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Abstract 

Children in foster care are classified as a population with special health care needs. They 
face multiple adverse childhood experiences and disrupted relationships, yet face barriers 
accessing consistent, high-quality health care. The American Academy of Pediatrics 
recommends integrated physical and behavioral health care for children in foster care, but little 
is known about the implementation of integrated care for this population. As a pediatrician, 
doctor of nursing practice, and psychologist in an academic medical setting, we describe the 
development and implementation of the Rees-Jones Center for Foster Care Excellence, 
emphasizing the role of medical and behavioral health providers in promoting the overall well 
being of children in foster care. We discuss the evolution of the integrated care model, as well as 
current initiatives for quality improvement, research, and advocacy; and future goals for 
evaluation, education, policy, and collaboration to improve the lives of children in foster care. 

Keywords: foster care, integrated care, cross-system collaboration, behavior and 
physical health care, advocacy, out of home care, child welfare system 

Abbreviations: Primary Care (Medical) Providers (PCPs), Behavioral Health Providers 
(BHPs), Adverse Childhood Experiences (ACEs) 
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Development of an Integrated Care Health Care Model for 
Children in Foster Care: The Rees-Jones Center for Foster Care 
Excellence 

Children in foster care are classified as a vulnerable population with special health care 
needs by the American Academy of Pediatrics (AAP), and many have unmet health care needs 
both before and after being placed in care (Szilagyi et al., 2015). Children in foster care have a 
higher prevalence of asthma and obesity (Turney & Wildemann, 2016). They are more likely to 
have delayed immunizations (Hansen et al., 2004) and higher rates of hospitalization with 
complex chronic problems than those not in care (Bennett et al. 2020). In addition to high rates 
of toxic and posttraumatic stress (Forkey & Szilagyi, 2014), children in foster care have high 
rates of psychotropic medication use and are more likely to be referred for mental health or 
developmental concerns than children not in care (Hansen et al., 2004; Turney & Wildemann, 
2016; Dosreis et al., 2011; Raghavan & McMillen, 2008). Unmet health needs and multiple 
adverse childhood experiences (ACEs) increase the risk of ongoing health problems and poor 
health outcomes in adulthood (Bramlett & Radal, 2014; Felitti et al., 1998; Merrick et al., 2019; 
Zlotnik et al., 2012; Strathearn et al., 2020). Failure to address these issues can impact 
relationships, placement stability, and educational success (Rubin et al., 2007).  

Most children in foster care are eligible for Medicaid health insurance because their care 
is supported by title IV-E of the Social Security Act (Child Welfare Information Gateway, 2015). 
Medicaid benefits vary by state, but all contain Early and Periodic Screening, Diagnostic and 
Treatment (EPSDT) services (Centers for Medicaid and Medicare Services [CMS], 2014). Each 
state is responsible for implementing these federally mandated services, which include services 
for preventive medical care, dental health, hearing and vision screening, and behavioral health 
care (CMS, 2014). Many states have managed Medicaid plans specifically for children in foster 
care and have developed provider incentive programs and mechanisms for sharing health 
information (Pires, Stroul, & Hendricks, 2013). While these efforts can improve health care 
delivery, concerns of quality of care and access remain (Deutsch & Fortin, 2015, Pires, Stroul, & 
Hendricks, 2013). However, children in foster care often face barriers to accessing health care; 
up to 30% of children in foster care missed at least one recommended health screening 
(Levinson, 2015). Barriers include lack of access to their medical providers (PCPs) due to 
removal from their neighborhood and community, frequent placement changes, insurance 
coverage for providers and services, communication between child welfare and health providers, 
and a lack of health care provider training regarding the unique needs of children in foster care 
(Greiner & Beal, 2018; Deutsch & Fortin, 2015; Szilagyi et al., 2015, Raghavan et al., 2010). 

For the child in foster care to thrive, a trauma-informed, integrated multidisciplinary 
approach to their care is needed. Educators, PCPs and behavioral health providers (BHPs), child 
welfare agencies, and caregivers should coordinate efforts and communicate regarding each 
child’s unique trauma history and needs. PCPs and BHPs can provide crucial health information 
to child welfare agencies, but communication between these professions is often lacking. 
Difficulties making phone or email contact, child and family privacy issues, and a lack of 
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understanding regarding the players and organization of each system and their roles and 
responsibilities in evaluating child maltreatment are all recognized barriers to communication 
(Campbell et al., 2020). This can result in children not receiving needed medications, allergies, 
or missed appointments for chronic conditions. Children in foster care often have significant 
mental health and developmental needs, thus BHPs are often needed to address child behaviors 
and support and educate caregivers. However, barriers to effective collaboration also exist 
between BHPs and PCPs, including disparate training and focus, lack of training in a primary 
care setting, communication barriers, and differences in privacy policies (Kolko & Perrin, 2014; 
Levy et al., 2017; Mufson et al., 2018). Children in foster care have many health care concerns 
that can be best managed with both PCPs and BHPs, such as maladaptive eating patterns, sleep 
disturbances, abdominal pain and headaches, anxiety and depression, and elimination disorders 
such as enuresis and encopresis (Peek, 2013). Evaluations by PCPs and BHPs provide 
opportunities to assess educational issues, provide support and information to caregivers, and 
refer for learning and school difficulties (Berger et al., 2015; Whitgob & Loe, 2018).  

Interest in improving and coordinating the care of children in foster care has increased 
over the past 20 years. The Child Welfare League of America (CWLA) and the AAP published 
recommendations for the health care of children in foster care (AAP, 2005; CWLA, 2007). These 
guidelines stressed the importance of medical and behavioral health evaluations within a few 
days of removal and in one month after a child enters foster care. Medical and behavioral follow-
up is recommended at least every 3 months for the first year children are in care, which is more 
frequent than the standard annual health supervision recommendation for older children and 
adolescents (Hagan, Shaw & Duncan, 2017). The state government is obligated to ensure the 
health and safety of children in foster care, and the Family First Prevention Services Act 
underscores the federal government’s focus on child well-being by committing federal funds to 
prevention services. Including the child’s medical and behavioral health needs in both the 
family’s and the child’s reunification service plans is crucial (CWLA, 2007).   

In 2015, the AAP reaffirmed the need for ongoing, coordinated health care for children in 
foster care (AAP, 2015; Szilagyi et al., 2015), stressing integration of medical and behavioral 
health services, and sensitivity to trauma. Despite these recommendations, the majority of 
children in foster care do not receive coordinated care that involves communication between 
child welfare, PCPs and BHPs (Deutsch & Fortin, 2015; Levinson, 2015; MeKonnen, Noonan, & 
Rubin, 2009; Terrell, Skinner, & Narayan, 2018). The remainder of this chapter will describe 
health care delivery models that can improve the care of children in foster care and detail the 
development of a trauma-informed, integrated medical and behavioral health care delivery 
model at the Rees-Jones Center for Foster Care Excellence at Children’s Health in Dallas, Texas. 
Benefits and challenges of integrated care and strategies for addressing barriers will be 
discussed. 
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Health Care Delivery Models for Children in Foster Care 

Several models of care delivery, including those listed below, have been developed to 
address the medical and behavior health needs of children in foster care (AAP, 2020; Greiner & 
Beal, 2018; Johnson et al., 2013): 
1) Evaluation and referral:  When a child enters foster initial entry to foster care or following a
placement change, is referred to a dedicated foster care assessment center for a detailed
evaluation, which could include medical, dental, and developmental-behavioral services.  These
centers may coordinate with child abuse evaluation clinics or be freestanding.  After the initial
assessment, the child is referred to a PCP in the community for ongoing care.
2) Dedicated primary care: PCPs provide initial assessment and ongoing medical care in the
same clinic, including health supervision, sick visits, and chronic disease management.
3) Nurse coordination:  These clinics are often based at child welfare office and provide case
management and referral services.
4) Behavioral care model: In this model, a behavioral health provider coordinates care, focusing
on developmental-behavioral concerns and foster parent training to prevent placement
breakdowns.

The Medical Home Model 

The AAP described a medical home model for children as one in which children receive 
care that is “accessible, continuous, comprehensive, family-centered, coordinated and 
compassionate” (Dickens, Green, Kohrt, & Pearson, 1992). Care should include health 
supervision, acute and chronic illness treatment, and access to subspecialty care and community 
resources (Dickens et al., 1992; Sia et al., 2004). The medical home model is considered the gold 
standard of pediatric medical care.  

There are many barriers to implementing this type of care for children in foster care. One 
tenet of a medical home is ongoing care with one provider. The PCP, who provides ongoing 
comprehensive general pediatric care, is the core of the medical home. Children in foster care 
may lack this continuity in PCPs when placed outside their community, experiencing multiple 
changes in placements, or experiencing repeated transitions into and out of foster care. Child 
welfare agencies, health care providers, and caregivers may not know where children have 
previously received care, which prevents continuity of care with previous providers and limits 
access to medical records (Szilagyi et al., 2015, Espeleta et al., 2020).   

Integrated Care Models 

Multidisciplinary collaboration among providers can improve health outcomes for 
pediatric conditions such as depression and Attention Deficit Disorder (ADHD) (Butler et al., 
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2008; Deutsch & Fortin, 2015; Zlotnik et al., 2015). Behavioral health issues are commonly 
identified by primary care providers, but lack of community resources or access to mental health 
providers can limit effective treatment (Godoy et al., 2017; Ader et al., 2015). Integrating BHPs 
in a primary care setting can benefit children in foster care, since PCPs often lack training in 
managing complex behavioral problems (Horwitz, et al., 2015). The Agency for Healthcare 
Research and Quality (AHRQ) defines this type of integrated care as “the care a patient 
experiences as a result of a team of primary care and behavioral health clinicians, working 
together with patients and families, using a systematic and cost-effective approach to provide 
patient-centered care for a defined population.” (Korsen et al. 2013). 

Integrated care, at its core, is the coordination of medical and behavioral health care. 
There are five levels of care integration (Table 1) (National Council for Behavioral Health 
[NCBH], 2020; SAMSHA, 2018). The degree of integration ranges from referral and 
consultation, with rare communication, to a completely team-based system where PCPs and 
BHPs share visits, documentation, and patient management (NCBH, 2020; Platt et al., 2018). 
Implementation of integrated care at the highest level requires PCPs and BHPs to fully 
understand each other’s training, culture, and ethical standards. Providers must merge their 
respective cultures, with the ultimate focus on improving quality of care. This requires provider 
training and ongoing communication. Clinic space and processes must be designed to support 
collaboration, and information systems need to support co-management, patient support, and 
access to community resources (Kolko & Perrin, 2014). Barriers to implementing fully 
integrated medical and behavioral health care for children in foster care include lack of buy-in 
by clinic leadership, sustainability due to lack of reimbursement for shared visits, and the 
increased visit times. 

Table 1. 
Level and Scope of Integration in Care Models (National Council for Behavioral Health, 2020; 
SAMSHA, 2018) 

Level of Integration 

Scope of 
Integration Minimal 

Basic 
Collaboration 

Co-located 
Basic 
Collaboration 

Partially 
Integrated 

Fully 
Integrated 

Communication Referral 
from list 

Referral to 
known provider 

Routinely In-person Ongoing 

Provider 
Interaction 

Only 
when 
needed 

Rarely Meet 
occasionally 

Meet 
regularly/ 
defined roles 

Meet 
continuously/ 
Roles blended 
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Location Separate Separate Same health 
system 

Same office 
space 

Shared clinic 

Medical Record 
Systems 

Separate Separate Separate Same system Shared 
documentation 

Management Consult 
only 

Consult only Collaborative Team-based Team-
based/leader 
support 

Clinic Visits Separate Separate Separate Separate Shared 

TRAUMA-INFORMED CARE. 

Medical and behavioral health care for children in foster care should be sensitive to the 
impact of their past traumatic experiences (Bartlett et al., 2016). Trauma is defined as the 
emotional, psychological, and physiologic response to distressing events, such as natural 
disasters, abuse and neglect, or medical trauma (Marsac et al., 2016). A trauma-informed 
practice recognizes the varied impacts traumatic experiences can have on health, behavior, and 
interaction with the health care system. This includes identifying those at risk for trauma, 
recognizing past trauma, and preventing additional trauma or re-traumatization during care 
(Marsac et al., 2016, Duffee, Szilagyi, Forkey, & Kelly, 2021, Forkey et al., 2021). 

To truly practice trauma-informed care requires an understanding of the widespread 
impact of trauma, including how the trauma histories of providers, staff, and caregivers can 
impact a child’s care (National Child Traumatic Stress Network [NCTSN], 2018). This includes 
individual, institutional, historical, and cultural trauma experiences. Secondary trauma can also 
affect the family, staff, and system dynamics. Implementing a trauma-informed integrated 
approach to care is guided by principles of cultural humility, mutual trust and collaboration, and 
safety and requires collaboration across multiple sectors, leadership engagement, and 
monitoring (Bartlett et al., 2016; SAMHSA, 2014). Barriers to implementing trauma-informed 
care for children in foster care include lack of financial commitment by institutions, lack of 
provider and staff training, and time constraints of clinic visits (Center of Excellence for 
Integrated Health Solutions, 2017). 

TRAUMA-INFORMED INTEGRATED MEDICAL AND BEHAVIORAL HEALTH CARE. 

Children’s Health in Dallas had a long-established child abuse evaluation team with a 
smaller foster care support team. There was shared clinic space for serving a small number of 
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children in foster care but no physical space for expansion. The formation of a statewide 
Medicaid Managed Care Organization specifically for children in foster care in 2008 streamlined 
referrals and standardized access for specialty care and other services throughout Texas.  
Speech, occupational, and physical therapy evaluation did not have to undergo prior 
authorization, and , behavioral health services and dental services were included. Statewide 
child welfare redesign focusing on caring for children close to their communities of removal 
provided opportunities for community collaboration. In 2009, in response to these changes, 
Children’s Health established an independent clinic for children in foster care to address 
system-level issues such as transitions in and out of care, fragmented health care, and lack of 
communication between child welfare and health care providers. In 2011, with support from the 
medical and child welfare community, an innovative care model with co-located general 
pediatricians and pediatric nurse practitioners, behavioral health specialists, and child welfare 
agency workers was piloted with a grant from the Rees-Jones Foundation. In 2014, sustained 
funding from the Rees-Jones Foundation and the Meadows Foundation allowed planning for 
the Rees-Jones Center for Foster Care Excellence to begin. 

The goals of the center were to improve outcomes for children in foster care by 
addressing the barriers to accessing quality health care (see Figure 1). The center has three 
pillars: 1) excellence in evidence-based clinical care; 2) scholarly research and education of 
future health professionals; and 3) community engagement and advocacy. 

Figure 1. 
Logic Model Addressing Barriers to Improve Health Outcomes of Children in Foster Care 
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Clinic Design 

PHYSICAL SPACE. 

Initial planning focused on the development of physical space that allowed for multiple 
providers to be present during the visit. The waiting room has colorful artwork and twinkle 
lights on the ceiling, and most of the visit is conducted in an inviting interview room and 
playroom connected by a window, so caregivers can discuss sensitive issues but children can still 
be seen. The exam room is separate, and time spent in that “medical” environment is minimized 
whenever possible. Conference room and team room space allowed collaboration between 
medical providers, early childhood specialists, therapists, psychologists, learners, child welfare 
agencies, and clinic staff. Wellness spaces with soft lighting, comfortable seating, and no 
technology provide places for staff to debrief, breathe, and recharge. Both clinic sites were 
completed in 2016 and fully staffed in 2018 (see Figure 2). 
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Figure 2. 
Rees-Jones Center for Foster Care Excellence Organizational Chart: Clinical and Non-Clinical 
Staff 

INTEGRATED CLINICAL CARE.  
Following the recommendations of the AAP (Szalagyi et al., 2015), the Rees-Jones Clinic 

implemented an on-site, collaborative integrated primary care clinic incorporating elements of 
integrated care and patient-centered medical home and trauma-informed care models 
(Lamminen, McLeigh, & Roman, 2020; Pediatric Integrated Care Collaborative, [PICC], 2009) 
(Table 2). This model differs from “usual” medical care in a variety of ways. 
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Table 2. 
Care Delivery Frameworks Informing the Rees-Jones Center’s Trauma-Informed Integrated 
Care Model 

Model of Care Delivery Desired Attributes 
Medical Home Comprehensive, ongoing, family-centered 

health supervision, acute and chronic 
condition management 

Fully Integrated Care Coordinated behavior and medical care, 
where provides team-based 
documentation, collaboration, and 
management 

Trauma-Informed Care Acknowledges the impact of trauma, 
response to traumatic event and after-
effects can impact health and well-being 

 Table 3 details a typical patient’s possible outcome when receiving care in the Rees-
Jones Center compared to “usual care.”  

Table 3. 
Care Received by a Child Entering Foster Care in the Rees-Jones Center Compared to Usual 
Care. Example of “Martin,” a 4-year-old removed from his family and placed in foster care 
with first-time foster parents with no other children. 

Encounter Rees-Jones Center Usual Care 
Foster parent calls to schedule 
Visit scheduled in 48 hours 

Email sent to CPS liaison who 
uploads removal history to 
medical record 

CPS liaison obtains previous 
primary care provider’s name 
and clinic nurse requests 
medical records 

Foster parent calls to schedule 
initial visit—no new patient 
appointment available for 3 
weeks 

Initial medical 
evaluation within 3 
days of removal 

Completed by Trauma-
Informed Pediatric Provider 
and Licensed Behavioral 
Health Provider—1-hour visit 
Gave resources on 

Completed in Emergency Room:  
10-minute visit
Documentation: Immunizations
up to date,
no known past medical history



CHAPTER 5. AN INTEGRATED MEDICAL AND BEHAVIOR HEALTH CARE MODEL 

104 

developmental milestones and 
sleep hygiene. 
Speech delay and occasional 
urinary accidents noted. 
Discussed impact of neglect 
and traumatic experiences on 
toileting and behavior. 
Referred to Speech Therapy 

AAP-Recommended Foster 
Care Laboratory Screenings 
Completed. Patient has mild 
anemia. Provider calls family 
and prescribes iron therapy 

Previous Primary Care 
Provider’s Record Faxed to 
Clinic:  
No immunizations since 18 
months of age, wheezing 
requiring ED visits and 
medications 3 times in past 
year 

Pediatrician calls family and 
prescribes asthma control and 
rescue medications 

Child and Adolescent 
Needs and Strengths 
Assessment (CANS) 
(required within 30 
days of removal) 

Completed by Licensed 
Behavioral Health Provider 
that assessed him at initial 
visit. Interviews both child and 
foster parent  

CANS visit summary in 
electronic medical record and 
discussed weekly clinic 
meeting 
Concern for posttraumatic 
stress disorder 
Evidenced-based therapy 
recommended 

Completed by Community 
Behavioral Health Provider.  
Obtains information only from 
foster parent  

CANS uploaded to CPS system. 
Findings and recommendations 
not shared with primary care 
provider 
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Behavioral Health 
Encounter 

BHP contacts family and 
recommends trauma-focused 
play therapy. Weekly therapy 
sessions set up with center 
provider 

No corresponding service 

Well Child Visit 
(required within 30 
days of removal) 

Immunizations updated. 
Behavioral and developmental 
screening completed. Concerns 
noted 
Referred for speech therapy 
and audiology evaluation 
Asthma well-controlled 

No mention of immunizations 
during visit. 
CPS mandated Tuberculosis 
testing done 

Follow up in 1 year 

Information Update Child moved to pre-adoptive 
home. CPS Liaison updates 
demographics and front desk 
notifies new family of follow-
up appointment. Therapy 
sessions are uninterrupted. 

Medical Provider not notified of 
move.   

Follow up Visit in 2 
months with Medical 
and Child Development 
Specialist 

Increased defiance, trouble 
sleeping, and increased temper 
tantrums. Discussed 
behavioral strategies in context 
of trauma, speech delay and 
normal development.  
Community behavioral support 
resources given to family 

Martin is delayed starting PreK 
because his immunizations are 
not up to date 

Care Conference with 
Caseworker, Child 
Welfare Agency, Foster 
Parents, Community 
Behavioral Skills 
Trainer and Center 
Medical Provider and 
Therapist 

Decision made to begin Parent 
Child Interaction Therapy 
Psychological Evaluation for 
Autism Testing and Intellectual 
Evaluation 
Recommended developmental 
preschool through school 
district 

Martin admitted to children’s 
hospital with asthma 
exacerbation and influenza 

Follow up Visit in 2 
months 

Martin’s speech has improved 
and tantrums decreased. He is 
sleeping well and thriving in 
preschool. Biological parents 
have relinquished their rights, 
and the foster family is 

At hospital follow-up visit, with 
a new medical provider, foster 
parent states Martin will be 
moved to another home, 
because they can’t manage his 
outbursts, aggression and 
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planning to adopt. behaviors. 

(Bold font indicates Child Protective Services required visit, italicized indicates additional 
encounter at Rees-Jones Center) 

Families are referred to the center by word of mouth from other foster families or from 
child welfare agencies; caregivers choose the center as the child’s primary care provider. In the 
initial visit, PCPs and BHPs assess the child and foster family together in a shared interview 
whenever possible. Extended appointment times (30-90 minutes) allow more time to address 
caregiver concerns. If there are urgent mental health care needs, the BHP can assess, safety 
plan, and arrange follow up as needed. All new patients are discussed in a weekly huddle that 
includes a psychiatrist, psychologists, licensed therapists, child development specialists, primary 
care providers, nurse coordinators, nurses, a child protective services liaison, and front desk 
staff. Nurse care coordinators ensure follow up on referrals and provide case management for 
medically complex patients. Collaboration with child welfare agency staff allows early 
communication regarding placement changes and court proceedings, which facilitates healthier 
transitions to the next placement or reunification and reduces gaps in care. When the Center is 
notified of a placement change, the clinic offers the new caregiver a transition phone call or visit. 
Nurse coordinators send a letter to the caseworker, new caregiver, and new PCP detailing 
medical and behavioral health concerns, current treatment, and recommendations for care. 

After the initial visit, a child is referred to psychiatry for evaluation if needed. The level of 
integration of medical and behavioral services is tailored according to the needs of the child.  

Collaborative Integrated Care Benefits 

A trauma-informed, integrated care model benefits children, families, and providers. A 
shared visit allows the child’s story to be told only once, limiting potential re-traumatization and 
redundancy. Early involvement of behavioral health allows timely identification of issues and 
prompt referral to services, which can decrease placement breakdown. Both PCPs and BHPs 
have expertise in foster care policy and are knowledgeable about community resources to help 
caregivers in accessing supports. Recommendations are made in the context of understanding 

Primary care services are team-based and comprehensive, including well-child care, sick visits, 

telling of traumatic events, and discussions regarding removal or behavioral issues are 
medical home model. A trauma-informed approach involves a shared interview to minimize re-
and care coordination to facilitate management of chronic medical issues as informed by the 

conducted with the caregiver separately. Validated screeners for development (Ages and Stages), 

health supervision and follow-up visits. Behavioral health services include Trauma-Focused 
behavioral issues (Pediatric Symptom Checklist), and depression (PHQ-9) are conducted at all 

Cognitive-Behavioral Therapy (Cohen, Mannarino, & Deblinger, (2012)) and Parent-Child 
Interaction Therapy (McNeil & Hembree-Kigin, (2010)). 
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trauma, medical concerns, and evidence-based treatments. Joint treatment planning allows the 
communication of a unified message, emphasizing both the child’s physical and mental health 
care needs, which can improve treatment engagement and reduce unnecessary intervention as 
well as confusion and stress for caregivers. For example, shared management of encopresis 
addresses the medical treatment of constipation and the behavioral consequences of sexual 
abuse and PTSD simultaneously. Opportunities abound for interdisciplinary consultation and 
training. 

Collaborative Integrated Care Challenges 

Challenges with integrated care occur at the patient, provider, and system levels. 
Families did not always appreciate the benefit of seeing a BHP in the primary care visit. Some 
caregivers preferred shorter, less frequent appointments, especially when multiple siblings 
needed same-day visits. PCPs and BHPs who historically conducted visits independently now 
needed to share exam room space, time, and documentation. Processes for determining 
frequency and scheduling created administrative stress. The shared visits raised ethical issues 
for children with outside therapists. Electronic medical records were not equipped to schedule 
provider visits concurrently, and there was no process for billing. Legislation (Texas HB1549) 
mandating medical evaluation within 3 days of placement improved prompt access to medical 
care, but resulted in decreased availability of BHPs for the initial visit.    

Clinic Outcomes 

Reach of Services 

Over time, the Rees-Jones Center for Foster Care Excellence has served increased patient 
volume. In 2010, the foster care clinic saw 723 patients at one site and in 2019, the Center 
served over 2,000 patients at two sites, almost 20% of the children in foster care in the region.  

Health Outcomes 

Measuring outcomes for children in foster care was part of the initial plan for the Center, 
but the first 5 years were focused on building and staffing the center. Hiring a Director of Policy, 
Advocacy and Research enabled increased focus on policy and the development of a research 
agenda and program evaluation plan. Strategies for obtaining data from electronic medical 
records required structural changes in documentation to allow accurate data retrieval and 
ongoing collaboration with data intelligence. Privacy concerns and issues surrounding center 
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access of Medicaid billing data, consent for research studies, and use of data not obtained in the 
clinic are barriers to measuring health outcomes of children in Texas foster care. Current 
projects include descriptions of our clinic population, caregiver stress, resilience, and 
implementation of recommended laboratory screenings, and evaluation of the impact of 
evidence-based psychotherapies. 

Community Involvement, Advocacy, and Policy 

The Rees-Jones Center is committed to developing relationships with community 
stakeholders involved with the care of children in foster care. When a child with complex 
medical or behavioral health care needs is not getting access to needed services or is at risk of 
placement breakdown, or a return to the biological parents is planned, center providers or child 
welfare staff can schedule a collaborative care conference. These conferences include the clinic 
treatment team (PCPs, BHPs, nurse coordinator), child welfare personnel, community supports 
(behavioral supports, speech or physical therapists), and foster or biological parents. Care 
conferences allow everyone involved in the child’s care to identify and propose solutions to 
benefit the individual child.  

Working with child advocacy agencies at the state level resulted in the passage of 
legislation (Texas HB 1549, 2017) mandating medical evaluation within 3 days of entering care; 
within thirty days, a health supervision visit; and, for children ages 3 and older, a mental health 
examination using the Child and Adolescent Needs and Strengths Assessment (John Praed 
Foundation, 2017). The Rees-Jones Center is a member of the Texas Foster Care Roundtable 
and leads the North Texas Region 3 Foster Care Consortium, which has representatives from 
child welfare, child advocacy agencies, schools, legal systems, and medical and behavioral 
providers.   

Lessons Learned and Future Directions 

In 2019, the Center conducted a reassessment of the strategic plan, with a redefined 
mission, “To be the trusted health resource making life better for children in foster care,” and 
vision, “To achieve hope, health and healing for all children in foster care.” Strategies to address 
challenges facing children in foster care were reassessed in the context of the current political 
and health care climate. The 2018 Texas Legislative Session’s focus on child welfare and the 
passage of the Federal Families First Prevention Services Act provided opportunities to reframe 
Center goals and priorities. Increased focus was placed on examining health outcomes, program 
evaluation, and increasing advocacy for quality health care at the regional and state level.   
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Guidelines for Creating an Integrated Care Model for Foster 
Children 

Focus on Sustainability of Funding 

Many clinical positions are grant-funded or supported by the children’s health system or 
academic institutions. Billing and reimbursement within the context of these systems is 
administratively complex. It is crucial to have upfront support regarding access to billing and 
reimbursement information at the provider, institutional, and insurance levels. For example, 
review of billing PCP and BHP time revealed denied reimbursement depending on what order 
behavior and medical services billing occurred. Addressing this required systemic changes in the 
institutional billing and electronic medical record, such as enabling separate PCP and BHP 
encounter scheduling and education of the children’s hospital and academic institution’s billing 
departments. Future strategies for sustainability include advocating for increased 
reimbursement statewide and exploring alternate sources of funding. Since all children involved 
with child welfare could benefit from integrated, trauma-informed care, providing services to 
children who remain with their biological parents receiving child welfare services, children who 
have been reunified with biological families, children who have been adopted or aged out of the 
foster care system, and unaccompanied immigrant minors in federal foster care could increase 
revenue. 

Coordinate Processes for Communication Across Stakeholders 

Continuous reassessment of communication among clinic providers and child welfare 
workers, clinic PCPs and BHPs, and with caregivers and community stakeholders is important. 
Standardizing communication methods based on urgency can decrease information overload 
and ensure the most pressing issues are addressed. For example, email can be used for issues 
needing an answer within a few days, instant messaging can be used for urgent questions 
requiring little or no discussion, and phone calls can be used for more complex problems. 

Develop Community Partnerships 

Community engagement is crucial to success of an integrated care clinic. Champions 
from the Center’s Family Advisory Council, which includes foster and adoptive caregivers, 
ensure referrals of children to the clinic and provide a crucial caregiver perspective. Kinship 
caregivers, former foster youth, and biological parents are under-represented in discussions 
surrounding the care of children in foster care, and a community development coordinator can 
work with clinics to improve the diversity of stakeholders. 

109 



CHAPTER 5. AN INTEGRATED MEDICAL AND BEHAVIOR HEALTH CARE MODEL 

110 

Taking a leadership role in consortiums and advocacy groups ensures that medical and 
behavioral health issues are always included in discussions on how to improve outcomes for 
children in foster care.   

Invest in Education and Training 

It is important to provide opportunities for training and education of future health 
professionals and the wider community. Students in medical, psychology, and public health 
disciplines often have no exposure to foster care; a trauma-informed integrated care clinic can 
increase the number of professionals caring for these children. Shared mentoring and limiting 
the number of learners can address challenges around increased visit times and multiple 
learners. Providing community trainings on topics of interest can inform caregivers and child 
welfare workers on important topics affecting children in foster care. Clinic providers have 
provided trainings on caring for drug-exposed infants, managing problems behaviors, 
addressing sensory differences, and trauma-informed parenting. Engagement with legal 
professionals and community PCPs and BHPs are next steps to increase awareness of the impact 
of child welfare involvement on health outcomes and the importance of trauma-informed care.  

Seek Out Institutional Support 

Engage leadership at your hospital, medical system, and Medicaid in the planning 
process. Investment in clinic space, longer visit times, financial support to cover shortfalls in 
revenue generation, and support staff are needed to support an integrated model. Advocacy for 
child welfare and health insurance reimbursement for evidence-based medical and behavioral 
health care should be included in development plans. 

Pursue Formal Data Sharing Agreements to Facilitate Outcome 
Evaluation 

Attention to detail regarding planning for evaluating health outcomes needs to be a part 
of the initial planning process. It is crucial to understand legal and ethical issues surrounding 
data sharing and approval for research involving children in child welfare custody. Establishing 
formal agreements for information sharing with child protective services early in the planning 
process could improve the ability to evaluate care delivery models and health outcomes. 
Concerns surrounding privacy of children and families involved in child welfare limits the use of 
data obtained outside of a medical encounter and has constrained robust evaluation of data of 
children seen in the clinic.   
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Continuous Assessment and Quality Improvement 

Engage early in national initiatives supporting trauma-informed integrated care. The 
Center’s involvement in the Pediatric Integrated Care Collaborative and the National Child 
Traumatic Stress Network’s Trauma Informed Organizational Assessment revealed gaps in 
knowledge and training at the clinic and institutional level and informed the standardization of 
training for clinic staff in culturally sensitivity, trauma-informed care, diversity training and 
expansion of training on trauma informed care to the institution. 

COVID-19 Impact 

The current COVID-19 pandemic has presented challenges and opportunities for the 
Rees-Jones Center. Social distancing limited the number of in-person clinical staff and 
postponed non-urgent visits. Telehealth for psychiatry was already in pilot phase, but had not 
been implemented for primary care visits, integrated visits, or behavioral therapy. Rapid 
implementation of telehealth in both medical and behavioral health care enabled the delivery of 
therapy and many types of sick visits and follow up medical care. A one-way traffic flow, 
clustering sick appointments, and standardizing all visits to 60 minutes allowed minimizing 
exposure in clinic. Challenges with PCPs and BHPs working in multiple locations were 
addressed with protocols for communication and telehealth visit platforms. Integrated visits 
with PCPs in clinic and BHPs on virtual platforms were piloted and then fully implemented. An 
on-call BHP in clinic provides urgent consultation for PCPs if needed. COVID-19 updates 
facilitated timely information sharing regarding the rapidly evolving public health information 
and policy and operational updates at the clinic, institutional, county, state, and national levels. 
Decreased clinic volume increased available time for non-clinical projects. Workgroups updated 
the Center’s website, published a white paper on the impact of COVID-19 on children in foster 
care, created novel web-based caregiver and stakeholder trainings, and implemented trauma-
informed organizational assessment findings. 

Conclusions 

The Rees-Jones Center for Foster Care Excellence strives to continue to work to fulfill 
the mission of making life better for all children in foster care. This multi-disciplinary 
framework can serve as a model to promote collaboration and communication with all 
stakeholders who are committed to helping children and their families receive needed support 
and improve outcomes. Shifts toward prevention and family-based interventions provide 
opportunities to incorporate medical and behavioral health services into a strength-based, 
trauma-informed, family-centered approach that will ultimately benefit children. Children in 
foster care need to be served by a multi-disciplinary approach that involves the collaboration of 
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child welfare systems, schools, and the judicial/legal system. Children in foster care benefit 
when medical and behavioral health providers collaborate in a fully-integrated care delivery 
model.  
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