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Abstract
Background The implementation of Integrated Care Models (ICMs) represents a strategy for addressing the 
increasing issues of system fragmentation and improving service customization according to user needs. Available 
ICMs have been developed for adult populations, and less is known about ICMs specifically designed for children and 
youth. The study objective was to summarize and assess emerging ICMs for mental health services targeting children 
and youth in Norway.

Methods A horizon scanning study was conducted in the field of child and youth mental health. The study 
encompassed two key components: (i) the identification of ICMs through a review of both scientific and grey 
literature, as well as input from key informants, and (ii) the evaluation of selected ICMs using semi-structured 
interviews with key informants. The aim of the interviews was to identify factors that either promote or hinder the 
successful implementation or scale up of these ICMs.

Results Fourteen ICMs were chosen for analysis. These models encompassed a range of treatment philosophies, 
spanning from self-care and community care to specialized care. Several models placed emphasis on the referral 
process, prioritizing low-threshold access, and incorporating other sectors such as housing and child welfare. Four 
of the selected models included family or parents in their target group and five models extended their services to 
children and youth beyond the legal age of majority. Nine experts in the field willingly participated in the interview 
phase of the study. Identified challenges and facilitating factors associated with implementation or scale up of ICMs 
were related to the Norwegian healthcare system, mental health care delivery, as well as child and youth specific 
factors.

Conclusion Care delivery targeting children and youth’s mental health requires further adaptation to accommodate 
the intricate nature of their lives. ICMs have been identified as a means to address this complexity by offering 
accessible services and adopting a holistic approach. This study highlights a selection of promising ICMs that appear 
capable of meeting some of the specific needs of children and youth. However, it is recommended to subject these 
models to further assessment and refinement to ensure their effectiveness and the fulfilment of their intended 
outcomes.
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Background
Mental health—or social and emotional well-being—is 
fundamental to human development and essential for 
all children to flourish. Investing in the early years of life 
can improve health and well-being both in midlife and 
in later years [1]. However, limited access to care, mal-
distribution of providers, and lack of coherent policies 
impede the adequate delivery of mental health care to 
children and youth [2]. System fragmentation in com-
bination with insufficient communication and linking 
of services can lead to duplication and gaps in care [3], 
additional costs to the system and the provision of vari-
able quality of care to children and youth [4]. Integrated 
care models (ICMs) models where care services are being 
organised, financed and managed in an integrated and 
holistic way could counteract the consequences of system 
fragmentation [4–6].

The core of ICMs is “the provision of the right care, at 
the right time by the appropriate service provider in a 
timely manner, irrespective of organizational boundaries 
or financial flows” [7]. Available ICMs tend to focus on 
adults [8] and there is a great need to learn more about 
ICMs specifically for children and youth with mental 
health difficulties [9]. Children and youth are not “small” 
adults. They evolve throughout various developmental 
stages and their dependence on family and social care is 
different compared to adulthood [10]. As a child grows 
up, his or her needs for healthcare services differ [10]. 
Comprehensive ICMs for children and youth include cre-
ating holistic support and efficient coordination across 
different interfaces and disciplines including psychia-
trists, psychologists, paediatricians, and social workers 
in primary and specialty care as well as throughout the 
developmental stages of a child or youth [6, 10]. Further-
more, it can enhance early intervention and distribution 
of access and expertise in primary and community care 
and improve allocation of resources in a more sustainable 
way [10]. Overall, an integrated care approach to mental 
health benefits children and youth by providing com-
prehensive, timely, and coordinated support, improving 
access to services, and promoting continuity of care.

System fragmentation cannot be solved with increased 
resources only, and even the richest countries are facing 
challenges. One example is Norway, a European country 
that is spending more on health per capita than any other 
country in the European Union [11]. Nevertheless, the 
number of children and youth diagnosed with a mental 
illness is high and increasing [12–14]. For example, the 
share of girls aged 15 to 17 diagnosed with mental or 
behavioural disorders – depression, anxiety disorders, 
adjustment disorders and eating disorder being the most 

common – increased from 5 to 7% from 2011 to 2016 
[12]. There has also been an increase among girls aged 13 
to 16 reporting mental health difficulties (16 to 25% from 
2010 to 2021), including those that have not necessarily 
been diagnosed with a mental health illness [15].

On the aggregate level, the Norwegian healthcare sys-
tem provides universal health coverage, is tax-funded and 
semi-decentralised, and has a strong primary care focus 
[10, 11, 16]. The central government is responsible for 
specialist care, whereas municipalities provide primary 
and community care [11]. There is a gatekeeping system 
in place as a patient needs a referral from a general prac-
titioner to access specialist care. Public health services for 
pre-school and school children are provided in municipal 
health centres and health centres located in schools [17].

Division of administerial levels and semi-decentrali-
sation creates challenges in obtaining continuity of care 
and consistent information flow between sectors [11]. In 
the national escalation plan for children and youth with 
mental health issues, municipalities highlight a need to 
broaden out and further develop care services, improve 
user involvement and increase awareness and knowledge 
about mental health for children, youth and their fami-
lies [9]. In the same plan, the central government under-
lines the importance of implementing various ICMs and 
the need for transparency in the allocation of responsi-
bilities for mental health service delivery across different 
levels of care [9].

With this background, the study objective is to summa-
rize and assess emerging ICMs for mental health services 
targeting children and youth in Norway.

Research methods
This study employed a horizon scanning methodology, 
which can be defined as a systematic examination of 
information sources to detect early signs of important 
developments [18]. Horizon scanning can be conducted 
using a wide variety of information sources, such as sur-
veys, media, scientific or grey literature, or individual or 
expert group opinions [18]. In order to detect early signs 
and assess potential ICMs, two steps were taken. In step 
one, ICMs were identified by (a) a review of scientific and 
grey literature on emerging ICMs for child and youth 
mental health, and (b) suggestions from experts to find 
additional ICMs that may have been missed during the 
review. The identified ICMs were filtered by the research 
team to meet the general inclusion criteria. In step two, 
the selected ICMs were assessed by the experts through 
semi-structured interviews to identify facilitators and 
barriers to successful implementation or scale up. The 
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project and data collection technique were approved by 
the Norwegian Centre for Research Data.

Identification of mental health ICMs for children and youth
In step one, a review of scientific and grey literature was 
undertaken to search for emerging ICMs for child and 
youth mental health. Scientific literature was identified 
by searching PubMed, Google Scholar and databases 
of the University of Oslo, Norway. Grey literature was 
located through relevant seminars arranged by the Uni-
versity of Oslo. Norwegian governmental websites such 
as of the Norwegian Directorate of Health, the Norwe-
gian Directorate for Children, Youth and Family Affairs 
and the Norwegian Institute of Public Health, as well as 
municipal websites were searched.

Search words included but were not limited to inte-
grated care for children and youth, youth mental health 
services, new models of integrated care or mental health 
innovations. First, titles and abstracts of scientific and 
grey literature were scanned for relevance to the research 
topic and then full-text articles were retrieved to revise 
if inclusion criteria were met. Bibliographies were hand 
searched for further relevant references. Included were 
articles or reports that met the following inclusion crite-
ria: (i) they presented an ICM for child and youth men-
tal health services across and within health and social 
care interfaces in Norway, (ii) they were under develop-
ment or piloted within the last 10 years, and (iii) they 
were published in English or Norwegian. The choice of a 
10-year limit was based on experiences from other hori-
zon scanning studies aiming to grasp early signs of devel-
opments [18, 19].

In step two, key informants were contacted to identify 
additional ICMs that may have been missed during the 
literature review. The sampling process consisted of two 
stages. In the first stage, the study contexts were chosen. 
Municipalities within the geographical area of South-
Eastern Norway and identified in the literature search 
for having innovative approaches of ICMs were selected. 
Norway is a long and mountainous country and face 
challenges regarding equal access to health care across 
the country, particularly in rural and sparsely populated 
areas [17]. The choice of study setting is based on both 
practical reasons and representativeness as South-East-
ern Norway covers half of the Norwegian population and 
encompasses both urban and rural areas (including the 
capital of Norway, Oslo). In the second stage, key infor-
mants were chosen. Firstly, different service centres in 
selected urban and rural municipalities, aiming to cover 
all five counties in South-Eastern Norway, were contacted 
to identify key informants. Then, through a snowballing 
technique [20], specialist sectors and other organizations 
got introduced continuously, including child and adoles-
cent psychiatric outpatient clinics and user representative 

organisations. We relied on maximum-variation sam-
pling [20], i.e., a heterogeneous sample of key informants 
representing different roles and backgrounds, including 
decision makers, user representatives, frontline work-
ers and mental health specialists. During the study, 31 
municipalities and organizations were approached, of 
which 18 provided one or more contacts, and a total of 34 
invitations were sent out to key informants.

Experts received per email the list of ICMs identified 
in the literature review and were asked to (a) select those 
that they were familiar with, (b) add any additional rel-
evant models that we may have missed during the search, 
and (c) provide any comments about the listed and added 
ICMs. Responses were provided face to face, by phone or 
Skype video conference between March and May 2020, 
ranged from 20 to 111  minutes in length and lasted 
44 minutes on average. The resulting list was filtered by 
the research team to exclude ICMs that were: (i) dupli-
cated from literature search, (ii) of low familiarity among 
the key informants, (iii) missed accessible information to 
describe the ICMs further, or (iv) did not meet any of the 
three inclusion criteria used for selecting ICMs in the lit-
erature search (see above).

Two frameworks were applied to categorize the 
selected ICMs by degree of integration [21] and dimen-
sion of integration [6]. The concept of degrees of integra-
tion developed by Ahgren and Axelsson (2005) describes 
a continuum ranging from full segregation (no linkage, 
coordination or cooperation) to full integration (one 
physical colocation) [21]. The framework of the dimen-
sions of integration by Wolfe et al. (2016) embraces ver-
tical integration (across primary and specialist care), 
horizontal integration (across different sectors), longi-
tudinal integration (across the life span) and population 
integration (whole system) [6].

Identification of facilitators and barriers to successful 
implementation or scale up
Key informants that also participated in the previ-
ous phase were contacted and asked to participate in a 
semi-structured interview to assess the selected ICMs 
and identify facilitators and barriers to their successful 
implementation or scale up. Experts received the final 
list of ICMs with detailed descriptions before the inter-
views. They were then asked to comment on each of the 
ICMs with regards to their level of innovation [22, 23], 
likelihood for the innovation to be further implemented 
in the next 10 years [19] and the potential impact on chil-
dren and youth with mental health difficulties [19, 22, 
24]. These assessment criteria were included in the topic 
guide that was drawn up prior to the interviews together 
with a question about characterizing innovative ICMs; 
however, results of the latter are not presented herein.
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Interviews were conducted by phone or Skype video 
conference in June 2020, ranged from 30 to 82  min in 
length and lasted 50 min on average. All interviews were 
conducted, recorded and transcribed in Norwegian by 
ICH. In order to present the key elements of the experts 
opinions, a thematic analysis [25] was conducted by ICH 
using NVivo. Common themes or patterns were identi-
fied by looking at regularities, convergences and diver-
gences in data through a process of constant comparison, 
going back and forth between the transcripts [26]. Trian-
gulation of analysis was conducted by the remaining two 
authors to enhance quality of findings.

Results
Sampling results
Nine experts based in six different municipalities agreed 
to participate in the first part of the study (identifica-
tion of ICMs), and seven in the second part (assessment 
of selected ICMs). Six of the nine experts were based 
in urban areas (larger municipalities in Oslo, Viken and 
Vestfold og Telemark county) and three in rural areas 
(smaller municipalities in Innlandet and Agder county). 
Eight participants were female, seven had reached the age 
of 40 and six had gained at least 15 years of work experi-
ence in health care. Five experts worked as administra-
tors or clinicians focusing on mental health care. One 
user representative, predominantly involved in mental 
health care, participated in the study (Table 1).

The literature search identified 11 ICMs published 
until February 2020. These models were presented to the 
experts in the first interview round. The experts identi-
fied 34 new models, of which 27 did not meet the inclu-
sion criteria or missed accessible information and two 
were duplications. Furthermore, one was dropped since 
the experts were not familiar with it. Therefore, 15 mod-
els were selected for the second round of interviews. 
In the second interview round, one more model was 
excluded, as the informants were not familiar with it and 
it was not further elaborated on by the one identifying it. 
The filtering process resulted in 14 models being selected 
for further analysis (Fig.  1). Additional files present the 
list of total ICMs discussed (see Additional file 1 and 2).

Of the in total 14 selected ICMs, three were adapted 
or based on international models [30, 32, 39] (Table  2). 
The selected models provided different treatment phi-
losophies ranging from self-care and community care 
to specialist care. Several models focused on the refer-
ral process, emphasizing low-threshold access, and the 
inclusion of other sectors (e.g., housing and child wel-
fare). Four models [31, 33, 36, 38] included family or 
parents in their target group and five [27, 31, 32, 37, 39] 
involved children and youth beyond 18 years of age.

With regards to the degree of integration [21], ten 
models focused on coordination in network, i.e., they 
incorporated one or more coordination mechanisms 
between different units [28–32, 34–38]. Six models 
included cooperation – a higher degree of integration 
in which an appointed person aims to enhance contacts 
between the organisational units involved [29, 30, 32, 36, 
39, 40]. Three models embodied full integration through 
physical co-location of the units [27, 33, 39]. Five ICMs 
also showed a mix of degrees of integration [29, 30, 32, 
36, 39]. In terms of the dimensions of integration [6], all 
models embodied a vertical dimension; and in addition, 
seven models incorporated a horizontal [27, 29, 30, 32, 
33, 36, 39], four a longitudinal [27, 33, 37, 39] and two a 
population dimension [27, 33]. Twelve models have been 
piloted or implemented recently (2015–2020) [27–33, 
35–39]. Ten models were identified through the literature 
review [27, 28, 30, 32, 33, 35, 36, 38–40] and four addi-
tional models were included following experts’ sugges-
tions [29, 31, 34, 37].

Several barriers and facilitators to successful imple-
mentation or scale up of ICMs emerged from the analysis 
of the expert interviews. They were related to the Norwe-
gian healthcare system, mental health care delivery and 
some were more child and youth specific (Table 3).

Barriers and facilitators related to the Norwegian 
healthcare system
Experts highlighted two main barriers and one facilita-
tor related to the Norwegian healthcare system. The first 
barrier was linked to the gatekeeping system and referral 
process with limited access to specialized care, which was 
pointed out to hinder continuity of care: “I find it difficult 

Table 1 Characteristics of key informants
Counties Sex Age Work experience within the 

mental health field
Roles

• Oslo (n = 4)
• Innlandet (n = 1)
• Vestfold og Telemark (n = 1)
• Agder (n = 2)
• Viken (n = 1)

• Female (n = 8)
• Male (n = 1)

• Average 45 years
• Range 28–60 years

• Average 17 years
• Range 3–30 years

• Administrator
• Counsellor/advisor 
within mental health
• General practitioner
• Health nurse
• Psychiatrist
• Psychologist
• User representative



Page 5 of 15Holmen et al. BMC Health Services Research          (2023) 23:860 

to help the youth progress. They can come and talk to us, 
but then we don’t manage to provide them with further 
low-threshold psychological support” [health nurse at the 
municipal level]. Experts preferred ICMs that improved 
service flow by providing alternative solutions to the cur-
rent referral process, for example, different healthcare 
staff were allowed to refer the user or no referrals were 
needed. The second barrier was related to separate leg-
islation and financial flows between different sectors and 
levels of care and was considered to lead to a silo struc-
ture in the delivery of mental health care for children and 
youth. Experts highlighted the need to identify the silos 
and understand their boundaries to be able to support 
care coordination: “I believe that we need quite clear silos 
first before we can achieve collaboration. Because when 
people don’t know which services they belong to or what 
legislation they fall under, it’s difficult to establish col-
laboration because we end up only discussing who should 
and shouldn’t do what” [administrator at the municipal 
level]. In addition, experts expressed the need for bet-
ter vertical integration in order to enhance service flow 
of mental healthcare provision: “There is likely a belief 
among many that it is the future – that it needs to be a 
much greater integration of both specialist and munici-
pal healthcare services” [senior advisor at the national 
level]. A top-down approach combined with a bottom-up 
approach appeared to facilitate implementation or scale 
up of ICMs. This included the effect and need of a central 

push from the top:“I actually believe that it is only when 
there are clear directives from the top that it will truly 
be broadened out, when there are specific mandates in 
place” [GP], and at the same time municipalities taking 
ownership of the implementation or scale up for it to be 
successful:“The ownership and local anchoring are crucial 
in achieving the collaboration that we aim for because I 
believe it is easy for both us, probably also the Ministry, 
and others to provide guidelines on how we think this 
should be done. However, if no one feels they have been 
part of the process and cannot fully support it, we will not 
achieve those goals, and it will certainly take much longer” 
[senior advisor at the national level].

Facilitators related to mental health care delivery for 
children and youth
Experts identified four facilitators to implementation and 
scale up of ICMs. First, there was a general agreement 
that intersectoral and multidisciplinary teams facilitated 
implementation and coordination because they favoured 
the sharing of expertise and enhanced understanding of 
roles and responsibilities: “(multidisciplinary low-thresh-
old teams) have a coordinating effect because they involve 
different sectors and ensure interdisciplinary efforts, 
promote competence development, identify who can do 
what, and ensure patient involvement” [psychiatrist and 
administrator at the specialist level]. Second, providing 
the possibility to make adjustments to the location and 

Fig. 1 Filtering process of integrated care models
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time of medical appointments for children and youth 
seeking support enhanced availability and accessibility 
of mental health services: “Ensuring that there are local 
places where it is easy to drop by and where one can also 
get assistance with difficult questions” [psychiatrist and 
administrator at the specialist level].

Third, experts supported the flexible outreach model, 
where healthcare staff visits the user at home or in their 
environment, which enhanced accessibility and the deliv-
ery of tailored mental health services: “Not everyone feels 
comfortable coming to our offices. There’s also something 
about being where people are, which gives you a different 
perspective on what things are about” [specialised psy-
chologist at the municipal level].

And forth, providing the right balance between indi-
vidualized versus standardized care emerged during 
the interviews. Some experts showed a general under-
lying scepticism about mental health care delivery for 
children and youth being standardized because (i) indi-
vidualized care delivery was considered critical for the 
user’s specific needs of coordinated care to be met: “I 
am very aware of the negative aspect of standardizing 
things. It can, in a way, increase the likelihood of system-
atic errors” [administrator at the municipal level], and 
(ii) municipalities varied in available resources, location, 
and user demographics: “I also think it’s very useful that 
it’s not entirely rigid and set in stone, that ‘this is how it 
should be’ because there are significant differences con-
sidering that municipalities vary greatly in size, extent, 
and other factors” [GP]. However, experts also high-
lighted the necessity for establishing rules and standards 
to avoid unwanted variation in treatment and access to 
care across geographical boundaries and to be less “per-
son dependent”. Being person dependent refers to ICMs 
being reliant on individuals for their success: “It is highly 
person-dependent to make it work. It requires a bit of a 
passionate and dedicated effort from the person in the 
position to make it function” [administrator at the munic-
ipal level].

Facilitators specific to children and youth
Two facilitators specific to children and youth emerged 
during the expert interviews. First, experts supported 
the development of ICMs arching over the longitudinal 
dimension of integration, especially in relation to the 
developmental stage around the age of 18, because: “I am 
very fond of initiatives that extend beyond the 0–18 age 
range because we see that it is such a critical stage when 
they are transitioning into adulthood but are not yet fully 
adults” [senior advisor at the national level]. And sec-
ond, experts considered that ICMs that embraced both 
the horizontal and population dimension to be a facilita-
tor, allowing for a more holistic approach to care with an 
increased involvement of different sectors influencing the 

child or youth’s health and wellbeing (e.g., family, public 
health, school, housing, and work). “Our dream here is to 
have some kind of house in (the municipality) where we 
can accommodate volunteers, and service providers from 
Young Arenas and BUP (Child and Adolescent Psychiat-
ric Outpatient Clinic) can be involved. Where there are 
courses and various activities - a place where everything 
happens and there is no stigma in walking in. I believe 
that is the future” [specialized psychologist at the munici-
pal level].

Discussion
Our study selected 14 ICMs that addressed child and 
youth mental health in Norway, mostly by incorporating 
one or more coordination mechanisms between different 
units or by enhancing cooperation across organisations. 
Experts identified barriers and facilitators related to the 
Norwegian healthcare system, mental health care deliv-
ery, as well as services delivered specifically to children 
and youth. The gatekeeping system and referral process 
with limited access to specialized care as well as separate 
legislation and financial flows across organizations seem 
to act as a barrier to the successful implementation of 
the ICMs in Norway, whereas finding the right balance 
between a top-down and a bottom-up approach facili-
tates implementation by both setting clear expectations 
and allowing municipalities to take the lead and adapt to 
local conditions.

As research points out, implementation is multifaceted 
and a complex phenomenon, and hence does not embody 
universal explanations [41]. It was not within the scope 
of this study to go further into identifying implementa-
tion strategies for the selected ICMs, however some of 
the identified facilitators and barriers can be subject to 
further empirical implementation studies. With regards 
to organizational theories (organizational climate, culture 
and leadership), their use in empirical implementation 
studies has been seen as limited [41]. Also, organizational 
readiness for change in healthcare settings is an impor-
tant factor in successful implementation of new policies, 
programs, and practices [42]. Therefore, further imple-
mentation studies on the selected ICMs could be subject 
to future research, especially within organizational theo-
ries and readiness for change.

A facilitator that emerged to be linked to the Norwe-
gian healthcare system was the need to find a balance 
between flexibility and rigidity in standardization. Our 
study highlights the need for a rule-based system with a 
central top-down mandate coupled with a system trust-
ing and giving room for local and individual adjustments 
and adaptations through a bottom-up approach. Provid-
ing room for individualized care while finding a balance 
between flexibility and rigidity in standardization are 
found to be crucial for the identified ICMs to emerge and 
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adapt to the given context [43]. This balance also plays 
in on the aspect of counteracting unwanted variance of 
care and on the ICMs success. Experts highlighted the 
advantages of (i) allocating responsibilities across differ-
ent levels of care while also (ii) providing systematic care 
delivery, especially when it comes to making the model 
less “person dependent”, which is referring to ICMs being 
dependent on individuals for their success.

Our results further indicate that the central govern-
ment’s level of commitment to implementation of ICMs 
is key for their success and scale up. This can be opera-
tionalized by having a well-organized process and cre-
ating ownership at all levels. At the same time, having a 
centralized system or standardization presents its chal-
lenges. The responsibility of the services in the health 
care system is divided between the central level and the 
local level, and there is a tension between national ambi-
tions and local decisions in the financing and provision 
of health services [44]. This tension and differences in 
organisation affect the local opportunities to adapt child- 
and youth-friendly ICMs. For example, deciding on the 
location and composition of personnel might vary as the 
municipalities have different resources and priorities to 
consider.

Identified facilitator related to mental health care deliv-
ery specific to children and youth focused on develop-
mental phases and having a child- and youth-friendly 
approach. Our study shows ICMs adopting a child- and 
youth-friendly approach across the different dimensions 
of integration in order to meet the needs of children and 
youth. These findings are supported by other studies [9, 
10] and trends in various countries (e.g., Australia, Ire-
land and Great Britain [45, 46]). Our study further under-
lines the importance of ICMs considering the differences 
between a young individual and an adult. Children and 
youth’s needs and approaches to care delivery differ from 
adults in several ways [8–10]. Relationships with parents, 
peers, school, work, leisure and other key persons and 
arenas in their life evolve and change as they get older 
and move through various developmental stages. Their 
developmental phases and age also result in different 
legal status, e.g., before and after legally entering adult-
hood, and affect what kind of services they might receive. 
Our study shows five different models aiming to coordi-
nate and support the youth in the transition from “child” 
to “adult” services by specifically arching over the critical 
age of 18  years [27, 31, 32, 37, 39]. Several of the iden-
tified ICMs handle the shown complexity by offering a 
child- and youth-friendly approach through (a) providing 
accessible services and (b) being holistic. With regards to 
accessibility, this study points to different measures, e.g., 
access by phone, short waiting time and low-threshold 
meetings, and for the ICMs to be holistic, they need to 
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take into account the different dimensions of integration 
[10].

Two study limitations warrant consideration. First, sev-
eral models were not assessed by the experts because of 
lack of familiarity or lack of accessible information. Given 
that the study objective was to identify and assess emerg-
ing ICMs, which may not have gained popularity yet, 
this limitation was expected and counted for in the study 
[18]. And second, the participation rate was only 26% 
(nine experts out of the 34 invited agreed to participate) 
and therefore the results may not represent the full spec-
trum of opinions about the selected ICMs, i.e. data satu-
ration may not have been reached. The low participation 
rate is probably due to the fact that the study took place 
during a national lockdown as a response to the COVID-
19 pandemic. Furthermore, participants most likely 
struggled to keep up with the increased need for mental 
health services and had less time available to participate 
in research. We applied a snowball technique to reach 
more participants, however, we were not able to recruit 
more than nine experts within the limited timeframe 
of the study. Nevertheless, a heterogeneous sample of 
informants participated in the study and interviews elic-
ited interesting and relevant results that helped to iden-
tify and assess promising ICMs for children and youth, 
including barriers and facilitators to implementation and 
scale up.

Our study shows two main strengths. First, the chosen 
method obtained the right information through open 
reflections and diversity in opinions gained from a het-
erogeneous sample of key informants. The interviews 
provided in-depth knowledge on how ICMs can be inno-
vative and what factors can favour or hinder implementa-
tion or scale up of ICMs for children and youth. Second, 
new evidence shows that the COVID-19 pandemic led to 
a global rise in depressive and anxiety disorders in 2020, 
with the highest change in prevalence among the younger 
age groups, making the study topic even more relevant 
[47].

Conclusion
Care delivery targeting the needs of children and youth 
with mental health difficulties requires further adapta-
tion to accommodate the intricate nature of their lives. 
They are not “small” adults, and different needs require 
different solutions. ICMs have been identified as a means 
to address this complexity by offering accessible ser-
vices and adopting a holistic approach. In addition to 
the importance of having a child- and youth-friendly 
approach, experts provided in-depth knowledge on the 
balance of individualized versus standardized care deliv-
ery, the tension between national ambitions and local 
decisions and different aspects of system fragmentation. 
This study highlights a selection of promising ICMs that 

appear capable of meeting some of the specific needs of 
children and youth. However, it is recommended to sub-
ject these models to future research and evaluation for 
further assessment and refinement to ensure their effec-
tiveness and the fulfilment of their intended outcomes. It 
could also be interesting for future research to conduct 
a cross national comparison on barriers and facilitator 
specific to children and youth with similar systems as in 
Norway.
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