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School-Based Health Centers Associated With Decreased Absenteeism Among Students In 

Rural Communities 

Purpose: School-based health centers (SBHCs) have been associated with improved school 

attendance in urban settings. We examined how the presence of a SBHC in a rural setting affects 

the attendance of students in grades K-12. 

Methods: Student attendance data for the 2017/18 school year, as submitted to the New York 

State Education Department (NYSED), were collected from 2 schools with well-established 

SBHCs and 3 schools without SBHCs. Absenteeism (calculated as days absent/total days 

enrolled) per student was compared between SBHC and non-SBHC schools by quartiles of 

absenteeism and by NYSED absence categories.  

Findings: Among 730 students in SBHC schools, 18% fell in the highest quartile of absence 

(6.77-28.99% days absent) compared to 30% of 915 students in non-SBHC schools. This pattern 

persisted by gender and grade. Non-SBHC school students were twice as likely as SBHC school 

students to meet the NYSED definition of chronically absent (15.4% vs. 7.7%) (P < 0.0001). 

Conclusions: Students in SBHC schools had significantly fewer absences than students in similar 

non-SBHC schools in the same rural area. SBHCs can provide onsite health care and mental 

health services that likely result in fewer student absences.    

 

Introduction 

School attendance and its converse, absenteeism, is the subject of much interest.1,2 

Absenteeism, and chronic absenteeism in particular, is associated with poverty and is just as 

likely to be prevalent in rural as compared to urban and suburban areas.2,3 The relationship 

between school attendance and health has been documented in a recent Policy Statement from 
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the American Academy of Pediatrics, Council on School Health (COSH).4 Additionally, the New 

York State Board of Regents, the governing body for education in the state, has outlined means 

for assessing and reporting attendance and parameters for defining chronic absenteeism.5  Rather 

than focusing on truancy (unexcused absences) as in the past, the emphasis has now been placed 

on ‘missed instructional time’, which includes both unexcused and excused absences.  

School-Based Health Centers (SBHCs) provide an accessible source of physical, mental, 

and dental health services to students from pre-kindergarten through grade 12 on school 

campuses.6  SBHCs are frequently located in schools with student populations at high risk for a 

variety of social and health problems.6  The services that SBHCs typically provide include 

annual well child visits, immunizations, acute care, chronic disease care, mental health care, oral 

health care, and health education.  For children who already have a primary care provider (PCP), 

the staff will work with that provider to care for that child.  For children without a PCP, the 

SBHC staff may become the child’s primary source of care.  Some SBHCs have become patient- 

centered medical home approved sites.6,7 According to the School-Based Health Alliance, a 

Washington, DC-based, advocacy and professional organization, there are currently 2,584 

SBHCs in 48 states, the District of Columbia and Puerto Rico. 8   

The Bassett Healthcare Network is a health care system in rural, central New York State. 

The network’s 8-county service region covers 5,600 square miles, has very little public 

transportation and falls below average on measures of socio-economic development.9 Currently 

the Bassett Healthcare Network runs 20 SBHCs in 16 school districts in 4 counties. All are Joint 

Commission on Accreditation of Healthcare Organizations (JCAHCO)-approved patient-

centered medical homes. Of the 9,201 students in total school enrollment, 7,611 (82.7%) of the 
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students (preK-12) are enrolled in the SBHCs with 6,586 (86.5%) of the enrolled students 

actively receiving care. In the 2017-2018 school year, 37,675 SBHC health visits were recorded.  

While there are many documented benefits of SBHCs10-14 we are unaware of reports 

showing the impact of SBHCs on school attendance specifically in rural communities. There is 

limited availability of primary care in rural areas meaning that without the access to a SBHC, 

parents may need to take their children long distances for primary care and mental health 

appointments, leading to more missed school time and missed work time (potentially including 

lost wages) for parents. Our study aimed to determine the effect of SBHCs on the attendance at 2 

local schools with SBHCs within the Bassett Healthcare Network compared to 3 other local 

schools without a SBHC.  We hypothesized that student absenteeism would be less frequent in a 

school with a well-established SBHC as compared to a school without a SBHC.  

Methods  

Individual student attendance data, free of identifiers, were collected from 2 schools with 

well-established SBHCs (Edmeston (opened in 1997), Milford (opened in 2010) and 3 schools 

without SBHCs (Gilbertsville-Mount Upton, Franklin, Charlotte Valley). All 5 schools are K-12. 

These schools are similar in total enrollment, percentage of students qualifying for free- or 

reduced-price lunch, and distance to a medical center.  School attendance data from the Student 

Information Repository System ((SIRS) report 361), as submitted to the New York State 

Education Department for the 2017/18 school year, were obtained for these analyses. The 

schools included in these analyses use 1 of 2 attendance programs: Powerschool© or Eschool©. 

Attendance data differed in definition between the 2 programs, but were comparably coded 

according to state reporting requirements as “absent (in any form, excused or unexcused),” 

“present (including tardy or late),” or “unknown” prior to analysis.   
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Because not all students were enrolled in their schools for the same number of days (eg, 

school districts may have a different number of enrollment days, or students may have moved to 

different schools midway through the school year), we measured absenteeism in terms of the 

proportion of days absent. This was calculated as the number of days absent divided by the total 

number of days enrolled. The proportion of days absent per student per year was summarized for 

the 2 school types (SBHC and non-SBHC schools) using medians/interquartile ranges. 

Expectedly, the distribution of proportion of days absent was right-skewed; therefore, the 

nonparametric Wilcoxon Rank Sum test was used to compare absences by school type. The 

distribution of absences was then split into quartiles, and the frequencies of students by quartile 

were compared by school type using the chi-square test. Additionally, we examined distributions 

using the New York State Education Department (NYSED) attendance categories (acceptable: 0-

4% absent, at risk: 5-9% absent and chronically absent: ≥10% absent).  

We chose to include all students in the SBHC schools in the analysis, whether or not they 

were enrolled to receive care from the SBHC because all were exposed to the presence of a 

SBHC whether they used it or not. In any case, it was not possible to distinguish SBHC enrollees 

in the attendance data. During the 2017/18 school year, 94% of Edmeston and 82% of Milford 

students were enrolled in each school’s SBHC. 

We obtained information on school characteristics to demonstrate that the SBHC and 

non-SBHC schools being compared were similar by socioeconomic status (SES) and access to 

healthcare (other possible factors that could explain differences in attendance rates). We used 

percentage of students eligible for free- or reduced-price lunch, obtained from NYSED 

(https://data.nysed.gov/), as an indicator of SES. We used distance in miles from the school to 

the closest healthcare network medical facility as an indicator of access to healthcare.  
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Probabilities of <0.05 were considered statistically significant. All statistical analyses 

were conducted using SAS version 9.3 (Cary, NC).  The Mary Imogene Bassett Hospital 

Institutional Review Board determined that this study was exempt from human subjects review. 

Results 

 The total data file included 1,793 students in K-12. Pre-K students were excluded since 

not all schools had a pre-K program. Students who were enrolled in school less than 75% of 

school days (n=144) were excluded as we determined that they would not have had sufficient 

time to be exposed to the intervention (ie, SBHC). Additionally, students absent for greater than 

30% of their total enrolled days (n=4) were excluded from the analysis as this could be an 

indication of moving between schools, withdrawal from school or major illness. 

School characteristics between the 2 types of schools were similar in terms of 

socioeconomic status and distance to care. Of students in the SBHC schools, 48.4% were eligible 

for free- or reduced-price lunch compared to 53.7% of students in the non-SBHC schools. Mean 

distance to medical center in miles was slightly farther for non-SBHC schools than SBHC 

schools (15.0 versus 13.6). 

There were attendance data for a total of 1,645 students, 730 from the 2 SBHC schools 

and 915 from the 3 non-SBHC schools. Table 1 shows the characteristics of students for the 

schools with and without SBHCs by gender and grade.  

For the total sample of 1,645 students, the mean absence was 4.84% of enrolled school 

days, the median was 3.68%, and the interquartile range was 1.79% to 6.76%. The total range of 

absence was 0% to 28.99% of enrolled days.  



6 
 

The distribution of absence expressed as a percent of enrolled days in non-SBHC versus 

SBHC schools is demonstrated by Figure 1. Median absence was significantly higher among 

students in non-SBHC schools compared to students in SBHC schools; the median absence in 

non-SBHC schools was 4.21% versus 2.95% in SBHC schools (P < 0.0001 by the Wilcoxon 

Rank Sum test). The maximum absence in non-SBHC schools was 28.99% as compared to 

25.15% in SBHC schools. 

The frequency of students in the highest quartile of absence (6.77%-28.99% of days 

enrolled) was significantly greater in the non-SBHC schools than in the SBHC schools (Table 2). 

Among non-SBHC schools, 30.4% of students fell into the highest quartile of absence as 

compared to 18.1% in the SBHC schools. Overall, the difference in distribution of students by 

quartile of absence was statistically significant (P < 0.0001).  

These results persisted regardless of student gender or grade level. (Table 2)  Students in 

grades 7-12 showed the most pronounced difference in frequency of absence associated with 

SBHC exposure, with 38.4% in the highest quartile for the non-SBHC schools compared to 

20.2% for the SBHC schools.  

Using the absenteeism categories as defined by NYSED, 71.8% of students in SBHC 

schools met the acceptable criteria of less than 5% days absent compared to 53.9% of students in 

the non-SBHC schools. (Table 3)  Students in the non-SBHC schools were more likely to be in 

the at-risk category or chronically absent categories.  The proportion of students who were 

“chronically absent” was twice as high in the non-SBHC schools than in the SBHC schools 

(15.4% vs 7.7%). 

Discussion 
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Overall, we found that students in the schools with SBHCs had lower rates of 

absenteeism than their peers in the schools that did not have SBHCs. The difference was greatest 

for adolescent students (grades 7-12). Notably, the rate of chronic absence as defined by NYSED 

(ie, being absent 10% or more days in the school year) was twice as high in the non-SBHC 

schools than in the SBHC schools.  

To our knowledge, this is the first study to examine the association between SBHCs and 

school attendance in a rural area. Rural schools differ from urban schools in that many (including 

all of the schools included in this analysis) are K-12, while urban schools often have feeder 

elementary schools, and separate middle and high school campuses. Additionally, rural schools 

may be located at some distance from the closest health care delivery site compared with urban 

schools.  

In their 2004 review of SBHCs and academic outcomes, Geierstanger et al14 reported that 

3 of the 6 studies they reviewed that had measured attendance had documented a positive 

association between use of SBHCs and school attendance,15-17 while 3 other studies did not (only 

1 was published).18 In a subsequent controlled, longitudinal comparison of users and nonusers of 

SBHCs in the urban Seattle school district, Walker et al showed that use of SBHC medical 

services was associated with a significant increase in school attendance.19  

The exact mechanisms linking SBHC and school attendance are not clear. In fact, a 2016 

Community Guide Systematic Review of the role of SBHCs in addressing health equity did not 

include studies of SBHCs and school attendance due to a lack of “plausible or clear mechanisms 

of impact”.12 The reviewers note that it is possible that the presence of a SBHC could lead to 

increases in school attendance because of student illness, if it leads parents to send their sick 
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children to school to be treated. On the other hand, having a SBHC may decrease school 

attendance if it leads to increased diagnoses of illness.12 

In their review, Geierstanger et al suggested that school connectedness might be a factor 

linking SBHC usage with improved academic outcomes.14 Subsequently, Strolin-Goltzman et al 

reported data from 3 schools in a northeast U.S. metropolitan area showing that SBHC users had 

higher degrees of school connectedness than nonusers. While they found statistically significant 

differences in grade promotion and tardiness by SBHC status, they did not find a significant 

difference in attendance.20 

We suspect that students accessing SBHCs had improved attendance because of the 

proximity of care. SBHCs allow students to go directly from class to a medical appointment then 

back to class following the appointment. Whereas, an appointment with an outside healthcare 

provider requires leaving the school campus, resulting in missed class time and potentially an 

excused absence, depending on how districts count partial-day absences. In addition, the 

presence of a SBHC could result in improved attendance by providing healthcare (particularly 

preventive care) to students who would not otherwise have access to care, leading to better health 

outcomes.  

While the absolute rates of absenteeism that we observed in the 5 study schools were 

lower than the state average,21 the relative difference between the SBHC and non-SBHC schools 

remains striking. Students in non-SBHC schools were 1.7 times as likely to fall in the highest 

quartile of absence for our sample (6.77%-28.99%) compared to students in SBHC schools. 

Further, using state-defined criteria, students in non-SBHC schools were twice as likely to be 

chronically absent (10% absence) than students in SBHC schools. This points to on-site health 

and mental health care as a way of keeping students on campus, not absent. Accessing health and 
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mental health sites of service can be problematic for parents of schoolchildren in rural areas and 

SBHCs provide easy access to care on-site at the school negating even an “excused absence” for 

students who need medical care. Thus, “instructional time” is increased with the presence of the 

SBHC.  

Strengths and Limitations:   

This study benefited from the availability of standardized school attendance data that 

allowed us to calculate absenteeism rates that were comparable between schools. It also 

benefited from use of a “control group” of schools without SBHCs that were similar to the 

schools with SBHCs. Additionally, we were able to combine data from multiple schools to 

increase the sample size for analysis and to increase statistical power to detect differences.  

Differences in attendance rates could be due to factors other than the presence of a SBHC 

(eg, socioeconomic status, school policies and infectious disease outbreaks within schools); 

however, these data were not available for analysis. There is the potential for selection bias – that 

is, that SBHCs are more likely to be sited in schools that already have lower absenteeism rates. 

To address that, we selected schools for this analysis that were comparable in terms of eligibility 

for free/reduced lunch, school size, and distance to medical care. Also, our analyses did not 

distinguish between users and nonusers of SBHCs within the SBHC schools. However, the rates 

of SBHC enrollment in the SBHC schools were high (greater than 80%).   

Conclusion 

In this rural area of New York State, students in schools with SBHCs were absent at 

lower rates than their peers in schools without SBHCs. An important source of health care and 
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mental health services in rural areas, SBHCs also provide benefits by keeping students on 

campus and decreasing the burden on families to transport students to medical care.    
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Table 1. Characteristics of students in schools with and without a School-Based Health Center, 

2017-2018 school year 

 SBHC 

(n=730) 

No SBHC 

(n=915) 

 n (%) n (%) 

Male 363 (49.7) 459 (50.2) 

Female 367 (50.3) 456 (49.8) 

Grades K-6 393 (53.8) 485 (53.0) 

Grades 7-12 337 (46.2) 430 (47.0) 

Percent of enrolled days absent, median (IQR) 3.0 (1.2-5.4) 4.2 (2.1-7.7) 

IQR=interquartile range 
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Table 2. Distribution of students by quartile of school days absent* in schools with and without 

a School-Based Health Center, 2017-2018 school year 

 SBHC No SBHC P (chi-square) 

All students n=730 n=915  

Q1 268 (36.7) 172 (18.8) <0.0001 

Q2 173 (23.7) 200 (21.9)  

Q3 157 (21.5) 265 (29.0)  

Q4 132 (18.1) 278 (30.4)  

Males n=363 n=459  

Q1 133 (36.6) 92 (20.0) <0.0001 

Q2 92 (25.3) 100 (21.8) 

Q3 72 (19.8) 137 (29.9) 

Q4 66 (18.2) 130 (28.3) 

Females n=367 n=456  

Q1 135 (36.8) 80 (17.5) <0.0001 

Q2 81 (22.1) 100 (21.9) 

Q3 85 (23.2) 128 (28.1) 

Q4 66 (18.0) 148 (32.5) 

Grades K-6 n=393 n=485  

Q1 132 (33.6) 92 (19.0) <0.0001 

Q2 110 (28.0) 120 (24.7) 

Q3 87 (22.1) 160 (33.0) 

Q4 64 (16.3) 113 (23.3) 
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Grades 7-12 n=337 n=430  

Q1 136 (40.4) 80 (18.6) <0.0001 

Q2 63 (18.7) 80 (18.6) 

Q3 70 (20.8) 105 (24.4) 

Q4 68 (20.2) 165 (38.4) 

*Q1: 0-1.79% absent; Q2: 1.80-3.68% absent; Q3: 3.69-6.76% absent;  

Q4: 6.77% or more absent 
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Table 3. Distribution of students by New York State Education Department absence category in 

schools with and without a School-Based Health Center, 2017-2018 school year 

New York State Education 

Department Absence 

Category 

SBHC 

(n=730) 

No SBHC 

(n=915) 

P (chi-square) 

Acceptable (<5%) 524 (71.8%) 493 (53.9%) <0.0001 

At Risk (5-9%) 150 (20.6%) 281 (30.7%)  

Chronically Absent (10+%) 56 (7.7%) 141 (15.4%)  

 


