2016). Increasing the self-efficacy and capacity
for an individual creates pathways for comprehensive resource utilization, integration, and
accessibility (UCLA, 2010).
Whole school, whole community, whole child model (WSCC). The Whole School,
Whole Community, Whole Child model was created by the Centers for Disease Control and
Prevention in collaboration with the Association for Supervision and Curriculum Development
in 2013, as shown in Figure 1 (Lewallen et al., 2015; Rooney, Videto, & Birch, 2015). It builds
from traditional CAHC models and promote stronger integration and alliance between health and
educational outcomes through cooperative community engagement (Lewallen et al., 2015). The
WSCC model offers strategies focused on servicing the emotional and physical needs of students
while addressing the health-related barriers learning they may face (Lewallen et al., 2015;
Michael et al., 2015). This holistic model illustrates that knowledge, skills, and attitudes are
interdependent when predicating the health and academic outcomes for students.
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Figure 1. Whole School, Whole Community, Whole Child
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engaged, reinforcing positive health behaviors, and actively supporting their student (Lewallen et
al., 2015; Rooney et al., 2015). This coordinated approach can reduce barriers, stigma
surrounding care, increase the sense of social inclusion, provide buffers for stress, and create
trusted lines of communication and support for students (Lewallen et al., 2015; Rooney et al.,
2015; Tappe, Galer-Unti, 2001).
Diffusion of innovation theory. Once a model has been selected and the health center’s
programming has been created, the diffusion of innovation theory draws from components that
will enhancement the implementation and acceptance of the material (Murray et al., 2015).
Integrated diffusion of knowledge occurs from a stepwise process between implementing an
action plan, guiding assessments, data collection, data sharing, community partnership, staff
coordination, professional development, and accountability (Murray et al., 2015; Rogers, 2002).
The diffusion of innovation is presented with four main elements including innovation,
communication channels, time, and social system (Rogers, 2002). Derived from these elements
are five characteristics that dictate the acceptance rate of new ideas. These determining
characteristics include relative advantage, compatibility, complexity, trail, and observability
(Rogers, 2002). These aspects influence the ease that innovations are accepted within the
population and depend heavily that population’s perceived attitudes about the new ideology
(Rogers, 2002). For preventative programs, people cannot see the benefits (i.e. relative
advantage) initially and this can explain why some preventative programs are slow to be
adopted. The more an innovation incorporates these five factors, the less complexity is
associated and the greater the innovation can be adopted.
After an innovation has been implemented, initial attitudes within the population are
created by observations and reactions through their social groups (Rogers, 2002). The spread of
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new innovations and programs are tied as a social process. This connects the importance of
presenting new ideas and interventions through multiple social levels. The more people that
adapt the innovation, the more opportunities for observations and those in higher social positions
can demonstrate with more influence. Rogers (2002) states that the social spreading of ideas
comes from a process of five steps starting with knowledge of the intervention. This establishes
an attitude toward the program and a choice of rather or not to accept the program. The
acceptance leads to application of the idea and confirmation of the individual’s decision (Rogers,
2002). The social flow of innovations can be used to the benefit of the Oakridge Teen Health
Center and their mission by spreading knowledge and establishing the initial open mindset
within the community for accepting this intervention.
For ease of application, this process can be performed by a selected coordinator within
the school that is familiar with their policies, processes, and practices (Michael et al., 2015;
Murray et al., 2015). This coordinator can also be referred to as the “Champion” for diffusion
(Michael et al., 2015). Dispersion of some health center materials may be met with resistance
from student families and community members, especially education and services about sexual
reproductive health within conservative communities (Michael et al., 2015). To prove the models
are impactful and effective in attaining educational outcomes, the “Champion” must be willing to
gain community support and elicit their support toward positive health behaviors.
Theory of evaluation. The evaluation of a program can take many different forms
depending on the objectives of the evaluation and the audience for dissemination. Before
outlining the parameters of this evaluation fundamental understand of health evaluations is
valuable.
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Evaluation is a core principle of public and population health programming, planning,
management, and practice (Grembowski, 2016). Two central questions are typically addressed
regardless of what type of evaluation is being conducted. The primary question asks if the
program is working as intended and the second follows with asking why. The evaluation team or
evaluator must address these two questions for all evaluation types and concerning both health
programs and health systems (Grembowski, 2016). Addressing these principals will then direct
the evaluation level: clinical or population. Evaluation can happen at the clinical level if they are
asking questions about how to provide services at the lowest costs (Grembowski, 2016). Or if
they are exploring how to provide the most health interventions with their allocated resources,
the evaluation is conducted at the population level (Grembowski, 2016). This focus level can be
directed by stakeholders, political climate, audience, and ethics (Grembowski, 2016). Once the
evaluator has determined a framework for evaluation expectations, their audience, and level they
can begin to construct their evaluation focus.
The methods for carrying out the evaluation are selected purposefully to increase the
accuracy and impartiality of the project (Grembowski, 2016). Two main scopes can be applied to
determine the focus of the evaluation. An objective focus would place more emphasis on
demonstrating the effect of the program (Grembowski, 2016). A utilization focus would instead
present findings that aid in program improvement and development (Grembowski, 2016).
Depending on the objectives of the study, the focus of the data collection and interpretation can
be driven toward examining outcomes or more in the direction of process and implementation.
The focus and objectives direct what methodology for data collection will be applied. For
evaluations that are looking objectively at impacts, outcomes, and efficiency quantitative data
methods would be implemented (Grembowski, 2016). This form of data collection allows for
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extensive statistical analysis to determine comparisons, odds ratios, post-intervention outcomes,
and create a database for relationship examination. Evaluations that focus on the utilization and
implementation of programs may elect to use qualitative data. Qualitative data provides more
insight, perceptions, and perceived benefits from programs (Grembowski, 2016). This data can
be appropriate for reviewing the attitudes toward an innovation. If feasible, the evaluation can
incorporate both quantitative and qualitative methods to implement a mixed methodologies
design (Grembowski, 2016).
Setting the methodology is also aligned with the type of evaluation that is being
conducted. Public and population health have six evaluation type of appropriate evaluations
including community needs assessment, process/implementation, effect, cost-efficiency,
comprehensive, and meta-evaluation (Grembowski, 2016). Each evaluation type is directed
toward examining a health program or system at s specific time in its operation. The community
needs assessment occurs at the beginning phases to determine what resources are available and
what the community is lacking. The process/implementation determines in the activities directed
by the program are being implemented as they were planned. Effect evaluations can look at
either outcomes or the impact that the program is producing and cost evaluations look to assess
the allocation and expenses incurred by a program. A comprehensive evaluation is a combination
of all evaluation types and a meta-evaluation compiles existing evaluations and assess the
literature (Grembowski, 2016). The selected evaluation type has methodologies that align more
appropriately and each produces specific program results.
The selection of evaluation type and framing it is the first step in asking the right
questions about a program to produce the correct results according to the objectives and target
audiences. Next is to then answer these established questions by application of the feasible and
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accurate methodology. The analysis and interpretation of this data then produces answers that
can be extended to address program shortcomings and to advise future improvements in
processes to maximize their impact.
Evaluation at Oakridge Teen Health Center. Application of an impact evaluation to
the Oakridge Teen Health Center could measure the impact of the program by looking at the
outcomes of the applied intervention (Grembowski, 2016; Rooney et al., 2015). Study variables
of importance for conducting an outcome evaluation on a CAHC in the future would include
attendance, discipline rates, graduation rates, and dropout rates for the selected student body
(Murray et al., 2015). The data collected from either of these evaluations could provide
information for methods to increase efficiency and effectiveness of operations (Grembowski,
2016; Murray et al., 2015). These results can affect the health behaviors targeted and which
intervention programs are best implemented for maximized outcomes and impact.
The theory of implementation is a conceptual model that illustrates the sequential actions
a program needs in order to carry out its objectives. It examines the inputs placed into a program
including time, organization, and money and how their allocation toward conducting programs.
The provided activities are geared toward accomplishing specified outputs as detailed within the
program’s mission. These outputs are the immediate and direct results from activities provided.
The outcomes of the program are middle-term effects from the activities and can be direct or
indirect (Grembowski, 2016). The long-term effects are illustrated as impacts within the
implementation model and these are deeper effects resulting from a program. At each step
factors can influence the efficiency and impact of the program. Minimal oversight and
disorganization can raise issues with initial inputs and affects can radiate throughout the entire
program’s process. Theory of implementation is practical as it examines the application of a
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program from an idealistic thought into its realistic operation. It demonstrates program deliveries
early in their operation and seeks methods of improvement and replication (Grembowski, 2016).
A basic logic model is provided to demonstrate the theory of implementation, as it allows for a
process evaluation as it is shown in Figure 2. This implementation evaluation will look at
assessing how the OTHC is promoting knowledge and directing the decision making of their
serviced community.
Inputs

Activities

Outputs

-Funding
-Building
-Staff
-Equipment
-Time
-Support

-Education
-Social
services
-Mental
Health

-Increase
access
-Decrease
barriers
-Increase
knowledge

Outcomes

Impact

-Better
attendance
-Less risky
behaviors

-Increase
selfefficacy
-Increase
capacity

Figure 2. Theory of Implementation Conceptual Model OTHC as adapted from Grembowski,
2016, p. 52.
Theory of cause and effect. The theory of cause and effect is a conceptual model of
interconnectivity and response by the identification of program qualities, pathways, and
mechanisms (Grembowski, 2016). It is from the program’s implementation and various
intervention pathways that predicted program outcomes ensue overtime (Grembowski, 2016).
This model is appropriate as it accounts for outside confounders that could potentially affect the
outcomes of the program. It is important to consider these factors when outlining educational and
population specific targets. For the studied population of Oakridge school district, a simple
conceptual model has been constructed to illustrate causal pathways and cofounders. Figure 3
illustrates this model and it would be justified through the program implementation evaluation.
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The degree these factors affect an individual range but acknowledging their presence and effect
are critical to dependable programming implementation and valid outcome analysis.

Social
Environment

Oakridge
Teen
Health
Center

Selfefficacy
and
Autonomy

Positive
academic
and health
outcomes

Health
Behaviors

Age

Figure 3. Theory of Cause and Effect Conceptual Model with Social Norms as Confounder and
Age as Moderator as adapted from Grembowski, 2016, p. 53.
Related School-Based Health Intervention Models
From the applied theories, it is evident that health centers recognize that a student’s
wellbeing and educational attainment are affected by factors far beyond the school. The
proceeding models have seen practical and functional implementation within school-based health
centers across America with significant impact.
Community schools. This model takes a comprehensive approach to include and
empower the school’s community (Parker, Eng, Schulz, & Israel, 1999; UCLA, 2010). This
program places more control within the community as they collectively work toward identifying
the needs of their community (Parker et al., 1999, UCLA, 2010). This empowers community
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members as it opens roles for leadership and a directed collective voice (Parker et al., 1999,
UCLA, 2010). The community is guided to pursue eight components of health including health
education and services, biophysical and psychosocial environments, psychological and social
services, integrated efforts, food services, physical activity and physical education, and health
education for staff members (UCLA, 2010). This model provides competency for the community
members along with assuring that they feel a sense of connection and unity resulting from
working equally toward improved community capacity.
Model based off the theory of diffusion processes. A completed four-year study
demonstrated the impact from wide dispersions of health education and various action plans
within schools (Blank, 2015). Through the deployment of a CareTeam (i.e. school counselors,
mental health partners, social workers, administration), and coordinated efforts of eleven
different community partners, a US school was able to significantly improve their health and
educational outcomes (Blank, 2015). This action plan called for the aligned efforts of mental
health interns, advocacy teams, alcohol and drug counselors, food pantries, the police
department, district attorney, school administration, parents, and students. From their efforts,
they were able to increase attendance, reading proficiency, math, writing, graduation rates, and
family engagement (Blank, 2015). The school provided equity training for staff, maps of local
food distribution centers to families, family classes for healthy cooking, and law enforcement
supported a truancy program (Blank, 2015). The foundation of this successful school-based
intervention was the integration and cooperative works starting within the school and including
community partners.
Health educators. This intervention is based at the community level and is a method of
expanding the health education from the school more to the families of students. Health
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educators that are working at school-based clinics perform outreach health interventions targeted
toward personal development, social planning, action, and advocacy (Israel, 1985). This
intervention technique is not new but some school-based health centers lack the additional
funding and resources to supply extra hands into the community (SBHA, 2016). Health
educators extend themselves as access points that can assist in finding appropriate local and state
resources, relief during hardship, connection to the community, and a connection to the school
(Israel, 1985). As each case and their needs within the community are different and private, this
method does not directly promote community integration, but does build individual capacity
within the community.
Public Health Evaluation
Current literature does not examine the socioecological and cultural contexts of
community specific programs or resources (Maglio, Sepulveda, & Mabry, 2014). Despite data on
how social networks can influence students, limited studies have assessed how communities are
incorporated into program models (McNall et al., 2010). The evaluation of a CAHC, from the
perspective of public health, will provide insight into how to better select programs, educational
methods for addressing those areas, and methods to incorporate the whole community.
Interventions and probable outcomes. The Oakridge Teen Health Center has applied
the Whole School, Whole Community, Whole Child Model. This model was produced as result
from previous coordinated school health models and illustrates the importance of accounting for
confounding influences on students (Lewallen et al., 2015). The WSCC model places the school
and CAHC as the central hub for health education and behaviors to flow out from and into the
community. Through the application of this model, the Oakridge Teen Health Center has
established primary care services to target the physical, emotional, and mental health of students.
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The programs are aligned with providing students services to reach a healthy, safe, and supported
school environment and achieving three out of the five core tenets for this model. The main
program objective for the Oakridge Teen Health Center focuses on reducing barriers to care (e.g.
accessibility, funds) with an intended outcome of increasing primary care use for their students.
Per the study objectives, this evaluation of the Oakridge Teen Health Center will focus on how
they are coordinating and integrating themselves to sustain positive behaviors by engaging the
Oakridge community.
In this project, the assessment of a newly implemented CAHC was conducted; however,
those previously established have demonstrated the benefits school-based health centers can
deliver (SBHA, 2016). Students that have selected to utilize these resources across America have
already shown improvement in physical, behavior, and social areas of health (Brown & Bolen,
2008; McNall, Lichty, & Mavis, 2010). Aside from usage counts, CAHCs are beginning to
recognize and track behavioral determinants of health through socio-cultural environmental
influences (Anyon, 2013; Brug et al., 2008). This is shifting the educational focus to include
personalized understanding between behavior and targeted services demonstrating that
determinants of health behaviors are influenced by social factors (Brug et al., 2008). Providing
inclusive interventions are also proving to be a sound financial investment as targeting high-risk
adolescents can curb the development of medically expensive treatments cause by high-risk
taking habits and chronic diseases (MDCH, 2015; Brug et al., 2008).
In association with provided primary services, schools have witnessed more in-seat time
from students, more continuity of care, and positive health behavior changes (Allison et al.,
2007; Anyon et al., 2013; SBHA, 2016). In Michigan facilities, the physical presence of a SBHC
has positive ramifications for the school’s students, their families, and the surrounding
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community. Results have suggested reductions in physical and emotional discomfort for
students, improvement in self-esteem, and engagement in less risky behaviors due to the
presence of a CAHC (MDHHS, n.d.). From this, school-based health centers provide a proven
interdisciplinary approach to comprehensive health care for students and their families.
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Chapter III
Methodology
Study Design Aligned with Public Health
Based on the research question, public health theory is being applied within the context
of this project to assess the model application and integration of the Oakridge Teen Health
Center (Ozer, Wanis, & Bazell, 2010). This was completed through a non-randomized, crosssectional descriptive evaluation design (Grembowski, 2016). This evaluation theory is
appropriate for this project as it was conducted at one specific point in time and aims to describe
the Oakridge Teen Health Center’s integration after thirteen months of operation and not its
short-term health outcomes (Grembowski, 2016; Moore et al., 2013). Further, it allows for data
application toward directing future program actions (Grembowski, 2016). This results in
alignment and justification for the theoretical application of the SEM and WSCC models with
the scope of program implementation evaluation (Moore et al., 2013).
Through the application of described methodology, data will be attained from three
distinct Oakridge groups (staff, parents, and community members), with each group receiving
questions revolving around the theme of health center and community integration. This theme
was selected as the literature has demonstrated the influential lines of connectivity between
supportive living environments, social inputs, and health and academic outcomes. The Oakridge
Teen Health Center presents itself as an additional access point and hub for health processes,
education, and programs (McNall et al., 2007). Focusing on the community incorporation
provides insight to the current outreach and engagement activities of the health center during
their initial operations. From compiled research, the study design was developed to gain
understanding on how a school-based health center is reaching out toward prominent points of
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influence for students, and how this center is reaching to establish a positive health community
of (Grembowski, 2016; Soleimanpour, Geierstanger, Kaller, McCarter, & Brindis, 2010).
This non-randomized project applied mixed methodology research design with
quantitative (secondary) and qualitative (primary) data assessment (Grembowski, 2016;
Soleimanpour et al., 2008). Mixed methodology was selected as this project is an exploratory
study aimed at gaining insight into the complex, fluid, and dynamic interactions and perspectives
among health programs and community involvements (Kaplan et al., 2012). Quantitative data
was collected by a prospective cohort study utilizing the MiPHY data for Oakridge High School
student behavior and attitude in comparison to the rest of Muskegon County High School
students and the OTHC service log (MDE, 2016; MiPHY, 2016). This quantitative data was used
not for health outcome evaluation but to appropriately direct data collection from staff and
community members.
Qualitative data was collected in the forms of a semi-structured survey, community
walking tour, and publically conducted focus groups. The demanding mixed methods approach
gathered qualitative information to compliment findings within the quantitative data and
provided further completeness and comprehension within the study (Grembowski, 2016).
Primary responses gathered from individuals offered substantial perceptiveness into community
and staff attitudes toward the operations and integration of the Oakridge Teen Health Center
since it began providing services in December 2015.
Following an exempt application to the Grand Valley State University Human Research
Review Committee (HRRC), this project was deemed as not being covered human subject
research (Appendix B). The presentation of this paper did not require original research involving
human subjects.
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Participants
The primary data collection occurred within Egelston Township with those affiliated to
the Oakridge School District above the ages of 18 years old. Participants were gathered from
proportionate convenience sampling, as to recruit equally and openly from all backgrounds and
school affiliations. A map of Egelston township is provided in Appendix C. Secondary data was
developed from a prospective cohort of the Michigan Department of Education’s collected
MiPHY data from Oakridge High School and Muskegon County High School students (MDE,
2016).
Quantitative. For Oakridge High School, 130 male responses and 100 female responses
were published, with 174 students having identified themselves as White (MiPHY Oakridge
Data, 2016). The MiPHY also recorded 27 Hispanic/Latinos, 8 Blacks, 4 American Indians, 2
Arab/Chaldean and 1 Asian response; generating an overall population that mirrors the school
district (MiPHY Oakridge Data, 2016). As Oakridge High School is comprised within Muskegon
County, their specific response needed to be removed from the Muskegon County MiPHY data
responses to avoid duplication. This left Muskegon with 1,530 high school male and 1,512
female responses as shown in Table 3.
Table 3
Oakridge and Muskegon County High School MiPHY Participant Totals
School District

Total Participants

Ninth Grade

Eleventh Grade Male

Female

Oakridge

230

130

96

130

100

1670

1377

1530

1512

Muskegon County 3047
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Qualitative. Those participating in the semi-structured survey and focus groups were
proportionately collected from convenience samplings within three Oakridge school buildings
and administrative offices. Collectively, they represented Oakridge staff, parents, and community
members. Directed toward addressing the primary objectives the responses collected from
participants were recorded and classified by their affiliation with Oakridge. Categorizing
responses in this method illustrated a group’s collective thoughts on the school-based health
center’s integration and implementation. Combined affiliation equaled twenty-two staff, eight
parents and nine community member unique voices’ being represented, with twenty-six from the
survey and thirteen from the conducted focus groups as shown in Table 4.
Table 4
Collected Responses from Primary Data Collection
School Affiliation

Survey Total

Focus Group Total Unique Total

Staff

16

6

22

Parent

5

3

8

Community Member 5

4

9

Participant consent and privacy. For the primary data collection, those completing the
survey were required to complete a consent form (Appendix D). For those participating in the
focus group, the consent form was read aloud and verbal consent was given by each individual
prior to discussion.
For the survey and focus group, no personal identifying demographics were collected
from participating members. Consent forms were detached from collected survey responses.
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Focus group responses were recorded with the single identifier being that of their relationship to
Oakridge (faculty, parent, community member).
Data Sources
Primary data. The semi-structured survey was modeled from previous literature and
then shaped to address the main objective of looking at model application (Silberberg & Cantor,
2008; Soleimanpour et al., 2010). To accomplish this, questions asked the participants to think of
how the Oakridge Teen Health Center has made an impact within their classrooms and if or how
the clinic’s presence has been felt outside the school. Each survey section asked the group
member six demographic questions and then were instructed to complete one, two or all three
sections depending on how they associated themselves with the school. For each section, four
semi-structured questions were created pertaining to health involvement and social environment
at Oakridge since the clinic opened [Appendix F] (Silberberg & Cantor, 2008; Soleimanpour et
al., 2010). The last question on each asked if the participant would be willing to participate in a
focus group to further discuss the OTHC. It was determined that enough interest amounted to
hold viable and contextual focus groups.
To provide further development and explanation, focus groups were conducted over a
two-week period at Oakridge Schools. Four independent focus group sessions were held in four
different Oakridge buildings: elementary, high school, and administrative board room. Those
participating were representative of exogenous homogeneity reflective of their community.
These events were held on three different days and at three different times. These times were
selected as they followed the high school dismissal, lower elementary dismissal, and after
5:30pm for working parents and community members. The focus group information was
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collected as a technique for gaining community insight into the integration of the health center
beyond its student utilization.
Secondary data. This study was conducted using the MiPHY data that was collected for
the school year 2015-2016 for both Muskegon County and Oakridge school district. This specific
dataset had 230 Oakridge and 3,047 Muskegon County responses and was analyzed looking at
collected data from then students in grades 9 and 11 via the online survey. The MDE has selected
these grade levels as it allows for significant data tracking and comparison when the survey is
given every two years (MDE, 2016). The initial MiPHY survey was first given in 2008 and
recurs every even year (MDE, 2016). The survey is endorsed by the Michigan Department of
Education and the MDHHS (Guerrant, 2015). The MiPHY served as quantitative data for this
project and was collected by the MDE and analyzed in collaboration with the Grand Valley
Statistical Consulting Center, under the supervision of Dr. Sango Otieno. The data gained from
this analysis was used in shaping the survey questions and focus group discussion.
Instrumentation
Survey process. Throughout the course of this study, distribution of an anonymous,
voluntary, semi-structured survey was given to Oakridge faculty/staff, parents, and community
members (Appendix F). Point of distribution was at Oakridge High School and no compensation
was provided to participants. Participants completing the survey provided basic background
demographic information and then selected which group or groups they were affiliated with in
reference to Oakridge. Selection options included faculty/administrative position within
Oakridge, parent or guardian of current student at Oakridge, and/or Oakridge community
member. Each association was then asked to complete part A, B, and/or C of the survey section
per their marked affiliations. The survey questions were unique for each individual affiliation but
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overall, the questions focused around thematic issues surrounding the synergy and integration
between staff, students, community, and the Oakridge Teen Health Center. Questions were
reflective of those that had previously been used throughout the literature and focused on the
overall environment, perceived benefits or drawbacks, and circulated health education materials
(Silberberg & Cantor, 2008; Soleimanpour & Geierstanger, 2014).
Focus group. Once the surveys were completed and returned an email inviting the entire
Oakridge faculty, staff, administrators, and parents was sent out via Superintendent email. The
focus group was open to all Oakridge faculty, parents, and community members. Focus group
sessions were held at four different times, during three different days at all three Oakridge school
locations. The questions posed at the focus group were modeled after guides that appeared in the
literature and again, focus on gaining qualitative data around the thematic focus of integration
within the community relating to health and education [Appendix G] (Kaplan et al., 2012;
Silberberg & Cantor, 2008; Soleimanpour & Geierstanger, 2014). No personal identifying
information was collected from the focus group participants, only their affiliation with Oakridge
per the three groups mentioned in the survey (faculty, parent, and community member).
Responses were recorded manually by the facilitator and as a collective response from their
affiliated group.
Data Collection
The data came from both secondary and primary sources. The quantitative MiPHY
secondary data source was collected by the MDE and assess student responses to engagement in
specific health behaviors (MDE, 2016; MiPHY, 2016). This data was then manipulated and
through statistical logical regression was prepared to compare odds ratios between Oakridge and
Muskegon County students. Additional secondary data source was the OTHC service log from
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the past operating year of the clinic. Documenting services since it opened in December 2015.
The collection of the qualitative data was done to complement findings in the MiPHY and
conducted in a matter that was thematic to community inclusion and Oakridge Teen Health
Center integration. Primary data was first collected in the form of a community walking tour and
later drafted into a map of local resources with connection to the MiPHY results. A semi—
structured survey was completed by staff members, parents, and community members of the
Oakridge school district. This survey was then followed by the conduction of four unique focus
groups that invited all affiliated members of Oakridge to participate. These primary sources were
then thematically coded and analyzed for recurring themes and attitudes (Table 5).
Table 5
Data Collection Methods
Data Source

Data Type

Data Analysis

MiPHY

Quantitative

Logistic Regression

Service Log

Quantitative

Frequency Count

Resource Map

Qualitative

Needs Assessment

Survey

Qualitative

ATLAS.ti Coding

Focus Group

Qualitative

ATLAS.ti Coding

MiPHY. Approval for viewing Oakridge’s MiPHY data was granted by the current
Oakridge superintendent (Appendix E). MiPHY data for the rest of Muskegon County is
publically available from the Michigan Department of Education’s website. The compiled
electronic records were utilized for statistical analysis with the Grand Valley State University
Statistical Consulting Center.
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Service logs. The service log provided by the Oakridge Teen Health Center showed how
many services have been provided since the center opened. The collected data timeframe ranges
from visits occurring between its opening in December 2015 until October 2016.
Community resource map. A neighborhood/community walking assessment was
conducted on the area surrounding Oakridge schools within Egelston township. Noted
observations were the locations and frequencies of vendors selling alcohol, tobacco, fresh foods,
and fast-food establishments. The constructed map highlights access points influential to
community member health behaviors as determined by findings emerging from student habits
revealed in the MiPHY data (Appendix N).
Survey. An initial email was sent from the administrative office of Oakridge to all
middle school and high school staff about the upcoming survey that they would be receiving. It
provided instructions, consent form, purpose and asked for the staff to complete and return their
survey within a week. The semi-structured survey was then placed individually into all the
faculty and support staff mailboxes at the Oakridge middle and high school. After one week, the
completed surveys were collected and another email reminder was sent out to staff along with
redistribution of the surveys into staff mailboxes. One week later, any completed surveys were
again collected.
Focus Group. From the completed surveys, enough participant interest was gauged to
hold a viable focus group and further the discussion about the integration of the Oakridge Teen
Health Center. A mass email was sent from Oakridge administration to every member of the
Oakridge faculty, staff, and parents, inviting them to participate in a brief focus group to be held
at an Oakridge Public Schools location, on a strictly voluntary base. Four scheduled group times
and locations were conducted over the following two-week period, lasting 30 minutes and
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facilitated in English. One group time was aligned with the middle and high school dismissals, to
be held at the high school library. Two were set with the lower and upper elementary dismissal
times, with both school buildings hosting. And the final was held during the evening to
accommodate parents and community that work later shifts. The primary researcher served as the
facilitator for the groups and hand-recorded all responses, noting their group affiliation. These
notes would later be used for qualitative analysis by means of thematic frequency coding.
Data Organization
The responses from the survey and focus groups were organized by their affiliation to
Oakridge School. This produced three categories (strata) for responses to be categorized into;
faculty, parent, and/or community member. An individual may belong to one, two or all three of
these entities, and an individual’s responses may count toward the voice of a single or varied
group. For explicit affiliation regarding which group(s) the individual was(were) responding
from, three separate sections and forms were created for the survey, along with prompting
questions that asked the individual to specify which group their opinion was generated toward.
This allowed for focus group participants to provide directed responses and for later analysis to
occur at the various influential levels as outlined by the SEM theory application. An advantage
of performing stratified sampling is that the divided samples are mutually exclusive and data is
collected from individual samples of each group (Grembowski, 2016).
Data Analysis
The applied mixed methods for this project allowed for outlined objectives to have
comprehensive analysis. The MiPHY data report provided directionality for needed health
education and population specific targeted interventions. The focus group and semi-structured
survey provided insight from affected staff, parents, and community members. Their perceptions
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are valuable for assessing the integration of the Oakridge Teen Health Center and if they are
successfully implementing the Whole School, Whole Community, Whole Child model.
Collected demographics. Six demographic variables were collected including education
level, gender, age, race/ethnicity, marital status and association to Oakridge School and
community. This specific background information was collected to demonstrate the execution of
proportionate stratified sampling and to create a background body from which responses were
generated. Participants were asked to specify their affiliation with Oakridge creating a sampling
frame of only those classified as a staff member, parent, or community member with the ability
to participate.
Quantitative data. The secondary dataset was analyzed using statistical methods as
directed by the Grand Valley State University Statistical Consulting Center. As determined from
consultation, each question cannot be treated as an independent variable, as each student
answered every question. After reorganizing the data set it was determined that the best form of
statistical analysis would be through testing odds ratios of each question in the MiPHY set.
Utilizing logistic regression to find the odds ratios allowed for control over confounders within
the analysis. Further analysis was directed toward calculating the odds ratio of each question, as
each item can then be viewed in terms of which student population is more or less likely to
answer “yes” to a particular question, with 1 serving as equal odds between student populations
(Appendix H). Anything above 1 equates to higher odds for that event to occur to an Oakridge
student and anything less than 1 equating to less odds of occurrence to an Oakridge student.
Qualitative data. The transcriptions from the focus groups and semi-structured surveys
represented varied participation and group representation for this studied population. An initial
phase of coding pulled large and repeated themes associated with the research objectives. From
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this, secondary focus codes and themes were generated and examined per question using the
computer software program ATLAS.ti (Kaplan et al., 2012). The data was summarized utilizing
frequency counts and drawing participant quotes to exemplify findings (Kaplan et al., 2012). A
codebook (Appendix I) for initial coding was created, followed by a select few quotes to
highlight recurring responses (Appendix J).
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Chapter IV
Results
Data Results
The analysis of the collected data was completed and evaluated according to the primary
objectives of this project. Looking specifically at the primary and secondary data pertaining to
the Oakridge Teen Health Center and having been examined from September 2016 until April
2017 produced following results.
MiPHY results. This secondary data source provided directionality and guided
collection of the primary data. Acknowledging the astute guidance from the Grand Valley
Statistical Consulting Center, the student responses gathered from 2015 MiPHY can be found in
the table in Appendix H. Once Oakridge was removed from the Muskegon County totals
execution of statistical methods allowed for direct odds ratio comparisons between the two
student populations. When viewing the chart, those numbers that are larger than 1 relate to
Oakridge students having a greater chance of responding “yes” to that specific question. For each
domain of the MiPHY (e.g. alcohol and tobacco) the number of asked questions relating to that
domain fluctuated, creating minor shifts in the confidence intervals for each domain. Looking at
the final numbers and aligning with this project, domains which posed specific questions about
community characteristics and staff support toward healthy behaviors were of the most interest.
Those with the greatest differences between Oakridge and Muskegon County student populations
are highlighted in Table 6.
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Table 6
MiPHY Data Result Statements Gained from Odds Ratios
Domain

Statement: Compared to Muskegon County, Oakridge Students are

Alcohol

2.73x more likely to have obtained their alcohol by giving
someone else money to purchase.

Tobacco

4.14x more likely to have obtained their alcohol by giving
someone else money to purchase.

Community

.89x less likely to have a neighbor that would notice good effort
in school.
.81x less likely to feel safe at school.

School
Violence

1.98x more likely to have not gone to school because they feel
unsafe on their way to school, or on their way home more than
once that month.

The odds ratio for alcohol and tobacco being obtained by giving someone else money
were the two highest odds ratios between Muskegon County.
Through analysis of the odds ratios, the MiPHY data could be viewed in novel way as
never done before within Muskegon County. This format accurately highlighted the probability
of a student within Oakridge County to have had a domain specific question happen to them and
also allowed comparisons to the rest of the county’s student population.
Service log. The quarterly service log (from Oakridge Teen Health Center) specified
information about unique client counts and services. In total, they examined 538 patients, with
53.7 percent being male clients since opening in December 2015 until September 2016.
Significant data that was gained from this service log, specific to this project, is their provision of
both primary and mental health services as seen in Table 7.
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Table 7
Unique Client Services at OTHC
Service Type

Total Provided

Primary Care

873

Mental Health

717

Community health worker review. The role of the community health worker has
evolved since the initial donor funding. Lice continues to be a problem for this population but the
clients are now referred to the Teen Health Center for treatment instead of being sent home
(Pruim, 2016). The mobile dental clinic was discontinued in 2016 with the welcoming of a
dentist to the OTHC staff and internal management of the fluoride treatment program. The
Public Health Department has re-established its role at Oakridge Schools by conducting vision
and hearing screenings and follow-up services (Pruim, 2016). The Community Health Worker
maintains its role as accepting referrals from school staff and faculty, the Teen Health Center, the
Pathways to Potential Program, students, and family members. The community health worker is
a well-established the liaison between school-based services and Oakridge community needs.
Survey results. The compiled and administered survey was the result of findings from
the literature and as directed by the MiPHY data. The semi-structured survey response rate was
calculated at 30 percent, as 60 unique individuals were contacted to complete them and 18 were
successfully completed. As each individual had the opportunity to complete a particular set of
survey questions designated by their school affiliation, the total surveys completed on behalf of
each strata are shown in Figure 4.
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Figure 4. Group composition percentages from the completed semi-structured survey conducted
in February and March 2017, at Oakridge Public Schools.
Representative of the Oakridge district, the average age for a completed survey was 43.7
years, with 10 females and 8 males, all classifying racially as White backgrounds. From the
surveys modeled after Soleimanpour et al. (2010) (Appendix F), frequency counts were collected
as to which responses were most selected by participants. This provided a summary of their
overall attitudes and perceptions about the operations of the Oakridge Teen Health Center and
its perceived initial impact on Oakridge students (Figure 5).
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Figure 5. Response percentages for the most recurring outcome answers from the completed
semi-structured survey conducted in February and March 2017, at Oakridge Public Schools.
Aside from gaining perspective on the impact within the classroom setting, participants
provided responses on any of the environment, social and behavioral, changes they have felt as
shown in Figure 6.
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Figure 6. Response percentages for the most recurring environmental answers from the
completed semi-structured survey conducted in February and March 2017, at Oakridge Public
Schools.
Collectively, survey participants responded with 50 percent having received any form of
communication from the Oakridge Teen Health Center, in email, post, or from students, since it
began service in December 2015.
Focus group results. The additional primary data collection from four focus groups
contributed understanding and completeness to support the survey results. The affiliation
response percentage totals are presented in Figure 7.
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Figure 7. Group composition percentages from the combined four conducted focus groups in
March 2017, at Oakridge Public Schools.
The assigned codebook and quote book from the focus group sessions are provided as
Appendix I, Appendix J, and Appendix L. Utilizing this coding scheme in alignment with the
objective for collecting primary data, central themes emerged from the data collection seen in
Table 8.
Table 8
Focus Group Response Secondary Coded Themes
Recurring Themes
Increased outreach
Increased visibility
Range of service knowledge
Call for community support
Call for community engagement
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The questions were posed to elicit responses toward community integration and
constructed theory application of the Whole School, Whole Community, Whole Child Model.
Additionally, Appendix M illustrates the frequency output for primary codes of the focus group
transcription, as highlighted in Figure 8. Constructed from the most frequent responses of coding
use Appendix K diagrams a TagCloud and Wordle with those codes that were applied and the
most frequently appearing codes are in the largest text.

Figure 8. Focus group frequency totals for most recurring thematic codes from the
combined four conducted focus groups in March 2017, at Oakridge Public Schools.
Challenges
The application of mixed methodology and proportionate stratified sampling allowed for
robust findings on the Oakridge view toward the implementation of the Health Center. A
challenge in the project was addressing external validity, as it is difficult to control for the
sources and history for where individuals have gained health information (Grembowski, 2016).
As this project looks to assess the implementation and theory application of a case study health
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center, lacking another comparison health center and random sample could threaten external
validity. To address this the project does not look to measure the impact via health outcomes of
the Oakridge Teen Health Center programs, but the objectives are to examine public health
theory application and correlating knowledge of the entire Oakridge community.
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Chapter V
Discussion and Conclusions
Researchers have come to suggest that communities with low incomes have fewer
resources that can provide defense against the stressors incurred through life (Kaplan et al.,
2012). Whether tangible or superficial, this population is more likely to be exposed to wearing
experiences, producing negative consequences within their complete health and wellbeing
(Kaplan et al., 2012). Child and adolescent health centers are not intended to be implemented as
a blanket health intervention for underserved populations, but presented as an integrated
response to a need for services backed by united stakeholders (Keeton et al., 2012). A trend is
occurring within healthcare that aims to coordinate the exchange of health information between
providers to create a more personal continuum of care (Keeton et al., 2012; Strolin-Goltzman,
2010). In efforts of progressing seamlessly into a synergistic community this project has drawn
from primary and secondary data sources to address the research statement about whether the
relationship between a Michigan Funded Child and Adolescent Health Center (CAHC) and it’s
served community are integrating toward coordinated health education and interventions
amongst the faculty and community members of the Oakridge School District.
Quantitative Data Interpretations
Through data analysis, understandings about the integration of the Oakridge Teen Health
Center into the community can be established. Since its opening in December 2015, the OTHC
has a proven record of providing both primary care and mental health services to the student and
target population. The quarterly records from the Health Center prove that students are seeking
treatment nearly equally for physical, mental, and emotional services. This likeness not only
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shows the need for primary services within the population, but also the utilization and movement
toward holistic health practices.
Through logistical regression analysis of the MiPHY data (Appendix H), information was
gained about the health behaviors specific to the Oakridge high school population. Data revealed
that they have low perceived risks associated with tobacco, alcohol, and prescription drug use. In
comparison to Muskegon County students, this specific population showed earlier onset of these
risky health behaviors. Findings more directed to the objectives of this study were those about
the community and school domains. The MiPHY data showed that Oakridge students (minors)
are relying on other community members for the solicitation of alcohol and tobacco products.
Gained from the MiPHY data results, Oakridge students are four times as more likely to use a
community member as a means for obtaining tobacco and over two and half more times as likely
to use these same community members to obtain alcohol. With community and family members
acting as resources to negative health behaviors, it is determined that more responsibility needs
to be placed on these social roles to reinforce positive health behaviors to the youth of the
county.
Oakridge students reported having safety issues within their community to the extent that
their fear kept them from attending school. This community environment is correlating to
uncomfortable classroom and school settings, and as demonstrated from the literature, can
negatively affect academic capabilities. The odds of attempted suicide having resulted in serious
injury were 2.5 times greater within the Oakridge population in comparison to the other students
within Muskegon County. It is critical that they remain providers of behavioral services and
education. According to the WSCC model, the tenet of safety is not being achieved and is
affecting student’s engagement and health abilities. These are only a few of the results that
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related directly to the project objectives. Additional statistics from the MiPHY data were
organized by domain and a briefing was prepared for the Oakridge Health Advisory Council, as
seen in Appendix O.
In addressing the conducted and extensive literature review of public health theories
applicable to school-based health centers and their implementation processes, Table 9 illustrates
their observed application within Oakridge Teen Health Center.
Table 9
Stakeholder Observance of Public Health Aspects and Theories
Theory

Main aspect

Promote change by

1.Social
Determinants of
Health

General health
influences

Encouraging
Yes
wraparound services

2.Prevention
Levels

Ability to
protect and treat

Encouraging health
monitoring

Yes

3.Socio-Ecological
Model

Levels of
influence and
protection

Improving
community
intentions

No

4.Social Cognitive
Theory

Self-efficacy

Improving selfcapabilities

No

5.Diffusion of
Innovation

Social planning,
motivation, and
knowledge

Improving general
awareness

No

6.WSCC Model

Coordinated
influence levels

Improving attitudes,
norms, and
behaviors

Yes-minimal

7.Theory of
Evaluation

Implementation
and Cause and
Effect

Modify and
improving impact
and effectiveness

No
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Observed at OTHC

Table 9 illustrated the main aspects of each aspect or theory, the target for improving
behavior change and if its application was observed and recognized by community stakeholders.
After reviewing the literature, some public health theories fit more appropriately with the OTHC
mission than others. During the implementation process review, the OTHC does acknowledge
and provide services to help students overcome various social determinants of health, as well as
provide comprehensive services that support primary, secondary, and tertiary healthcare services.
These provided services were also mentioned by the community stakeholders during primary
data collection. As the OTHC has been in operation for less than a year and the further
application of theory is expected to become more evident, specifically the WSCC model within
their programming and outreach, as concluded through the recommendations and stakeholder
feedback.
Qualitative Data Interpretations
Once background knowledge was gained about the origin and objectives of the Oakridge
Teen Health Center, it became evident that this hub was established to service a population
showing great need beyond primary healthcare. Once the MiPHY data was reviewed it was
interpreted that students within this community were using older communities as enablers for
risky health habits Fundamental community resources were observed and collected via a
windshield tour of the surrounding area (Appendix N). The focus was on vendors of alcohol,
tobacco, fast-foods, and fresh foods. Within this County, there were an abundance of gas
stations, alcohol sellers, and fast-food establishments. This ease of access paired with little to no
perceived health harm and a social cultural that is not only accepting but also aiding negative
health habits, demonstrated that Egelston township is indeed, resource limited. Due to the
abundance of resources within a small area as illustrated in the assessment map, there is a large
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sense of accountability placed on the community to engage youth in positive health activities and
stray away from initiating risky health habits. With the synergy and effective implementation of
the WSCC model, the community should be utilizing the school as a hub for involvement and
local engagement. The survey and focus groups speak more to this underutilization and
incomplete model application.
Despite serving as an access point for affordable and convenient care, the Oakridge Teen
Health Center has not yet established itself as nucleus for health education and promotion within
the school staff or community population. The application of the Whole School, Whole
Community, Whole Child model highlights the importance of cooperation between entities and
further justified through the social-ecological model. The collective responses from the survey
speak to unaligned operations and communications between the OTHC, staff, and community
members. The survey revealed that the OTHC is in fact achieving their initial goal of providing
healthcare access to their student population. The survey results showed frequency with attitudes
about the OTHC creating more in-seat time (19 percent agreed) and less health-related absences
(16 percent agreed). These were perceptions that arrived when prompted about the direct
influence on student school involvement and are indicative to a successful attitude toward the
initial operations of the OTHC.
When participants were asked to reflection on the overall environment created from the
Oakridge Teen Health Center, the results were overwhelming positive. As the Oakridge Teen
Health was operating for less than a year when this study started, only perceived benefits from
the community were gathered. Nearly half (49 percent) of the completed surveys remarked that
they felt the OTHC was nurturing to an environment that was more accepting and aware of
general health and mental health issues. According to the WSCC model, this is successful

83

implementation toward providing a healthy, safe, and supported student. However, this
interpretation is the result of examining perspectives gained from adults within the school and
community, compared to student perceptions that were seen with mixed results over safety and
health in the MiPHY data.
The final data source, focus groups, proved to be the most telling and intuitive data
gathering sessions. Combined with the familiar settings and exogenous homogeneity of
participants, the moderator was able to establish an atmosphere for participants to provide honest
and authentic responses. This data proved to align most appropriately with the objective of
assessing the staff and community integration with the Oakridge Teen Health Center. Data
analysis illustrated a general understanding that the Oakridge Teen Health Center was opened to
better serve their healthcare limited neighborhood and provide primary services. Further probing
as to specifications about their fee scale, range of offered services, and educational
programming, showed the overwhelming majority of the strata and combined participants were
unsure and lacking knowledge. Continued referencing to wanting more outreach was a noted
focused themed, as it was mentioned 20 different times within discussions. One of the most
simplistic mentions, was directed at the name, “Oakridge Teen Health Center”. This participant
noted that the name itself is confusing as to who they are able to serve, based on both age and
school enrollment. Another topic that emerged was a call for more promotional materials that
highlight the general operations of the clinic. A recurring criticism was about the lack of a visible
sign or any materials displaying that the OTHC was operating. Lastly, the focus groups
mentioned a desire for more engagement and outreach from the Oakridge Teen Health Center.
Participants wanted more media, in-person education, parent invites and mailings, along with
more staff education about how to better utilize and refer parents to their services.
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The Oakridge Teen Health Center is providing and servicing the students of Oakridge in
both areas of primary and behavioral care. Understanding and insight from those involved in the
community and school settings, illustrated that a gap exists between the clinical operations of the
Oakridge Teen Health Center, classrooms, home, and community settings. Educational materials
are not being distributed, staff members are unsure of referral services for both students and
adults, and the OTHC is not visible enough to the community. These statements were determined
from the repeated opinions and views of focus group participants and from collected survey
responses. These findings were not synonymous to one group, but uniform across all three
participating groups. To relate this to the WSCC model, the Health Center has implemented
services and education targeted toward affecting the direct health of Oakridge students, but they
have had limited expansion beyond the primary clients, students.
Implications
The direct effect of these findings, as outlined in the project objectives, is to provide
directionality for the growth and improvement of the Oakridge Teen Health Center. Directed
proposals are results of the current literature, data collection and data analysis.
Planning program proposal. Through the MiPHY data, it is now possible to pinpoint
target areas that the Oakridge community is struggling compared to the rest of the surrounding
Muskegon County. From examining the various domains education and program planning can
occur with clear objectives. For example, the MiPHY data showed that Oakridge students had
greater odds in comparison to Muskegon of responding “yes” to questions referring to recent
attempts of death by suicide. In response, the OTHC can produce educational materials for
students, staff, and families about signs and symptoms of depression and how to maintain mental
wellness. They can then reach out and present these materials to students in classrooms and
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invite families to attend an open session about how to be supportive for their students. The
families can then gain involvement within the school community and students can feel supported
by their social connections.
Once home, it is important to stress to families and community establishments that the
learned behaviors must be reinforced. To accomplish this, the OTHC can provide weekly health
letters about various health topics and provide additional materials to display at gas stations and
local food vendors. The persistence from both the OTHC, staff and community will work toward
a collaborative effort, as seen in current model application. It is from this process of planning,
implementing, and execution that the Oakridge Teen Health Center would become an active face
within the classrooms and community for health and wellness. This process can be replicated and
altered for the various other domains Oakridge was more likely exposed. As odds ratio and
logistic analysis has never been performed for MiPHY data within Muskegon County, Oakridge
now has the ability to utilize these results to gain stakeholder and local community support
toward their integration and wellness promotion.
Benefit of tracking data. Media and educational promotional materials can highlight
areas of concern for the school population. Media channels are also more effective in forming
initial attitudes toward innovations (Rogers, 2002). This would address both the data driven
objectives and current issues voiced by staff and community members about the Oakridge Health
Center Staff. A sign out in front of the building can direct people to their website detailing their
services, fees, and rules. Staff can receive education from the OTHC staff about basic healthcare
knowledge that they can then pass onto their students or to parents. Once the staff and
community have a more foundational understanding for the operations of the OTHC, they will be
able to better utilize its services and establish it as a hub of health promotion.
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A program already implemented within the OTHC is that of community health worker
(CHW). The additional outreach and education sessions can be facilitated by the CHW or they
can choose to replicate the “Champion” method by hiring a health educator and social promoter
to build the awareness and accessibility of the OTHC services (Michael et al., 2015; Murray et
al., 2015). Once a patient is seen at the Health Center, the influence of the Champion or CHW
may be obtained through a short survey about how that client was referred. This will provide
directionality for where promotional materials should be pushed and where service education is
still needed. Additional tracking of the provided mental and behavioral health services could
provide supplementary insight into how the continuity of services and educational materials
distribution are received by the community. As the implemented programs will already be based
from data driven practices and outcome targets, tracking will permit the OTHC staff to better
target their promotion and service procedures.
Evaluation proposals. In alignment with the intervention of a school-based health center
is a varied scale of evaluations that can be conducted to produce various outcomes. This project
has examined the integration, theory application and built relationships of the clinic as directed
from quantitative data and published literature. This assessment is appropriate as it looks at the
initial implementation of the program. Once programs have been implemented that address
priorities set by the MiPHY data, impact evaluation can occur within the student population
using secondary data. Points of interest would be looking at attendance rates, and addressing
community connectedness and engagement (Rooney et al., 2015). Once compared to this
baseline data, the intervention that is the Oakridge Teen Health Center had undergone analysis to
determine a direct cause and effect relationship.
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Once the impact evaluation is complete, a more robust and long-term evaluation can
occur by means of an outcome evaluation. The Oakridge Teen Health Center can assess their
direct impact by observing distant future outcomes by utilizing this project’s produced data as
baseline. These variables of measurement could include Oakridge graduation rates, alumni
college graduation rates, and Egelston township morbidity rates in relation to preventable
diseases. The observation of these variables is specific to outcome evaluation because they look
at the lasting impressions and behavioral changes occurring within the target population. Once
the data is properly handled correlations can be drawn between the prevention and education
provided by the Oakridge Teen Health Center and associations of positive health behavior
changes.
Model Alignment
The selected theory that OTHC has implemented focuses on supporting a healthy student,
learning and living within comfortable environment (Rooney et al., 2015). To achieve this, the
model demonstrates how the complete social and living situation of that student influences their
behaviors; this is an educationally directed expansion of the socio-ecological model (Lewallen et
al., 2015). To achieve the complete implementation of these models the Oakridge Teen Health
Center needs to place more effort into the engagement of staff, parent, and community members.
In Public Health program models, each level of social entities are shown within their own
ring or area and later explained that these sublevels affect each other with the ultimate effects
seen as outcomes for the individual. It is through this project and data driven results, that a new
model for programming implementation is presented. This model has been titled as, “The Loop
of Infusion” and appropriately illustrates the constant and continuous influence of society (Figure
9). The innovation of this model came from findings within this study, as results highlighted the
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incomplete application of the WSCC model and participants’ responses echoed the need for
continuous communication and reinforcement.

Figure 9. The Loop of Infusion, a proposed model for viewing the interrelations associated with
health programming.
As shown, the model is a loop of interconnectivity with the levels of influence grouped
together, collectively providing inputs. The center block is the individual existing as a product of
their interpersonal, organizational, community, and policy interactions. These various levels are
adapted from the socio-ecological model. Working from the outside, the interpersonal and
organizational social entities combine their inputs (e.g. time, funds) to provide capacity building
opportunities for the individual. This can take the form of programs and activities that increase
the knowledge, skills, or attitudes of an individual. From there, it is also the obligation of the
interpersonal and organizational social entities to model and provide spaces for learned
behavioral practice. If the school-based health center is providing workshops for gardening,
farmer markets and hardware stores should also be included in program planning and
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implementation to provide outlets for practice. Once these two steps have occurred, the
immediate outcomes can be monitored as they continue on to the next social system and
infusions.
As the individual and their infusions flow from the interpersonal and organizational
entities, their influence is not lost but carried on and added throughout the loop. The next inputs
come from the social entities of the community and policies. Their inputs are more regulation
directed and impact two different aspects of influencing an individual. The first is that of
processes that direct and regulate how the individual engages within their living and social
environments. The individual’s behaviors and selection opportunities are guided by the processes
put into place by governing officials and community assumed behaviors. These processes then
flow into the reinforcement. The processes of reinforcement were left as the last infusion, as it is
the result of all the previous influences on the individual and positive reinforcement should
include all factors. As the model then flows back into the interpersonal and organization social
entities, it can be evaluated and adjusted for new inputs of capacity building as the loop
continues to flow.
The ideology for the Loop of Infusion was modeled after the human circulatory system. It
is representative of the continuous influences that consistently shape an individual and their
behavioral choices. It builds from the SEM theory from its described levels of interaction, but the
Loop of Infusion more accurately depicts the interconnections seen within social and
environmental levels, as seen with great emphasis in public health. The social entities can
collaborate to provide inputs that compliment and sustain each other in an advantageous
relationship rather than competitive.
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Additionally, public health aims to incorporate the social determinants of health as they
are critical in understanding and designing applicable health programs for populations. The
incorporation of social determinants of health into the Loop of Infusion can be illustrated with
the visualization of flow ability. Within the loop, constant attributes are being carried from
infusion to infusion, being strengthened and impacting the individual. When a person is living
with solid social determinants of health they have the ability to move along freely and flow
through the loop without difficulties. When an individual has poor social connections, unsteady
income, and no transportation, their shape and flow ability is affected. What started as
transferable, now has sharp edges and lost its ability to retain infusion. If the social determinants
go unchecked and without improvement, they can block the loop and cause a complete stop in
interaction and infusion. It is the obligation for health intervention models and those
professionals applying them, to understand that social determinants are not merely outside
factors, but they affect and contribute significantly to the capacities and prosperity of individuals.
The application of the Loop of Infusion is multifaceted, and can be applied to the
Oakridge Teen Health Center and other school-based health centers. As is lacking from the
current implementation of the OTHC, the Loop clearly dictates the family and school staff are an
integral part of the inputs into the students. In following the model, the clinic would draw inputs
directly from the school, as it would build the capacity of students. To integrate the families and
staff, the OTHC would then communicate with them to coordinate behavioral practices and
educational involvements for the students. This would strengthen community and build a sense
of belonging in the community. As the program is monitored, policy and community would then
bring additional resources and engagements with the school. These processes could be directed
by the most recent MiPHY findings. The complete combination of capacity building, behavior
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practices, and processes would then come together as reinforcement from the community is
compiled with previous inputs and practices demonstrated from closer social entities to the
student. The Loop of Infusion is continuous and represents a cycle between moments of infusion
and social entity collaboration. For this model to be successfully implemented, represented areas
of social and environmental influence combine to provide an integration and unified front for
individual promotion, that then flows and contributes to social synergy and advancement.
Recommendations
As gained from the multidimensional data collection and analysis completed throughout
this project and combined with the workings and application of theoretical models, directionality
can be suggested for the staff, parents, community, and outreach members of the Oakridge Teen
Health Center and district.
MiPHY based. To address the findings seen in the MiPHY data, the community
members are aiding to the supply of alcohol, tobacco, and other drugs to the student population
along with negative reinforcement patterns as echoed within the focus groups. As a proposed
solution within the ideology of public health and the drafted Loop of Infusion model, those
residing within the community need to take a more active role with the youth of the district. The
Oakridge Teen Health Center should capitalize on its location and broad outreach by providing
weekly or monthly educational sessions and materials. This can be in the form of cooking
classes, establishing more safe activities to engage in as a community at the school, and more
awareness and pathways for the parents and community members. The provided materials can be
passed out during school, emailed out, and posted in local establishments, like the many gas
stations. These flyers can quickly provide information and raise awareness of the health
education and programs operating at the Oakridge Teen Health Center.
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Awareness. In terms of community and parent involvement and betterment, the Oakridge
school district does currently have a Pathways Program that assists targeted families with
navigation through State and Federal aid programs. These services are not widely known
throughout the community and thus, not utilized. Outlined in the Loop of Infusion is the capacity
building of an individual as directed by the inputs from both the interpersonal and organizational
level. The school is providing the programs for individuals and families to better themselves, but
they lack awareness of the programs and minimal opportunities for behavioral practices. This
insight was gained from the focus group attitudes about community synergy. Once the school
serves a central location for building self-efficacy among the older and more influential
population, they will be able to provide reinforcement at the community level and be able to
actively contribute toward programs and health education.
Staff leadership. Beyond the inclusion of parents and community members, the staff at
Oakridge must be included into the loop of health infusion at Oakridge. From analyzed theories,
those that have relationships with the students and spend time with them are impactful in student
decision making. The staff was briefed on the Oakridge Teen Health Center this past Summer
but they have little interactions throughout the school year unless they are visiting for their own
personal illness. To address this issue, staff members of the OTHC can distribute a weekly or
monthly health letter that addresses current health issues and upcoming involvement sessions.
Completing this will align with Rogers’ Diffusion of Innovation and increase the likelihood for
practice acceptance (Rogers, 2002).
This task of relaying health education and materials currently rests solely on the health
teachers. Lack of resources impedes abilities to hire additional workers leading to an increased
demand for more staff and community effort to provide positive health interactions. Their efforts
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will be matched with improved student-teacher relationships and build connections that give
more meaning to attending school. This will address another domain that was a problem in the
MiPHY and echoed in qualitative data as Oakridge students have minimal efforts and motivation
to attend classes. Placing responsibility on the teaching staff will also create an environment of
reinforcement as the students see them engaging in healthy behaviors such as drinking water, not
smoking, being supportive, and partaking in active roles within the school.
Visibility. The most immediate improvement that can be made to increase the outreach
and inclusion of the Oakridge Teen Health Center is to increase their public presence. The
OTHC currently does not have any signs of their location, hours, provided services, or name
anywhere on the school premises. They have a small window cling that details their hours on
their outside welcoming door, otherwise the information is only available on their website or an
office flyer. As some members of the focus group mentioned the name, “Teen Health Center”,
leads them to believe that only services and programs can be utilized by teenagers when this is
not the case. A sign that clearly displayed services provided, to whom, their hours, and a brief
mention of their pay system would quickly provide substantial information for use. To reinforce
their process and policies, when they send out their weekly or monthly newsletter, they can again
provide this information for parents and community members that are not driving by the school
often enough to read the sign. The Oakridge Teen Health Center has had successful promotion
and understanding within their own faculty, but to maximize their outreach and impact, they
must make the entire community aware of their services.
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Table 10
Action Plan for Recommendations
Audience

Improvement

Method

Location

Community,
Parents, and
Staff

Model
Behavior

Capacity building

OTHC, Community

Community,
Parents, and
Staff

Reinforcement

Engagement

OTHC, Community,
School

OTHC

Visibility

Signs, Promotional
Material

School, Community,
Multi-media based

Conclusions
The completeness and integrity of this project have provided robust awareness,
understanding, results and implications for the past and future directions for the Oakridge Teen
Health Center and other school-based health centers. This project’s purpose was to gain
Oakridge community perceptions into the integration of the OTHC and its application of the
WSCC model. With validity, results have been provided directed in answering the main
objectives including the application of the Whole School, Whole Community, Whole Child
Model, the staff and community integration specific to Oakridge Teen Health Center, and
resulting directionality for the program. The project questioned the relationship between the
Oakridge Teen Health Center and its serviced community by assessing the integration and
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coordinated health education cooperation between staff, families, and community members.
Through the exhaustive and time appropriate conduction of this study, it has been deemed that
the OTHC is making a valid contribution to the access of healthcare but has made insignificant
progress toward establishing synergistic relationships amongst staff and community members.
The implications and applicability of this project are real and immediate. Promotional
materials, improved marketing, visibility and observability, and community engagement are
viable pathways for the Oakridge Teen Health Center to pursue (Rogers, 2002). As their school
year draws to an end, the utilization and application of the MiPHY data results can lead them in a
direction of planning impactful educations for patients at the health center, as well as staff and
community members. Newly designed plans for education material distribution can be drafted
and implemented as early as this summer, along with sessions to better education staff on how to
maximize their usage of the Health Center. It is important that those having direct and frequent
contact with the students are knowledgeable not only about the OTHC but that they themselves
are modeling positive health behaviors and acting as agents of reinforcement.
While taking steps forward toward improvement, it is critical to restate that the Oakridge
Teen Health Center has succeeded in severing its purpose as a central hub for students to access
healthcare. The resulting call of this project is for the OTHC to immerse themselves in their
population and to create connections within their classrooms and with those most influential to
their students. In efforts of directing an entire student body and community toward better health
behaviors, countless influential components need to be motivated toward motion and sustained.
The implementation study provides justification of theory and model application, by
means of the WSCC, socio-ecological model, and proposed Loop of Infusion, in classifying
inclusive and applicable programs and educations to progress student and community wellness.
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To supplement the planning process, mixed methodology data collection defined focused themes
and priorities for comprehensive program implementation and marketing. This process was
further developed through data collection and analysis, resulting in specific directions and
actions proposals to better incorporate Oakridge staff and community members with the
Oakridge Teen Health Center. From this collaboration and alignment of resources and
operations, OTHC staff could be able to solidify utilization, knowledge, implementation and
continuation within Oakridge School District. To achieve this coverage, the Oakridge
community needs to unite the efforts of stakeholders, educators, families, and health
professionals to create and employ multidimensional and fluid programs that build capacity and
reinforce behaviors that promote prosperity.
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Appendix A
Oakridge Teen Health Center Consent of Use Form for Students
Muskegon Teen Health Center 80 W. Southern Ave. Phone: 231-733-6680
Marquette Elementary 480 Bennett St. Phone: 231-720-2607
Muskegon Covenant Academy 125 Catherine Ave. Phone: 231-720-3102
Muskegon Middle School 1150 Amity Ave Phone: 231-720-3047
Muskegon Heights Public Academy 2441 Sanford St. Phone: 231-830-3716
Nelson Elementary 550 Grand Ave. Phone: 231-720-2224
Oakridge Health Center 251 S. Wolf Lake Rd. Phone: 231-733-6830

HACKLEY COMMUNITY CARE
SCHOOL PROGRAMS
Main Number: 231-733-6680
Medical/Dental After Hours/ Emergencies: 231-737-3882

Parental Consent and Health History Form
__________________________________________ ____________
Patient Name: First

Middle

CHECK THE BOX THAT DESCRIBES YOUR RACE:
ISLANDER

NATIVE HAWAIIAN

ASIAN

Last

DOB

AFRICAN AMERICAN

NATIVE AMERICAN/ALASKAN NATIVE

Male or Female _____________________
(Circle)
Current School

WHITE/CAUCASIAN
OTHER

ETHINICITY:

MORE THAN ONE GROUP
HISPANIC

PACIFIC

NON HISPANIC

Consent for Services
Hackley Community Care School program services may include: *mental health services (treatment, assessment, individual, family
and group counseling); dental services (preventative, restorative, and surgical); and *medical services, including: primary care;
treatment for illness and injuries; physical exams for school, sports, and camp; basic laboratory services and tests; referral for specialty
health services; student health assessment, education, and risk reduction programs; chronic disease management; sexually transmitted
disease testing and prevention; HIV counseling and testing; immunizations; medication administration; vision / hearing screenings; tele
health; nursing services; and Medicaid Outreach and enrollment.
I have reviewed and understand the services offered by Hackley Community Care School Programs. I give consent for my child to
receive the services described above until age 18. I understand it is not necessary to renew my consent yearly. I understand I may
withdraw my consent for services at any time upon written notice. Consent will be valid at all Hackley Community Care School
Program sites. Minor children without a signed consent form on file will not be seen. Exceptions to this include: a one-time verbal
consent by phone from parent; an emergency threatening life or limb; students who are legally emancipated; legally married;
under court-order; in the presence of a law officer when the parent cannot be promptly located; and members of the U.S. Armed
Forces.
I understand my child’s immunization (shot) records from the Michigan Childhood Immunization Registry (MCIR) will be reviewed.
If it is determined that my child needs an immunization and parent is not present a Vaccine Information Sheet(s) will be sent
home with my child and consent must be signed and returned before an immunization is administered.
I understand that dental treatment may be provided at one of our mobile dental sites. I understand that this treatment can also
be obtained at my child’s dental home. If this results in duplicate treatment it may affect my child’s dental insurance benefits. I
understand that certain dental procedures may require additional consent forms and signatures in person by parent/guardian.
I understand that testing for blood borne diseases, including HIV/AIDS, may be performed without separate written consent in the
event that a staff member receives a cut or exposure to my child’s blood or body fluids.
I understand school program staff will release information regarding treatment to the following; staff and its subcontractors, and
other health care providers when needed to coordinate care; school staff, including the athletic trainer, when needed to coordinate
services at school; and third-party payers when needed for payment of services.
I understand that photographs of my child may be taken as part of the coordination of medical/dental treatment.
I understand that Hackley Community Care School Programs will bill insurance (when/if available) for services rendered.
I understand that school program staff will have access to school records, to include the Power School system. Access to this
information may include demographic data, class schedules and attendance records for my child to coordinate appointments and
absences related to school program services. Staff will follow all FERPA and HIPPA laws related to such information.
I understand that school programs services are in compliance with all HIPAA laws and regulations. The full privacy practice is
available for me to have or review at any of the school program locations or on the Hackley Community Care website (www.hccchealth.org). I understand a copy of the Notice of HIPAA Privacy Practices can be mailed to me at my request.
I understand that an updated Parental Consent form may be requested as necessary to update my child’s information for our
records.

___________________________________________________________________ __________________
Signature of Parent/Guardian of Patient (17 years of age & younger)
Date
By signing this consent, I confirm I am the parent/ legal guardian of the above listed student and am authorized to give this consent.

*Note: In accordance with Michigan legal requirements, parental consent is not required for outpatient mental health services for individuals age 14 and older, for
minors to receive a diagnosis/ medical treatment for a venereal disease or HIV, or a diagnosis of pregnancy or related prenatal care. This District will provide
these services in accordance with MCLA (Michigan Complied Laws Annotated) 333.9132, 333.5127, 333.1707

Please Complete the Back of This Form
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Patient/Student Medical History
Do you have a family doctor or clinic? ❏ Yes ❏ No If Yes, Name & Phone #: ______________________________________________

When was the date of your last complete physical (Well Child Check)?: Date:___________________
Do you have a dentist? ❏ Yes ❏ No If Yes, Name & Phone #: _______________________________________________
Are you allergic to any medications? ❏ Yes ❏ No If Yes, please list: ___________________________________________________
Are you allergic to Latex (rubber gloves etc.)? ❏ Yes ❏ No
Are you taking any medications? ❏ Yes ❏ No If Yes, please list:_______________________________________________________
Preferred Pharmacy: _____________________________________
Do you have any health concerns? ❏ Yes ❏ No If Yes, please explain:_________________________________________________
Have you ever been hospitalized? ❏ Yes ❏ No If Yes, Age(s) & Reason: __________________________________________
Have you ever had any surgeries? ❏ Yes ❏ No If Yes, Age(s) & Reason:__________________________________________
Have you ever had any eye surgeries? ❏ Yes ❏ No If Yes, Age(s) & Reason:__________________________________________
Females Only: Are you or could you be pregnant? ❏ Yes ❏ No
Are you using any type of birth control? ❏ Yes ❏ No
Have you ever had (or currently have) any of the following? If yes, check all that apply.
❏
❏
❏
❏
❏
❏
❏
❏
❏
❏

Alcohol/Drug use
Tobacco use (smoking)
Allergies
Anemia
Asthma
Bladder/kidney infections
Cancer
Chicken pox
Diabetes
Headaches/migraines

❏
❏
❏
❏
❏
❏
❏
❏
❏

Heart problems/rheumatic fever
Hepatitis
Measles
Mental illness or depression
Meningitis
Mononucleosis
Mumps
Pneumonia
Scarlet fever

❏
❏
❏
❏
❏
❏
❏
❏
❏

For Office Use Only:
ALLERGIC TO:
________________
________________
________________
________________
________________

Scoliosis
Seizures
Shortness of breath
Skin problems/acne
Sports injuries or broken bones
Strep/tonsillitis
Thyroid problems
Tuberculosis
Ulcer/digestive problem

Family Medical History
Please check if any of your family members (mother, father, siblings, grandparents, aunts, uncles) have ever had (or currently have)
any of the following? If yes, check all that apply.
❏
❏
❏
❏
❏
❏
❏
❏

Alcoholism/ Drug Addiction
Asthma
Diabetes
High cholesterol
Mental illness or depression
Smoking
Thyroid disease
Other___________________

❏
❏
❏
❏
❏
❏
❏

Allergies
Birth defects
Heart disease
Kidney disease
Obesity
Sudden death
Tuberculosis

❏
❏
❏
❏
❏
❏
❏

Arthritis
Cancer
High blood pressure
Lung disease
Seizures
Suicide
Ulcer/digestive problems

For Office Use Only:
Provider’s Initials/ Date
Reviewed:

_______________________
_______________________
_______________________
_______________________
_______________________

Patient Medical/Dental Insurance Information
Parent/ Guardian_____________________________ DOB____________ Home #________________ Work #__________________
Address______________________________________________________________________
Parent/ Guardian_____________________________ DOB____________ Home #_________________ Work #__________________
Address______________________________________________________________________

*Medical/Health Insurance:
Uninsured Medicaid____________________ Private___________________ Policy Holder Name _______________________
Policy Holder DOB___________________ Policy Holder’s Employer_______________________________________________
Policy Number________________________ Group Number_______________________________

*Dental Insurance:

Uninsured
Medicaid__________________________ Private______________ __Policy Holder Name______________________
Policy Holder Date of Birth___________________ Policy Holder’s Employer_______________________________________________
Policy Number________________________ Group Number_______________________________

***If you or your child needs assistance with applying for Medicaid or our Sliding Fee Scale, we may be able to help.
Please contact one of our school program staff for assistance.
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Appendix B
HRRC Exempt Form

January 26, 2017
Amber Bytwerk, MPH-Student
Grand Valley State University
301 Michigan Street, NE
Grand Rapids, MI 49503
Dear Ms. Bytwerk,
Upon review of the aims and description of the project you are planning entitled, “Effect of MI
State Funded Child and Adolescent Health Center (CAHC) in shaping health and wellness of
West Michigan's Oakridge School District Students,” it does not meet the definition of covered
human subject research. Federal regulations (45 CFR 46) defines human subjects research as
“Living individual(s) about whom an investigator (whether professional or student) conducting
research obtains: (1) data through intervention or interaction with the individual, or (2)
identifiable private information”, and Research “as a systematic investigation, including research
development, testing and evaluation, designed to develop or contribute to generalizable
knowledge.” According to your study description, you are obtaining publically available
information from the Michigan Profile for Healthy Youth, and are conducting a survey and focus
group for the purpose of evaluating the CAHC at Oakridge School District.
The determination of this project as not being covered human subject research is based on my
review of the materials you submitted, which included a proposal document (HRRC exempt
form), informed consent for the focus group, survey questions, focus group stimulus questions,
and a letter from Judith Kell, HUB Manager for Pathways to Better Health of the Lakeshore.
Because your study is not human subject research, submission to GVSU’s Human
Research Review Committee (HRRC) is not necessary. You may proceed with this project.
As you move forward, you are cautioned that your project should not be referred to as ‘human
subject’ research when you discuss it with others. Should you change the aims and activities of
your project such that it would then meet the definition of human subject research as quoted
above, please cease any contacts with potential human subjects until such time as you submit the
project protocol to the HRRC and receive the committee’s approval to proceed.
Good luck with your project.
Cordially,
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Theresa Bacon-Baguley RN, PhD
Professor & Associate Dean for Research
College of Health Professions
301 Michigan Avenue
Grand Valley State University
Grand Rapids, MI 49503
CC: Azizur Molla, PhD
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Appendix C
The outlined area shows that of the Oakridge school district
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Appendix D
Informed Consent for Staff, Faculty and Community Participants

Informed Consent for Research Protocol
Effect of MI State Funded Child and Adolescent Health Center (CAHC) in shaping health and
wellness of West Michigan's Oakridge School District Students
Explanation
I hereby voluntarily consent to participate in this research protocol. By signing this form, I
acknowledge the following:
➢ I have been offered an opportunity to ask questions and have been provided with contact
information for further questions if necessary;
➢ I am free to refuse to answer any questions;
➢ I have been told my information will be kept strictly confidential by the research team.
➢ After my information has been recorded all information identifying me as a participant will
be permanently destroyed;
➢ Results of this study will be made public in a master’s thesis, and I may contact the
researchers for more details when they are available;
➢ If I have any questions about my rights as a research subject I may contact the Human
Research Review Committee at GVSU by phone (616-331-3197) or e-mail at
(hrrc@gvsu.edu)
In this study, I will let the project personnel collect personal responses to posed questions asked
as part of the study of “Effect of MI State Funded Child and Adolescent Health Center (CAHC) in
shaping health and wellness of West Michigan's Oakridge School District Students”.
Benefits to be Expected
I understand that this project will evaluate a community health intervention and integration
program. The study aims
i)
to analyze the relationship between the Oakridge Teen Health Center and Egelston
community,
ii)
to improve health and wellness of the entire Oakridge community,
iii)
to quantify the usage of local community health resources,
iv)
and to recommend appropriate improvement strategies.
Risks and Discomforts
1. There is no risk or discomfort to participate in the study. As mentioned, responses will be
gathered on the personal views of the Oakridge Teen Health Center and community inclusion.
Questions will not be asked that exceeds the exempt risk level. All responses will be kept
confidential and in a locked file cabinet. Access to study data is restricted to the investigators,
faculty advisor, and HRRC, and rarely, appropriate government agencies as required by law.
Freedom of Consent
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I have read the information above and have had all my questions answered to my satisfaction. In
addition, I am aware that:
1.
My name and information given will remain strictly confidential
2.
My responses will be kept in a locked cabinet, located in Dr. Molla’s Environmental
health lab within Grand Valley State University’s Department of Public Health.
3.
I am entitled to further inquiries regarding this research.
4.
I am free to withdraw from this research at any time without penalty or prejudice.
5.
My signature indicates that I have received and have carefully read this consent form.
Participant Name (Please Print Clearly)______________________________________________

Date:_________________Signed:__________________________________________________
The investigator of this research Amber Bytwerk welcomes any questions regarding the research
protocol or aspects of it. For questions or comments contact Amber Bytwerk at 231-670-3963, or email
bytwerka@mail.gvsu.edu.
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Appendix E
Michigan Profile for Healthy Youth (MiPHY) Data Agreement
This form was completed and authorized by the Oakridge Superintendent to allow personal
access to be complied MiPHY data for Oakridge School district, in the most recent school year.
Instead of assigned a password for login, Oakridge provided data in the format of both hard
copies and excel sheets.
MEIS Security Agreement to Access the Michigan School Health Survey System
Last Name:

Bytwerk

First Name:

Amber

E-Mail Address:

bytwerka@mail.gvsu.edu

Phone Number:

2317805311

Authorized MEIS Account Number:
District Name:

A1237319

Oakridge

District Code:

Oakridge

Entity Name:

61065

ISD Code:

61

Entity Code: 61065

Roles requested:
District Level Report Access
Oakridge High School

Entity Name:

Entity Code: 02814

Roles requested:
Building Level Report Access
Oakridge Lower Elementary School

Entity Name:

Entity Code: 04576

Roles requested:
Building Level Report Access
Oakridge Middle School

Entity Name:

Entity Code: 02815

Roles requested:
Building Level Report Access
Oakridge Upper Elementary School

Entity Name:

Entity Code: 00534

Roles requested:
Building Level Report Access

For the authorized user:

Please sign below.

I agree to protect my user identification and password from unauthorized use. I understand all access
under my user ID is my responsibility.

Signature of Individual to be Authorized

For the superintendent:

Date

Please sign below.

I attest that the above-named individual is authorized by me to gain access to the Michigan School Health
Survey System.

Name of District/Agency

Signature of Superintendent

Date

Fax or scan and email this form to:

A1237319

09/13/2016 18:52:30

Page: 1 of 2

106

Michigan Department of Education

Appendix F
Oakridge Teen Health Center Survey
Connecting Health & Education within Oakridge School District & OTHC
Thank you and much appreciation for taking the time and effort to complete this short
survey about the Oakridge Teen Health Center and health within Oakridge School District. The
project and my research contributes to improve the health of students and your local community.
Your participation in the study is valuable to improve health of Oakridge community.
Reminder: Your answers are not attached to your name and will be used only for thesis work
and improvement recommendations. I, Amber Bytwerk, will be the only person to review your
responses. Provided answers are given voluntarily and you may choose to not answer any
question.
General background information:
1. What is your identifying gender?
a. Male
b. Female
c. Transgender
2. What is your identifying ethnic origin (race)?
a. White
b. Hispanic or Latino
c. Black or African American
d. Native American
e. Asian/Pacific Islander
f. Other: _____________
3. What is your current age?
______________ years

d. Other: ____

4. What is your current marital status?
a. Single, never married b. Married/Partnership c. Widowed d. Divorced e. Other:_
5. What is your highest level of completed education?
a. Some High School
b. High School Graduate or GED
c. Some College
d. Trade/Vocational School
e. Associate Degree
f. Bachelor Degree
g. Master
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h. Some High School
i. High School Graduate or
GED
j. Some College
k. Trade/Vocational School

l.
m.
n.
o.
p.

Associate Degree
Bachelor Degree
Master Degree
Doctoral Degree
Other

6. What is your association with Oakridge School District? Select and complete ALL that
apply. (Example: current teacher with a student attending, complete part A and part B)
Faculty/Administrative Position within Oakridge (Complete part A)
Parent or Guardian of current student at Oakridge (Complete part B)
Oakridge Community Member (Complete part C)
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For the following questions, please select responses regarding the Oakridge Teen Health Center. All
answers are voluntary and anonymous.

Part A. For Faculty/Administrative Members
1. Have you personally referred a student to use the Oakridge Teen Health Center?
a. Yes
b. No
c. Not Sure
2. Since the Oakridge Teen Health Center opened, what changes (positive or negative) have
you noticed in students’ behavior and involvement within the classroom setting?
More in-seat time
Decreased involvement due to a
health issue
More participation in classroom
Misuse of services (leaving class)
Better attention in class
Students “acting up” to be
More confidence
referred to services
Less health-related absences
Other:_____________________
More health-related absences
__________________________
Increased student leadership
3. Since the Oakridge Teen Health Center opened, what changes (positive or negative) in
the overall environment of the school have you noticed in areas of behavior, involvement,
or health promotion?
More accepting of health
Increased community health
issues
activities
More discussion of mental
More acceptance of “riskyhealth issues
behaviors” (ex: underage
drinking or tobacco use)
Better understanding of
personal health
Less acceptance of “riskbehaviors” (ex: underage
Increased social stigma
drinking or tobacco use)
related to using Oakridge
Teen Health Center
Students talking about health
issues they should not be
Decreased Social stigma
related to using Oakridge
Students encouraging each
Teen Health Center
other in health-related topics
(ex: weight management)
Increased social acceptance
of personal health issues
Other:_____________________
___________________________
Better health knowledge
Increased family involvement
4. Does your classroom or office currently have any health promotion or educational
materials displayed that were supplied from the Oakridge Teen Health Center?
a. Yes
b. No
c. Not Sure
Thank you for your time and contribution to my research. It will be great to hear more from you.
If you would be willing to volunteer your time (30 minutes) to be a part of a group discussion about the
Oakridge Teen Health Center and to voice your opinions, please mark “Yes” below.

Available for focus group discussion _____Yes _____No

For the following questions, please select responses regarding the Oakridge Teen Health Center.
All answers are voluntary and anonymous.
Part B. For Parents/Guardians
1. Since the Oakridge Teen Health Center opened, has your student visited the center or
utilize any of its services?
a. Yes
b. No
c. Not Sure
2. What do you believe are some positive results from having the Oakridge Teen Health
Center at the school?
More in-seat time
Increased social acceptance of
personal health issues
More participation in classroom
Students encouraging each other
Better attention in class
in health-related topics
More confidence
(ex: weight management)
Less health-related absences
Better health knowledge
Easy access to health services
Healthier school setting
Support from staff to visit health
Other:_____________________
services
________________________
Increased student leadership
3. What do you believe are some negative results from having the Oakridge Teen Health
Center at the school?
More health-related absences
More acceptance of “riskybehaviors” (ex: underage
Decreased involvement due to a
drinking or tobacco use)
health issue
Students talking about health
Misuse of services (leaving
issues they should not be
class)
Increased social stigma related
Students “acting up” or “faking”
to using Oakridge Teen Health
to be referred to services
Center
Students using services without
Other:_____________________
parents’ knowledge
__________________________
4. Has your student every shared with you health materials (example: flyers or pamphlets)
given to them from the Oakridge Teen Health Center?
a. Yes
b. No
c. Not Sure
Thank you for your time and contribution to my research. It will be great to hear more from you.
If you would be willing to volunteer your time (30 minutes) to be a part of a group discussion
about the Oakridge Teen Health Center and to voice your opinions, please mark “Yes” below.
Available for focus group discussion _____Yes_____No
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For the following questions, please select responses regarding the Oakridge Teen Health Center.
All answers are voluntary and anonymous.
Part C. For Community Members
1. Are you aware the there is an operating Teen Health Center located within Oakridge
Middle School?
a. Yes
b. No
c. Not Sure
2. What do you believe are some positive results from having a Teen Health Center open at
Oakridge?
More in-seat time
Increased social acceptance of
personal health issues
More participation in classroom
Students encouraging each other
Better attention in class
in health-related topics (ex:
More confidence
weight management)
Less health-related absences
Better health knowledge
Easy access to health services
Healthier school setting
Support from staff to visit health
Other:_____________________
services
__________________________
Increased student leadership
3. What do you believe are some negative results from having a Teen Health Center open at
Oakridge?
More health-related absences
Decreased involvement due to a
Students talking about health
health issue
issues they should not be
Misuse of services (leaving class)
Increased social stigma related to
using Oakridge Teen Health
Students “acting up” or “faking”
Center
to be referred to services
Other:_____________________
Students using services without
___________________
parents’ knowledge
More acceptance of “riskybehaviors” (ex: underage
drinking or tobacco use)
4. Have you ever received any information or health related materials from the Oakridge
Teen Health Center?
a. Yes
b. No
c. Not Sure
Thank you for your time and contribution to my research. It will be great to hear more from you.
If you would be willing to volunteer your time (30 minutes) to be a part of a group discussion
about the Oakridge Teen Health Center and to voice your opinions, please mark “Yes” below.
Available for focus group discussion _____Yes ___No
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Appendix G
Oakridge Teen Health Center Focus Group Guide
Oakridge Teen Health Center (OTHC) Focus Group Guide
Greetings! I’m Amber Bytwerk and I will be leading today’s discussion about the OTHC
being implemented within Oakridge School District. Your knowledge, suggestions and
observation about OTHC will be used for my thesis to evaluate the health intervention and find
ways to improve it further. This thesis work is being conducted through GVSU, for academic
benefit and the future direction of the Oakridge Teen Health Clinic and community.
Today, we will be focusing on discussing your personal thoughts about the Oakridge
Teen Health Center. This space is open to everyone’s ideas and comments, both positive and
negative. Reminder that no names will be attached to comments, so please, feel free to openly
express your thoughts, as this will provide the best results for improvement.
Okay, for the next 30 minutes together, I will be asking you to share your experiences
and thoughts on the OTCH. Reminder that will I would NOT collect or record your individual
name except your introduction as local teacher, parent and/or community member. This session
is mostly to hear from you; I will record responses as a collective response where no one will be
referred to specifically. Please let me know if you need clarification of any of my questions. May
I start with your consent? Thank you.
A. Great and it is a pleasure to meet and be with you all today! Moving ahead and thinking
broadly now, I would like to discuss general health and social issues facing students here at
Oakridge.
1. What do you believe are major health and social problems students at Oakridge face?
2. Within Oakridge’s population, do you believe students seek healthcare when they are in need?
What could be potential reasons why they do or do not seek care?
B. Great feedback, thank you! Let’s shift our focus to the services and operations here at the
Oakridge Teen Health Center. Please, try to recall experiences from the previous school year.
3. Explain your initial thoughts about the opening of the OTHC.
4. Can you provide any examples of why a student or individual might visit the OTHC?
Do you believe those visiting are aware of services and payment options?
How do you believe they heard about the OTHC?
5. Why do think students would choose to use the OTHC over another clinic?
Please share any feedback (good and bad) that you have heard about services.
C. Thank you for your insight! And to end, let’s focus on the behaviors of students within the
classroom and community setting.
6. How have student attendance rates been influenced since the opening of the OTHC?
Any student performance changes?
Any school connectivity or community engagement differences?
7. In what ways has the OTHC connected health and education within the school?
Within the community?
Thank you for being here today and taking time out to improve your school, students and
community. Before we leave, does anyone have any additional thoughts/comments they would
like to add?
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Appendix H
MiPHY Data Analysis Using Odds Ratios

Oak Ridge vs Muskegon County Schools Comparison
Questionnaire=Alcohol

P-value

Odds
Ratio
Point
Estimate

0 (0%)

6 (100%)

.

.

.

0.99286

(., .)

Among students who drank recently, the
percentage who usually drank alcohol at a
public place such as a park, beach, or
parking lot during the past 30 days

0 (0%)

8 (100%)

.

.

.

0.99286

(., .)

Among students who drank recently, the
percentage who usually drank alcohol at a
restaurant, bar, or club during the past 30
days

0 (0%)

6 (100%)

.

.

.

0.99286

(., .)

Question
Among students who drank recently, the
percentage who usually drank alcohol at a
public event such as a concert or sporting
event during the past 30 days

Oakridge
Frequency
Agreed
0 (0%)

Oakridge
Frequency
Disagreed
1 (100%)

Muskegon
County
Frequency
Agreed

Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

Confidence
Level

Odds Ratio
Confidence
Interval

Among students who drank recently, the
percentage who usually drank alcohol at
another person’s home during the past 30
days

11 (50%)

11 (50%)

175 (58.33%)

125
(41.67%)

0.5834256

0.4450

0.71

0.99286

(0.22, 2.35)

Among students who drank recently, the
percentage who usually drank alcohol at
home during the past 30 days

11 (50%)

11 (50%)

62 (34.44%)

118 (65.56%)

2.0554411

0.1517

1.9

0.99286

(0.56, 6.46)

0 (0%)

5 (100%)

.

.

.

0.99286

(., .)

.

.

.

0.99286

(., .)

0.9530366

0.3289

.

0.99286

(., .)

.

.

.

0.99286

(., .)

Among students who drank recently, the
percentage who usually drank alcohol on
school property during the past 30 days
Among students who drank recently, the
percentage who usually drank alcohol while
riding in or driving a car or other vehicle
during the past 30 days

0 (0%)

1 (100%)

0 (0%)

9 (100%)

Among students who drank recently, the
percentage who usually got their own alcohol
by some other way than the question
options provided during the past 30

0 (0%)

4 (100%)

19 (19.39%)

79 (80.61%)

0 (0%)

4 (100%)

Among students who drank recently, the
percentage who usually got their own alcohol
by buying it at a public event such as a
concert or sporting event durin
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Among students who drank recently, the
percentage who usually got their own alcohol
by buying it in a store or gas station during
the past 30 days

0 (0%)

14 (100%)

.

.

.

0.99286

(., .)

Among students who drank recently, the
percentage who usually got their own alcohol
by giving someone else money to buy it
during the past 30 days

4 (33.33%)

8 (66.67%)

13 (15.48%)

71 (84.52%)

2.2976279

0.1296

2.73

0.99286

(0.44, 17.13)

Among students who drank recently, the
percentage who usually got their own alcohol
by someone giving it to them during the past
30 days

5 (35.71%)

9 (64.29%)

98 (43.95%)

125
(56.05%)

0.3632785

0.5467

0.71

0.99286

(0.15, 3.32)

Among students who drank recently, the
percentage who usually got their own alcohol
by taking it from a family member during the
past 30 days

2 (25%)

6 (75%)

12 (15.38%)

66 (84.62%)

0.4922161

0.4829

1.83

0.99286

(0.17, 19.29)

0 (0%)

3 (100%)

.

.

.

0.99286

(., .)

Among students who drank recently, the
percentage who usually got their own alcohol
by taking it from a store during the past 30
days
Percentage of students that think almost all
(91-100%) of the students in their grade
drank alcohol sometime in the past month

0 (0%)

1 (100%)

1 (1.59%)

62 (98.41%)

0.016125

0.8990

.

0.99286

(., .)

Percentage of students that think almost all
(91-100%) of the students in their grade
used an illegal drug sometime in the past
month (not including marijua

0 (0%)

3 (100%)

1 (2.22%)

44 (97.78%)

0.0680851

0.7941

.

0.99286

(., .)

Percentage of students that think almost all
(91-100%) of the students in their grade
used marijuana sometime in the past month

0 (0%)

10 (100%)

7 (5.38%)

123
(94.62%)

0.5668016

0.4515

.

0.99286

(., .)

Percentage of students that think few
(1-10%) of the students in their grade drank
alcohol sometime in the past month

3 (12.5%)

21 (87.5%)

42 (12.88%)

284
(87.12%)

0.0029334

0.9568

0.97

0.99286

(0.17, 5.39)

Percentage of students that think few
(1-10%) of the students in their grade used
an illegal drug sometime in the past month
(not including marijuana)

22 (31.88%)

47 (68.12%)

205 (28.55%)

513
(71.45%)

0.3406289

0.5595

1.17

0.99286

(0.56, 2.43)

Percentage of students that think few
(1-10%) of the students in their grade used
marijuana sometime in the past month

5 (15.15%)

28 (84.85%)

40 (12.54%)

279
(87.46%)

0.1830428

0.6688

1.25

0.99286

(0.31, 4.97)
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Percentage of students that think half or less
(31-50%) of the students in their grade drank
alcohol sometime in the past month

12 (23.53%)

39 (76.47%)

143 (23.91%)

455
(76.09%)

0.0038044

0.9508

0.98

0.99286

(0.39, 2.47)

Percentage of students that think half or less
(31-50%) of the students in their grade used
an illegal drug sometime in the past month
(not including mariju

4 (13.79%)

25 (86.21%)

62 (15.78%)

331
(84.22%)

0.0804905

0.7766

0.85

0.99286

(0.19, 3.81)

Percentage of students that think half or less
(31-50%) of the students in their grade used
marijuana sometime in the past month

9 (20.45%)

35 (79.55%)

106 (20.5%)

411 (79.5%)

0.0000582

0.9939

1

0.99286

(0.35, 2.84)

Percentage of students that think half or
more (51-70%) of the students in their grade
drank alcohol sometime in the past month

13 (24.53%)

40 (75.47%)

107 (20.66%)

411 (79.34%)

0.4342494

0.5099

1.25

0.99286

(0.5, 3.09)

Percentage of students that think half or
more (51-70%) of the students in their grade
used an illegal drug sometime in the past
month (not including mariju

3 (12.5%)

21 (87.5%)

25 (10.04%)

224
(89.96%)

0.1439006

0.7044

1.28

0.99286

(0.22, 7.4)

Percentage of students that think half or
more (51-70%) of the students in their grade
used marijuana sometime in the past month

11 (22%)

39 (78%)

100 (19.92%)

402
(80.08%)

0.1224179

0.7264

1.13

0.99286

(0.43, 2.98)

Percentage of students that think most
(71-90%) of the students in their grade drank
alcohol sometime in the past month

1 (7.14%)

13 (92.86%)

22 (9.4%)

212 (90.6%)

0.0801052

0.7772

0.74

0.99286

(0.04, 12.89)

Percentage of students that think most
(71-90%) of the students in their grade used
an illegal drug sometime in the past month
(not including marijuana)

0 (0%)

8 (100%)

4 (4.12%)

93 (95.88%)

0.3429621

0.5581

.

0.99286

(., .)

Percentage of students that think most
(71-90%) of the students in their grade used
marijuana sometime in the past month

2 (9.09%)

20 (90.91%)

41 (12.73%)

281
(87.27%)

0.2497378

0.6173

0.69

0.99286

(0.09, 5.3)

Percentage of students that think none (0%)
of the students in their grade drank alcohol
sometime in the past month

1 (5.88%)

16 (94.12%)

40 (12.5%)

280 (87.5%)

0.6615466

0.4160

0.44

0.99286

(0.03, 7.27)

Percentage of students that think none (0%)
of the students in their grade used an illegal
drug in the past month (not including
marijuana)

6 (17.14%)

29 (82.86%)

99 (19.8%)

401 (80.2%)

0.1464077

0.7020

0.84

0.99286

(0.24, 2.91)

Percentage of students that think none (0%)
of the students in their grade used marijuana
sometime in the past month

1 (5.56%)

17 (94.44%)

39 (12.38%)

276
(87.62%)

0.7505083

0.3863

0.42

0.99286

(0.03, 6.89)
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Percentage of students that think some
(11-30%) of the students in their grade drank
alcohol sometime in the past month

16 (27.12%)

43 (72.88%)

81 (17.84%)

373
(82.16%)

2.9308745

0.0869

1.71

0.99286

(0.73, 4.03)

Percentage of students that think some
(11-30%) of the students in their grade used
an illegal drug sometime in the past month
(not including marijuana)

13 (24.53%)

40 (75.47%)

102 (20.12%)

405
(79.88%)

0.5718512

0.4495

1.29

0.99286

(0.52, 3.2)

Percentage of students that think some
(11-30%) of the students in their grade used
marijuana sometime in the past month

9 (20.45%)

35 (79.55%)

68 (16.46%)

345
(83.54%)

0.4517677

0.5015

1.3

0.99286

(0.45, 3.79)

Percentage of students who drove a car or
other vehicle when they had been drinking
alcohol one or more times during the past 30
days

0 (0%)

6 (100%)

1 (1.79%)

55 (98.21%)

0.1088993

0.7414

.

0.99286

(., .)

Percentage of students who ever drank
alcohol

49 (46.67%)

56 (53.33%)

488 (41.92%)

676
(58.08%)

0.8873414

0.3462

1.21

0.99286

(0.7, 2.1)

Percentage of students who ever tried
marijuana

16 (26.23%)

45 (73.77%)

201 (26.87%)

547
(73.13%)

0.0118487

0.9133

0.97

0.99286

(0.43, 2.18)

Percentage of students who got drunk for the
first time before age 13 years

0 (0%)

9 (100%)

3 (3.53%)

82 (96.47%)

0.3281189

0.5668

.

0.99286

(., .)

Percentage of students who had at least one
drink of alcohol during the past 30 days

10 (20.41%)

39 (79.59%)

94 (18.43%)

416
(81.57%)

0.1153599

0.7341

1.13

0.99286

(0.42, 3.09)

Percentage of students who had at least one
drink of alcohol on school property during the
past 30 days

0 (0%)

1 (100%)

1 (2.63%)

37 (97.37%)

0.0270083

0.8695

.

0.99286

(., .)

Percentage of students who had five or more
drinks of alcohol in a row, that is, within a
couple of hours, during the past 30 days

2 (10%)

18 (90%)

27 (9.93%)

245
(90.07%)

0.0001126

0.9915

1.01

0.99286

(0.13, 8.05)

Percentage of students who had their first
drink of alcohol other than a few sips before
age 13 years

4 (13.79%)

25 (86.21%)

34 (11%)

275 (89%)

0.2067928

0.6493

1.29

0.99286

(0.28, 5.97)

Percentage of students who have at least
one best friend who made a commitment to
stay drug free during the past year

111 (71.61%)

44 (28.39%)

1201
(69.22%)

534
(30.78%)

0.3831695

0.5359

1.12

0.99286

(0.68, 1.85)

Percentage of students who have ever been
drunk

20 (29.41%)

48 (70.59%)

175 (25.07%)

523
(74.93%)

0.6150751

0.4329

1.25

0.99286

(0.59, 2.65)

Percentage of students who have taken
barbiturates without a doctor’s prescription
during the past 30 days

0 (0%)

4 (100%)

1 (2.22%)

44 (97.78%)

0.0907407

0.7632

.

0.99286

(., .)
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Percentage of students who made bets or
gambled during the past 30 days

11 (22%)

39 (78%)

107 (20.46%)

416
(79.54%)

0.0662826

0.7968

1.1

0.99286

(0.42, 2.87)

Percentage of students who reported
smoking marijuana once or twice a week to
be of moderate or great risk

46 (45.1%)

56 (54.9%)

510 (43.26%)

669
(56.74%)

0.1295322

0.7189

1.08

0.99286

(0.62, 1.88)

Percentage of students who reported using
prescription drugs that are not prescribed to
them has moderate or great risk

135
(77.14%)

40 (22.86%)

1490
(73.91%)

526
(26.09%)

0.8790535

0.3485

1.19

0.99286

(0.72, 1.97)

Percentage of students who reported having
five or more drinks of alcohol once or twice
each weekend to be a moderate or great risk

107
(69.03%)

48 (30.97%)

1269
(68.34%)

588
(31.66%)

0.0320778

0.8579

1.03

0.99286

(0.64, 1.68)

Percentage of students who reported sort of
easy or very easy to get alcohol

67 (54.03%)

57 (45.97%)

854 (55.93%)

673
(44.07%)

0.1668655

0.6829

0.93

0.99286

(0.56, 1.53)

Percentage of students who reported sort of
easy or very easy to get marijuana

48 (45.71%)

57 (54.29%)

650 (48.84%)

681
(51.16%)

0.3795304

0.5379

0.88

0.99286

(0.51, 1.53)

Percentage of students who reported taking
one or two drinks of an alcoholic beverage
nearly every day to be of moderate or great
risk

80 (59.26%)

55 (40.74%)

1014
(61.01%)

648
(38.99%)

0.1608406

0.6884

0.93

0.99286

(0.57, 1.52)

Percentage of students who reported that
they somewhat disapprove or strongly
disapprove of peers having one or two drinks
of an alcoholic beverage nearly e

92 (63.45%)

53 (36.55%)

1195
(66.24%)

609
(33.76%)

0.466927

0.4944

0.88

0.99286

(0.55, 1.43)

Percentage of students who reported their
friends felt having one or two drinks of an
alcoholic beverage nearly every day to be
wrong or very wrong

117 (71.78%)

46 (28.22%)

1553
(75.39%)

507
(24.61%)

1.0528745

0.3048

0.83

0.99286

(0.51, 1.35)

Percentage of students who reported their
friends felt smoking marijuana to be wrong or
very wrong

103
(67.32%)

50 (32.68%)

1036
(61.56%)

647
(38.44%)

1.9781852

0.1596

1.29

0.99286

(0.79, 2.09)

Percentage of students who reported their
friends felt using prescription drugs not
prescribed to them to be wrong or very
wrong

161
(83.85%)

31 (16.15%)

1913
(83.68%)

373
(16.32%)

0.0037901

0.9509

1.01

0.99286

(0.58, 1.75)

Percentage of students who reported their
parents felt having one or two drinks of an
alcoholic beverage nearly every day to be
wrong or very wrong

209
(95.43%)

10 (4.57%)

2468
(95.29%)

122 (4.71%)

0.0093776

0.9229

1.03

0.99286

(0.42, 2.56)

Percentage of students who reported their
parents felt marijuana use to be wrong or
very wrong

183
(89.71%)

21 (10.29%)

2230
(90.69%)

229 (9.31%)

0.2132774

0.6442

0.89

0.99286

(0.47, 1.71)
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Percentage of students who reported their
parents felt using prescription drugs not
prescribed to them to be wrong or very
wrong

209
(95.43%)

10 (4.57%)

2521
(96.59%)

89 (3.41%)

0.7998747

0.3711

0.74

0.99286

(0.29, 1.85)

Percentage of students who reported they
thought all of their friends had been drunk
recently

0 (0%)

7 (100%)

3 (3.09%)

94 (96.91%)

0.2229254

0.6368

.

0.99286

(., .)

Percentage of students who reported they
thought all of their friends had used
marijuana recently

1 (5.88%)

16 (94.12%)

11 (6.32%)

163
(93.68%)

0.0050803

0.9432

0.93

0.99286

(0.05, 16.78)

Percentage of students who reported they
thought most of their friends had been drunk
recently

1 (7.69%)

12 (92.31%)

15 (7.32%)

190
(92.68%)

0.002531

0.9599

1.06

0.99286

(0.06, 19.02)

Percentage of students who reported they
thought most of their friends had used
marijuana recently

3 (12.5%)

21 (87.5%)

35 (11.29%)

275
(88.71%)

0.0323283

0.8573

1.12

0.99286

(0.2, 6.33)

Percentage of students who reported they
thought none of their friends had been drunk
recently

70 (55.12%)

57 (44.88%)

831 (55.29%)

672
(44.71%)

0.0013902

0.9703

0.99

0.99286

(0.6, 1.64)

Percentage of students who reported they
thought none of their friends had used
marijuana recently

60 (51.28%)

57 (48.72%)

660 (49.22%)

681
(50.78%)

0.1835879

0.6683

1.09

0.99286

(0.65, 1.82)

Percentage of students who reported they
thought some of their friends had been drunk
recently

29 (35.37%)

53 (64.63%)

308 (33.62%)

608
(66.38%)

0.1020482

0.7494

1.08

0.99286

(0.56, 2.07)

Percentage of students who reported they
thought some of their friends had used
marijuana recently

22 (30.99%)

49 (69.01%)

295 (32.89%)

602 (67.11%)

0.1080121

0.7424

0.92

0.99286

(0.45, 1.88)

Percentage of students who rode in a car or
other vehicle driven by someone who had
been drinking alcohol one or more times
during the past 30 days

5 (14.71%)

29 (85.29%)

40 (11.98%)

294
(88.02%)

0.2142549

0.6435

1.27

0.99286

(0.32, 5.03)

Percentage of students who sniffed glue, or
breathed the contents of spray cans, or
inhaled any paints or sprays to get high
during the past 30 days

0 (0%)

6 (100%)

1 (2.27%)

43 (97.73%)

0.1391466

0.7091

.

0.99286

(., .)

Percentage of students who took a
prescription drug not prescribed to them,
including painkillers, during the past 30 days

2 (10.53%)

17 (89.47%)

15 (7.35%)

189
(92.65%)

0.2485508

0.6181

1.48

0.99286

(0.17, 12.56)
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Percentage of students who took a
prescription drug such as Ritalin, Adderall, or
Xanax without a doctor’s prescription during
the past 30 days

1 (7.69%)

12 (92.31%)

6 (4.58%)

125
(95.42%)

0.2476743

0.6187

1.74

0.99286

(0.08, 35.48)

Percentage of students who took painkillers
such as OxyContin, Codeine, Vidodin, or
Percocet without a doctor’s prescription
during the past 30 days

1 (7.69%)

12 (92.31%)

8 (5.48%)

138
(94.52%)

0.1094626

0.7408

1.44

0.99286

(0.07, 27.91)

Percentage of students who tried marijuana
before age 13 years

1 (6.67%)

14 (93.33%)

10 (5.92%)

159
(94.08%)

0.0137692

0.9066

1.14

0.99286

(0.06, 21.05)

Percentage of students who used a needle
to inject any illegal drug into their body one
or more times during the past 30 days

0 (0%)

2 (100%)

0 (0%)

18 (100%)

.

.

.

0.99286

(., .)

Percentage of students who used any form
of cocaine during the past 30 days

0 (0%)

4 (100%)

1 (2.17%)

45 (97.83%)

0.0887311

0.7658

.

0.99286

(., .)

Percentage of students who used club drugs
one or more times during the past 30 days

0 (0%)

7 (100%)

1 (1.67%)

59 (98.33%)

0.1184343

0.7307

.

0.99286

(., .)

Percentage of students who used heroin one
or more times during the past 30 days

0 (0%)

2 (100%)

0 (0%)

20 (100%)

.

.

.

0.99286

(., .)

Percentage of students who used marijuana
during the past 30 days

5 (14.71%)

29 (85.29%)

65 (15.29%)

360
(84.71%)

0.0084282

0.9269

0.95

0.99286

(0.25, 3.69)

Percentage of students who used marijuana
on school property during the past 30 days

0 (0%)

6 (100%)

1 (1.69%)

58 (98.31%)

0.1032839

0.7479

.

0.99286

(., .)

Percentage of students who used
methamphetamines one or more times
during the past 30 days

0 (0%)

3 (100%)

0 (0%)

25 (100%)

.

.

.

0.99286

(., .)

Percentage of students who used steroids
one or more times during the past 30 days

0 (0%)

3 (100%)

0 (0%)

19 (100%)

.

.

.

0.99286

(., .)

Percentage of students who used synthetic
marijuana one or more times during their life

2 (9.52%)

19 (90.48%)

21 (8.68%)

221
(91.32%)

0.0173348

0.8953

1.11

0.99286

(0.14, 8.98)

Percentage of students whose parents or
other adults in their family ever talked with
them about what they expected them to do
or not to do when it comes to

126
(74.56%)

43 (25.44%)

1628
(77.41%)

475
(22.59%)

0.725433

0.3944

0.85

0.99286

(0.52, 1.4)
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Questionnaire=Community

Oakridge
Frequency
Agreed

Oakridge
Frequency
Disagreed

Muskegon
County
Frequency
Agreed

Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

P-value

Odds
Ratio
Point
Estimate

Confidence
Level

Percentage of students who know adults in
the neighborhood they could talk to about
something important

51 (48.11%)

55 (51.89%)

608 (48.52%)

645 (51.48%)

0.0065883

0.9353

0.98

0.9875

(0.59, 1.63)

Percentage of students who know people in
their neighborhood who are proud when
youth do something well

27 (35.06%)

50 (64.94%)

367 (37.76%)

605 (62.24%)

0.2205114

0.6387

0.89

0.9875

(0.48, 1.65)

Percentage of students who know people in
their neighborhood who encourage them to
do their best.

24 (32.88%)

49 (67.12%)

355 (37.06%)

603 (62.94%)

0.5097311

0.4753

0.83

0.9875

(0.44, 1.58)

Percentage of students who reported feeling
unsafe or very unsafe in their neighborhood

0 (0%)

7 (100%)

6 (4.69%)

122 (95.31%)

0.3433866

0.5579

.

0.9875

(., .)

Percentage of students who reported sort of
easy or very easy to get alcohol

67 (54.03%)

57 (45.97%)

854 (55.93%)

673 (44.07%)

0.1668655

0.6829

0.93

0.9875

(0.58, 1.48)

Percentage of students who reported sort of
easy or very easy to get cigarettes

59 (50.86%)

57 (49.14%)

622 (47.63%)

684 (52.37%)

0.4469714

0.5038

1.14

0.9875

(0.7, 1.85)

Percentage of students who reported sort of
easy or very easy to get marijuana

48 (45.71%)

57 (54.29%)

650 (48.84%)

681 (51.16%)

0.3795304

0.5379

0.88

0.9875

(0.53, 1.47)

Percentage of students whose neighbors
notice when they are doing a good job and let
them know

8 (19.51%)

33 (80.49%)

118 (21.34%)

435 (78.66%)

0.0761486

0.7826

0.89

0.9875

(0.32, 2.47)

Question
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Odds Ratio
Confidence
Interval

Questionnaire=Individual Peer

Question

Oakridge
Frequency
Agreed

Oakridge
Frequency
Disagreed

Muskegon
County
Frequency
Agreed

Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

P-value

Odds
Ratio
Point
Estimate

Confidence
Level

Odds Ratio
Confidence
Interval

Percent of students who reported that their
friends would feel it was wrong or very wrong
to be in a physical fight

57 (50%)

57 (50%)

791 (53.12%)

698
(46.88%)

0.4144831

0.5197

0.88

0.9875

(0.54, 1.43)

Percentage of students who have at least
one best friend who liked school during the
past year

109
(70.78%)

45 (29.22%)

1169
(68.32%)

542
(31.68%)

0.3953214

0.5295

1.12

0.9875

(0.71, 1.78)

Percentage of students who have at least
one best friend who made a commitment to
stay drug free during the past year

111 (71.61%)

44 (28.39%)

1201
(69.22%)

534
(30.78%)

0.3831695

0.5359

1.12

0.9875

(0.71, 1.78)

Percentage of students who have at least
one best friend who participated in clubs,
organizations or activities at school during
the past year

153
(83.61%)

30 (16.39%)

1811
(84.71%)

327
(15.29%)

0.1563657

0.6925

0.92

0.9875

(0.55, 1.55)

Percentage of students who have at least
one best friend who regularly attended
religious services during the past year

89 (64.03%)

50 (35.97%)

1108
(66.51%)

558
(33.49%)

0.3526231

0.5526

0.9

0.9875

(0.57, 1.42)

Percentage of students who have at least
one best friend who tried to do well in school
during the past year.

182 (91%)

18 (9%)

2177
(92.95%)

165 (7.05%)

1.0538801

0.3046

0.77

0.9875

(0.4, 1.47)

Percentage of students who reported
smoking one or more packs of cigarettes per
day to be a moderate or great risk

159
(83.68%)

31 (16.32%)

1789
(80.88%)

423
(19.12%)

0.8995105

0.3429

1.21

0.9875

(0.73, 2.02)

Percentage of students who reported having
five or more drinks of alcohol once or twice
each weekend to be a moderate or great risk

107
(69.03%)

48 (30.97%)

1269
(68.34%)

588
(31.66%)

0.0320778

0.8579

1.03

0.9875

(0.66, 1.62)

Percentage of students who reported they
thought all of their friends had been drunk
recently

0 (0%)

7 (100%)

3 (3.09%)

94 (96.91%)

0.2229254

0.6368

.

0.9875

(., .)

Percentage of students who reported they
thought all of their friends had smoked
cigarettes recently

0 (0%)

10 (100%)

3 (3.49%)

83 (96.51%)

0.36009

0.5485

.

0.9875

(., .)

Percentage of students who reported they
thought all of their friends had used
marijuana recently

1 (5.88%)

16 (94.12%)

11 (6.32%)

163
(93.68%)

0.0050803

0.9432

0.93

0.9875

(0.06, 13.64)
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Percentage of students who reported they
thought most of their friends had been drunk
recently

1 (7.69%)

12 (92.31%)

15 (7.32%)

190
(92.68%)

0.002531

0.9599

1.06

0.9875

(0.07, 15.47)

Percentage of students who reported they
thought most of their friends had smoked
cigarettes recently

1 (5.56%)

17 (94.44%)

8 (5.33%)

142
(94.67%)

0.0015653

0.9684

1.04

0.9875

(0.07, 15.94)

Percentage of students who reported they
thought most of their friends had used
marijuana recently

3 (12.5%)

21 (87.5%)

35 (11.29%)

275
(88.71%)

0.0323283

0.8573

1.12

0.9875

(0.23, 5.59)

Percentage of students who reported they
thought none of their friends had been drunk
recently

70 (55.12%)

57 (44.88%)

831 (55.29%)

672
(44.71%)

0.0013902

0.9703

0.99

0.9875

(0.62, 1.58)

Percentage of students who reported they
thought none of their friends had smoked
cigarettes recently

87 (61.7%)

54 (38.3%)

1087
(63.09%)

636
(36.91%)

0.1073131

0.7432

0.94

0.9875

(0.6, 1.48)

Percentage of students who reported they
thought none of their friends had used
marijuana recently

60 (51.28%)

57 (48.72%)

660 (49.22%)

681
(50.78%)

0.1835879

0.6683

1.09

0.9875

(0.67, 1.76)

Percentage of students who reported they
thought some of their friends had been drunk
recently

29 (35.37%)

53 (64.63%)

308 (33.62%)

608
(66.38%)

0.1020482

0.7494

1.08

0.9875

(0.59, 1.97)

Percentage of students who reported they
thought some of their friends had smoked
cigarettes recently

16 (26.67%)

44 (73.33%)

218 (28.31%)

552
(71.69%)

0.0744048

0.7850

0.92

0.9875

(0.43, 1.96)

Percentage of students who reported they
thought some of their friends had used
marijuana recently

22 (30.99%)

49 (69.01%)

295 (32.89%)

602 (67.11%)

0.1080121

0.7424

0.92

0.9875

(0.47, 1.78)
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Questionnaire=Physical

P-value

Odds
Ratio
Point
Estimate

Among students enrolled in physical
education (PE) class, the percentage who
actually exercised or played sports more
than 20 minutes during an average PE c

103
(95.37%)

5 (4.63%)

1008
(94.29%)

61 (5.71%)

0.2148124

0.6430

1.25

0.95

(0.49, 3.17)

Percentage of students who attended
physical education (PE) classes daily in an
average week when they were in school

35 (39.77%)

53 (60.23%)

249 (30.37%)

571
(69.63%)

3.2716743

0.0705

1.51

0.95

(0.96, 2.38)

Percentage of students who attended
physical education (PE) classes on one or
more days in an average week when they
were in school

40 (42.55%)

54 (57.45%)

313 (34.06%)

606
(65.94%)

2.7102094

0.0997

1.43

0.95

(0.93, 2.21)

Percentage of students who play on any
sports team

79 (59.85%)

53 (40.15%)

941 (59.37%)

644
(40.63%)

0.0116128

0.9142

1.02

0.95

(0.71, 1.47)

Percentage of students who played video or
computer games or use a computer for
something that is not school work three or
more hours per day on an average

39 (41.94%)

54 (58.06%)

341 (35.56%)

618
(64.44%)

1.4944469

0.2215

1.31

0.95

(0.85, 2.02)

Percentage of students who watched three
or more hours per day of TV on an average
school day

15 (25.86%)

43 (74.14%)

160 (24.39%)

496
(75.61%)

0.0623901

0.8028

1.08

0.95

(0.59, 2)

Percentage of students who were physically
active for a total of at least 60 minutes per
day on five or more of the past seven days

64 (53.33%)

56 (46.67%)

696 (50.91%)

671
(49.09%)

0.2583191

0.6113

1.1

0.95

(0.76, 1.6)

Question

Oakridge
Frequency
Agreed

Oakridge
Frequency
Disagreed

Muskegon
County
Frequency
Agreed
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Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

Confidence
Level

Odds Ratio
Confidence
Interval

Questionnaire=School

Question

Oakridge
Frequency
Agreed

Oakridge
Frequency
Disagreed

Muskegon
County
Frequency
Agreed

Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

P-value

Odds
Ratio
Point
Estimate

Confidence
Level

Odds Ratio
Confidence
Interval

Percent of students who reported that their
friends would feel it was wrong or very wrong
to carry a weapon to school

180
(88.67%)

23 (11.33%)

2002
(84.47%)

368
(15.53%)

2.5562811

0.1099

1.44

0.9917

(0.79, 2.63)

Percentage of students who feel safe at
school

130
(76.47%)

40 (23.53%)

1668 (80%)

417 (20%)

1.2117145

0.2710

0.81

0.9917

(0.49, 1.34)

Percentage of students who felt assigned
school work was never or seldom meaningful
and important

19 (28.79%)

47 (71.21%)

173 (25.4%)

508 (74.6%)

0.3608226

0.5480

1.19

0.9917

(0.56, 2.52)

Percentage of students who have heard
rumors or lies being spread about other
students one or more times during the past
12 months

133
(76.44%)

41 (23.56%)

1643
(76.74%)

498
(23.26%)

0.0082745

0.9275

0.98

0.9917

(0.6, 1.61)

Percentage of students who have heard
students get called mean names or get "put
down" one or more times during the past 12
months

139
(78.09%)

39 (21.91%)

1529
(73.97%)

538
(26.03%)

1.4553472

0.2277

1.25

0.9917

(0.76, 2.06)

Percentage of students who have heard
students threaten to hurt other students one
or more times during the past 12 months

85 (61.15%)

54 (38.85%)

769 (52.53%)

695
(47.47%)

3.7926495

0.0515

1.42

0.9917

(0.88, 2.3)

Percentage of students who have lots of
chances to be part of class discussions or
activities

149
(81.87%)

33 (18.13%)

1654 (79.4%)

429 (20.6%)

0.6255623

0.4290

1.17

0.9917

(0.69, 1.98)

Percentage of students who have lots of
chances to get involved in sports, clubs, and
other school activities outside of class

174
(87.88%)

24 (12.12%)

2105
(89.61%)

244
(10.39%)

0.5830458

0.4451

0.84

0.9917

(0.46, 1.53)

Percentage of students who have lots of
chances to help decide things like class
activities and rules at school

46 (45.1%)

56 (54.9%)

486 (42.97%)

645
(57.03%)

0.1725916

0.6778

1.09

0.9917

(0.63, 1.89)

Percentage of students who have lots of
chances to talk with a teacher one-on-one at
school

144 (80%)

36 (20%)

1699
(80.52%)

411 (19.48%)

0.0286931

0.8655

0.97

0.9917

(0.58, 1.62)

Percentage of students who have read email or website messages that contained
threats to other students one or more times
during the past 12 months

14 (25%)

42 (75%)

110 (19.75%)

447
(80.25%)

0.8695899

0.3511

1.35

0.9917

(0.57, 3.21)
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Percentage of students who have read email or website messages that spread
rumors about other students one or more
times during the past 12 months

25 (32.89%)

51 (67.11%)

315 (33.62%)

622
(66.38%)

0.0164883

0.8978

0.97

0.9917

(0.5, 1.89)

Percentage of students who have seen
students get pushed, hit, or punched one or
more times during the past 12 months

87 (61.7%)

54 (38.3%)

771 (52.48%)

698
(47.52%)

4.3911947

0.0361

1.46

0.9917

(0.9, 2.35)

Percentage of students who have seen
students left out of activities or games on
purpose one or more times during the past
12 months

59 (50.86%)

57 (49.14%)

616 (47.06%)

693
(52.94%)

0.6182387

0.4317

1.16

0.9917

(0.7, 1.94)

Percentage of students who have seen
students wreck or damage other students'
things one or more times during the past 12
months

35 (39.33%)

54 (60.67%)

435 (39.47%)

667
(60.53%)

0.0007534

0.9781

0.99

0.9917

(0.55, 1.8)

Percentage of students who never or seldom
enjoyed being at school during the past year

28 (35.44%)

51 (64.56%)

239 (29.88%)

561
(70.13%)

1.0540171

0.3046

1.29

0.9917

(0.67, 2.48)

Percentage of students who never or seldom
tried to do their best work at school during
the past year

1 (6.67%)

14 (93.33%)

11 (6.43%)

160
(93.57%)

0.0012503

0.9718

1.04

0.9917

(0.06, 18.02)

Percentage of students who often or almost
always hated being at school during the past
year

47 (45.63%)

56 (54.37%)

448 (41.14%)

641
(58.86%)

0.7820993

0.3765

1.2

0.9917

(0.69, 2.07)

Percentage of students who reported feeling
unsafe or very unsafe at school

1 (5.56%)

17 (94.44%)

7 (5.04%)

132
(94.96%)

0.0088966

0.9249

1.11

0.9917

(0.06, 20.21)

Percentage of students who reported not at
all or a little true that they do interesting
activities at school

62 (52.99%)

55 (47.01%)

831 (56.34%)

644
(43.66%)

0.4932207

0.4825

0.87

0.9917

(0.53, 1.45)

Percentage of students who reported not at
all or a little true that they do things that
make a difference at school

89 (63.57%)

51 (36.43%)

1259
(69.56%)

551
(30.44%)

2.1822916

0.1396

0.76

0.9917

(0.47, 1.24)

Percentage of students who reported not at
all or a little true that they help decide things
like class activities or rules at school

126
(75.45%)

41 (24.55%)

1707
(80.82%)

405
(19.18%)

2.840376

0.0919

0.73

0.9917

(0.44, 1.2)

Percentage of students who reported their
courses were slightly or very dull

30 (36.59%)

52 (63.41%)

318 (34.57%)

602
(65.43%)

0.1355436

0.7128

1.09

0.9917

(0.58, 2.06)

Percentage of students who think learning in
school is slightly or not at all important for
later life

24 (32.88%)

49 (67.12%)

272 (31.96%)

579
(68.04%)

0.0258146

0.8724

1.04

0.9917

(0.53, 2.07)
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Percentage of students whose teachers ask
them to work on special classroom projects
at school

29 (36.25%)

51 (63.75%)

354 (36.72%)

610
(63.28%)

0.0070849

0.9329

0.98

0.9917

(0.52, 1.86)

Percentage of students whose school lets
their parents know when they have done
something well

33 (38.37%)

53 (61.63%)

273 (32.19%)

575
(67.81%)

1.3531747

0.2447

1.31

0.9917

(0.71, 2.43)

Percentage of students whose teachers
notice when they are doing a good job and
let them know about it

70 (56%)

55 (44%)

827 (56.07%)

648
(43.93%)

0.000215

0.9883

1

0.9917

(0.61, 1.64)

Percentage of students whose teachers
praise them when they work hard in school

42 (43.3%)

55 (56.7%)

447 (41.31%)

635
(58.69%)

0.1447335

0.7036

1.08

0.9917

(0.62, 1.91)
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Questionnaire=Sexual

Question

Oakridge
Frequency
Agreed

Oakridge
Frequency
Disagreed

Muskegon
County
Frequency
Agreed

Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

P-value

Odds
Ratio
Point
Estimate

Confidence
Level

Odds Ratio
Confidence
Interval

Among students who had sexual intercourse
during the past three months, the percentage
who drank alcohol or used drugs before last
sexual intercourse

1 (12.5%)

7 (87.5%)

17 (19.1%)

72 (80.9%)

0.2116352

0.6455

0.61

0.975

(0.05, 7.16)

Among students who had sexual intercourse
during the past three months, the percentage
who used a condom during last sexual
intercourse

14 (51.85%)

13 (48.15%)

155
(57.41%)

115 (42.59%)

0.3089173

0.5783

0.8

0.975

(0.32, 1.98)

Among students who had sexual intercourse
during the past three months, the percentage
who used birth control pills to prevent
pregnancy before last sexual

3 (23.08%)

10 (76.92%)

17 (19.1%)

72 (80.9%)

0.1137467

0.7359

1.27

0.975

(0.26, 6.26)

Of students who ever had sexual intercourse,
the percentage whose first partner was 3 or
more years older

3 (23.08%)

10 (76.92%)

16 (14.95%)

91 (85.05%)

0.5740319

0.4487

1.71

0.975

(0.35, 8.41)

Percentage of students who ever had sexual
intercourse

18 (29.03%)

44 (70.97%)

207
(30.53%)

471
(69.47%)

0.0602978

0.8060

0.93

0.975

(0.48, 1.79)

Percentage of students who had ever been
pregnant or gotten someone else pregnant

1 (9.09%)

10 (90.91%)

3 (3.45%)

84 (96.55%)

0.7941706

0.3728

2.8

0.975

(0.19, 41.44)

Percentage of students who had ever had
same sex sexual contact

1 (9.09%)

10 (90.91%)

5 (4.72%)

101
(95.28%)

0.3918803

0.5313

2.02

0.975

(0.16, 26.27)

Percentage of students who had sexual
intercourse for the first time before age 13
years

0 (0%)

5 (100%)

2 (2.86%)

68 (97.14%)

0.146771

0.7016

.

0.975

(., .)

Percentage of students who had sexual
intercourse with four or more people during
their life

1 (7.14%)

13 (92.86%)

10 (6.85%)

136
(93.15%)

0.0017193

0.9669

1.05

0.975

(0.09, 11.99)

Percentage of students who had sexual
intercourse with one or more people during
the past 3 months

13 (24.53%)

40 (75.47%)

102
(21.43%)

374
(78.57%)

0.2693321

0.6038

1.19

0.975

(0.56, 2.54)

Percentage of students who have ever been
physically forced to have sexual intercourse
when they did not want to

1 (6.67%)

14 (93.33%)

9 (5.63%)

151
(94.38%)

0.0276199

0.8680

1.2

0.975

(0.1, 13.81)

Percentage of students who identify as gay,
lesbian, or bisexual

1 (5.56%)

17 (94.44%)

15 (8.11%)

170
(91.89%)

0.1472069

0.7012

0.67

0.975

(0.06, 7.23)
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Percentage of students who were forced to
do sexual things they did not want to do by
someone they were dating or going out with
during the past 12 months

1 (7.69%)

12 (92.31%)

23 (11.22%)

182
(88.78%)

0.1552394

0.6936

0.66

0.975

(0.06, 7.16)

Percentage of students who were physically
hurt on purpose by someone they were
dating or going out with during the past 12
months

1 (9.09%)

10 (90.91%)

17 (9.77%)

157
(90.23%)

0.0054341

0.9412

0.92

0.975

(0.08, 10.38)

Percentage of students whose parents or
other adults in their family have ever talked
with them about what they expected them to
do or not to do when it com

114 (72.15%)

44 (27.85%)

996
(66.67%)

498
(33.33%)

1.9502284

0.1626

1.3

0.975

(0.85, 1.96)

128

Questionnaire=Tobacco

Question

Oakridge
Frequency
Agreed

Oakridge
Frequency
Disagreed

Muskegon
County
Frequency
Agreed

Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

P-value

Odds
Ratio
Point
Estimate

Confidence
Level

Odds Ratio
Confidence
Interval

Among students who are current smokers,
the percentage who tried to quit smoking
during the past 12 months

3 (33.33%)

6 (66.67%)

60 (58.25%)

43 (41.75%)

2.0884574

0.1484

0.36

0.9875

(0.06, 2.25)

Among students who smoked recently, the
percentage who usually got their own
cigarettes by borrowing or bumming them
from someone else during the past 30 da

2 (28.57%)

5 (71.43%)

14 (25.93%)

40 (74.07%)

0.0224133

0.8810

1.14

0.9875

(0.12, 10.62)

0 (0%)

3 (100%)

.

.

.

0.9875

(., .)

Among students who smoked recently, the
percentage who usually got their own
cigarettes by buying them from a vending
machine during the past 30 days
Among students who smoked recently, the
percentage who usually got their own
cigarettes by buying them in a store or gas
station during the past 30 days

0 (0%)

1 (100%)

1 (6.67%)

14 (93.33%)

0.0711111

0.7897

.

0.9875

(., .)

Among students who smoked recently, the
percentage who usually got their own
cigarettes by giving someone else money to
buy them during the past 30 days

4 (40%)

6 (60%)

5 (13.89%)

31 (86.11%)

3.3905239

0.0656

4.13

0.9875

(0.55, 30.91)

Among students who smoked recently, the
percentage who usually got their own
cigarettes by some other way than the
question options provided during the past

0 (0%)

2 (100%)

9 (20.93%)

34 (79.07%)

0.5232558

0.4695

.

0.9875

(., .)

Among students who smoked recently, the
percentage who usually got their own
cigarettes by taking them from a family
member during the past 30 days

1 (25%)

3 (75%)

3 (13.04%)

20 (86.96%)

0.3859877

0.5344

2.22

0.9875

(0.08, 58.62)

0 (0%)

1 (100%)

.

.

.

0.9875

(., .)

5 (16.13%)

26 (83.87%)

0.3801843

0.5375

.

0.9875

(., .)

Among students who smoked recently, the
percentage who usually got their own
cigarettes by taking them from a store during
the past 30 days
Among students who smoked recently, the
percentage who usually got their own
cigarettes from a person 18 years old or
older during the past 30 days

0 (0%)

2 (100%)
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Percentage of students that think almost all
(91-100%) of the students in their grade
smoke one or more cigarettes a day

0 (0%)

1 (100%)

0 (0%)

25 (100%)

.

.

.

0.9875

(., .)

Percentage of students that think few
(1-10%) of the students in their grade smoke
one or more cigarettes a day

3 (11.11%)

24 (88.89%)

131 (22.59%)

449
(77.41%)

1.9748183

0.1599

0.43

0.9875

(0.09, 2.02)

Percentage of students that think half or less
(31-50%) of the students in their grade
smoke one or more cigarettes a day

13 (24.53%)

40 (75.47%)

111 (20.94%)

419
(79.06%)

0.3697783

0.5431

1.23

0.9875

(0.53, 2.84)

Percentage of students that think half or
more (51-70%) of the students in their grade
smoke one or more cigarettes a day

4 (12.9%)

27 (87.1%)

47 (13.7%)

296 (86.3%)

0.015427

0.9012

0.93

0.9875

(0.23, 3.76)

Percentage of students that think most
(71-90%) of the students in their grade
smoke one or more cigarettes a day

1 (7.69%)

12 (92.31%)

3 (3.66%)

79 (96.34%)

0.4526911

0.5011

2.19

0.9875

(0.11, 43.47)

Percentage of students that think none (0%)
of the students in their grade smoke one or
more cigarettes a day

2 (10%)

18 (90%)

52 (14.21%)

314
(85.79%)

0.2790267

0.5973

0.67

0.9875

(0.1, 4.48)

Percentage of students that think some
(11-30%) of the students in their grade
smoke one or more cigarettes a day

27 (35.06%)

50 (64.94%)

140 (23.33%)

460
(76.67%)

5.0542721

0.0246

1.77

0.9875

(0.93, 3.38)

Percentage of students who ever smoked a
whole cigarette

12 (23.08%)

40 (76.92%)

85 (17.45%)

402
(82.55%)

1.0066591

0.3157

1.42

0.9875

(0.59, 3.4)

Percentage of students who had been told
by a doctor or nurse that they had asthma
and still have asthma (i.e. current asthma)

15 (57.69%)

11 (42.31%)

190 (58.1%)

137 (41.9%)

0.0016764

0.9673

0.98

0.9875

(0.35, 2.75)

Percentage of students who had ever been
told by a doctor or nurse that they had
asthma

10 (21.28%)

37 (78.72%)

123 (21.81%)

441
(78.19%)

0.0072081

0.9323

0.97

0.9875

(0.38, 2.45)

Percentage of students who reported
smoking one or more packs of cigarettes per
day to be a moderate or great risk

159
(83.68%)

31 (16.32%)

1789
(80.88%)

423
(19.12%)

0.8995105

0.3429

1.21

0.9875

(0.73, 2.02)

Percentage of students who reported sort of
easy or very easy to get cigarettes

59 (50.86%)

57 (49.14%)

622 (47.63%)

684
(52.37%)

0.4469714

0.5038

1.14

0.9875

(0.7, 1.85)

Percentage of students who reported their
friends felt smoking tobacco to be wrong or
very wrong

156
(82.54%)

33 (17.46%)

1745
(79.79%)

442
(20.21%)

0.8225302

0.3644

1.2

0.9875

(0.73, 1.97)

Percentage of students who reported their
parents felt cigarette use to be wrong or very
wrong

212
(95.93%)

9 (4.07%)

2550
(96.74%)

86 (3.26%)

0.4160458

0.5189

0.79

0.9875

(0.33, 1.94)
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Percentage of students who reported they
thought all of their friends had smoked
cigarettes recently

0 (0%)

10 (100%)

3 (3.49%)

83 (96.51%)

0.36009

0.5485

.

0.9875

(., .)

Percentage of students who reported they
thought most of their friends had smoked
cigarettes recently

1 (5.56%)

17 (94.44%)

8 (5.33%)

142
(94.67%)

0.0015653

0.9684

1.04

0.9875

(0.07, 15.94)

Percentage of students who reported they
thought none of their friends had smoked
cigarettes recently

87 (61.7%)

54 (38.3%)

1087
(63.09%)

636
(36.91%)

0.1073131

0.7432

0.94

0.9875

(0.6, 1.48)

Percentage of students who reported they
thought some of their friends had smoked
cigarettes recently

16 (26.67%)

44 (73.33%)

218 (28.31%)

552
(71.69%)

0.0744048

0.7850

0.92

0.9875

(0.43, 1.96)

Percentage of students who smoked a whole
cigarette for the first time before age 13
years

3 (12%)

22 (88%)

11 (6.11%)

169
(93.89%)

1.196387

0.2740

2.1

0.9875

(0.37, 11.73)

Percentage of students who smoked
cigarettes during the past 30 days

3 (11.54%)

23 (88.46%)

14 (6.97%)

187
(93.03%)

0.6949988

0.4045

1.74

0.9875

(0.32, 9.37)

Percentage of students who smoked
cigarettes on 20 or more of the past 30 days
(Frequent)

0 (0%)

8 (100%)

1 (2.17%)

45 (97.83%)

0.1771944

0.6738

.

0.9875

(., .)

Percentage of students who smoked
cigarettes on school property during the past
30 days

0 (0%)

6 (100%)

1 (2.27%)

43 (97.73%)

0.1391466

0.7091

.

0.9875

(., .)

Percentage of students who smoked cigars,
cigarillos, or little cigars during the past 30
days

1 (7.69%)

12 (92.31%)

5 (4.35%)

110 (95.65%)

0.2924137

0.5887

1.83

0.9875

(0.11, 31.36)

Percentage of students who used an
electronic vapor product during the past 30
days

12 (23.08%)

40 (76.92%)

80 (16.88%)

394
(83.12%)

1.2478811

0.2640

1.48

0.9875

(0.61, 3.55)

Percentage of students who used any
tobacco (smoked cigarettes or cigars or used
chewing tobacco, snuff, or dip) during the
past 30 days

4 (13.79%)

25 (86.21%)

28 (10.11%)

249
(89.89%)

0.3806506

0.5373

1.42

0.9875

(0.34, 5.97)

Percentage of students who used chewing
tobacco, snuff, or dip during the past 30 days

0 (0%)

6 (100%)

2 (2.56%)

76 (97.44%)

0.1575985

0.6914

.

0.9875

(., .)

Percentage of students who used chewing
tobacco, snuff, or dip on school property
during the past 30 days

0 (0%)

5 (100%)

0 (0%)

31 (100%)

.

.

.

0.9875

(., .)
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Percentage of students who were exposed
to second hand smoke daily during the past
7 days

6 (16.22%)

31 (83.78%)

35 (11.59%)

267
(88.41%)

0.6637003

0.4153

1.48

0.9875

(0.44, 4.91)

Percentage of students who were exposed
to second hand smoke during the past 7
days

54 (49.54%)

55 (50.46%)

519 (45.13%)

631
(54.87%)

0.7811165

0.3768

1.19

0.9875

(0.72, 1.97)
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Questionnaire=Violence

Question

Oakridge
Frequency
Agreed

Oakridge
Frequency
Disagreed

Muskegon
County
Frequency
Agreed

Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

P-value

Odds
Ratio
Point
Estimate

Confidence
Level

Odds Ratio
Confidence
Interval

Among students who rode a bicycle during
the past 12 months, the percentage who
never or rarely wore a bicycle helmet

156
(95.12%)

8 (4.88%)

1499
(90.68%)

154 (9.32%)

3.6191023

0.0571

2

0.99

(0.77, 5.23)

Percent of students who reported that their
friends would feel it was wrong or very wrong
to be in a physical fight

57 (50%)

57 (50%)

791 (53.12%)

698
(46.88%)

0.4144831

0.5197

0.88

0.99

(0.53, 1.46)

Percent of students who reported that their
friends would feel it was wrong or very wrong
to carry a weapon to school

180
(88.67%)

23 (11.33%)

2002
(84.47%)

368
(15.53%)

2.5562811

0.1099

1.44

0.99

(0.8, 2.59)

Percentage of students who actually
attempted suicide one or more times during
the past 12 months

4 (13.79%)

25 (86.21%)

19 (9.05%)

191
(90.95%)

0.6597733

0.4166

1.61

0.99

(0.35, 7.35)

Percentage of students who carried a gun on
one or more of the past 30 days

3 (11.54%)

23 (88.46%)

19 (8.3%)

210 (91.7%)

0.3112199

0.5769

1.44

0.99

(0.26, 7.87)

Percentage of students who carried a
weapon such as a gun, knife, or club on one
or more of the past 30 days

9 (19.57%)

37 (80.43%)

87 (17.65%)

406
(82.35%)

0.1057518

0.7450

1.14

0.99

(0.42, 3.1)

Percentage of students who carried a
weapon such as a gun, knife, or club on
school property on one or more of the past
30 days

0 (0%)

9 (100%)

1 (1.59%)

62 (98.41%)

0.1448692

0.7035

.

0.99

(., .)

Percentage of students who did not go to
school because they felt unsafe at school or
on their way to or from school on one or
more of the past 30 days

1 (7.69%)

12 (92.31%)

5 (4.03%)

119 (95.97%)

0.3763891

0.5395

1.98

0.99

(0.11, 37.05)

Percentage of students who felt so sad or
hopeless almost every day for two weeks or
more in a row that they stopped doing some
usual activities during the

22 (31.88%)

47 (68.12%)

316 (37.49%)

527
(62.51%)

0.8578113

0.3544

0.78

0.99

(0.39, 1.56)

Percentage of students who had been
threatened or injured with a weapon such as
a gun, knife, or club on school property one
or more times during the past 1

0 (0%)

10 (100%)

10 (6.02%)

156
(93.98%)

0.6386994

0.4242

.

0.99

(., .)
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Percentage of students who had property
such as their car, clothing, or books stolen or
deliberately damaged on school property
one or more times during the

4 (12.9%)

27 (87.1%)

58 (14.39%)

345
(85.61%)

0.0521092

0.8194

0.88

0.99

(0.21, 3.67)

Percentage of students who have been
bullied on school property in the past 12
months

15 (25.86%)

43 (74.14%)

160 (23.92%)

509
(76.08%)

0.1105598

0.7395

1.11

0.99

(0.5, 2.49)

Percentage of students who have been
electronically bullied in the past 12 months

6 (16.67%)

30 (83.33%)

88 (17.78%)

407
(82.22%)

0.0284386

0.8661

0.93

0.99

(0.28, 3.04)

Percentage of students who have heard
rumors or lies being spread about other
students one or more times during the past
12 months

133
(76.44%)

41 (23.56%)

1643
(76.74%)

498
(23.26%)

0.0082745

0.9275

0.98

0.99

(0.61, 1.59)

Percentage of students who have heard
students get called mean names or get "put
down" one or more times during the past 12
months

139
(78.09%)

39 (21.91%)

1529
(73.97%)

538
(26.03%)

1.4553472

0.2277

1.25

0.99

(0.77, 2.04)

Percentage of students who have heard
students threaten to hurt other students one
or more times during the past 12 months

85 (61.15%)

54 (38.85%)

769 (52.53%)

695
(47.47%)

3.7926495

0.0515

1.42

0.99

(0.89, 2.27)

Percentage of students who have read email or website messages that contained
threats to other students one or more times
during the past 12 months

14 (25%)

42 (75%)

110 (19.75%)

447
(80.25%)

0.8695899

0.3511

1.35

0.99

(0.58, 3.14)

Percentage of students who have read email or website messages that spread
rumors about other students one or more
times during the past 12 months

25 (32.89%)

51 (67.11%)

315 (33.62%)

622
(66.38%)

0.0164883

0.8978

0.97

0.99

(0.5, 1.86)

Percentage of students who have seen
students get pushed, hit, or punched one or
more times during the past 12 months

87 (61.7%)

54 (38.3%)

771 (52.48%)

698
(47.52%)

4.3911947

0.0361

1.46

0.99

(0.92, 2.32)

Percentage of students who have seen
students left out of activities or games on
purpose one or more times during the past
12 months

59 (50.86%)

57 (49.14%)

616 (47.06%)

693
(52.94%)

0.6182387

0.4317

1.16

0.99

(0.71, 1.92)

Percentage of students who have seen
students wreck or damage other students'
things one or more times during the past 12
months

35 (39.33%)

54 (60.67%)

435 (39.47%)

667
(60.53%)

0.0007534

0.9781

0.99

0.99

(0.56, 1.78)
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Percentage of students who made a plan
about how they would attempt suicide during
the past 12 months

6 (17.14%)

29 (82.86%)

62 (16.67%)

310
(83.33%)

0.0052126

0.9424

1.03

0.99

(0.31, 3.47)

Percentage of students who never or rarely
wore a seat belt when riding in a car driven
by someone else

1 (5.88%)

16 (94.12%)

16 (7.96%)

185
(92.04%)

0.0941203

0.7590

0.72

0.99

(0.05, 11.18)

Percentage of students who reported feeling
unsafe or very unsafe at school

1 (5.56%)

17 (94.44%)

7 (5.04%)

132
(94.96%)

0.0088966

0.9249

1.11

0.99

(0.07, 18.84)

Percentage of students who seriously
considered attempting suicide during the
past 12 months

10 (21.28%)

37 (78.72%)

87 (19.73%)

354
(80.27%)

0.0639654

0.8003

1.1

0.99

(0.42, 2.9)

Percentage of students who texted or emailed while driving a car or other vehicle in
the past 30 days

44 (43.56%)

57 (56.44%)

564 (44.9%)

692 (55.1%)

0.0678862

0.7944

0.95

0.99

(0.55, 1.62)

Percentage of students who were forced to
do sexual things they did not want to do by
someone they were dating or going out with
during the past 12 months

1 (7.69%)

12 (92.31%)

23 (11.22%)

182
(88.78%)

0.1552394

0.6936

0.66

0.99

(0.04, 10.22)

Percentage of students who were in a
physical fight on school property one or more
times during the past 12 months

2 (10%)

18 (90%)

17 (7.91%)

198
(92.09%)

0.1078641

0.7426

1.29

0.99

(0.17, 9.83)

Percentage of students who were in a
physical fight one or more times during the
past 12 months

7 (17.5%)

33 (82.5%)

74 (16.3%)

380 (83.7%)

0.0386446

0.8442

1.09

0.99

(0.36, 3.34)

Percentage of students who were injured in
a physical fight and had to be treated by a
doctor or nurse one or more times during the
past 12 months

0 (0%)

4 (100%)

1 (2.13%)

46 (97.87%)

0.0868085

0.7683

.

0.99

(., .)

Percentage of students who were physically
hurt on purpose by someone they were
dating or going out with during the past 12
months

1 (9.09%)

10 (90.91%)

17 (9.77%)

157
(90.23%)

0.0054341

0.9412

0.92

0.99

(0.06, 14.89)

Percentage of students whose suicide
attempt resulted in an injury, poisoning, or
overdose that had to be treated by a doctor
or nurse during the past 12 mo

1 (8.33%)

11 (91.67%)

3 (3.49%)

83 (96.51%)

0.6313912

0.4268

2.52

0.99

(0.11, 55.11)

Questionnaire=Weight
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P-value

Odds
Ratio
Point
Estimate

Percentage of students who are obese (at or
above the 95th percentile for BMI by age and
sex)

8 (19.51%)

33 (80.49%)

73 (16.08%)

381
(83.92%)

0.3238037

0.5693

1.27

0.9833

(0.47, 3.41)

Percentage of students who are overweight
(at or above the 85th percentile and below
the 95th percentile for BMI by age and sex)

2 (9.52%)

19 (90.48%)

94 (18.18%)

423
(81.82%)

1.0318929

0.3097

0.47

0.9833

(0.08, 2.87)

Percentage of students who ate five or more
servings per day of fruits and vegetables
during the past seven days

9 (20.45%)

35 (79.55%)

121 (21.96%)

430
(78.04%)

0.0540881

0.8161

0.91

0.9833

(0.36, 2.31)

Percentage of students who described
themselves as slightly or very overweight

20 (29.85%)

47 (70.15%)

276 (31.83%)

591
(68.17%)

0.1129914

0.7368

0.91

0.9833

(0.47, 1.77)

Percentage of students who did not eat
breakfast in the past seven days

2 (9.09%)

20 (90.91%)

58 (14.57%)

340
(85.43%)

0.5116492

0.4744

0.59

0.9833

(0.1, 3.57)

Percentage of students who drank a can,
bottle, or glass of soda or pop one or more
times per day during the past seven days

22 (31.43%)

48 (68.57%)

132 (22.04%)

467
(77.96%)

3.1197855

0.0773

1.62

0.9833

(0.84, 3.14)

Percentage of students who drank three or
more glasses per day of milk during the past
seven days

7 (17.07%)

34 (82.93%)

47 (13.13%)

311 (86.87%)

0.4891593

0.4843

1.36

0.9833

(0.47, 3.94)

Percentage of students who had been told by
a doctor or nurse that they had asthma and
still have asthma (i.e. current asthma)

15 (57.69%)

11 (42.31%)

190 (58.1%)

137 (41.9%)

0.0016764

0.9673

0.98

0.9833

(0.37, 2.64)

Percentage of students who had breakfast
every day in the past seven days

24 (32.88%)

49 (67.12%)

259 (30.91%)

579
(69.09%)

0.1216689

0.7272

1.09

0.9833

(0.59, 2.04)

Percentage of students who had ever been
told by a doctor or nurse that they had
asthma

10 (21.28%)

37 (78.72%)

123 (21.81%)

441
(78.19%)

0.0072081

0.9323

0.97

0.9833

(0.4, 2.35)

Percentage of students who saw a dentist for
a check-up, exam, teeth cleaning, or other
dental work during the past 12 months

134
(77.91%)

38 (22.09%)

1356 (72.9%)

504 (27.1%)

2.0154448

0.1557

1.31

0.9833

(0.83, 2.07)

Percentage of students who saw a doctor or
health care provider for a check-up or
physical exam when they were not sick or
injured during the past 12 months

130
(76.47%)

40 (23.53%)

1262
(70.23%)

535
(29.77%)

2.9255105

0.0872

1.38

0.9833

(0.88, 2.16)

Question

Oakridge
Frequency
Agreed

Oakridge
Frequency
Disagreed

Muskegon
County
Frequency
Agreed
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Muskegon
County
Frequency
Disagreed

Chi-Square
Test
Statistic
(DF = 1)

Confidence
Level

Odds Ratio
Confidence
Interval

Percentage of students who vomited or took
laxatives to lose weight or to keep from
gaining weight during the past 30 days

0 (0%)

8 (100%)

8 (5.41%)

140
(94.59%)

0.4558072

0.4996

.

0.9833

(., .)

Percentage of students who were trying to
lose weight

36 (39.56%)

55 (60.44%)

584 (46.35%)

676
(53.65%)

1.5752156

0.2095

0.76

0.9833

(0.45, 1.29)
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Appendix I
Codebook from Focus Group Discussions
Code Book:
Abbreviation
Code
NoSrvknow
No Service
Knowledge

Examples
I was unware of
social services; who
do they service

YesSrvknow

Referred to use by
staff member; I
received a flu shot

WOut

NoEdMat

WEngage

HLNS

Vis

Reinf

Definition
Provided answer to the
question where the participant
referenced
a
lack
of
knowledge about provided
services.
Yes Service
Provided answer to the
Knowledge
question where the participant
referenced knowledge about
provided services.
Want Outreach
Provided answer to the
question where the participant
referenced a need for more
outreach from Oakridge Teen
Health Center.
No
Educational Provided answer to the
Material
question where the participant
referenced
never
having
received educational materials
from the Oakridge Teen
Health Center.
Want Engagement
Provided answer to the
question where the participant
referenced wanting more
engagement from Oakridge
Teen Health Center.
Hopelessness
Provided answer to the
question where the participant
referenced
hopelessness
among their students.
Wanted Visibility
Provided answer to the
question where the participant
referenced wanting more
visibility from the Oakridge
Teen Health Center.
Reinforcement
Provided answer to the
question where the participant
referenced
lack
of
reinforcement.
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More visible; come to
parent teach night; be
at football games
I have never gotten
anything from them;
No posters are in my
classroom from them
Include the lower
elementary
in
education,
involve
the parents more
Sense
of
hopelessness here;
poor and stuck
They have no sign

Continuum of care,
no support at home

Cmmty

Community

Fee

Fee

BscNeed

Basic Needs

RepoH

Reproductive health

Acs

Access

MH

Mental Health

Ads

Advertisement

Lead

Leadership

StaffEd

Staff Education

GenEd

General
Education

Provided answer to the
question where the participant
referenced the community.
Provided answer to the
question where the participant
referenced the paying system
at Oakridge Teen Health
Center.
Provided answer to the
question where the participant
referenced basic health needs
of students and families.
Provided answer to the
question where the participant
referenced services about
reproductive health.
Provided answer to the
question where the participant
referenced access as a barrier
to health care.
Provided answer to the
question where the participant
referenced mental health
services or counseling.
Provided answer to the
question where the participant
referenced
more
advertisement from Oakridge
Teen Health Center.
Provided answer to the
question where the participant
referenced leadership from
students and staff.
Provided answer to the
question where the participant
referenced health education
and the staff.

Poor
area,
choices

little

Do they take people
with insurance, is
there copay
Many lack basic
health
knowledge,
basic education is
needed
Nervous about birth
control, concerned
about sex ed
No
transportation,
little money
Counseling great for
stress; can I refer
students for ADD
Newsletters,
one
poster is in the office

Involve older kids
with lower levels

Only staff received
welcome
session
about Health Center;
more
health
education would be
nice.
Health Provided answer to the Staff unware of
question where the participant health, more needed
referenced that more general outside health class.
health education is needed.
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AWN

Awareness

Provided answer to the Families unaware of
question where the participant health habits.
referenced awareness of health
education.

QkS

Quick Services

I went the same day

Fdly

Friendly

NRV

Nervous/unsure

ABS

Absence

Provided answer to the
question where the participant
referenced quick services from
the Oakridge Teen Health
Center.
Provided answer to the
question where the participant
referenced that the staff was
friendly at the Oakridge Teen
Health Center.
Provided answer to the
question where the participant
referenced being nervous or
uncertain about services.
Provided answer to the
question where the participant
referenced student absence
rates.

Coded sections that called for
more public involvement
from the Oakridge Teen
Health Center.
Coded sections that called for
more media and awareness
about the Oakridge Teen
Health Center.
Coded sections that had any
reference to knowledge about
services was mentioned,
informed or uninformed.
Coded sections that
mentioned active roles and
involvement from social
circles towards students.
Coded sections that
mentioned opportunities for
staff and community members
to become a part of education

Health classes tour
the clinic.

Very
friendly;
trusting and nice

Who can go; poor
families only
Truancy
issue;
excused for services
during school

Focused/Theme Codes:
O

Outreach

V

Visibility

SK

Service Knowledge

CS

Community Support

CE

Community
Engagement
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A PowerPoint would
be great.
I send students for
behavior issues;
families may not
know services well
Hopelessness; lack
of health knowledge
Connect parents;
invite families to
tour

and health within the school.
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Appendix J
Quotebook from Focus Group Discussions
Quote Book:
Support for focused codes/themes are provided in italics
Quote
“Do they only service teens?”

By Whom
Faculty Member

“I’ve received nothing from
them.”
“General hopelessness among
our students and lack of
productivity.”
“Students don’t have the
reinforcement once they get
home.”
“This is a poor community,
we need the services.”

Community Member
Faculty Member
Faculty/Community Member

Reinf, GenEd
Community Support

Faculty/Community Member

Cmmty, BscNeed
Community Support,
Outreach
Fdly, YesSrvknow, QkS
Service Knowledge
NoSrvknow, VIS
Service Knowledge
NoSrvknow, NRV, Cmmty
Service Knowledge,
Community Support
StaffEd, NRV
Service Knowledge
Outreach
ABS, AWN, HLNS
Community Engagement
NRV, RepoH, No Service
Knowledge
Service Knowledge
WEngage, VIS, NoEdMat,
ADS, WOut
Community Engagement

“I was able to be seen that
Faculty Member
day…great staff.”
“The name is misleading with Faculty/Community Member
Teen Center.”
“I thought it was only for low Parent
income families.”
“We had a meeting about the
Health Center at the start of
the year but nothing more.”
“Students just don’t want to
come [to school].”
“I was nervous about birth
control...”

Supported Theme
NoSrvknow, NRV
Service Knowledge
NoSrvknow, NRV
Visibility
HLNS, MH, Reinf
Community Support

Faculty
Faculty Member
Parent/Community Member

“They could be at more
Faculty/ Community Member
events talking to people about
services…”
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Appendix K
Codebook TagCloud and Wordle from Focus Group Discussions
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Appendix L
Codebook as created by ATLAS.ti
ATLAS.ti Report
Thesis Codes Report created by Amber Marie Bytwerk
○ ABS
Quotations:
3:37 Hope
3:38 Hope
3:41 truancy
○ Acs
Quotations:
3:35 Access
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○ Ads
Quotations:
3:14 materials
3:15 materials
3:39 unaware
3:40 Unaware
3:42 communications
3:46 seen
3:47 seen
3:86 media promotion
3:87 media or
3:88 media
○ AWN
Quotations:
3:61 lower
3:62 lower
3:63 lower
3:64 food
3:65 Resource
3:71 dental
3:72 awareness
3:73 awareness
3:74 Drug
○ BscNeed
Quotations:
3:52 basic family
3:53 basic health
3:54 basic needs
3:55 basic needs
○ Cmmty
Quotations:
145

3:21 community
3:22 community
3:23 community
3:24 community
3:25 Community
3:26 Community
3:27 Community
3:28 Poor
3:51 communication
3:61 lower
3:62 lower
3:63 lower
○ Fdly
Quotations:
3:16 quick
3:17 quick
3:18 quick
3:19 quick
3:48 friendly
3:84 referrals
3:85 referrals
○ Fee
Quotations:
3:1 fee
3:3 fee
3:4 fee
3:5 fee
3:6 Affordable
3:28 Poor
3:49 insurance
○ GenEd
Quotations:
3:28 Poor
3:39 unaware
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3:40 Unaware
3:52 basic family
3:53 basic health
3:54 basic needs
3:55 basic needs
3:66 General knowledge
3:67 General lack
3:71 dental
○ HLNS
Quotations:
3:33 reinforcement
3:34 reinforcement
3:37 Hope
3:38 Hope
3:56 Hopelessness
3:57 Hopeless
○ Lead
Quotations:
3:61 lower
3:62 lower
3:63 lower
○ MH
Quotations:
3:20 Stress
3:82 Mental health counselor
3:83 mental health providers
○ NoEdMat
Quotations:
3:12 materials
3:13 materials
3:39 unaware
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3:40 Unaware
3:42 communications
3:58 educational levels
3:59 educational materials
3:60 educational materials
○ NoSrvknow
Quotations:
3:11 unknown
3:39 unaware
3:40 Unaware
3:42 communications
3:50 Hidden
3:66 General knowledge
3:67 General lack
3:86 media promotion
3:87 media or
3:88 media
○ NRV
Quotations:
3:36 insurance
○ QkS
Quotations:
3:16 quick
3:17 quick
3:18 quick
3:19 quick
3:43 Great
3:44 Great
3:45 Great
3:48 friendly
3:81 Easy
○ Reinf
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Quotations:
3:33 reinforcement
3:34 reinforcement
3:56 Hopelessness
3:57 Hopeless
3:68 outreach within
3:69 outreach and
3:70 outreach to
○ RepoH
Quotations:
3:29 reproductive
○ StaffEd
Quotations:
3:58 educational levels
3:59 educational materials
3:60 educational materials
3:75 staff
3:76 staff
3:77 staff
3:78 staff
3:79 staff
3:80 staff
○ Vis
Quotations:
3:30 visible
3:31 visible
3:32 visible
3:42 communications
3:46 seen
3:47 seen
3:50 Hidden
3:51 communication
3:66 General knowledge
3:67 General lack
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○ WEngage
Quotations:
3:30 visible
3:31 visible
3:32 visible
3:42 communications
3:46 seen
3:47 seen
3:51 communication
3:66 General knowledge
3:67 General lack
3:68 outreach within
3:69 outreach and
3:70 outreach to
○ WOut
Quotations:
3:2 reach
3:7 outreach
3:8 outreach
3:9 outreach
3:10 outreach
3:30 visible
3:31 visible
3:32 visible
3:42 communications
3:46 seen
3:47 seen
3:51 communication
3:68 outreach within
3:69 outreach and
3:70 outreach to
3:86 media promotion
3:87 media or
3:88 media
○ YesSrvknow
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Quotations:
3:43 Great
3:44 Great
3:45 Great
3:81 Easy
3:84 referrals
3:85 referrals

151

Apppendix M
Codebook Frequency Table as Created in ATLAS.ti
ABS
Acs
Ads
AWN
BscNeed
Cmmty
Fdly
Fee
GenEd
HLNS
Lead
MH
NoEdMat
NoSrvknow
NRV
QkS
reach
Reinf
RepoH
StaffEd
Vis
WEngage
WOut
YesSrvknow

FG_Notes.docx
3
1
12
9
8
12
7
6
16
4
3
7
9
14
1
9
1
10
1
12
12
17
20
6
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Apppendix N
Egelston Township Resource Map
The decision of highlighting tobacco, alcohol, fast-food, and fresh food vendors, was determined
by findings emerging from stuent habits as revealed in the MiPHY data.

Source via Google Maps
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Appendix O
Prepared Brief of MiPHY Data utilizing Odds Ratio
What are we comparing?
With the assistance of the GVSU Statistical Consulting Center, we have been able to take
the sheets of information produced by the MiPHY data and change it into numbers that can be
directly compared. The final product allows us to look at the odds ratio, per survey question, and
establish an association between the odds (likelihood) of a behavior occurring. What this creates
is the ability to say a statement such as, “For Oakridge students, the odds of a ‘yes’ answer for
this question, are 2.1 times greater than the odds of another Muskegon county student.”.
Our populations are Oakridge High school students in comparison to the rest of
Muskegon county’s high school students, all having completed the MiPHY last year (9th and
11th graders in 2015-2016). Note, that an odds ratio of “1” means that the two are equal;
therefore, the more greater than 1, the more likely it is to occur at Oakridge and the more less
than 1, the less likely it is to occur at Oakridge.
Oakridge students are...
Alcohol Behaviors
•
•
•
•

1.9 x (times) more likely to have drank alcohol at home in the past 30 days.
2.73 x more likely to have obtained their alcohol by giving someone else money to
purchase.
1.83 x more likely to have obtained their alcohol by taking it from a family member.
1.29 x more likely to have had their first full alcohol consumption before age 13.

Tobacco Behaviors
•
•
•
•
•
•
•
•
•
•

.36 x less likely for current smokers to have tried to quit smoking in past year.
4.14 x more likely to obtain cigarettes by giving someone else money to purchase them in
past month.
2.22 x more likely to have obtained cigarettes by taking them from family member in past
month.
1.42 x more likely to have smoked a whole cigarette.
.79 x less likely to have parents that feel cigarette smoking is wrong/very wrong.
2.1 x more likely to have smoked a whole cigarette before age 13.
1.74 x more likely to have smoked a cigarette in past month.
1.83 x more likely to have smoked cigars or cigar products in past month.
1.48 x more likely to have smoked electronic vapor in past month.
1.48 x more likely to have been exposed to secondhand smoke daily past month.

Drug Behaviors
•
•
•

.74 x less likely to feel that taking prescription drugs not prescribed to them would be
wrong.
1.48 x more likely to have had taken a prescription drug not prescribed to them in the past
30 days.
1.74 x more likely to have had taken Ritalin, Adderall, or Xanax not prescribed to them
in the past 30 days.
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•

1.44 x more likely to have had taken OxyContin, Codeine, or Vicodin not prescribed to
them in the past 30 days.

Weight and Health Behaviors
•
•
•
•
•

1.27 x more likely to be obese.
.59 x less likely to have not had breakfast in the past week.
1.62 x more likely to have drank soda one or more times per day in past week.
1.31 x more likely to have seen a dentist in past year.
1.38 x more likely to have seen a doctor, when not sick, in past year.

Physical Activity Practices
•
•

1.51 x more likely to have attended PE classes daily.
1.31 x more likely to use a computer for non-school related purposes for three or more
hours per day on average.

Community Domain
•
•

.89 x less likely to have neighbors that notice and acknowledge when they are doing a
good job.
.77 x less likely to have at least one friend who tried to do well in school last year.

School Domain
•
•
•
•
•
•
•

1.44 x more likely to feel it was wrong/very wrong to carry a weapon to school.
.81 x less likely to feel safe at school.
1.42 x more likely to have heard physical threats one or more times at school.
1.46 x more likely to have seen students been physically hit or punched one or more
times within the past year, at school.
1.29 x more likely to never or seldom enjoy being at school during the past year.
1.20 x more likely to often or almost always hate being at school during the past year.
.76 x less likely to feel that the things they do make a difference at their school.

Sexual Behaviors
•
•
•
•
•
•

.8 x less likely to have used a condom during their last sexual intercourse.
1.71 x more likely to have had sexual intercourse with someone that is 3 or more years
older than them.
2.8 x more likely to have been pregnant or gotten someone else pregnant.
2.02 x more likely to have ever had same sex sexual contact.
1.2 x more likely to have been physically forced into a sexual situation they did not want.
1.3 x more likely to have had an adult talk to them about sexual intercourse behaviors.

Violence Behaviors
•
•
•
•

2 x more likely to have not worn a bicycle helmet in past year.
1.61 x more likely to have had attempted suicide one or more times in past year.
1.98 x more likely to have not gone to school because they unsafe at school, on their way
to school, or on their way home from school on one or more occasion in past month.
2.52 x more likely to have had attempted suicide in the past month and it resulted in an
injury or overdose that needed to be treated by a doctor.

Data Findings
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From this analysis, we are able to look at how the exposure of being a student at
Oakridge High School, affects the odds of these various health outcomes. This method of
comparison is acceptable and appropriate for comparing Oakridge to other high school students
within Muskegon county, which completed the 2015-2016 MiPHY data. In total, this equals
responses from 230 unique Oakridge students and their odds against 2,817 unique students from
13 districts across the county.
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