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Original Research

Introduction

Children in foster care experience high rates of health, den-
tal, and behavioral health issues1-4 related to a number of 
factors including family/genetic risk and sociodemographic 
characteristics,5 prenatal exposures,6,7 and trauma expo-
sure.8 Unmet health and mental health needs reduce well-
being, safety and permanency,9 the core goals of the child 
welfare system. As a result, child welfare systems at local, 
regional, state and national levels work with health provid-
ers, and systems to improve access to and quality of care.

Despite such efforts, evidence shows persisting gaps in 
achieving health care benchmarks for children in foster 
care.10-12 National trends are reflected in some of the 
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Abstract
Introduction: Children in foster care are at higher risk of health problems. These risks present challenges to achieving 
permanency, safety, and well-being. Despite efforts to improve the systems serving children in foster care, gaps remain in 
achieving timely and quality health services. Based on stakeholder reports that health care provider knowledge about child 
welfare systems is a barrier to care, the Fostering Health Partnerships project conducted 2-session learning collaborative 
events across Michigan. The project team hypothesized that participants would increase knowledge of child welfare policy 
and that physician participants would identify and commit to practice change to improve health care services to children 
in foster care. Methods: Learning collaborative events included an in-person session followed by a live webinar session. 
Participants included child welfare professionals, physicians, and other health care representatives. Participants completed 
surveys assessing knowledge about child welfare health policy. Physician participants completed a post-event interview. The 
investigators used pre- and post-intervention survey design and qualitative evaluation of physician interview data to assess 
the impact of the learning collaborative events on knowledge and practice. Results: A total of 781 individuals attended the 
initial session and 383 attended the second session of 36 events for 80 counties in Michigan. 247 individuals completed pre- 
and post-event surveys and 7 physicians completed interviews after the events. Survey data showed that event participants 
demonstrated increased knowledge of child welfare policy related to health (P < .001). Interviewed physicians reported 
making practice changes to improve health care services and indicated that the events were valuable though time intensive. 
Conclusion: An abbreviated learning collaborative process is an effective tool to improve knowledge and drive practice 
change. Future efforts will build on this project to improve access, coordination, and quality health services for children 
in foster care.
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challenges faced by states, including ensuring seamless 
insurance coverage during the transition into foster care, 
maximizing the access pathways to health care providers, 
supporting foster caregivers in making and keeping appoint-
ments and ensuring effective health information transfer.2,10 
The Michigan Department of Health and Human Services 
(MDHHS) engages its internal departments and divisions 
and external community partners to address these barriers 
to timely, comprehensive, and quality health care for 
children.

Noting ongoing challenges in ensuring that children 
entering foster care participate in an initial comprehensive 
health examination after foster care placement, MDHHS 
convened partners and stakeholders across systems to iden-
tify and address barriers in achieving benchmark standards 
for initial health examinations. Among the barriers identi-
fied was engaging primary care providers in understanding 
child welfare policies that support meeting the health needs 
of children at foster care entry.

As a response to this and other stakeholder information 
related to the challenges of meeting the health care needs of 
children in foster care, the department developed the 
Fostering Health Partnerships project. The aims of Fostering 
Health Partnerships were to (1) improve the understanding 
of all stakeholders about child welfare policy related to 
health and well-being, (2) to identify the gaps faced at the 
local and regional level to meeting the health and well-
being needs of children in foster care, and (3) to engage in 
strategic planning to close gaps in care including creating 
practice change across systems. These aims were supported 
by the following objectives: (1) to hold learning collabora-
tive events (LCEs) throughout Michigan in single-county or 
regional county-clusters that included key stakeholders, (2) 
to facilitate a discussion among partners about systems gaps 
and potential solutions, (3) to gather data about participants’ 
knowledge and practice pre- and post-LCEs, and (4) to 
gather more detailed information from physicians about the 
impact of the LCE participation on their understanding and 
practice.

Stakeholders included child welfare teams and represen-
tatives from throughout the health care and social services 
community including primary care, dental and mental 
health care providers; health plan representatives; Early On 
(the system in Michigan that helps infants and toddlers who 
have or are at risk for developmental delays and their fami-
lies find social, health and educational services to promote 
development), local health departments and school systems. 
The project adapted the principles of learning collabora-
tives, which have been used to accomplish goals within 
health care systems by engaging stakeholders in strategic 
planning to address clinical issues.13,14 The combination of 
flexibility and capacity to structure discussions allowed by 
the learning collaborative process seemed well-suited to the 
goals of this project. In examining child welfare health  
systems, Jee et al10 used a learning collaborative process 

involving health care providers to examine best practices 
and the impact of different care models in adhering to clini-
cal guidelines. They discovered variation within and 
between the care models and noted that the participants 
benefitted from describing their unique experiences.

The project built on the lessons of earlier work in three 
Michigan counties. That effort consisted of a series of three 
stakeholder meetings held in each county. These events 
were well-received by attendees but required a substantial 
time commitment by both planning team and participants, 
limiting the reach of the project both in terms of geography 
and in the number and types of participants able to commit 
to the three-part series. To reach child welfare and health 
care provider teams across the state within a shorter time 
frame, the project team adapted the typical learning collab-
orative process from multiple meetings over several weeks 
to a format consisting of two meetings. This format required 
less time commitment for attendees while still providing 
both education and a platform for local cross sector provid-
ers to meet and engage in planning and systems change.

This manuscript reports data to test the following hypoth-
eses: (1) participants would demonstrate an improved 
knowledge of child welfare policy, and (2) physician par-
ticipants, as a primary stakeholder group, would identify 
and commit to making changes in their practice to improve 
their capacity to meet the health care needs of children in 
foster care.

Methods

Study Population and Design

The present report utilizes both pre- and post-intervention 
design and qualitative evaluation of physician interview 
data to assess the impact of LCEs on the practices of profes-
sionals from organizations providing services for children 
in foster care in the state of Michigan.

Health care professionals and child welfare personnel 
were the main target audience of the intervention. Health 
care professionals included primary, dental, and mental 
health providers as well as office staff. Child welfare per-
sonnel included foster care and protective services case-
workers, supervisors, managers, and health liaison officers, 
specialists who assist direct care workers in activities 
related to health services. Other invited professionals 
included employees of intermediate school districts, local 
health department staff, Medicaid Health Plan (MHP) case 
managers, and representatives from courts, including court 
administrators. Only data from participants who provided 
written informed consent are included in this report.

Intervention

The intervention examined was the LCE conducted as two 
meetings, the first in person, and the second as a live webinar. 
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Each in-person meeting started with brief presentations on 
child welfare policy and practice related to meeting health 
needs of children, for example the requirement to complete a 
comprehensive health examination within 30 days of foster 
care entry, and Medicaid policy related to children in foster 
care, including provisions to reimburse for these examina-
tions. Then the facilitators led a discussion based on a theo-
retical case about a child in foster care. The case highlighted 
common challenges faced by child welfare teams and health 
care providers when providing health services for children in 
foster care. From this discussion, the participants identified 
gaps in the systems of care that they had experienced, shared 
information about existing local and regional resources, pri-
oritized needs, and developed action steps to meet the needs. 
The follow-up meeting focused on reporting progress 
achieved on the action steps from the in-person meeting and 
discussing ongoing actions to maintain system change.

Data Acquisition

Attendance and action plans were documented in a project 
database. Participants were invited to take pre- and post-
LCE surveys, either in person or online. Both surveys 
included questions to assess mastery of topics relevant to 
providing health care services for children in foster care. 
The post-LCE survey included a closed-ended yes/no ques-
tion about the participants’ intention to implement ideas as 
a result of participating in LCEs. In addition, the post-LCE 
survey included open-ended questions asking respondents 
to identify any practice changes or concrete actions they 
were planning to implement to improve health care services 
for children in foster care. Answers to these questions were 
processed and analyzed to derive the most common action 
commitments. The most reported commitments for practice 
changes among physicians provided the topics for subse-
quently conducted follow-up physician interviews to deter-
mine the extent to which commitments for practice changes 
were implemented. Survey and interview data were de-
identified prior to analysis.

Data Analysis

To measure levels of knowledge in areas relevant to the 
health care of children in foster care, we examined survey 
responses to 15 questions on a scale from 1 to 5, ranging 
from “No Understanding” to “Very Good Understanding.” 
For the purpose of statistical analysis, we then constructed 
a composite score by averaging across all knowledge 
items. To evaluate the effectiveness of LCEs on knowl-
edge gains, we conducted a paired samples t-test compar-
ing the average self-reported pre- and post-intervention 
knowledge scores.

Answers to open-ended survey questions regarding prac-
tice changes or concrete actions were submitted to content 
analysis to derive common action commitments. Analysis 

of data collected via the follow-up physician interviews was 
focused on answers to a series of closed-ended yes/no ques-
tions about the physicians’ actual implementation of a spe-
cific set of practice changes derived from content analysis 
of answers to relevant survey questions.

This study protocol, including the pre- and post-event 
surveys and physician interviews and the written informed 
consent provided by participants, was reviewed and 
approved by the Michigan Department of Health and 
Human Services Institutional Review Board for the 
Protection of Human Research Subjects (201805-04-XA).

Results

Participant Characteristics

A total of 781 participants attended one of 36 in-person meet-
ings and 383 attended follow-up webinar meetings for 36 
total LCE events held between February 26, 2018, and 
January 6, 2020. Analysis of in-person attendance records 
reveal the number of participants ranged from 11 to 41, gen-
erally reflecting the range of the population density across the 
state, including urban, suburban and rural regions. All in per-
son events included representation from child welfare, 32 of 
36 in person events included primary care participants, with 
the following represented as well (in order of decreasing fre-
quency): behavioral health, education, community-based 
organizations, health plans, dental providers, public health, 
courts, parents, and native American tribal members.

A total of 247 LCE participants completed both pre and 
post surveys (31% of the participants during day one, and 
64% of participants who attended both days). Table 1 pres-
ents the professional category reported by survey respon-
dents and the roles reported by health care participants. The 
two largest professional categories consisted of health care 
(39.3%) and child welfare (44.5%) personnel. Other profes-
sional categories had sizable representation (16.2%), and 
consisted primarily of employees of intermediate school 
districts, Medicaid Health Plan case managers and court 
representatives.

The survey also asked health care providers to indicate 
whether they were providing care for children in foster care. 
Of the 97 health care professionals who attended the LCEs, 
82 (85%) reported providing services to children in foster 
care. Over half of these (53.6%) had more than 10 years’ 

Table 1. Self-reported Professional Category for All Survey 
Respondents.

N = 247 %

Professional category
 Health care providers 97 39.3
 Child welfare personnel 110 44.5
 Other professionals 40 16.2



4 Journal of Primary Care & Community Health 

experience providing health care to children in foster care 
and nearly half (43.9%) were providing services to 6 or 
more children each month. However, less than half (45.8%) 
of these 82 respondents reported having a special process in 
place to identify children in foster care.

Participant feedback. Responses to questions in the post-
LCE survey showed that 41% of all participants were famil-
iar with less than half of the material that had been presented 
during the LCE. However, 60% of the participants from 
health care and other systems, compared with 15.5% of 
child welfare personnel, indicated that they were familiar 
with less than half of the presented material.

Over 90% of participants found the LCE beneficial. 
Specifically, participants reported understanding child wel-
fare policy better (n = 204), integrating new information 
(n = 163) and stimulating interest to learn more about sys-
tems serving children in foster care (n = 174).

Primary outcomes
Knowledge gains. As expected, participants in the learn-

ing collaborative events increased their knowledge of 
child welfare policy related to health and well-being. The 
post-LCE (M = 4.15, SD = 0.64) scores were significantly 
higher than the pre-LCE (M = 3.22, SD = 1.07) scores 
(t(246) = 17.78, P < .001).

Supplemental Tables 1 to 4 show the pre- and post-inter-
vention results for each of the 15 topics. Each table lists the 
items in decreasing order of post- to pre- survey change. 
Supplemental Table 1 shows the results for all participants 
and Supplemental Tables 2 to 4 show the results for each 
participant category. The items with greater knowledge are 
different according to the participant category.

Intention to change. The post-LCE survey also asked 
participants if they intended to implement any ideas or 
do anything else differently as a result of participating in 
LCEs. Table 2 presents the percentage of health care pro-
viders, child welfare personnel, and other professionals 
who reported an intention to act following their participa-
tion. Overall, 82.2% of participants expressed the intention 
to make changes because of their participation in LCEs. 
Results were similarly high across all groups, includ-
ing health care providers (83.5%), child welfare person-
nel (80.9%), and other professionals (82.5%). In addition, 

respondents answered open-ended questions in the post-
LCE survey asking them to identify what concrete actions 
they were planning to implement to improve health care 
services for children in foster care. Child welfare personnel 
most frequently reported intention to develop more detailed 
office protocols that would improve distributing child wel-
fare documents to health care providers and to develop 
stronger communication with health offices that would 
improve information transfer to providers new to children 
(n = 32). The most frequently intended practice changes 
reported by physicians included plans to implement new, 
or improve existing, processes in their offices to facilitate 
the identification of foster care cases and increase parental 
engagement (n = 46). Concrete steps in this regard included: 
(1) identifying children who were in foster care, (2) engag-
ing birth/legal parents, and (3) coordinating with foster care 
workers. Additional intended actions included: (4) meeting 
the initial exam requirements, (5) obtaining proper consent 
for psychotropic medication per child welfare policy, (6) 
complying with reporting requirements, (7) receiving medi-
cal history, and (8) sharing and receiving care plans.

The key informant interviews with 7 physicians repre-
senting 5 distinct regions of the state occurred approxi-
mately 8 months (range 3-11 months) after LCE 
participation. Physicians were specifically asked to indicate 
the extent to which attending the LCE had an impact in their 
practice related to the implementation of changes in each of 
the 8 areas identified through the qualitative analysis of 
Post-LCE responses. Results presented in Table 3 indicate 
successful implementation in most areas, including the 
identification of foster case cases, meeting the initial exam 
requirement, complying with reporting requirements, 
obtaining proper consent, and the engagement of birth/legal 
parents. However, results also suggest that improvement is 
needed in receiving medical history and sharing and receiv-
ing care plans. Six of the 7 physicians interviewed also 
reported that they had shared, or planned to share, the mate-
rials from the learning collaborative events with colleagues 
in their offices.

Interviewed physicians were also asked to assess the 
cumulative impact of practice changes in the 8 areas identi-
fied above. Physicians reported that the primary cumulative 
benefits were improved communication, greater participa-
tion in decision making, and more comprehensive and 
timely care of children in foster care.

Table 2. Intention to Change.

Health care providers Child welfare Others Total

 N = 97 % N = 110 % N = 40 % N = 247 %

No 11 11.3 14 12.7 4 10.0 29 11.7
Yes 81 83.5 89 80.9 33 82.5 203 82.2
Not sure/missing 5 5.2 7 6.4 3 7.5 15 6.1



Scheid et al 5

Discussion

The participant survey and physician interview data from 
Fostering Health Partnerships support both of the project’s 
hypotheses that bringing together partners across the sys-
tems supporting children in foster care would improve the 
knowledge and understanding of each partner about the 
health needs of these children and begin the process of 
changing practice to address identified system gaps with the 
goal of improving care. It is notable that the increase in 
understanding was substantial in those coming from health 
and mental health systems, but not surprising, as physicians 
and other members of health care teams’ understanding of 
child welfare systems pre-event was lower than that of child 
welfare professionals who engage in child welfare practice 
daily. Survey responses from all participants post-LC events 
indicated that each stakeholder group used the event to 
develop practice changes that would improve access to care 
and increase coordination and collaboration. The physician 
interview data indicated that physicians passed the knowl-
edge they gained from the events to colleagues, thus 
expanding the reach of practice change beyond those who 
attended the events. These results are consistent with the 
findings by Terrell et al12 which showed that a learning col-
laborative involving child welfare personnel and a single 
pediatric practice helped to identify communication gaps 
and improve the time to initial examination for children 
new to foster care.

The results from this project highlight the capacity for 
even a brief (2 session) learning collaborative process to 
improve knowledge about the health care needs of children 
in foster care, understanding of the challenges developing a 
coordinated system to serve these children and to begin the 
process of practice change. The events also offered the 
opportunity to build upon existing local and regional rela-
tionships, thus expanding their impact. The project was not 
designed to measure how this learning collaborative event 
process translates into long term system change. However, 
increasing the participant prioritization of a change, and 
motivation for change generally, has been found to be an 

important initial component of building readiness for com-
munity change.15 The survey and interview data from this 
project show that the learning collaborative events achieved 
these change prerequisites.

This project and therefore the data collected have some 
limitations. First, the attendees at each event included a sub-
set of those in each community. The project framework pro-
vided no mechanism to predict the impact of the LCE on the 
broader health care provider community in any region. The 
physician interview data also indicated that although the 
attendees found the events valuable, the learning collabora-
tive event process required a time commitment that most 
health care providers cannot make. As most physician 
attendees shared the information from the LCE with office 
colleagues, developing less time-intensive ways to inform 
and engage health care should be effective in expanding 
awareness and creating practice change. Finally, learning 
collaborative processes typically occur over a longer period; 
for example, 12 to 18 months (reviewed by Wells14) and 
their intended outcome is often sustained change in a spe-
cific clinical practice.13 The model followed in this project 
was intentionally that of short-term interactions over 2 ses-
sions because of the intent to reach system partners across 
the state.

The project team took some steps to address these proj-
ect limitations. First, the in-person meeting agenda focused 
on establishing relationships between parties, providing 
information that would set the stage for ongoing collabora-
tion and asking attendees to identify a few key priorities in 
their region to work on and report back at the second meet-
ing of the LCE. Second, the project team used the group 
discussion from the events to develop enduring materials to 
support ongoing collaboration and partnership. These mate-
rials include both information generally applicable across 
the state and unique to each county and region. These mate-
rials are available on Michigan’s Department of Health and 
Human Services public website https://www.michigan.gov/
mdhhs/0,5885,7-339-73971_7117_77104_91971---,00.
html to support ongoing collaboration. Third, the project 

Table 3. Progress Made in Implanting Practice Changes.

Achieved In progress

Practice change goal N (%) N (%)

1. Identifying foster care cases 6 (86%) 1(14%)
2. Engagement of birth/legal parents 4 (57%) 3 (43%)
3. Coordination with foster care workers 6 (86%) 1 (14%)
4. Meeting the initial exam requirement 7 (100%) —
5. Obtaining proper consent 6 (86%) 1(14%)
6. Complying with reporting requirements 7 (86%) —
7. Receiving medical history — 7 (100%)
8. Sharing and receiving care plans — 7 (100%)

https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7117_77104_91971---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7117_77104_91971---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7117_77104_91971---,00.html


6 Journal of Primary Care & Community Health 

leadership offered meeting times at the end of the project 
for partners to hear about the project outcomes and to dis-
cuss ongoing challenges and efforts to improving collabora-
tion and coordination. A few counties took advantage of this 
opportunity.

In conclusion, the abbreviated learning collaborative 
process used during this project was an effective tool to 
expand knowledge about the health needs of children in fos-
ter care across the systems serving them and engage health 
care providers in initiating practice changes to meet these 
needs. Future efforts will include developing effective ways 
to bring information about the health needs of children 
served by child welfare systems to health care providers in 
each region to continue the work of improving access, coor-
dination, and quality of care.
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