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Abstract
Multilevel service delivery frameworks are approaches to structuring and organizing a spectrum of evidence-based services 
and supports, focused on assessment, prevention, and intervention designed for the local context. Exemplar frameworks 
in child mental health include positive behavioral interventions and supports in education, collaborative care in primary 
care, and systems of care in community mental health settings. Yet, their high-quality implementation has lagged. This 
work proposes a conceptual foundation for multilevel service delivery frameworks spanning diverse mental health service 
settings that can inform development of strategic implementation supports. We draw upon the existing literature for three 
exemplar multilevel service delivery frameworks in different child mental health service settings to (1) identify core com-
ponents common to each framework, and (2) to highlight prominent implementation determinants that interface with each 
core component. Six interrelated components of multilevel service delivery frameworks were identified, including, (1) a 
systems-level approach, (2) data-driven problem solving and decision-making, (3) multiple levels of service intensity using 
evidence-based practices, (4) cross-linking service sectors, (5) multiple providers working together, including in teams, 
and (6) built-in implementation strategies that facilitate delivery of the overall model. Implementation determinants that 
interface with core components were identified at each contextual level. The conceptual foundation provided in this paper 
has the potential to facilitate cross-sector knowledge sharing, promote generalization across service settings, and provide 
direction for researchers, system leaders, and implementation intermediaries/practitioners working to strategically support 
the high-quality implementation of these frameworks.

Keywords Child mental health · Core components · Implementation determinants · Service delivery frameworks

Introduction

Despite rising rates of youth mental health disorder and 
deaths by suicide (Houtrow et al., 2014; Miron et al., 2019), 
few children and adolescents receive needed mental health 

treatment (Costello et al., 2014; Merikangas et al., 2011; 
Simon et al., 2015). Discrepancies in receipt of high-quality 
care are further pronounced for youth of color and families 
living in communities experiencing high rates of poverty 
(Alegría et al., 2015; Hodgkinson et al., 2017; Locke et al., 
2017). When left untreated, mental health disorders that 
arise in childhood and adolescence persist and contribute to 
later deleterious outcomes (Office of the Surgeon General, 
2021). Accordingly, increasing youths’ access to high-qual-
ity prevention, early intervention, and mental health treat-
ment services is critical.

Multilevel Service Delivery Frameworks

Schools, outpatient settings, and primary care are the most 
common loci of mental health care for youth who receive 
services (Duong et al., 2021). Across these principal youth 
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mental health service sectors, service delivery frameworks 
designed to address the full range of youth mental health 
needs (i.e., via prevention, early intervention, and treatment) 
are championed as best practices for increasing access to 
care and improving outcomes—exemplars include positive 
behavioral interventions and supports (PBIS) in education 
settings (e.g., Bradshaw et al., 2009; Eiraldi et al., 2019), the 
collaborative care model (CoCM) in primary care settings 
(e.g., Goodrich et al., 2013; Richardson et al., 2017), and 
system of care (SoC) in community mental health settings 
(e.g., Stroul et al., 2008, 2021). As used here, these multi-
level service delivery frameworks are defined as approaches 
to structuring and organizing a spectrum of research-based 
services and supports, focused on assessment, prevention, 
and intervention matched to the needs of the target popula-
tion and appropriate for the service context. Although the 
application of these frameworks is common across many 
youth (and adult) service sectors, integration of their dispa-
rate literatures to identify common components or generaliz-
able findings about their implementation is needed.

The features and services that comprise multilevel service 
delivery frameworks are situated at multiple tiers—including 
practices of varied intensity targeted toward whole popula-
tions, small groups, or individuals (i.e., tiered service deliv-
ery or primary, secondary, and tertiary prevention). Each tier 
may also focus on multiple actors within that service system 
(e.g., clients, providers, administrative units, and policymak-
ing/legislative bodies). We use the term “frameworks” to be 
inclusive of the varied components within these approaches 
to multilevel service delivery, including discrete interven-
tion and assessment methods as well as the structures that 
facilitate their delivery. Integral to multilevel service deliv-
ery frameworks is the specification of how components 
relate to one another and are administratively managed. For 
example, services of varying levels of intensity that occur 
across multiple entities may be coordinated by teams who 
use data to guide decision-making. Although multilevel ser-
vice delivery frameworks are not limited to youth mental 
health services (e.g., CoCM has been implemented far more 
extensively with adults than with youth), we focus on child-
serving treatment settings for myriad reasons including the 
current youth mental health crisis (Office of the Surgeon 
General, 2021) and because there are several well-articulated 
examples of multilevel service delivery frameworks for the 
primary settings in which youth typically access mental 
health care.

Implementation of Multilevel Frameworks

Multilevel service delivery frameworks hold great potential 
for addressing a wide range of youth mental health needs, 
but this potential is unlikely to be achieved without wide-
spread adoption and high-quality implementation within 

their respective service settings (Durlak & Dupree, 2008). 
Frameworks such as CoCM, PBIS, and SoC are increasingly 
adopted (AIMS Center, 2021; Center on PBIS, 2023a; Stroul 
et al., 2021), however, their implementation is fraught with 
challenges. For example, insufficient organizational capacity, 
piecemeal implementation of key features (i.e., intervention 
and assessment), and ineffective development and/or use of 
data systems (e.g., to inform intervention selection or moni-
tor progress; e.g., Fabiano & Evans, 2019; Overbeck et al., 
2016) can result in implementation outcomes that differ 
substantially from the intended model (e.g., Molloy et al., 
2013). When considering multilevel service delivery frame-
works, implementation outcomes such as “fidelity” might 
refer either to intervention fidelity—focused on the delivery 
of service-recipient-facing component practices (also called 
intervention integrity or treatment fidelity)—or implementa-
tion strategy fidelity—the extent to which implementation 
practices and techniques were delivered as intended. Given 
the complexity of these frameworks, both are important in 
understanding child outcomes (Saldana, 2014; Sanetti et al., 
2021).

Similar to more circumscribed evidence-based interven-
tions (Durlak & Dupree, 2008; Lawson et al., 2018), identi-
fying core components of multilevel service delivery frame-
works can lay the groundwork for tracking and evaluating 
implementation of these frameworks. For example, identify-
ing which components service systems are most (or least) 
often implementing with fidelity (intervention or strategy) 
allows us to better understand how a component’s implemen-
tation impacts youth mental health and service outcomes. 
Whereas scholars have begun to explicate and investigate 
key features of individual multilevel service delivery frame-
works, such as CoCM in primary care (Bao et al., 2016; 
Wood et al., 2017) and PBIS in schools (Molloy et al., 2013), 
this work is framework- and setting-specific, and thus lim-
ited in its generalizability to other frameworks and settings. 
Identifying multilevel service delivery frameworks as a com-
mon phenomenon across mental health service sectors is an 
important next step. Despite the pertinence of prior research 
for enhancing implementation of the targeted framework, 
research that spans service settings and frameworks may 
enable knowledge sharing across scholars and professionals 
within different service systems. In this paper, we argue that 
synthesizing the evidence relative to core features of varied 
multilevel service delivery frameworks has the potential to 
inform a larger understanding of those frameworks and, in 
doing so, improve their implementation and sustainment 
across settings.

As implementation of service delivery frameworks has 
been found to vary by core component (e.g., Molloy et al., 
2013), understanding how their core features interface 
with implementation barriers and facilitators (i.e., deter-
minants) is also critical for supporting their high-quality 
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implementation. Implementation strategies are likely to 
be most effective when strategies are tailored to the imple-
mentation determinants that are most salient for the target 
innovation and its context (Baker et al., 2015; Lau et al., 
2015; Powell et  al., 2017). Research in support of this 
goal is emerging for exemplar multilevel service delivery 
frameworks. For example, a systematic review of CoCM 
for depression conducted by Wood et al. (2017) identified 
barriers and facilitators to the implementation of specific 
components of CoCM (e.g., barriers to multi-professional 
teamwork included organization culture and negative staff 
attitudes to change, whereas facilitators included staff cham-
pions and peer learning and support). Scholars have also 
identified and investigated core components (e.g., Molloy 
et al., 2013; Center on PBIS, 2015) and salient implementa-
tion determinants (e.g., Fox et al., 2022) for PBIS. However, 
to our knowledge, research has yet to link implementation 
determinants to core features of exemplar frameworks in 
school or community care settings nor to the core compo-
nents shared by multilevel service delivery frameworks. 
Given the research in primary care settings that indicates 
important determinants vary by component (Wood et al., 
2017), this study works to begin identifying determinants for 
core components of multilevel service delivery frameworks.

Purpose of this Paper and Rationale for Selected 
Frameworks

There are two primary aims for this paper. First, we draw 
from exemplar multilevel service delivery frameworks in 
child mental health service settings to propose a conceptual 
foundation and identify core components. Second, with a 
goal of identifying commonalities across frameworks and 
service settings, we highlight prominent implementation 
determinants for each core component. Our overarching goal 
for this project is to facilitate knowledge sharing between 
researchers, system leaders, and implementation interme-
diaries/practitioners who may focus most explicitly on one 
service system but would benefit from a broader knowledge 
base. Our preliminary analysis can be built upon in future 
research that identifies how implementation determinants 
affect implementation outcomes, which can ultimately 
inform identification and testing of tailored implementation 
strategies.

In selecting the multi-level service delivery frameworks 
that served as the foundation for this paper, the author team 
developed inclusion criteria to assist in identifying a cen-
tral and representative model used in each of the settings in 
which youth most commonly access mental health care—
schools, outpatient settings, and primary care (Duong et al., 
2021). Specifically, inclusion criteria prescribed that each 
model should: (a) address the full range of youth mental 
health needs through services provided at multiple levels of 

intensity (i.e., via prevention, early intervention, and treat-
ment), (b) have empirical support, and (c) have research 
demonstrating the widespread adoption of the model within 
the given service sector (e.g., based on the number of agen-
cies implementing, support of framework in state or federal 
policies, etc.). These criteria were developed organically at 
the outset of this paper’s conceptualization and the review 
process guided by expert consensus and literature focused 
on each framework. For criterion A, the author team dis-
cussed all possible multi-level frameworks in the three men-
tal health service settings. In some cases, one framework 
emerged as the best exemplar for that particular setting 
(i.e., CoCM and SoC) based on consensus opinion, empiri-
cal research demonstrating efficacy (e.g., Asarnow et al., 
2015; Kolko et al., 2014), and widespread adoption of the 
framework (e.g., Graaf et al., 2021; Kutash et al., 2011). For 
other settings (i.e., schools), several multi-level frameworks 
were considered (e.g., Interconnected Systems Framework 
[ISF], Multitiered Systems of Support-Behavior [MTSS-
B]) and discussed relative to the criteria before consensus 
was reached. For criteria B and C, the authors were guided 
by established definitions for evidence-based interventions 
(e.g., What Works Clearinghouse) and reference to wide-
spread adoption of the framework as outlined in either fed-
eral and/or state policies or empirical studies (e.g., Asarnow 
et al., 2015; Bradshaw et al., 2012; Miller et al., 2012; Pas 
& Bradshaw, 2012; Solberg et al., 2013).

Within the educational setting, positive behavioral inter-
ventions and supports (PBIS; Horner & Sugai, 2015) was 
selected given its recognition as one of the most widely 
adopted evidence-based frameworks in schools and districts. 
Adopted in over 25,000 schools (Center on PBIS, 2023a), 
PBIS is a three-tiered prevention framework associated with 
reductions in students’ problematic behaviors and improve-
ments in prosocial behavior (e.g., Bradshaw et al., 2010; 
McIntosh et al., 2011). Next, the collaborative care model 
(CoCM), which is a service model for integrating mental and 
behavioral health services into primary care, was selected 
(Goodrich et al., 2013; Richardson et al., 2017). CoCM 
has been studied in over 80 randomized controlled trials 
(AIMS Center, 2023), and meta-analyses have shown that 
CoCM is effective in bringing about positive mental health 
outcomes (e.g., Asarnow et al., 2015). Within community 
mental health settings, system of care (SoC; Stroul et al., 
2008, 2021)—a framework to support youth with significant 
mental health concerns (Stroul & Friedman, 1986)—was 
selected on the basis of its support through state and fed-
eral policy (Center for Mental Health Services, Substance 
Abuse and Mental Health Services Administration, and U.S. 
Department of Health and Human Services, 2015) and asso-
ciation with improvements in youth emotional and behav-
ioral health and effective use of services (Graaf et al., 2021; 
Stroul et al., 2021). In Table 1, we provide an overview of 
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1 3

each of these frameworks, including service setting, a brief 
description, key contributors/collaborators, applications, and 
a summary of the evidence-base.

Core Components of Exemplar Models

In synthesizing the literature describing the evidence and 
implementation of each exemplar model, we identified core 
components of multilevel service delivery frameworks via 
a multi-stage review and analysis process. The research 
team that undertook this work was composed of individu-
als with expertise in youth mental health services in one 
or more service delivery settings and implementation sci-
ence. During the first stage, the team completed a review 
of representative literature for each framework, specifically 
relating to its evidence base, key features, and implementa-
tion considerations. At least two members of the team com-
pleted the review for each framework and developed syn-
theses regarding the given framework’s guiding principles, 
key features, and discrete practices. Written syntheses were 
refined through discussion within pairs, as applicable. Then, 
the larger team engaged in group discussion to identify com-
monalities across frameworks and to reach consensus on 
core components that spanned each exemplar framework. 
This discussion centered the distillation of each framework’s 
guiding principles, key features, and discrete practices, 
which were compared, contrasted, and labeled. Our goal was 
to identify frameworks’ shared core components, recogniz-
ing that each framework may have additional unique features 
that may not be representative of the essential elements of 
another framework. The identified core components were 
revised and refined through additional discussion, which 
centered the labels applied to core components, potential 
areas of overlap, and areas for consolidation. We revisited 
the reviewed literature or technical assistance documenta-
tion during this process. Finally, we identified illustrative 
examples of each component as applied to each framework, 
and made additional revisions to component labels or defini-
tions, as indicated.

The resulting core components included the following: 
a) a systems-level approach, b) data-driven problem solving 
and decision-making, c) multiple levels of service intensity 
using evidence-based practices (EBPs), d) cross-linking ser-
vice sectors, e) multiple providers1 working together, includ-
ing in teams, and f) built-in implementation strategies that 

facilitate delivery of the overall model. Consistent with the 
multilevel nature of these service delivery frameworks, the 
identified core components also include multilevel features 
(e.g., interventions provided at varied service levels/inten-
sity, data collected at multiple levels [client, system], teams 
comprised of individuals who work at varied levels within 
their service setting/organization, etc.). Each core compo-
nent is summarized in Table 2 and described below.

Systems‑Level Approach to Organization 
and Service Delivery

Integral to each framework is a systems-level approach 
to the organization and delivery of mental health care to 
youth clients and their families. The systems-level approach 
describes structures and/or processes that enable service 
coordination within larger sociopolitical systems, enacting 
or clarifying policy at varied levels, and involvement and 
coordination across invested actors within a given service 
setting. As such, multilevel frameworks require engagement 
of individuals across levels within a system, including state 
and local policy makers, administrative decision makers, 
direct service providers (e.g., school, practice, behavioral 
health agency), community members, clients, and families, 
and consider the influence of social environments on human 
behavior. Drawing from bioecological systems theory (Bron-
fenbrenner & Ceci, 1994), a systems-level approach empha-
sizes that children are shaped by their interaction with others 
and their contexts (e.g., family, peers, connections between 
providers and family, state/federal policies related to men-
tal health). Therefore, effectively delivering services within 
each framework requires augmenting organization and/or 
service-setting-level priorities, administrative workflow, 
and decision-making, as well as shaping provider and client 
interactions. For example, CoCM necessitates the strategic 
redesign of service delivery such that mental health care is 
integrated into primary care practice teams, data-systems, 
treatment planning and delivery, and provider accountability 
metrics (Goodrich et al., 2013). SoC requires integration 
of services within a behavioral health system and specifies 
practices for system-level management, coordination, and 
integrated care management (Stroul et al., 2010). Supportive 
infrastructure at the local, regional, and state levels enables 
cross-sector care coordination and service provision (Stroul 
et al., 2021). Each framework further prioritizes a popu-
lation-based or public-health approach to service delivery, 
whether for a defined group of patients (CoCM), a whole 
school or district (PBIS), or children and families in the local 
community (SoC).1 We use the general terms “provider” or “professional” to refer to 

individuals who are involved in the implementation of multilevel ser-
vice delivery frameworks. However, we recognize that terminology 
used to describe partners involved in implementation may vary across 
frameworks, for example, including peer supporters and other imple-
menters.
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Data‑Driven Problem‑Solving and Decision‑Making

As approaches to organizing and structuring a spectrum 
of circumscribed practices, data-driven problem solving 
and decision-making processes within multilevel frame-
works have two primary purposes. First, client data are col-
lected to guide prevention and treatment decisions. Second, 
implementation and service process and/or outcome data 
are collected to inform ongoing implementation and evalu-
ation of the component interventions and the frameworks 
themselves. Client data collection to inform service deliv-
ery may include population-level mental health screening, 
diagnostic assessment (e.g., for those referred via screening), 
and intervention progress monitoring (Campo et al., 2005; 
Molloy et al., 2013; Stroul et al., 2021). Implementation of 
each framework may be guided by fidelity data (i.e., inter-
vention and strategy) and/or service delivery metrics (e.g., 
number of youths screened). In CoCM, for example, phy-
sicians may administer mental health screenings and refer 
youth to mental health specialists for further evaluation 
and triage. Clinical data then inform development of treat-
ment protocols for each client. Treatment goals are aligned 
toward measurable targets and treatment is augmented based 
on progress-monitoring data (e.g., Goodrich et al., 2013; 
Lyon et al., 2016). Clinical information systems (e.g., elec-
tronic health records) and review of population-level data 
facilitate monitoring of care provision at the practice-level 
and evaluation of provider- and program-level outcomes to 
inform quality improvement (AIMS Center, 2014). Simi-
larly, intervention fidelity data collected using instruments 
designed for PBIS (e.g., Tiered Fidelity Inventory) facili-
tates school teams’ problem-solving processes that support 
planning, implementation, and evaluation of tiered services 
(Algozzine et al., 2019). Readers are referred to Bickman 
et al. (2016) for a broader discussion of how data may be 
used to facilitate precision in mental health treatment.

Multiple Levels of Service Intensity Using EBPs

Within each exemplar multilevel service delivery frame-
work, services are provided to youth and/or families at 
increasing levels of intensity. Each framework focuses on 
prevention, early identification and intervention, and inten-
sive treatment, with providers using EBPs at each level to 
prevent or address known problems. For example, within 
PBIS, a continuum of EBPs—from universal (all students 
and staff in all settings) to targeted (some students) to inten-
sive (few students with greatest need)—are layered across 
the school and grade/classroom levels (Center on PBIS, 
2015). When implemented well, PBIS prioritizes prevention 
via high quality learning environments, including universal 
behavioral expectations and social-emotional learning and 
supports, for all students and staff and across all settings Ta
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(i.e., school-wide, classroom, and non-classroom settings; 
Center on PBIS, 2015). Targeted and intensive interven-
tions are focused, frequent, and small group or individually 
oriented, respectively. These interventions are provided in 
addition to universal interventions, with a goal of reducing 
the number and/or intensity of students’ behavioral or social-
emotional challenges (Center on PBIS, 2015).

Cross‑Linking Service Sectors

Effectively changing systems to support data-based decision-
making and EBP across multiple service tiers is depend-
ent upon the cross-linking of service sectors and multiple 
providers with varied expertise working together within the 
local context. These two core components may be clearly 
differentiated for some exemplar multilevel service deliv-
ery frameworks (i.e., CoCM and SoC) which involve co-
location and care coordination across service systems, but 
are less differentiated within other frameworks (e.g., PBIS). 
While we discuss each component separately, their interde-
pendent nature is essential to keep in mind. Cross-linking 
of service sectors implies that professionals and resources 
from at least two service sectors are coordinated for service 
delivery. For example, within SoC, a single plan of care per 
family is developed, with care coordinated across sectors, 
including children’s mental health services, child protection, 
juvenile justice, education, and community support sectors. 
This systems-level integration includes the creation of link-
ages between child-serving agencies and programs across 
administrative and funding boundaries (Stroul et al., 2010). 
This might be achieved by creating a “bundled” payment 
system that allows for enhanced care coordination, con-
tracted services, and flexible spending. As an example, New 
Hampshire established a comprehensive Medicaid benefit 
(via 1951[i] mechanism; 2018), that supports the intensive 
wraparound model. Cross-sector linkages in SoC are further 
supported through SoC teams that discuss policy, systems, 
and practice-level changes, and that prioritize collaboration.

Multiple Providers Work Together

Within each framework, multiple providers with varied 
expertise work together intentionally to support youth and 
family outcomes, for example, via practice, care, or prob-
lem-solving teams. Common across each model are team-
developed prevention, treatment or outcome plans with 
goals that are collaboratively generated. Multidisciplinary 
CoCM teams (e.g., primary care practitioner, mental health 
specialist, and care manager) include each team member 
operating within a clearly defined role (Campo et al., 2005; 
Lyon et al., 2016). For example, physicians may screen for 
mental health symptoms and make referrals to specialists 
who provide further evaluation whereas care managers may 

act as liaisons, provide brief intervention, and monitor cli-
ents’ progress (e.g., Campo et al., 2005; Katon et al., 2010). 
PBIS teams include general educators, special educators, 
school mental health professionals and administrators who 
leverage collected data and formal problem-solving proce-
dures to monitor and enhance implementation (McIntosh 
& Goodman, 2016). In SoC, effective wraparound practice 
occurs within a coordinated network led by the expressed 
needs and goals of the youth and family, including the care 
coordinator, supervisor/coach, administrators, peer support-
ers, community-based providers, and systems level partners 
(e.g., regional/state-level child protection authority), who 
each have specialized knowledge/skills (Miles et al., 2019; 
Schurer et al., 2016; Walker et al., 2008).

Built‑In Implementation Strategies

Each multilevel framework also includes several practices, 
tools, or techniques—implementation strategies—that facili-
tate agencies’ and/or contributors’ implementation of the 
overall framework. Unlike stand-alone EBP, many imple-
mentation strategies tend to be “baked into” multilevel ser-
vice delivery frameworks. Prominent examples of imple-
mentation strategies that are core within each framework are 
included in Table 2, with strategies organized by category 
and labeled with names provided in the Expert Recommen-
dations for Implementing Change (ERIC) study (Powell 
et al., 2015; Waltz et al., 2015) or School Implementation 
Strategies, Translating ERIC Resources (SISTER) project 
(Cook et al., 2019).

A variety of discrete strategies, applied with specific ser-
vice settings in mind, are represented across categories. For 
example, training and education of respective contributors 
through initial and ongoing training/professional develop-
ment and/or consultation/coaching in the target framework 
is prioritized (George et al., 2018; Kolko et al., 2014; Stroul 
et al., 2021). Strategies broadly characterized by providing 
interactive assistance are also prominent and include clinical 
supervision in CoCM (e.g., case managers with psychia-
trists), as well as regional, state, or national-level technical 
assistance (TA) centers for each framework (e.g., Advanc-
ing Integrated Mental Health Solutions [AIMS] Center for 
CoCM, National Center on PBIS, state/regional TA in SoC; 
Center on PBIS, 2015; Stroul et al., 2021). Congruent with 
an emphasis on using data to guide decision-making, CoCM 
and PBIS emphasize changing record systems (change infra-
structure), for example by modifying or implementing clini-
cal/data information systems (e.g., Schoolwide Information 
System [SWIS]; Campo et al., 2005; PBISApps, 2022). 
Financial strategies, such as pursuing Medicaid reimburse-
ment for services are often leveraged for CoCM (Goodrich 
et al., 2013; Wolk et al., 2021) and SoC (Stroul et al., 2021); 
however, we did not observe a similar focus within PBIS 



181Administration and Policy in Mental Health and Mental Health Services Research (2024) 51:172–195 

1 3

literature and documentation. This discrepancy may reflect 
differences in the financial structures of primary care and 
outpatient/specialty mental health settings in comparison to 
educational settings, such that some reimbursement models 
may not recognize schools as mental health services sites 
(Hoover & Bostic, 2021; see Schultz et al., 2020 for policy 
recommendations). Finally, whereas evaluative and iterative 
strategies appear to be integrated within each framework, 
the specific strategies prioritized may vary depending on 
the framework and service setting. Systems for implemen-
tation quality monitoring are common across frameworks 
(Goodrich et al., 2013; Stroul et al., 2021), however, PBIS 
implementation guidance (Center on PBIS, 2015) empha-
sizes conducting needs assessments and developing a for-
mal implementation blueprint prior to implementation. As 
described in the discussion, much additional work is indi-
cated surrounding the identification, specification, and tai-
loring of the implementation strategies that tend to be most 
commonly integrated into multilevel frameworks in mental 
health.

Implementation Determinants for Core 
Components of Multilevel Service Delivery 
Frameworks

Although identifying core components of multilevel service 
delivery frameworks is important in assessing both inter-
vention and implementation strategy fidelity (e.g., Lawson 
et al., 2018), research also indicates that the determinants 
that affect implementation of each component may vary 
(e.g., Wood et  al., 2017). Identifying how implementa-
tion determinants interface with frameworks’ core compo-
nents and similarities in the determinants that are relevant 
across frameworks can facilitate future research that seeks 
to evaluate the impact of determinants on implementation 
outcomes as well as the identification, specification/tailor-
ing, and testing of implementation strategies tailored to these 
determinants.

Therefore, after identifying the core components of each 
exemplar model, we sought to map relevant implementa-
tion determinants, delineated in the implementation litera-
ture, to each multilevel service delivery framework com-
ponent. We repeated the multistage review and analysis 
process described above with emphasis on implementation 
of each exemplar framework. Reviewed literature included 
empirical studies evaluating a given framework, so long 
as implementation was also addressed (e.g., evaluation or 
reporting of implementation outcomes, process evaluation 
describing implementation procedures and/or challenges 
and successes); implementation studies (e.g., that identified 
or investigated implementation determinants or strategies; 
implementation evaluations); and systematic review articles. 

Across reviewed literature, the identified determinants origi-
nated from study data or were extracted from the manuscript 
text (e.g., results section, discussion section).

Identified determinants were subsequently coded using a 
determinant framework (Nilsen, 2015)—the Consolidated 
Framework for Implementation Research (CFIR; Dam-
schroder et al., 2009). The CFIR is a widely-used, meta-the-
oretical framework that delineates a set of constructs, with 
definitions, that may influence outcomes of implementation 
efforts across settings (Damschroder et al., 2009, 2022). 
Thus, the CFIR provides a structure for synthesizing deter-
minants across studies and settings using a common termi-
nology (Damschroder et al., 2009; Kirk et al., 2020). Four 
CFIR domains were of focus, including: the outer setting 
(e.g., policies and incentives, inter-organizational networks), 
inner setting (e.g., intra-organization networks and com-
munication, leadership, access to information), individual 
(e.g., knowledge and beliefs, self-efficacy), and interven-
tion (e.g., complexity, cost) levels. For the purposes of this 
study, we defined the outer setting as the macro-economic, 
sociopolitical, and service-system context (e.g., state or local 
education agency, health care system); the inner setting as 
the more proximal features of a given service setting (e.g., 
school, practice); and the intervention level as encompassing 
framework-specific features.

Coding was led by the first author, who used the pub-
lished definitions of CFIR constructs, supplementary mate-
rial, and inclusionary and exclusionary criteria described 
in the CFIR codebook (CFIR, 2023; Damschroder et al., 
2009) to determine code labels. The preliminary codes were 
reviewed by the remaining authors, who each hold expertise 
in exemplar service delivery framework(s) and/or implemen-
tation science. Determinants were recoded as indicated by 
feedback throughout the coding process. Aligned with our 
stated goals for this study, we aimed to highlight implemen-
tation determinants that were evident across multiple sources 
for each exemplar framework so as to be a catalyst for future 
work that empirically examines how relevant determinants 
impact implementation outcomes as well as to inform selec-
tion of context-specific implementation strategies (beyond 
those that are baked-in) to improve these frameworks’ 
outcomes (Powell et al., 2019). Thus, this process was not 
intended to be systematic nor exhaustive; a comprehensive 
review was beyond the scope of this paper but could be 
an important subsequent step (see Limitations and Future 
Directions). In the sections below and in Table 3, we present 
select examples of implementation determinants, organized 
by their relation to each core component presented previ-
ously. Determinants were identified at each contextual level.
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Systems Level Approach

Determinants of implementation of the systems level 
approach, unsurprisingly, are often situated within the outer 
and inner settings. For example, within the outer setting, 
external policies and incentives include explicit support 
from higher-level policy and decision makers at state or 
local levels who can place priority on implementation and 
support compliance with enacted policies (Stroul & Man-
teuffel, 2007). Supportive policies that provide funding or 
facilitate reimbursement for component interventions may 
counter financial barriers to implementation (e.g., insuffi-
cient funding following grant award periods; Stroul, 2013; 
Vinson et al., 2001). Within the inner setting, strong organi-
zational leadership (i.e., leadership engagement) can guide 
implementation of the multilevel service delivery framework 
across the system—whether that is a primary care practice, 
local school or school district, or community behavioral 
health agency (Fox et al., 2022; Stroul, 2013; Whitebird 
et al., 2014). Developing a shared vision and goals for imple-
mentation across implementers within the organization is 
also a prominent determinant of this component (i.e., rela-
tive priority; Heflinger, 1996; Mendenhall & Frauenholtz, 
2014). Access to adequate resources, such as full-time staff 
who support implementation (Wolk et al., 2021) and fre-
quent opportunities for quality training and ongoing techni-
cal assistance, also appear important (Flannery et al., 2009; 
Fox et al., 2022).

Data‑Driven Problem Solving and Decision‑Making

Inner setting factors, including readiness for implementa-
tion and available resources, were similarly prominent 
for data-driven problem solving and decision-making. For 
example, providers’ use of client data to triage clients to 
the appropriate level of care or guide treatment decisions, 
and implementation/service data to evaluate implemen-
tation progress may be influenced by the extent to which 
data/information systems have been established and by 
providers’ understanding of how to use data for these pur-
poses (e.g., Overbeck et al., 2016; Wood et al., 2017). For 
example, developing data systems to be able to manage and 
efficiently report data collected for multiple purposes (e.g., 
client, intervention and strategy fidelity, and service data, 
with multiple potential sources/measures for each type of 
data) is important for effectively using data to guide ser-
vice delivery and implementation (e.g., Center on PBIS, 
2023b). When insufficient data are available—such as lim-
ited intervention fidelity (Suter & Bruns, 2009) or outcome 
data (Stroul, 2013)—decision-making and evaluation of 
interventions may be challenging. Providers’ knowledge and 
access to information about data systems, including how 
data align with frameworks’ intervention expectations and 

procedures, are also salient (e.g., access to knowledge and 
information; Behar & Hydaker, 2009; Wood et al., 2017). 
Thus, attending to individuals’ knowledge and beliefs about 
the service delivery framework, for example by building buy 
in and providing training on the importance of and effective 
use of data to guide decisions, can be helpful (Chitiyo & 
Wheeler, 2009; Flannery et al., 2009; McIntosh et al., 2013; 
Wolk et al., 2021). Several characteristics of the frameworks 
themselves may also impact data-use, including how data-
systems and progress-monitoring procedures are connected 
to other components of the framework (i.e., design quality 
and packaging), availability of reliable/valid data collection 
tools (i.e., evidence strength and quality), and the complex-
ity inherent in collecting and using multiple forms of data 
(Center on PBIS, 2023b; Wood et al., 2017). For example, 
in PBIS, school teams are responsible for collecting and 
evaluating student outcome and fidelity (intervention and 
strategy) data to make decisions about school, classroom, 
and individual service delivery (e.g., which interventions are 
appropriate, whether to continue interventions, etc.). These 
decisions are further complicated by the need to simultane-
ously consider multiple sources of data to identify and act 
upon one of multiple plausible solutions that are appropriate 
for student(s) needs and a given school’s context (Chaparro 
et al., 2022).

Multiple Levels of Service Intensity Using EBPs

Determinants for delivering EBPs with increasing levels 
of intensity included multiple dimensions of an organiza-
tion’s inner setting, such as available resources, readiness 
for implementation, and providers’ access to knowledge and 
information. Select outer setting and intervention/framework 
components were also discussed, although less frequently. 
Seemingly beneficial to framework implementation is access 
to internal staff resources (i.e., inner setting; available 
resources, which contribute to readiness for implementa-
tion) as well as connections with external service provid-
ers (i.e., outer setting; cosmopolitanism—also see below) 
to facilitate referrals of clients with the highest levels of 
need (i.e., for CoCM and PBIS; Fox et al., 2022; Wolk et al., 
2021) or to establish shared service plans (i.e., for SoC; 
Mendenhall & Frauenholtz, 2014; Stroul, 2013). However, 
provider shortages across care systems (Goforth et al., 2021; 
Health Resources and Services Administration, 2022) create 
barriers to offering the full service array (Heflinger, 1996). 
Importantly, the external (i.e., outer setting) factors con-
tributing to the noted shortage of providers or referral sites 
(e.g., availability of graduate education programs/faculty 
to provide training, regional differences in provider avail-
ability and training opportunities, factors impacting reten-
tion, etc.; e.g., National Association of School Psycholo-
gists, 2021) were not a focus in the selected literature we 
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reviewed. This seeming omission parallels the historically 
more limited focus on policy in implementation research, 
and thus is an important area for continued investigation 
(Crable et al., 2022). Finally, provider understanding of the 
service delivery framework and how to implement it (i.e., 
access to knowledge and information), including the degree 
to which the framework is perceived to be adaptable to needs 
of the local context and advantageous over current practice 
(i.e., adaptability), may impact whether current practices 
are augmented to support provision of the full service array 
(Chitiyo & Wheeler, 2009; Stroul, 2013).

Cross‑Linking Service Sectors

Coordination of professionals and resources across service 
sectors may be influenced by factors that impact intra-organ-
ization networks and communication, the degree to which 
the organization is connected to other organizations within 
the local community (i.e., cosmopolitanism), and the extent 
to which this type of coordination is compatible with ongo-
ing service provision and providers’ perceptions of their role 
(i.e., compatibility). For example, co-location of providers 
from different sectors (e.g., primary care and mental health 
in CoCM; structural characteristics) and integrated informa-
tion systems (i.e., networks and communications) may facili-
tate collaboration across service sectors that enables ser-
vice delivery (Wood et al., 2017). However, providers (e.g., 
primary care physicians) or service systems (e.g., schools) 
whose role/mission has traditionally not involved support-
ing child mental health may be hesitant to engage in related 
interventions and resistant to the collaboration required for 
implementation of multilevel service delivery frameworks 
to be successful (e.g., self-efficacy, compatibility; Fox et al., 
2022; Overbeck et al., 2016; Wolk et al., 2021). Further, time 
spent in cross-system collaboration is typically not reimburs-
able. When care is coordinated across multiple agencies, 
such as in SoC, differences in service philosophy and gaps 
in understanding related to the roles and functions of partner 
agencies can challenge communication, strain relationships, 
and create conflict (e.g., networks and communications, cos-
mopolitanism; Heflinger, 1996; Mendenhall & Frauenholtz, 
2014; Stroul, 2013). Thus, the degree to which the multilevel 
service delivery framework is aligned with the provider’s or 
agency’s larger mission and ongoing efforts is likely impor-
tant for coordination (i.e., compatibility; Fox et al., 2022). 
Together, prominent determinants to effective cross-linking 
of service sectors suggest that co-location may be insuffi-
cient for effective care coordination, but rather that a shared 
vision (e.g., relative priority) and proximal (e.g., networks 
and communications) and distal systems (e.g., cosmopoli-
tanism) to support effective communication and collabora-
tion are also needed (Behar & Hydaker, 2009).

Multiple Providers Work Together

The degree to which multiple providers work together (e.g., 
via teaming) to support youth and family outcomes may 
also be impacted by provider networks and communication 
pathways. When these breakdown (e.g., jargon, ineffective 
communication) or formal communication systems (e.g., 
integrated information systems) are absent, provider col-
laboration can be impeded (Kincaid et al., 2007; Mendenhall 
& Frauenholtz, 2014; Wood et al., 2017). Communication 
across care team members may be enhanced through inte-
grated information systems, multidisciplinary meetings, and 
fostering strong working relationships (Behar & Hydaker, 
2009; Wolk et al., 2021). Similarly, provider collaboration 
may be supported when teams are representative, members 
feel included, and roles and responsibilities for care are 
clearly defined—however, these may also be challenged by 
the complexity inherent within multilevel service delivery 
frameworks (Fox et al., 2022; Sanchez et al., 2010). High 
rates of staff turnover (i.e., structural characteristics; Fox 
et al., 2022; Overbeck et al., 2016), providers’ perceptions 
about the importance of multilevel service delivery frame-
work implementation (i.e., knowledge and beliefs about the 
intervention), and shared commitment among providers, 
agencies, and youth/families (i.e., relative priority) may 
impact care coordination (Chitiyo & Wheeler, 2009; Flan-
nery et al., 2009; Heflinger, 1996; Stroul, 2013). Organiza-
tional readiness for change (supported by engaged leaders; 
i.e., readiness for implementation, leadership engagement), 
provider’s access to information/support for team-based care 
activities (i.e., access to knowledge and information), and 
provider attitudes about engaging in these practices (i.e., 
knowledge and beliefs about the intervention) also appear 
relevant (Chitiyo & Wheeler, 2009; Fox et al., 2022; Wood 
et al., 2017).

Discussion

Multilevel service delivery frameworks are championed as 
best-practice for meeting a variety of youth mental health 
needs and are increasingly adopted in primary youth mental 
health service settings (i.e., schools, primary care, outpa-
tient/specialty mental health). Although exemplar frame-
works are implemented within each service setting, their 
availability and quality are challenged by several factors 
including, but not limited to, a diffuse research base exam-
ining implementation (compared to discrete interventions). 
The siloed nature of the extant implementation research 
occurring within each setting has led to a limited under-
standing of the frameworks’ common core components and 
their respective implementation determinants, knowledge of 
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which could promote generalization across disciplines and 
inform future identification of implementation strategies.

We described six core components shared by three 
exemplar multilevel service delivery frameworks—PBIS 
in schools, CoCM in primary care, and SoC in outpatient/
specialty mental health settings. Multilevel service delivery 
frameworks require systems-level engagement that enables 
development of data and problem-solving systems to facili-
tate a graduated approach to service provision. Professionals 
and resources are coordinated across service sectors within 
an organization or community, supported by team-based care 
that guides service provision. Also built into these service 
delivery frameworks are implementation strategies that, for 
example, support changes to local infrastructure, emphasize 
training and education about these complex frameworks, and 
prioritize iterative evaluation and implementation.

In articulating these common essential features of child 
mental health service delivery frameworks, this work begins 
to lay a conceptual foundation for multilevel service deliv-
ery that can inform research and practice across child and 
adult mental health service settings. This cross-sector foun-
dation can enable information sharing and collaboration 
among implementation researchers, system leaders, and/or 
implementation intermediaries to advance the high-quality 
implementation of multilevel service delivery frameworks 
across youth mental health service settings, which is aligned 
with increasing calls for collaboration across youth mental 
health providers (The White House, 2022). For example, 
technical assistance providers (e.g., Center on PBIS) and dis-
trict/school-based PBIS leadership teams may learn from the 
successes and challenges that primary care agencies encoun-
tered with data-driven problem-solving and decision-making 
systems and analyze whether the approach used in primary 
care could be adapted to fit their local context. Practical 
implementation reports and research that further articulates 
the ways in which data-informed delivery of multilevel 
frameworks in each setting can facilitate this type of inter-
disciplinary knowledge sharing. This foundation may further 
support the application and testing of multilevel frameworks 
in novel settings, such as CoCM within schools (Lyon et al., 
2016) or PBIS in juvenile justice settings (Kumm et al., 
2020), and may generalize to multilevel service delivery 
frameworks implemented within adult mental health care 
settings (e.g., CoCM, behavioral health crisis care systems; 
Goodrich et al., 2013; SAMHSA, 2020).

Future implementation research can build upon this work. 
For example, future research can examine how intervention 
fidelity varies by core component, as well as how core com-
ponents and their implementation relate to service outcomes 
(Blase & Fixsen, 2013). This body of work will comple-
ment research that examines the process for implementing 
multilevel service delivery frameworks’ core features. For 
example, the Stages of Implementation Completion (SIC) is 

a measure of implementation processes that yields informa-
tion about the time spent in varied implementation activities, 
the proportion of activities completed, and how much of the 
implementation process was achieved (Saldana et al., 2011). 
The SIC has been adapted and applied to CoCM in rural 
primary care clinics and was able to accurately assess imple-
mentation effectiveness and provide information on what 
challenges to implementation arose and when during the 
implementation process (Saldana et al., 2020). Ultimately, 
this information can facilitate frameworks’ adoption and 
implementation with fidelity (i.e., intervention and imple-
mentation strategy).

Implementation Strategies for Multilevel 
Frameworks

Implementation scientists recommend that implementa-
tion strategies be selected and applied to address prac-
tice- and context-specific determinants (Baker et al., 2015; 
Powell et al., 2017). Yet, in practice, strategies are often 
mismatched to determinants (e.g., Davies et al., 2010). By 
delineating how implementation determinants interface with 
core features of multilevel service delivery frameworks, this 
study may provide a starting point for future research that 
evaluates the impact of determinants on implementation 
outcomes, and that seeks to identify/develop, operationally 
define, and test tailored implementation strategies (Powell 
et al., 2017). We highlighted implementation determinants at 
multiple contextual levels that appear to be salient for mul-
tilevel service delivery frameworks. Our findings indicate 
that the most consequential barriers and facilitators for each 
framework component may vary. As such, it is likely that the 
strategic integration of multiple implementation strategies 
(“baked in” and supplemental), tailored to the multilevel 
determinants most salient for each framework component 
and context (Powell et al., 2017), is needed to advance the 
high-quality implementation of multilevel service delivery 
frameworks.

Although we identified numerous implementation strat-
egies that are baked in as core components of multilevel 
service delivery frameworks, additional research is needed 
to systematically identify and subsequently specify how 
integrated strategies manifest across service models. Proc-
tor et al. (2013) developed guidelines to promote the pre-
cise description of implementation strategies applied in 
research or practice, including specification of strategies’ 
actor, action, action target, temporality, dose, implemen-
tation outcome addressed, and justification. For example, 
whereas changing record systems via the development of 
clinical/data information systems is a key implementation 
strategy for CoCM and PBIS, precise descriptions of how 
these data information systems are developed and used—
including the specific activities that are involved, in what 
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sequence, performed by whom, and with what purpose—are 
needed. Specification of built in strategies as part of clinical 
(e.g., Moore et al., 2021; Rudd et al., 2020) and implementa-
tion research (Proctor et al., 2013), and tracking their use in 
implementation evaluations (Powell et al., 2019), is critical 
to guide the tailoring of implementation strategies for mul-
tilevel frameworks to a given service setting. Clearly identi-
fying and specifying strategies that are built into a specific 
service framework may further support generalization and 
knowledge sharing across service contexts.

The implementation determinants that we described in 
this paper for each core component may serve as a pre-
liminary guidepost in identifying strategies, in addition to 
those that are baked in, to support multilevel service deliv-
ery framework implementation. Although a comprehensive 
review of strategies that might benefit multilevel frameworks 
is beyond our current scope, our work suggests that coordi-
nation of implementation strategies targeting multiple con-
textual levels (i.e., intervention, individuals, inner and outer 
setting) is needed. Given that systems-level organizational 
change is foundational to multilevel service delivery frame-
works, organization-level implementation strategies appear 
central to multifaceted implementation strategy design. For 
example, researchers and practitioners may draw upon the 
Leadership and Organizational Change for Implementation 
(LOCI) model (Aarons et al., 2015) to improve implementa-
tion leadership and develop organizational strategies to sup-
port multilevel framework implementation (see Brookman-
Frazee & Stahmer, 2018 for an example adaptation study). 
The LOCI model includes six components (e.g., assessment, 
leadership training, coaching, organizational strategy devel-
opment) and has evidence for its feasibility and acceptability 
among mental health team members (Aarons et al., 2015). 
Financial strategies, tailored to the funding context for each 
setting, that facilitate sustained investment in service deliv-
ery framework implementation also appear critical. For 
example, whereas time-limited grant funds may support 
initial adoption of PBIS, state-level PBIS implementers rec-
ommended identifying reliable (i.e., recurring) and diverse 
funding streams to support scale-up and sustainability (Gage 
et al., 2014). Federal Title IV, Part A funds from the Every 
Student Succeeds Act of 2015 may be used for this purpose 
(von Ravensberg, 2020). However, prior research on com-
plex innovations in primary care settings suggests that strate-
gies targeting individual professionals are more often used 
and evaluated than those targeting organizations or context 
(Lau et al., 2015). Thus, it is imperative that implementa-
tion researchers continue to broaden their focus to specify 
(Proctor et al., 2013) and test implementation strategies that 
target aspects of the inner and outer organizational contexts.

Limitations and Future Directions

Despite the potential of this conceptual paper to inform 
multilevel service delivery framework implementation, we 
acknowledge its limitations. Principally, we focused on three 
exemplar multilevel service delivery frameworks and did 
not complete a systematic review of the literature to identify 
core components and implementation determinants across 
the three exemplar frameworks included in this study. Our 
intention was to outline a conceptual foundation of com-
monalities and variation among framework components and 
implementation considerations that can span child mental 
health service settings. However, our focus on three exem-
plar frameworks (i.e., CoCM, PBIS, SoC), including one 
from each of three prominent youth mental health service 
settings, may have influenced the core components we iden-
tified as well as related implementation determinants. For 
example, it is possible that we may have identified additional 
or different core components had we focused on alternative 
frameworks (e.g., Interconnected Systems Framework) and/
or service settings (e.g., juvenile justice). Similarly, relevant 
implementation determinants may also vary between frame-
works and settings, such that frameworks that are emerging 
or less widely adopted may present with unique implemen-
tation challenges. Thus, our findings may not generalize to 
other multilevel frameworks or other settings. Research that 
expands upon this study to include additional frameworks, 
including those that are less widespread in their adoption 
and implementation, is needed. In addition, the foundation 
we articulated here will benefit from further refinement 
and elaboration through systematic reviews and coding of 
the bodies of literature for the exemplar multilevel service 
delivery frameworks; the components identified in this study 
should be considered preliminary until that work is com-
pleted. Reviews that articulate core components of each 
service delivery framework and the factors affecting their 
implementation (see Wood et al., 2017 for an example), and 
that are able to bridge across service settings to improve 
interdisciplinary implementation, are needed.

We highlighted prominent implementation determinants 
for each multilevel framework core component and coded 
these determinants using the CFIR. However, we did not 
engage in a systematic review process to identify these deter-
minants. Determinants were identified from a range of arti-
cles and originated from study data or were extracted from 
manuscript text (e.g., results, discussion sections). Future 
systematic reviews of the literature that identify determi-
nants from empirical evaluations of implementation barriers, 
facilitators, and outcomes are needed to more conclusively 
indicate which determinants are consequential in affecting 
implementation outcomes. Additionally, although the CFIR 
is effective for identifying and coding determinants across 
settings, we may have identified different determinants or 
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augmented our discussion of relevant determinants had we 
used another framework (e.g., Theoretical Domains Frame-
work; Cane et al., 2012). For example, the interplay between 
inner and outer setting factors that affects the cross-linking 
of service sectors as part of multilevel service delivery 
framework implementation can be represented by bridging 
factors in the Exploration, Preparation, Implementation, and 
Sustainment (EPIS) framework (Lengnick-Hall et al., 2021). 
Implementation of this component of multilevel frameworks 
may be further supported by additional research that inves-
tigates potential bridging factors.

Finally, identifying implementation determinants related 
to the core components of each framework was also chal-
lenging due to variability in terminology and focus in the 
relevant bodies of literature. Despite an acknowledged 
implementation gap across child mental health service set-
tings, the application of implementation science and its asso-
ciated terminology has progressed at variable rates across 
settings. For example, multiple scholars have acknowledged 
the underutilization of implementation science to date in 
schools compared to other settings (Forman et al., 2013; 
Sanetti & Collier-Meek, 2019). Though discussed in rela-
tion to overall framework implementation, implementation 
determinants were rarely discussed in alignment with core 
features of PBIS or SoC nor connected to implementation 
frameworks. This discrepancy highlights the importance of 
efforts to increase implementation science literacy outside of 
traditional health care settings (e.g., Sanetti & Collier-Meek, 
2019), as well as the urgent opportunity to leverage interdis-
ciplinary knowledge and collaboration to advance multilevel 
service delivery framework implementation. Researchers 
of PBIS, for example, might draw from the CoCM litera-
ture to inform and advance their own work related to PBIS 
implementation.

Conclusion

The goals of this paper were to integrate the diverse lit-
eratures on widely used multilevel service delivery frame-
works in child mental health services as well as to serve as a 
starting point for cross-sector and interdisciplinary scholar-
ship and practice by specifying common core components 
and multilevel implementation determinants that interact 
with each component. Our hope is that this foundation 
can inform efforts to design and evaluate implementation 
strategies capable of addressing the multitude of barriers to 
multilevel service delivery framework implementation and 
which are tailored to these frameworks’ core features and 
context. Improving the high-quality implementation of mul-
tilevel service delivery frameworks may ultimately support 

increased access to high-quality mental health care for youth 
across a wide range of settings.
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