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ABSTRACT

Integrated healthcare models combining behavioral and primary
care provide solutions for vulnerable pediatric populations, espe-
cially youth in foster care, facing disproportionately high rates of
chronic conditions and mental health issues. This review synthe-
sizes current literature to assess the impact of integrated care on
health outcomes for youth in foster care. Findings suggest inte-
grated care can reduce healthcare barriers, improve coordination,
and improve health outcomes for these youth. However, literature
gaps indicate a need for more research. Clinical practice implica-
tions include adopting coordinated, multidisciplinary care. Future
research should standardize definitions and approaches to support
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Youth in foster care experience disproportionately high rates
of chronic conditions, mental health challenges, and poorer
health outcomes compared to their peers, largely related to
exposure to adverse childhood experiences, fragmented
healthcare, and unstable placements (Centers for Disease
Control and Prevention [CDC]|, 2021; Clarkson Freeman,
2014; Council on Foster Care et al., 2015; Turney & Wilde-
man, 2016). Their incomplete and often inaccessible health
histories, coupled with disruptions in care coordination
between child welfare and healthcare systems, further exac-
erbate barriers to consistent, high-quality healthcare (IKeefe
et al., 2020; Lamminen et al., 2020; Turney & Wildeman,
2016). Recognizing these challenges, the American Academy
of Pediatrics (AAP) and Healthy Foster Care America
released foundational care guidelines in 2005 (Table 1) and
have endorsed integrated care as the gold standard health-
care delivery model for youth in foster care (AAP, District
II, New York State, Task Force on Health Care for Children
in Foster Care, 2005; Lammimen et al., 2020). Despite these
guidelines, inconsistent implementation and limited research
on standardized integrated care models persist, leaving a
critical gap in evidence-based practice.

Integrated care is an evidence-based healthcare delivery
model that combines coordinated primary care with mental
healthcare and other services, utilizing a multidisciplinary
approach to comprehensively address the complex physical,
behavioral, and emotional needs of youth in foster catre
(Espeleta et al., 2020; Lamminen et al., 2020). Organizations,
such as the National Association of Pediatric Nurse
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TABLE 1. Healthcare recommendations for children in foster care or who have been adopted from

Health Organizations and the State of Michigan

Care recommendations American Academy National Association of Healthy Foster Care America®
of Pediatrics? Pediatric Nurse Practitioners®
First visit 72 hours 72 hours 72 hours
Initial comprehensive 30 days 30 days 30 days
Follow up 60—80 days 60—90 days 60—90 days
Ongoing comprehensive Every 30 days Every 30 days Every 30 days
(Birth to 6 months)
Ongoing comprehensive Every 3 months Every 3 months Every 3 months
(6-24 months)
Ongoing comprehensive Every 6 months Every 6 months Every 6 months
(24 months to 21 years)
Acute/episodic As needed As needed As needed
Mental health 30 days 30 days 30 days
Developmental 30 days 30 days 30 days
(<6 years old)
Educational 30 days 30 days 30 days
(5-21 years)
Dental 12 months old then every 12 months old then every 6 months 12 months old then every 6 months
6 months
Trauma-informed care Yes Yes Yes
Integrated (model varies) Yes Yes Yes
2AAP guidelines are currently under review with anticipated updates in 2025.
baap guidelines were developed in collaboration with Healthy Foster Care America, and in May 2022 NAPNAP endorsed the AAP standards
of care for children in foster care in an organization position statement.

Practitioners (NAPNAP), emphasize the critical need for
integrated, trauma-informed models to improve health out-
comes and increase surveillance for this vulnerable popula-
tion (NAPNAP Partners for Vulnerable Youth Alliance for
Children in Foster Care, 2023). The National Child Trau-
matic Stress Network defines trauma-informed care
(TIC) as a medical care approach in which all parties
involved assess, recognize, and respond to the effects of
traumatic stress on patients and caregivers (Duffee et al.,
2021). Given the high prevalence of trauma among
youth in foster care, TIC is an essential component of
integrated care models, helping to mitigate trauma’s
effects, promote resilience, and enhance care delivery
(Duffee et al., 2021). However, despite the recognized
benefits of integrated care, limited research and a lack of
consensus on standardized models hinder widespread
adoption (Karatekin et al., 2014).

In late 2023, a Midwest university received funding to
evaluate the community need and feasibility of integrated
primary and mental health care for youth in foster care
or who have been adopted. This launched a collabora-
tive, interprofessional team, with leaders from commu-
nity organizations such as public housing, education,
nonprofit, and government child welfare agencies, and
various healthcare organizations, capturing a broad scope
of stakeholders vested in this population. Given the
urgent need to address these gaps, this narrative review
was selected as the most appropriate method to rapidly
synthesize the current literature and identify emerging
themes in integrated care for youth in foster care. The
key question guiding this review is:

1. How do integrated care models affect physical and
mental health access and outcomes for youth in foster care
compared to traditional pediatric primary care models?

METHODS

This narrative review was guided by the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA)
framework (Page et al., 2021) and conducted using PubMed
and Cumulative Index to Nursing and Allied Health Litera-
ture (CINAHL). Medical Subject Headings (MeSH) terms
and related keywords were used to identify literature
addressing the intersection of the child welfare system and
healthcare integration (Table 2). TIC was not included as a
search term, as the focus was on integrated care models
regardless of TIC practices. This review is limited to full-
text, peetr-reviewed articles published within the last 10 years
and focused exclusively on integrated care models for youth
in foster care in the United States (US), thereby defining the
boundaries and scope of the investigation. For purposes of
this review, integrated care is determined by the authors as
the coordinated delivery of primary and mental health serv-
ices via multidisciplinary healthcare teams. Boolean opera-
tors, quotations, and keyword combinations refined the
search with automatic filters applied.

The initial search yielded 981 articles (Figure). After
applying filters, 48 abstracts and titles were screened, leaving
18 for full-text review. An additional 16 articles were identi-
fied through reference lists and the project lead’s repository,
bringing the total to 34 articles reviewed for eligibility.
Articles were selected based on three criteria chosen to cap-
ture the most relevant and current evidence: (1) relevance to
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TABLE 2. Search terms

Population keywords (“ ”)

Intervention keywords

PubMed

CINAHL

Foster Home Care [MeSH], Child, Foster [MeSH], Adoption [MeSH], Child

Custody [MeSH], Child Welfare [MeSH], Child Protective Services
[MeSH], child protective service, child protective services, child welfare
agency, child welfare agencies, kinship care, foster care, foster child, fos-
ter youth, foster children, foster family, foster families, foster parent, foster
parents, foster mother, foster father, foster sibling, foster sister, foster
brother, adopted child, adopted children, adoptive child, adoptive chil-
dren, adoptive parent, adoptive parents, adoptive mother, adoptive
father, adoptive sibling, adoptive family, adoptive families

(MH Foster Home Care), (MH Foster Parents), (MH Child, Foster), (MH

Child, Adopted), (MH Adoptive Parents), (MH Adoption+), (MH Children
of Impaired Parents+), (MH Family Functioning), (MH Child Welfare+),
(MH Child Custody), child protective service, child protective services,
child welfare agency, child welfare agencies, kinship care, foster care,
foster child, foster youth, foster children, foster family, foster families, fos-
ter parent, foster parents, foster mother, foster father, foster sibling, fos-
ter sister, adopted child, adopted children, adoptive child, adoptive
children, adoptive parent, adoptive parents, adoptive mother, adoptive
father, adoptive sibling, adoptive family, adoptive families, foster mom,
foster dad, foster brother, adopted sibling, adopted brother, adopted sis-

Delivery of Health Care, Integrated
[MeSH], integrated health care, inte-
grated delivery system, integrated
model, integrated care, wrap-
around, collaborative care, coordi-
nated care, horizontal integration

(MH Health Care Delivery, Integrated),
integrated health care, integrated
delivery system, integrated model,
integrated care, wrap-around, col-
laborative care, coordinated care,
horizontal integration

ter, adoptive mom, adoptive dad, adoptive brother adoptive sister

primary care and mental health integration, (2) focus on US
healthcare and/or fostet systems, and (3) targeting pediatric
populations. The inclusion criteria were justified by the need
to capture contemporary trends, given the limited literature
on integrated care models for youth in foster care and the
2005 AAP guidelines, while encompassing related studies on
pediatric populations where direct evidence was lacking.
Additionally, the exclusion of international publications was

FIGURE. Prisma search flowchart.

Prisma Search Flowchart

necessary due to the complexity and variability of healthcare
and child welfare systems unique to the US. Only four
articles specifically addressed integrated care within foster
care settings. Eleven articles were excluded for addressing
unrelated services or international health systems, leaving 23
studies to inform the review (Table 3).

Automation tools were not used in this process; however,
an electronic shared drive was used as a secondary source of

I Identification of studies via databases and registers [ Identification of studies via other methods
—
t°= Records removed before
2 o = screening:
K] Records wantfed (f:“’;“z)' o B | S Records marked as Records identified from:
= CINHAL: 869 ineligible by automation tools Citation searching (n = 13)
= P bMed: 112 (n=833) Repository search (n = 3)
% u ' Records removed for
- other reasons (n = 100)
l
M Records screened —| Records excluded™
(n=48) (n=30)
o |
=
= Reports sought for retrieval ———| Reports not retrieved Reports sought for retrieval |————=| Reports not retrieved
g (n=18) (n=0) (n=16) (n=0)
b
3] ! |
(7]
Reports assessed for eligibility _ Reports assessed for eligibility I
(n=18) (n=16) :
Reports excluded: Reports lexcluded. 2 .
1. Not related to behavioral health (international, not addressing
& primary care integration (n = 9) pediatric populations)
Studies included in review
(n=23)
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TABLE 3. Literature review table

# Study Year Purpose Article type and Sample Major findings
level of evidence
1 Asarmnow et al. 2017  Reviews the concept of Literature review; n/a.
patient-centered medical level 7 e Pediatric Patient-Centered Medical Home (P-PCMH) improves
homes and their applica- access, quality, and effectiveness of behavioral health and pri-
tion to pediatric healthcare mary care.
and behavioral health. e Describes various models of integrated care.
e Recommends further research.
2 Asarnow et al. 2015 A systematic meta-analysis Systematic meta- 31 randomized control trials, 35
of integrated medical- analysis; level 1 intervention-control compari- ® |nterventions targeting diverse behavioral health needs showed
behavioral care models to sons, 13,129 participants. greater benefit than those focused on individual treatments (e.g.,
determine if models lead substance use).
to improved outcomes. e The strongest benefit observed is in collaborative care with team-
based treatment.
e Small sample sizes were a limitation.
e Treatment trials had a moderate effect size (d = 0.42), with a 66%)
probability of better outcomes.
e Collaborative care interventions had a stronger effect than usual
care (d = 0.63), with a 73% probability of better outcomes.
8 Babajide et al. 2020  Provides an overview of Literature review; 12 articles were reviewed with
mental health treatment level 7 ages ranging 12—60+. Only e The collaborative care model improves access, service comple-
gaps and barriers for five articles are specific to tion, outcomes, and satisfaction; better than facilitated referrals.
young adults, promoting young adulthood (18—25). e Barriers for young adults: stigma, system complexity, lack of con-
research on integrated tinuity, coordination, and provider training.
health models. e Opportunities: CMS reimbursement for care coordination and
collaborative models.
e Challenges: fee structures, personnel time, reimbursement, and
confidentiality concerns.
4 Burke et al. 2015  Presents case studies eval- Presentation of two lllustrates the importance of
uating the importance of case studies/level care coordination and the e Policies are needed for multi-sector collaboration to support traf-
care coordination and col- 7 benefits of a coalition primed ficked minors.
laborative care for a vul- to assist using two case stud- @ Care coordinators ensure communication and protect privacy.
nerable population. ies. e Quality and accountability are difficult in resource-limited settings
5 Burkhart et al. 2019  Identifies RCTs and quasi- Systematic review; n = 6; studies (published before
experimental studies on level | August 15, 2019) on youth e |ntegrated/collaborative care improves mental health treatment
the relationship between (ages 0—21) accessing men- initiation and completion rates, boosts patient satisfaction, and
integrated care, increased tal health care via collabora- enhances adaptive behavior and mental health outcomes.
access, treatment tive or integrated care models,
engagement, and comparing with usual care.
improved mental health Studies in English.
outcomes.
(continued on next page)
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TABLE 3. (Continued)

# Study Year Purpose Article type and Sample Major findings
level of evidence

6 Chen et al. 2021 Evaluates the link between Retrospective cohort  n=4,203 ADHD and 298 MDD
mental health treatment analysis; level 4 cases, ages 4—18, newly Three ICAs: non-co-located, co-located, and co-located/co-affili-
initiation after a primary diagnosed by a PCP with a ated PCPs.
care provider’s (PCP) ini- continuous health plan enroll- Co-located/co-affiliated PCPs more likely to provide guideline-
tial diagnosis of attention ment within 90 days post- recommended psychotherapy.
deficit hyperactive disor- diagnosis, and an identifiable Children in co-located/co-affiliated settings twice as likely to
der (ADHD) and/or major PCP practice location. receive guideline-recommended psychotherapy.
depressive disorder Proximity alone is insufficient for collaboration; only 7%—15%
(MDD), and the type of received treatment in co-located but nonaffiliated settings.
integrated care arrange- Most ADHD diagnoses and treatments were managed by PCPs
ment (ICA). (85%—90%).

Black and Hispanic children received less treatment than white
counterparts regardless of model.

Primary care is more accessible with less stigma, but barriers
include lack of PCP training and referral options.

7 Espeleta et al. 2020 Discusses the implementa-
tion of pediatric medical PMH model should provide comprehensive, continuous care for
homes for foster care foster youth.
youth based on AAP Adaptations for foster care include accessibility, family-centered,
guidelines, emphasizing compassionate, culturally effective, and coordinated care.
the need for a unique Coordination required both within and outside provider
model and adaptations. disciplines.

Logistical framework provided for establishing PMH; future
research needed for best practices.

8 Greiner et al. 2017  Describes the development Case report; level 7 Single healthcare model
of a health model to meet described. CHECK model: sustainable collaborative care with behavioral
the needs of foster care health screening in primary care for foster children.
youth. Addressed four barriers: lack of health records, geographic insta-

bility, healthcare cost, and collaboration.

Added a social worker for PTSD prevention (ages 6+) and collab-
oration with a community agency for younger children.
Developed a referral system: family contact within 24 hours, refer-
ral within 1 week.

9 Heath et al. 2018  Reviews levels of integrated REPORT; level 7 n/a. Key differences in care types: communication frequency, rela-
healthcare and proposes tionships and skills, physical proximity, and practice structure
frameworks for classifying
them.

(continued on next page)
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Purpose

Article type and
level of evidence

Sample

TABLE 3. (Continued)

Major findings

Hodgkinson et al.

000 48qWiNN e 000 SWN|OA

Kolko and Perrin

Lamminen et al.

©94BD Y}ESH OlIeIpad JO [BUINOpP

Discusses the impact of
poverty on mental health,
barriers to care, and how
integrated behavioral
health models can
improve access and out-
comes for children and
families in poverty.

Assesses the efficacy of col-
laborative care for behav-
ior problems, ADHD, and
anxiety.

Briefly reviews clinical trials
and intervention studies in
pediatric primary care to
document the integration
of alternative models for
delivering behavioral serv-
ices.

Describes an integrated
healthcare model based
on 2005 AAP guidelines
and lessons learned,
addressing the healthcare
and behavioral health
needs of foster care youth.

REVIEW; level 7 n/a.

Cluster randomized
trial; level 2

8 pediatric practices, 74 pro-

1 PA), 4 social workers, and
321 patients.

Review/level 7 Care delivery models for
addressing behavioral health
needs in general pediatric

populations.

Two clinic models—one urban
and one suburban.
Staff: Behavioral health
experts, primary care pro-
viders, CPS liaisons, and
physical/behavioral health
specialists.
Approach: Trauma-informed
care.

Narrative; level 7

viders (67 physicians, 6 NPs,

Poverty affects well-being: mental health, physical health, devel-
opment, healthcare access, and utilization.

Disparities noted among minority youth in poverty, despite most
impoverished children being white.

Extended poverty linked to poorer health outcomes and reduced
healthcare access.

Barriers to mental healthcare identified; integrated behavioral
healthcare seen as a promising solution to improve outcomes.
Recommendations: changes needed in education/training, clini-
cal infrastructure, and multidisciplinary teams.

Collaborative care is linked to higher rates of treatment initiation,
completion, improved behavior, reduced parental stress, and
issue remission.

e Based on the chronic care model.

Collaborative care is feasible, improves access to services,
enhances completion rates, and boosts outcomes and
satisfaction.

Four reasons to provide behavioral health (BH) in primary care:

o BH is prevalent and burdensome in pediatrics.

o Specialty mental health services have limitations.

o BHis a chronic condition better managed with collaborative
care.

Collaborative care models are feasible, improve access and ser-

vice completion, and enhance outcomes and satisfaction.

Collaborative care shows advantages over facilitated referrals.

Highlights physical and behavioral health disparities in foster care
children.

Integrated care is the gold standard for youth in child welfare, with
lessons learned and challenges noted.

Challenges: financial barriers, infrastructure, ethics, training, and
research for children with protected status.

Emphasizes the link between clinical, academic, and community
spaces in foster care.

(continued on next page)
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TABLE 3. (Continued)

# Study Year Purpose Article type and Sample Major findings
level of evidence

14 Loria et al. 2021 Discusses the impact of Literature review and n/a.

G¢0c 000

L

poverty on mental health report; level 7 e Poverty impacts children’s health, well-being, care access, and

care access and barriers,
and explores integrated
behavioral health models
as opportunities to
improve access and out-
comes.

Discusses collaborative
mental healthcare serv-
ices.

Explores pediatric inte-
grated care (PIC) models,
subpopulations served,
outcomes measured, and
strategies used to assess
their effectiveness, aiming
to determine if various
models result in positive
outcomes.

Appraises the literature to
identify the range of serv-
ices behavioral health pro-
viders offer and evaluates
their potential scope in pri-
mary care settings.

Narrative review;

Scoping review/level

Systematic literature

n/a.

English, peer-reviewed articles

(January 1, 1994 to June 30,
2020) on pediatric, child, or
adolescent integrated, collab-
orative, or co-located care,
reporting on outcomes from
PIC as defined by AHRQ.

The literature search included

241 articles, with 160 on
mental health, 17 on health
behavior, and 64 on both
mental health and health
behavior.

mental health outcomes.

Barriers to mental healthcare: access to records, fragmented
info, specialized knowledge, trauma-informed care, geography,
sociodemographic status, poor collaboration, insurance, visit
length, and social/psychological factors.

Integrated healthcare improves access and care coordination;
successful models highlighted.

e Barriers: time, space, billing, training, and competing priorities.
e Recommends policy changes in education, training, and infra-

structure to improve mental health care access.

Identifies mental health disparities and treatment gaps in the
pediatric population.

e Describes integrated care models and case examples.
e Barriers to collaborative care: communication, training, financial

constraints, and policy.

Pediatric integrated care PIC can improve access and quality of
behavioral health care.

More research needed to determine the most effective models
and cost-efficient policies.

Definitions and types of integrated care vary, but outcomes are
generally positive across the literature.

Behavioral health providers support primary care, addressing
psychological needs that impact health outcomes.

Examples: addressing psychosocial barriers, lifestyle changes
(irritable bowel, insomnia, weight management), mental health,
substance use, and comorbid conditions.

Fully integrated systems increase the likelihood of receiving
behavioral health care.

Patients with serious illness have lower no-show rates in primary
care compared to community mental health settings.
Depression is the most common focus for behavioral health
providers.

Policy implications: need for full integration and billing for a wider
range of behavioral health services.

(continued on next page)
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TABLE 3. (Continued)

innovative integrated
behavioral health models
in pediatric primary care.

19 Oppenheim et al. 2016 Analyzes experiences of
Project LAUNCH grant-
ees, describing 10 ele-
ments of integration and
challenges in promoting
health and preventing
social, emotional, and
behavioral problems,
focusing on integrating
behavioral health into pri-
mary care.

review; level 3

Qualitative case
study approach
designed to exam-
ine models of inte-
grated care being
implemented in pri-
mary care settings
by a subset of Proj-
ect LAUNCH
grantees

from PSYCHINFO, PubMed,
and article reference reviews.

6 grantees; qualitative data col-
lected using telephone inter-
views; four follow-up, open-
ended survey questions, and
content analysis of semian-
nual progress reports.

# Study Year Purpose Article type and Sample Major findings
level of evidence
18 Njoroge et al. 2016 Summarizes current dataon  Systematic literature 22 unique articles identified

® |ntegrated care includes diverse services; it's not one-size-fits-all.
e Patient and practice needs determine the appropriate model,

potentially using a hybrid approach (e.g., collaborative screening
and ongoing consultation).

Model development varies by patient demographics, payer mix
(Medicaid vs. private), and access to mental health referrals.
Practical implementation may involve separate billing systems,
leading to co-pays and fees not covered by grants.

SAMHSA’s LAUNCH Project has 5 core strategies:

o Developmental/behavioral screening in child-serving settings

o Mental health consultation in early education

o Enhanced home visiting (focus on social/emotional
development)

o Family strengthening and parent support

o Integration of behavioral health into primary care

Study findings: More work needed in financing and building an

evidence base for effectiveness.

(continued on next page)
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TABLE 3. (Continued)

# Study Year Purpose

Article type and
level of evidence

Sample

Major findings

20 Rafla-Yuan et al. 2022  Analyzes current US behav-
joral healthcare systems,
evaluates evidence for
change, and provides rec-
ommendations (policy,
direct care, integration)
with a focus on BIPOC
youth.

21 Richardson et al. 2014 Determines if collaborative
care intervention improves
outcomes for adolescents

with depression.

22 Richardson et al. 2017  Reviews literature on behav-
ioral health integration for
adolescents and young
adults to identify research

gaps.

Expert opinion; level
7

Randomized clinical
trial; level 2

Systematic review;
level V

n/a.

Sample: 101 youth.
Inclusion: Adolescents with
PHQ-9 score >10, major
depression criteria, or second
positive PHQ with Child
Depression Rating Scale >42.
Exclusion: Non-English
speaking, suicidal plan/
attempt, bipolar, substance
misuse, psychiatrist involve-
ment, developmental delays.

21 articles on patients aged 13
—25, focusing on integrated
care and primary care-led
behavioral health interven-
tions. Exclusion: articles with-
out collaboration or in broader
school settings.

Trauma-informed practices are essential for integrated care
models.

BIPOC youth are vulnerable due to environmental and familial fac-
tors, with racism contributing to disparities like unstable housing,
illness, and incarceration.

Integrating psychiatric care into medical settings improves
access for minority groups.

Calls for patient-centered, culturally humble, trauma-informed,
and holistic care, with criticism of over-reliance on medication.
Disproportionate increase in psychiatric diagnoses and suicide
among BIPOC, especially Black youth.

Toxic stress linked to social determinants of health created by
structural racism.

Advocates for education, child welfare, legal system, and govern-
ment collaboration, with policy changes to promote healthier
communities.

Compares integrated care models: collaborative care, behavioral
health clinician model, and Child Psychiatry Access Programs.

Higher rates of evidence-based depression treatment and
improved outcomes vs. traditional care.

Intervention led to improved functional status, higher depression
remission, greater satisfaction, and more adherence to quality
standards for therapy and medications.

Screening alone (following current guidelines) did not consistently
lead to appropriate mental health treatment.

Limited literature on integrated care models for adolescents and
young adults, despite strong evidence in adults.

More research needed on intervention effectiveness, impact of
developmental age, effective integrated care models, provider
training strategies.

(continued on next page)
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care algorithms.
e Off-site models were more suitable for less complex diagnoses

lation under 18). Data from
Cochrane, Embase, MED-

implementation and sus-

tainability.

(e.g., ADHD, depression); PCPs were less comfortable with com-

plex cases.
e Barriers: funding, reimbursement, space for on-site clinicians,

LINE, PsycInfo, and Web of

Science.

professional isolation, and technology costs.
e Mental health is a leading cause of youth morbidity, yet there is a

service gap. Off-site integration can reduce barriers to accessing

care.

communication. The shared drive included thematic find-
ings from each reviewer and a structured table for data
extraction summarizing each article’s level of evidence, pur-
pose, findings, and key definitions. Each reviewer indepen-
dently identified key concepts and patterns across the
included studies. An iterative consensus was held to
acknowledge and balance personal perspectives, ensuring
reflexivity throughout the review process. The process con-
tinued until thematic saturation was achieved, evidenced by
the emergence of no new themes, resulting in an initial set of
15 themes. These themes were systematically compared,
refined, and merged through additional consensus discus-
sions, ultimately condensing them into five major themes
that adequately represent the literature (Table 4): Trauma-
informed care, mental healthcare access and utilization, implementing
integrated care, policy reform for sustainable integrated care, and need
Jor research.

RESULTS

This review incorporates evidence from randomized con-
trolled trials, meta-analyses, systematic reviews, cohort stud-
ies, and case reports. Most included literature comprises
narrative reviews ot expert opinions, contributing to the five
key themes. These themes explore how integrated care
impacts physical and mental care access and outcomes for
youth in foster care compated to traditional pediatric pri-
mary care, concluding with recommendations for research
and policy changes. Terms like “mental health” and “behav-
ioral health” are often used interchangeably in the literature,
reflecting variations based on the pediatric populations and
diagnoses addressed. This review adopts this interchange-
able usage to maintain consistency with the terminology
applied across the studies.

Trauma-Informed Care

Although not a primary aim of this review, TIC emerged as a
key theme in addressing the complex healthcare needs of
vulnerable pediatric populations, particularly youth in foster
care. Five articles discussed or emphasized the necessity of
TIC in managing the unique medical and mental health chal-
lenges faced by vulnerable pediatric populations. Youth in
foster care experience disproportionately high rates of
chronic conditions, behavioral health concerns, and unmet
healthcare needs, underscoring the importance of coordi-
nated, trauma-informed approaches (Loria et al., 2021; Lam-
minen et al., 2020). Research demonstrates that toxic stress
and adversity significantly impact neurodevelopment,
increasing the risk of social, cognitive, and behavioral diffi-
culties (Oppenheim et al., 2016). Effective TIC requires col-
laboration across multiple sectors, including healthcare
providers, families, policymakers, and community organiza-
tions (Rafla-Yuan et al, 2022). Structural competency
among clinicians is also essential in addressing racial and cul-
tural disparities, particulatly for Black, Indigenous, and Peo-
ple of Color youth, who often experience trauma not
captured by standard assessments (Rafla-Yuan et al., 2022).
Integrating TIC into primary and mental healthcare is critical
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TABLE 4. Themes

for youth in foster care.

care.

Theme I: Trauma-informed care: Trauma-informed care (TIC) emphasizes specialized trauma-focused interventions and interdisciplinary
collaboration to mitigate the long-term effects of trauma and improve care outcomes. It is a critical component of integrated care models

Theme II: Mental healthcare access and utilization: Access to mental and behavioral healthcare is hindered by various barriers. The lit-
erature highlights the need to address individual and systemic barriers to improve healthcare access and outcomes. Individual barriers
include geographic instability, financial constraints, stigma, and insurance coverage. System limitations include short appointment times,
fragmented records, lack of cross-sector collaboration, and inadequate provider training on trauma and mental health. Integrated care
effectively addresses barriers to healthcare access in vulnerable pediatric populations, but more exploration is needed for youth in foster

Theme llI: Implementation of integrated care: The implementation of integrated care models for foster youth involves overcoming sys-
temic barriers while leveraging key facilitators to ensure success. Various models of integrated care have demonstrated improved health
outcomes. Barriers include payer systems, infrastructure limitations, and confidentiality concerns. Facilitators involve teamwork, communi-
cation, shared resources, and systemic changes. Various models are described, including co-located and telehealth services, showing
improved access, treatment initiation, and behavioral health outcomes, particularly for conditions like ADHD and depression.

Theme IV: Policy reform for sustainable integrated care: Comprehensive reform is necessary to sustain integrated care for foster
youth. Key areas include Medicaid reimbursement, provider training, and multi-sector collaboration between healthcare, social services,
and education. Breaking down silos across these sectors is crucial for delivering holistic care.

Theme V: Need for research: The literature reveals a lack of high-quality research on integrated care for foster youth, especially random-
ized controlled trials. More research is needed to assess integrated care models’ long-term benefits, developmental impact, and cost-
effectiveness. Studies should also focus on expanding beyond depression to cover other mental and behavioral health conditions.

for mitigating the effects of adverse childhood experiences
and improving outcomes for foster youth (Burke et al,
2015; Rafla-Yuan et al., 2022). Despite its significance, sev-
eral barriers hinder the widespread implementation of TIC,
including inadequate provider training, limited appointment
times, and a shortage of trauma-informed mental health
professionals (Oppenheim et al., 2010).

Mental Healthcare Access and Utilization
Ten articles discussed barriers to mental healthcare access
and utilization among vulnerable pediatric populations, pat-
ticulatly youth in foster cate, and identified integrated care
as a potential solution to these challenges. Findings highlight
both individual and systemic obstacles contributing to these
disparities in care, including inconsistent access to services,
coordination difficulties across multiple systems, and a
shortage of providers trained in trauma-related mental
health care (Greiner & Beal, 2017; Loria et al., 2021; Malik
et al., 2022). Without timely and integrated support, youth in
foster care face increased risks of unmet healthcare needs,
delayed treatment, and poor long-term outcomes (Babajide
et al., 2020; Burkhart et al., 2019; McLeigh et al., 2022).
Youth in foster care experience unique challenges that
disrupt healthcare continuity, including frequent placement
changes, incomplete medical records, and difficulties navi-
gating multiple service systems (Greiner & Beal, 2017).
These barriers are compounded by financial constraints,
insurance limitations, inflexible appointment times, childcare
responsibilities, frequent visits, and long wait times, particu-
larly for mental health services (LLoria et al., 2021; Malik et
al., 2022). Many youth rely on primary care providers as
their main source of mental health support. Yet, most pro-
viders lack adequate training in TIC, developmental disor-
ders, and behavioral health issues (Oppenheim et al., 2016).
Adolescents transitioning into adulthood face additional
risks, including loss of insurance coverage, the stigma sur-
rounding mental health care, and gaps in adult mental health

services (Babajide et al., 2020; Burkhart et al., 2019; Malik et
al,, 2022; Mcleigh et al., 2022). As previously noted, dispar-
ities are especially pronounced among Black, Indigenous,
and People of Color youth, who experience higher mental
health needs but lower access to high-quality care (Chen et
al., 2021; Hodgkinson et al., 2017). These populations are
also more likely to experience trauma that standard screen-
ing tools fail to capture, further limiting their access to
appropriate services, and are less likely to seck care or access
high-quality mental healthcare when they do (Rafla-Yuan et
al., 2022; Hodgkinson et al., 2017).

Systemic challenges further restrict mental healthcare
availability. The historical separation of mental and physical
health services has further hindered access to care, under-
scoring the need for integrated healthcare approaches (Miller
et al., 2014). Short appointment lengths, reimbursement lim-
itations, and a shortage of specialized mental health profes-
sionals exacerbate these gaps, often leaving youth untreated
or inadequately supported (Burkhart et al., 2019; Hodgkin-
son et al., 2017; Loria et al., 2021). Additionally, fragmented
information-sharing systems hinder continuity of cate, as
medical records are often inaccessible across healthcare and
child welfare agencies, creating further challenges in treat-
ment coordination (Burkhart et al., 2019; Hodgkinson et al.,
2017; Loria et al., 2021; Oppenheim et al., 2016). Conse-
quently, many youth with mental health disorders remain
undiagnosed or untreated, with primary care providers ill-
equipped to meet their complex needs. For instance, only
7% of children diagnosed with attention deficit hyperactivity
disorder in primary care settings received guideline-recom-
mended psychotherapy, illustrating significant gaps in care
quality (Chen et al., 2021). Barriers to mental healthcare are
even more significant for youth in foster care, where com-
plex care needs, low reimbursement rates, and legal con-
cerns, such as testifying in court, can deter providers from
offering services (Chen et al., 2021; Spencer et al., 2019;
Lamminen et al., 2020). Embedding mental health services
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within primary care settings closes training gaps, improves
access, reduces stigma, and enhances provider coordination
(Burkhart et al., 2019; Loria et al., 2021; Malik et al., 2022;
Njoroge et al., 20106). Integrated care models also address
broader social determinants of health, such as food insecu-
rity, housing instability, and family mental health challenges,
which significantly impact well-being and reduce the risk of
child maltreatment (Hodgkinson et al., 2017).

Implementing Integrated Care

Ten articles examined the implementation of integrated care
models to improve access and outcomes for youth in foster
care. Integrated care offers a promising solution to mental
healthcare barriers by embedding mental health services
within primary care settings. However, systemic challenges,
including financial constraints, workforce shortages, and
fragmented care coordination, can impede implementation.
The literature illustrates obstacles and key facilitators influ-
encing the success of integrated care models, particulatly for
youth in foster care.

Healthcare fragmentation remains a significant barrier to
integrated care, with insurance limitations, service delays,
and provider shortages restricting access (KKolko & Perrin,
2014). Payer systems often fail to support care coordination,
team-based approaches, or quality monitoring, making the
sustainability of integrated healthcare models difficult (Asar-
now et al., 2017). Additionally, reimbursement structures,
financial constraints, and confidentiality concerns present
significant challenges (Babajide et al., 2020; Malik et al.,
2022). For youth in foster care, financial sustainability
remains a key concern. Strategies such as Medicaid reim-
bursement, child welfare contracts, and philanthropic fund-
ing have been proposed to support long-term care
integration (Greiner & Beal, 2017). Furthermore, multi-sec-
tor collaboration involving education, housing, and social
services strengthens the reach and impact of integrated care
models (Burke et al., 2015).

Defining integrated care is complex, with varying termi-
nology across disciplines. The Substance Abuse and Mental
Health Services Administration framework identifies six lev-
els of integration, from minimal collaboration to fully inte-
grated practices (Heath et al, 2013). Higher levels of
integration, such as co-located, team-based models, are asso-
ciated with improved care coordination and treatment plan-
ning, particularly for youth with complex mental health
needs (Malik et al., 2022; McLeigh et al., 2022; Njoroge et
al., 2016). Some models classify integration by provider col-
laboration levels, incorporating on-site or telehealth services
and multisector partnerships to address broader social deter-
minants of health (Burke et al., 2015; Chen et al., 2021;
Kolko & Perrin, 2014; Rafla-Yuan et al., 2022). Among inte-
grated care models, co-located services, where mental health
providers are embedded within primary care settings, offer
the highest level of integration, improving communication
and reducing logistical barriers (Spencer et al., 2019). How-
ever, off-site telehealth models provide a practical alterna-
tive, particularly for areas with limited infrastructure.

Despite these challenges, several key facilitators support
the successful implementation. Provider training, infrastruc-
ture development, and interdisciplinary teamwork are essen-
tial to establishing sustainable integration efforts (Hodgkinson
et al,, 2017). Asarnow et al’s (2015) meta-analysis found that
team-based care and evidence-based treatment algorithms
produced the most significant benefits. Successful models rely
on shared resources, such as staffing and space, as well as
enhanced provider communication and systemic practice-
level changes to support co-managed care (Oppenheim et al.,
2016; Malik et al., 2022; McLeigh et al., 2022).

Evidence indicates that integrated care improves pediatric
mental health outcomes, enhancing treatment initiation and
completion rates while reducing behavioral problems and
parental stress (Kolko et al., 2014; Oppenheim et al., 2010).
These models are associated with higher patient engagement,
increased service utilization, and improved clinical outcomes,
particulatly for attention deficit hyperactivity disorder and
depression (Richardson et al., 2014; Chen et al., 2021; Mcl eigh
et al.,, 2022). Integrated models also enhance resource efficiency
by reducing reliance on external referrals and improving care
coordination (Rafla-Yuan et al, 2022). Embedding mental
health services within primary care has been shown to double
the likelihood of receiving guideline-recommended psychother-
apy, significantly improving access and service quality (Chen et
al, 2021). Beyond improving clinical outcomes, integrated
models enhance resource efficiency by reducing reliance on
external referrals and streamlining care coordination (Rafla-
Yuan et al.,, 2022).

Policy Reform for Sustainable Integrated Care
This review identified five articles examining policy reforms
necessaty to sustain and expand integrated care models for
youth in foster care. Findings highlight Medicaid reimburse-
ment restrictions as a significant barrier, limiting access to
coordinated, high-quality healthcare (Oppenheim et al,
2016). Limited reimbursement for care coordination and
team-based services was reported to hinder the scalability of
integrated care models. Workforce training and infrastruc-
ture development were identified as critical for effective
implementation. Findings indicate that expanding provider
education in TIC and child welfare policies is necessary to
equip healthcare professionals to deliver integrated, multidis-
ciplinary care (LLoria et al., 2021). Additionally, the fragmen-
tation between healthcare, social services, and education
systems impeded care coordination. Articles emphasized the
need for cross-sector collaboration, data sharing, and inter-
agency communication to improve service continuity for
youth in foster care (Burke et al., 2015; Lammimen et al.,
2020; Rafla-Yuan et al., 2022).

Need for Research

Finally, five articles highlighted significant research gaps in
evaluating integrated care models for pediatric and adoles-
cent populations, particularly youth in foster care. Findings
indicate a lack of high-quality, longitudinal studies, limiting
direct comparisons with traditional pediatric primary care
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and obscuring the long-term impact of integrated models
(Asarnow et al., 2017; Babajide et al., 2020; Richardson et
al., 2017). Most research on integrated care focused on adult
populations, with limited studies examining its application in
pediatric, adolescent, and young adult populations, especially
youth in foster care (Mcleigh et al., 2022). Additionally, the
literature primarily addresses depression treatment, with few
studies evaluating the impact of integrated care on other
mental health conditions common among foster youth, such
as anxiety, posttraumatic stress disorder, and behavioral dis-
orders (Babajide et al., 2020). Finally, findings also highlight
the absence of studies assessing the long-term effects of
integrated care on mental health outcomes in children and
adolescents, further limiting understanding of its effective-
ness in improving developmental trajectories and overall
well-being (Asarnow et al., 2017).

DISCUSSION

Findings from this review reinforce the effectiveness of inte-
grated care models in addressing the complex healthcare
needs of youth in foster care. By embedding mental health
services within primary care, these models improve access,
care coordination, and continuity, mitigating the challenges
associated with fragmented healthcare, placement instability,
and unmet medical needs. Compared to traditional pediatric
primary care models, integrated care models can increase
treatment initiation, improve service completion rates, and
reduce behavioral issues, particulatly for high-risk condi-
tions. However, systemic barriers remain despite these bene-
fits, including policy limitations, financial constraints, and
workforce shortages.

A key challenge identified in this review is the lack of a
standardized definition of integrated care, which complicates
evaluation, implementation, and scalability. Additionally,
insurance reimbursement restrictions remain a significant
financial barrier, limiting provider compensation for care
coordination and multidisciplinary, trauma-informed serv-
ices. Addressing reimbursement gaps is essential to ensuring
the sustainability of integrated care models and expanding
their reach and effectiveness. Beyond financial barriers, frag-
mentation between healthcare, social services, and education
systems continues to distupt service continuity. Strengthen-
ing partnerships between child welfare agencies, schools,
and healthcare providers may further reduce gaps in service
delivery and enhance outcomes for youth in foster care.

Despite the growing evidence supporting integrated care,
research gaps persist. Most studies focus on depression
treatment, leaving critical gaps in understanding how inte-
grated care supports other prevalent mental health condi-
tions. Additionally, few studies evaluate the long-term
benefits of integrated care, including its impact on hospital-
izations, developmental trajectories, and overall well-being,
Future research should examine developmentally tailored
care models, assess cost-effectiveness, and explore provider
training strategies to enhance trauma-informed, integrated
care. Without rigorous economic evaluations, policymakers
may hesitate to invest in scaling integrated care for youth in

foster care, limiting access to comprehensive, coordinated
healthcare services.

LIMITATIONS

The literature identifies key themes in integrated healthcare
for vulnerable pediatric populations, particularly youth in
foster care, but reveals significant gaps. Research on diversity
and culturally responsive care within these models is limited,
and few studies focus specifically on youth in foster care.
Guidance on implementation is scarce, with only a handful
of articles detailing successful integrated care clinics. Most
research focused on primary and mental healthcare, with
minimal attention to other sectors like spiritual care, den-
tistry, or legal support. Similarly, studies exploring the use of
telehealth to improve access, particulatly in rural and under-
served areas, are limited. While the literature offers a foun-
dation for exploring integrated care for youth in foster care,
many studies are constrained by small sample sizes, and ran-
domized controlled trials assessing long-term outcomes are
rare. The field is dominated by observational studies and
expert opinions, with inconsistent definitions of “integrated
care” and “coordinated care,” complicating meaningful com-
parisons. Understanding and improving care models
requires a standardized definition and more rigorous
research.

IMPLICATIONS FOR RESEARCH, POLICY, AND
PRACTICE

Integrated care has proven effective in improving healthcare
access and adherence to clinical practice guidelines, particu-
larly for vulnerable populations such as youth in foster care.
Positive outcomes, including better patient access, higher
treatment completion rates, and improved clinical outcomes,
reinforce the transformative potential of integrated care
models. However, further research is needed to address per-
sistent gaps and challenges and fully explore their efficacy.
To promote integrated care in practice, healthcare organiza-
tions should prioritize implementing team-based approaches
that streamline care delivery and enhance patient engage-
ment. Co-located services or telehealth infrastructure can
address geographic and logistical barriers, especially in rural
or underserved areas. Policymakers should align reforms
with local, state, and regional child welfare policies, incentiv-
izing collaboration and providing sustainable funding mech-
anisms to support these models. Policy reforms must reflect
expert recommendations and address the complex health-
care needs of youth in foster care, including enhanced health
surveillance practices. This requires an environment that
fosters and incentivizes integrating primary and mental
health services through sustainable funding and infrastruc-
ture investments. While no universally accepted definition of
integrated care exists for pediatric populations, most defini-
tions agree that integrated care involves team-based, collabo-
rative approaches combining various healthcare types,
including primary and mental health. To improve practice,
clinicians should work within interdisciplinary teams to
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break down silos and normalize mental health cate, reducing
stigma and fostering innovative, collaborative care models.

CONCLUSION

Children, particularly youth in foster care, represent a vul-
nerable population with often complex healthcare needs.
The emerging integrated care model offers a promising
approach to transforming healthcare for these groups. This
narrative review examined integrated primary and mental
healthcare models, focusing on their impact on access and
outcomes for youth in foster care compared to traditional
pediatric primary care. The review underscores the impor-
tance of establishing standardized concepts and measures to
develop consistent, effective healthcare delivery frameworks.
It also provides a foundation for assessing integrated care
resources in a Midwest community, including infrastructure
and policy support needs during the planning process. While
the literature highlights the feasibility and potential of inte-
grated care to improve access and outcomes, significant
gaps remain in understanding its full impact on specific pop-
ulations like youth in foster care. The findings have implica-
tions that extend beyond the Midwest, influencing health,
policy, and research across multiple sectors. As the health-
care landscape evolves, proactive engagement with research,
policy, and systemic changes is essential to ensure the suc-
cessful implementation and sustainability of these innovative
models, ultimately meeting pediatric populations’ diverse
and complex needs.
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	Youth in foster care experience disproportionately high rates of chronic conditions, mental health challenges, and poorer health outcomes compared to their peers, largely related to exposure to adverse childhood experiences, fragmented healthcare, and unstable placements (Centers for Disease Control and Prevention [CDC], 2021; Clarkson Freeman, 2014; Council on Foster Care et al., 2015; Turney and Wildeman, 2016). Their incomplete and often inaccessible health histories, coupled with disruptions in care coordination between child welfare and healthcare systems, further exacerbate barriers to consistent, high-quality healthcare (Keefe et al., 2020; Lamminen et al., 2020; Turney and Wildeman, 2016). Recognizing these challenges, the American Academy of Pediatrics (AAP) and Healthy Foster Care America released foundational care guidelines in 2005 (Table 1) and have endorsed integrated care as the gold standard healthcare delivery model for youth in foster care (AAP, District II, New York State, Task Force on Health Care for Children in Foster Care, 2005; Lammimen et al., 2020). Despite these guidelines, inconsistent implementation and limited research on standardized integrated care models persist, leaving a critical gap in evidence-based practice.Integrated care is an evidence-based healthcare delivery model that combines coordinated primary care with mental healthcare and other services, utilizing a multidisciplinary approach to comprehensively address the complex physical, behavioral, and emotional needs of youth in foster care (Espeleta et al., 2020; Lamminen et al., 2020). Organizations, such as the National Association of Pediatric Nurse Practitioners (NAPNAP), emphasize the critical need for integrated, trauma-informed models to improve health outcomes and increase surveillance for this vulnerable population (NAPNAP Partners for Vulnerable Youth Alliance for Children in Foster Care, 2023). The National Child Traumatic Stress Network defines trauma-informed care (TIC) as a medical care approach in which all parties involved assess, recognize, and respond to the effects of traumatic stress on patients and caregivers (Duffee et al., 2021). Given the high prevalence of trauma among youth in foster care, TIC is an essential component of integrated care models, helping to mitigate trauma´s effects, promote resilience, and enhance care delivery (Duffee et al., 2021). However, despite the recognized benefits of integrated care, limited research and a lack of consensus on standardized models hinder widespread adoption (Karatekin et al., 2014).In late 2023, a Midwest university received funding to evaluate the community need and feasibility of integrated primary and mental health care for youth in foster care or who have been adopted. This launched a collaborative, interprofessional team, with leaders from community organizations such as public housing, education, nonprofit, and government child welfare agencies, and various healthcare organizations, capturing a broad scope of stakeholders vested in this population. Given the urgent need to address these gaps, this narrative review was selected as the most appropriate method to rapidly synthesize the current literature and identify emerging themes in integrated care for youth in foster care. The key question guiding this review is:1. How do integrated care models affect physical and mental health access and outcomes for youth in foster care compared to traditional pediatric primary care models?METHODSThis narrative review was guided by the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) framework (Page et al., 2021) and conducted using PubMed and Cumulative Index to Nursing and Allied Health Literature (CINAHL). Medical Subject Headings (MeSH) terms and related keywords were used to identify literature addressing the intersection of the child welfare system and healthcare integration (Table 2). TIC was not included as a search term, as the focus was on integrated care models regardless of TIC practices. This review is limited to full-text, peer-reviewed articles published within the last 10 years and focused exclusively on integrated care models for youth in foster care in the United States (US), thereby defining the boundaries and scope of the investigation. For purposes of this review, integrated care is determined by the authors as the coordinated delivery of primary and mental health services via multidisciplinary healthcare teams. Boolean operators, quotations, and keyword combinations refined the search with automatic filters applied.The initial search yielded 981 articles (Figure). After applying filters, 48 abstracts and titles were screened, leaving 18 for full-text review. An additional 16 articles were identified through reference lists and the project lead´s repository, bringing the total to 34 articles reviewed for eligibility. Articles were selected based on three criteria chosen to capture the most relevant and current evidence: (1) relevance to primary care and mental health integration, (2) focus on US healthcare and/or foster systems, and (3) targeting pediatric populations. The inclusion criteria were justified by the need to capture contemporary trends, given the limited literature on integrated care models for youth in foster care and the 2005 AAP guidelines, while encompassing related studies on pediatric populations where direct evidence was lacking. Additionally, the exclusion of international publications was necessary due to the complexity and variability of healthcare and child welfare systems unique to the US. Only four articles specifically addressed integrated care within foster care settings. Eleven articles were excluded for addressing unrelated services or international health systems, leaving 23 studies to inform the review (Table 3).Automation tools were not used in this process; however, an electronic shared drive was used as a secondary source of communication. The shared drive included thematic findings from each reviewer and a structured table for data extraction summarizing each article´s level of evidence, purpose, findings, and key definitions. Each reviewer independently identified key concepts and patterns across the included studies. An iterative consensus was held to acknowledge and balance personal perspectives, ensuring reflexivity throughout the review process. The process continued until thematic saturation was achieved, evidenced by the emergence of no new themes, resulting in an initial set of 15 themes. These themes were systematically compared, refined, and merged through additional consensus discussions, ultimately condensing them into five major themes that adequately represent the literature (Table 4): Trauma-informed care, mental healthcare access and utilization, implementing integrated care, policy reform for sustainable integrated care, and need for research.RESULTSThis review incorporates evidence from randomized controlled trials, meta-analyses, systematic reviews, cohort studies, and case reports. Most included literature comprises narrative reviews or expert opinions, contributing to the five key themes. These themes explore how integrated care impacts physical and mental care access and outcomes for youth in foster care compared to traditional pediatric primary care, concluding with recommendations for research and policy changes. Terms like 
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