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Abstract

Background: Foster children have a high risk of mental disorders. This has contributed to increased international
attention to service utilization for youth in foster care. The aim of this study is to examine whether youth in foster
care receive services according to need, by using a multi-informant design.

Method: Detailed information on the type and frequency of service use during the last 2 years and on youth
mental health were collected from foster youths and their carers in Norway (n = 405, aged 11–17 years) through
online questionnaires. Mental health was assessed with the Strengths and Difficulties Questionnaire. Statistical
analyses were conducted using descriptive statistics and log-binominal regressions.

Results: In total, 48.8% of foster youths showed evidence of mental health problems, and 74.5% of foster families
had contact with services. Increased mental health problems and living in non-kin foster care were associated with
more service use. Youths with mental health problems had twice the probability of receiving services from the
child and adolescent mental health service (CAMHS) and primary health care services compared to youths without
problems. However, 57.0% of youths with carer-reported mental health problems did not have contact with
CAMHS.

Conclusions: Service use among foster youths was associated with service need rather than demographic and
placement characteristics. The majority of youths with mental health problems did not receive services from
CAMHS. However, many of them were in contact with primary health care services.
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Background
Youths in foster care are a highly vulnerable group. One in
two foster children suffers from mental disorders [1], and
comorbidity is high [1, 2]. These findings have contributed
to increased attention to service utilization for youth in fos-
ter care [3, 4]. Knowledge about service utilization in this
group relative to their need for services is essential to better
understand the mechanisms of service access and ensure
availability and the correct dimensioning of services. By
using a multi-informant design, the present study examines
mental health problems as an indicator of service need, and
service utilization among foster youths in Norway. Further,

we investigate whether contact with services is associated
with youth mental health problems or demographic and
placement characteristics.
Generally, children and youths in foster care have a high

use of mental health services [5–9], also compared to the
general youth-population [6, 7]. However, relative to their
high rate of mental disorders, the service utilization by fos-
ter youth seems low, and findings indicate that a consider-
able part of this population does not receive services
according to need [2, 10–12]. Much of the research on ser-
vice utilization in foster care has used broad definitions of
mental health services, in which different service providers
are grouped together under this definition [5, 6, 13, 14].
Therefore, little knowledge exists about which specific ser-
vices youths in foster care use. An exception is a Scottish
study in which 60% of the foster youths (N = 192, aged 5–
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16 years) had mental health problems as measured by the
Strengths and Difficulties Questionnaire (SDQ) [15]. These
youths received a high level of service support from a wide
range of agencies within the previous 6 months, with the
exception of the child and adolescent mental health service
(CAMHS). Social workers (93%) and general practitioners
(55%) were the providers most often used. The study
showed limited access to CAMHS, which has high compe-
tence in diagnostics and treatment. Two studies from the
US have investigated special educational services [2, 11]
and have yielded different rates of use of this service among
foster children of 14.6% [11] and 52% [2].
There is a strong policy in Norway that individuals

should receive services according to their need. According
to an official Norwegian report, “The health sector shall
secure equal treatment based on health need, independent
of personal economics, gender, ethnicity, residency, and the
individuals living situation” ([16], p. 29, our translation).
Although demographic and placement characteristics are
not representative of service need, such factors are related
to service use among foster children. For example, having
an ethnic minority background is related to lower service
use in the US [2, 5, 9, 11], but not in Germany [12]. There
are mixed findings regarding the relationship between gen-
der and service utilization for foster children, with some
studies finding that males use more services [7, 13],
whereas others have found no relation between service use
and gender [5, 6, 12]. Further, older age seems related to
higher service utilization among foster children [5, 6, 13].
Regarding placement characteristics, living in kinship

foster care is related to lower service utilization compared
to living in non-kin foster care when controlling for men-
tal health [9, 17]. Findings regarding placement stability
and service use are inconclusive. A higher number of
placement changes has been associated with higher ser-
vice use [14], although another study found that a longer
duration in foster care and more placement changes were
related to a reduced likelihood of help seeking among fos-
ter children with ADHD [2].
Health needs should be related to service use, and in

this article we use mental health problems as a proxy for
service needs. The presence of more mental health prob-
lems has been found to be related to higher service use
among foster children [2, 5, 12, 13, 15, 18]. In this group,
higher service utilization has also been found to be espe-
cially related to externalizing problems [2, 6, 12] and to
more complex symptom patterns and more severe mental
health problems [13].
The prevalence and characteristics of mental health

problems among children and youth vary depending on
the type of informant [19]. In the general population, par-
ents report more externalizing disorders, whereas adoles-
cents themselves report more internalizing disorders [20].
Similarly, including youth self-reported SDQ scores to

carer or teacher reports increased the identification of
emotional disorders in foster youths, whereas relying only
on youth reports increased the risk of overlooking con-
duct and hyperactivity problems [21]. This finding high-
lights the importance of using both carer- and youth
reports when measuring youth mental health. However,
most studies have used carer reports only when investigat-
ing the association between service use and youth’s mental
health [12, 13].
Empirical studies of predictors of service use are ambigu-

ous and scarce outside of the American context. There are
substantial differences in the way Child Protective Services
(CPS) are organized in different countries [22, 23]. In
Norway, children are generally older when they are placed
in foster care compared to the US, and adoption is rare
[23]. Systematic knowledge of the type and frequency of
service use among Norwegian foster youth and their fam-
ilies is lacking [24].
In this study, we first investigate youth mental health re-

ported by carers and youths. Further, self- and carer re-
ported frequency of contact with the following services is
examined: CAMHS, primary health care (school health
service, educational psychology service, general practi-
tioner, and adolescent health clinic), CPS, special educa-
tion, and “other services”. Second, we investigate whether
the utilization of services from CAMHS and primary
health care are associated with demographic characteris-
tics (gender, age, and ethnicity), and placement character-
istics (kinship foster care, and time in current foster
home). Third, we investigate whether the utilization of
services from CAMHS and primary health care are associ-
ated with self and carer-reported youth mental health
(measured both dimensionally and dichotomous) and
functional impairment.

Methods
Measures
Youth gender, age, and years living in the current foster
home were derived from regional records in CPS and
checked with the municipal CPS. Ethnicity of the child
and kin/non-kin foster care were assessed through a
purpose-made questionnaire to the carers. Youths were
categorized as an ethnic minority if one or both bio-
logical parents were born in a non-western country. The
foster home was defined as kinship care if the carer an-
swered yes to the question “are you in biological family
with the foster youth?”
In this study, mental health was measured with the

Strengths and Difficulties Questionnaire (SDQ) [25]. This
is a 25-item questionnaire for 4- to 17-year-olds measur-
ing symptoms and impairments in the youth’s daily life. It
may be completed by parents, teachers and as a
self-report from the age of 11 years [21]. The SDQ has five
subscales: Emotional Symptoms, Conduct Problems,
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Hyperactivity-Inattention, Peer Relationship Problems and
Prosocial Behaviour. Each subscale consists of five items
that are rated on a three-point scale (0–1-2), providing a
total score range from 0 to 10. A Total difficulties score
with a range from 0 to 40 is calculated by summing all
four symptom subscales. The SDQ also contains an Im-
pact scale comprising five items measuring distress and
the interference of symptoms in the youth’s daily life [25].
This scale is referred to as a measure of functional impair-
ment. The Impact score ranges from 0 to 10 for parent-
and self-report. In this study, the SDQ was completed by
youths and carers. The SDQ has been found to have satis-
factory reliability and validity in general child populations
[25, 26]. Structural validity for the five-factor model for
the parent version of the SDQ was demonstrated when it
was completed by Norwegian foster parents [27], and the
predictive value of the carer-completed SDQ is supported
for foster children [28]. The Emotional and Peer problems
subscales were collapsed into an Internalizing subscale,
and the Conduct and Hyperactivity-Inattention subscales
were collapsed into an Externalization subscale, each with
a score range of 0–20. These scales have been shown to
have good convergent and discriminative validity [29] and
have been used in previous studies of mental health in
Norwegian general samples [30].
As recommended by Lehmann et al. [28], foster youths

were considered to be in the clinical range for mental
health problems with a score of 13 or higher on the foster
parent-completed Total difficulties scale. Therefore, the
Total difficulties scale was dichotomized as scores below
the cut off = 0 and scores above/equal to the cut off =1.
Service use was measured through a custom made ques-

tionnaire asking how frequent the contact was with differ-
ent services during the last 2 years. It was completed by
all participating foster parents and by youth aged 13- to
17 years old. The youths were asked how often they had
contact with different services, and carers were asked how
often the youth (or themselves, for the youth) had contact
with the services. The following seven services were in-
cluded in the questionnaire: CAMHS, school health ser-
vice, educational psychology service, general practitioner,
adolescent health clinic, municipal CPS, and special edu-
cation. The adolescent health clinic is a free service for
youth aged 13 to 20. It provides counselling on sexual,
mental and physical health questions. In addition, respon-
dents were asked if they had contact with any other ser-
vices, and were asked to name the service, if any, in an
open textbox. For each type of service, the following cat-
egories of frequencies were listed: every week (= 4); every
month (= 3); every 3 months (= 2); every 6 months (= 1);
or more seldom/none at all (= 0). For each service, a Ser-
vice Contact variable was made and coded yes (1) if the
frequency category was 1 to 4 and no otherwise (0). It was
coded separately for carers and youths. The variable

Number of Services Used was calculated by summing Ser-
vice Contact (0/1) for all services except CPS, yielding a
score range from 0 to 7. Further, the variable Contact with
Primary Health Care Services was defined as yes (= 1) if
the respondent was coded yes on Service Contact on one
or more of the four services: school health service, educa-
tional psychology service, general practitioner and adoles-
cent health clinic.

Procedure and study sample
The study was a part of the larger study, “Young in Fos-
ter Care”, within the research project “Children At Risk
Evaluation (CARE) models”.
Data were collected between 1 October 2016 and 31

March 2017. Eligible foster youth were born between 1999
and 2005, had lived in their current foster home for at least
6 months following legally mandated placement and were
placed by municipalities in the five counties encompassed
by The Office for Children, Youth and family Affairs (Bufe-
tat) – South (43 municipal CPS offices). Participants were
assessed for eligibility from regional records from Bufetat
South (n = 573) and from the municipal CPS (n = 279) in
the same region. Heads of municipal CPS were asked to
provide background information for all eligible youths. In
total, 740 foster youth were identified as eligible.
Carers and youths were invited per postal mail with an

information letter describing the study and how to
complete the questionnaires, either through online comple-
tion on a secure webpage or by telephone interview. Foster
mothers, foster fathers and youths were asked to complete
the questionnaires separately. In accordance with Norwe-
gian legislation, invitations to youths aged 11–15 years were
placed in the letter addressed to the carers, whereas youths
aged 16 and older received their information letter directly.
Reminders were given by post and subsequent telephone
contact. Through this telephone contact, additional 16
youths and four carers were identified as ineligible to par-
ticipate. The youths were compensated with a gift card of
300 NOK (approximately 38 USD) for their participation.
Carers were not compensated.
The final sample consisted of 405 foster youths (54.7%

response rate) with a response from a carer (330), youth
(303), or both. Figure 1 provides a flowchart of the data
collection and sample size for the different question-
naires. We combined foster fathers (n = 120) and foster
mothers (n = 285) into one group of informants as there
were no significant differences between foster mothers
and foster fathers on reported service utilization and the
SDQ Total difficulties scores. We prioritized information
from the foster mother when available as most carer re-
sponders were foster mothers. This group is hereafter
referred to as the “carers”. As only youths aged 13–17
were asked to answer the service use questionnaire 224
youths completed this.
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Ethics
The Regional Committee for Medical and Health Re-
search Ethics, Western Norway approved the study. The
Norwegian Directorate for Children, Youth and Family
Affairs provided exemptions from confidentiality for case-
workers and carers. In accordance with the Norwegian
ethics requirement, oral assent is required from children
aged 12 years or older. The youths were instructed in their
invitation letters that they could inform their carers if they
did not want them to participate in the study.

Data analysis
All descriptive analyses were conducted using IBM SPSS
24, while all log binominal regressions were conducted
using STATA 15. The significance level was set to 0.05.
Demographic and placement variables and Service Contact
were presented as percentages, means, standard deviations
(SD), and minimum and maximum values. Chi-square and
t-tests were conducted to compare responders with
non-responders on gender, age, and years in current foster
home. For the SDQ scales, the means, SD, minimum and
maximum scores, and Cronbach's alpha were calculated for
carers and youths. The percentage above the cut off (> =
13) on SDQ Total difficulties was calculated for carers. For
cases where both carers and youths had completed the
SDQ, paired t-tests were used to compare carer and youth

reports on all four SDQ scales. Similarly, McNemar tests
were conducted to compare the Service Contact variables
for youth and carer pairs for each service. As there were no
differences between carers and youth Service Contact for
CAMHS or any of the primary health care services, we
used carer responses as indicators of service use in the fur-
ther analyses.
Possible associations between demographic and place-

ment variables and service use, were examined by
log-binomial regressions with carer-reported CAMHS Con-
tact and Contact with Primary Health Care Services (no =0,
yes =1) as dependent variables. The independent variables
were tested separately and included gender, age, ethnicity,
kinship foster care, and years in current foster home. The
results are presented with relative risk (RR) and a 95% con-
fidence interval (CI). Any variable significantly associated
with a service provider was also analysed with adjustments
for dichotomized Total difficulties scores. To check for pos-
sible different predictive values between specific primary
health care services and thereby to evaluate the validity of
grouping them together, we conducted post hoc
log-binominal regressions for each of the primary health
care services (yes/no).
Possible associations between youth mental health and

service use were examined by conducting log-binomial
regressions with CAMHS Contact and Contact with

Fig. 1 Flow-chart of data collection
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Primary Health Care Services as dependent variables.
The independent variables were tested separately and in-
cluded both carer- and youth-completed SDQ Internal-
ization and Externalization subscales, Impact scale, and
dichotomized Total difficulties scores. To prevent un-
stable estimates due to a small number of youths for
some scale scores, Internalization and Externalization
subscale scores and the Impact scale score were recoded
into broader score categories. All three scales started
with zero, and then two and two scores were combined
(e.g., scores 1 and 2 were collapsed into one category
“1–2”, 3 and 4 into “3–4” and so on). Due to empty cells
in the highest categories in the Internalization and
Externalization subscales, scores from 15 and up were
collapsed into one single category. Thus, the original 20
steps in the Internalization and Externalization subscales
were reduced to 9 categories, and the original 10 steps
in the impact scale were reduced to 6 categories. The
scales were treated as continuous variables, and the re-
sults are presented with RR and 95% CI. Post hoc ana-
lyses of the association between the use of each of the
primary health care services (yes/no) and mental health
were conducted using log-binominal regressions. Further,
post hoc log-binominal regressions were conducted to in-
vestigate possible associations between youth-completed
SDQ scales and youth-reported CAMHS use.

Results
Of the total study sample (n = 405), 56.1% were boys (n =
226). The mean age was 14.7 (SD = 2.02, range 11–17)
and mean years in the current foster home was 6.7 (SD =
4.34, range 0.7–17.6). Of the 330 youths were carers have
provided information about ethnicity and type of foster
care, 23.9% (n = 79) were classified as an ethnic minority
and 15.2% (n = 50) lived in kinship foster care. Drop-out
analyses showed no differences between carer responders
(n = 330) and non-responders (n = 410) on youth gender,
age, and years in current foster home. Further, no differ-
ences were found between youth responders (n = 303) and
non-responders (n = 437), with the exception of a higher
mean age for responders compared to non-responders
(14.8 years vs 14.3 years, p ≤ .001).

Youth mental health
Table 1 shows the mean sum scores on the carer- and
youth-completed SDQ Internalizing, Externalizing, Total
and Impact scales with the maximum scale scores and
Cronbach’s alpha for each scale. The internal consistency of
the SDQ scales was acceptable to good. Carer-reported im-
pact scores were higher compared to the youths’ score (n =
209, p < .001), in the paired analyses. No differences were
found between carer- and youth-reported internalization or
externalization problems or total difficulties (p = .188; p

= .250; p = .157). A Total difficulties score above the cut off
was reported by 48.8% of the carers.

Service utilization
Table 2 presents the frequency of service utilization.
Table 3 shows service contact and frequency of use for
each service, reported by carers and youth separately.
Overall, 74.5% of carers and 68.7% of youths reported
contact with any service. Contact with CAMHS was re-
ported by 31.2% of carers and 27.2% of youth. Further,
61.2% of carers and 58.5% of youth reported Contact
with Primary Health Care Services. CPS stands out as
the single service most used by carers and youths; 92.1
and 85.3%, respectively, reported having any contact.
The second most used service was special education
(41.7%), reported by carers, and the school health service
(30.8%), reported by youth. The only differences in re-
ported Service Contact (yes/no) when comparing youth
and carer responders on the same case, were in special
education (p = .008) and other services (p = .016), with
carers reporting more service use.

Associations between demographic and placement
characteristics and service use
No demographic or placement variables were associated
with having contact with CAMHS. Kinship foster care
was associated with decreased use of the primary health
care services (RR = 0.68, 95% CI [0.50, 0.95]) (Table 4).
When controlling for dichotomized Total difficulties
score, this association was still significant (RR = 0.65,
95% CI [0.45, 0.95]). Post hoc analyses of each primary
health care service revealed that girls used the school
health service (RR = 2.03, 95% CI [1.41, 2.92]) and the
adolescent health clinic (RR = 3.14, 95% CI [1.34, 7.37])
more than boys did. In contrast, boys used the educa-
tional psychology service (RR = 1.40, 95% Cl [1.02, 1.91])
more than girls did. For this service, more time in the
current foster home was also associated with more use
(RR = 1.04, 95% Cl [1.01, 1.07]).

Associations between youth mental health and service
use
Increased carer-reported internalizing and externaliz-
ing problems and functional impairment were associ-
ated with increased use of CAMHS and primary
health care (Table 5). Further, Total difficulties scores
above the cut off doubled the probability of being in
contact with CAMHS (RR = 2.00, 95% CI [1.39, 2.87])
and primary health care (RR = 1.82, 95% CI [1.48,
2.23]) compared to scores below the cut off. Among
youths who had scores above the cut off, 43.0% of
the carers reported contact with CAMHS, and 78.2%
with primary health care, during the last 2 years.
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Increased youth-reported internalizing and externaliz-
ing problems and functional impairment were associated
with increased use of primary health care services. There
were no relations between youth-reported mental health
or functional impairment and carer-reported CAMHS
use. However, post hoc analyses of youth-reported con-
tact with CAMHS showed that there were positive asso-
ciations between youth reported CAMHS utilization and
youth-reported internalizing problems (RR = 1.20, 95%
CI [1.10, 1.31]), externalizing problems (RR = 1.12, 95%
CI [1.01, 1.24]), and functional impairment (RR = 1.38,
95% CI [1.21, 1.58]).
The post hoc analyses of each primary health care

service separately showed that youth-reported intern-
alizing and externalizing problems, and functional
impairment were not associated with general practi-
tioner contact, and youth-reported functional impair-
ment was not associated with the use of the
adolescent health clinic. Carer-reported youth intern-
alizing and externalizing problems, functional

impairment and dichotomized total difficulties were
associated with increased use of all primary care ser-
vices except for the adolescent health clinic.

Discussion
Of the foster youths in our sample, 48.8% had a total dif-
ficulties score indicative of mental health problems.
There was a high prevalence of service use, with 31.2%
reporting contact with CAMHS and 61.2% with primary
health care services during the last 2 years. Living in kin-
ship foster care was associated with lower use of primary
health care services. No other demographic or place-
ment characteristics were related to contact with
CAMHS or primary health care services. Youth mental
health problems were related to more contact with both
service providers. Youths with Total difficulties scores
above cut off had a doubled probability of contact with
both CAMHS and primary health care services com-
pared to those scoring below the cut off. However, more
than half of the youths with indications of mental health
problems had not received services from CAMHS dur-
ing the last 2 years.
The finding that 48.8% of youths showed indications

of mental health problems is in accordance with results
from a recent meta-analysis including studies from 5 dif-
ferent Western countries, which found that 49% of chil-
dren in the child welfare system qualify for a mental
disorder [31]. The only difference when comparing carer
and youth scores on the SDQ scales was on reported
functional impairment, with carers reporting that youths’
mental health problems had a larger impact on the
youths’ daily lives. This finding contrasts with earlier
studies that have found that youths report more intern-
alizing problems, whereas carers and parents report
more externalizing problems [20, 21].
Our finding that 68.7% of youths reported contact

with any help services, excluding CPS, is in line with

Table 1 Scores on carer- and youth completed Strengths and Difficulties Questionnaire (SDQ)

Sum score

N Mean SD Min Max Cronbach’s alpha

Carer reported SDQ

Internalizing problems 291 5.7 4.1 0 18 .78

Externalizing problems 291 7.0 4.2 0 18 .82

Total difficulties 291 12.7 7.2 0 33 .86

Impact score 291 2.7 2.9 0 10 .78

Youth reported SDQ

Internalizing problems 303 5.4 4.0 0 16 .81

Externalizing problems 303 6.6 3.6 0 16 .78

Total difficulties 303 12.0 6.6 0 32 .85

Impact score 303 1.3 1.9 0 8 .87

Note: Subscales mean, and minimum and maximum of sum scores

Table 2 Carer and youth reported number of different services
used

Number of Services Useda N n Percent Mean SD Min Max

Carer reported 330 1.90 1.61 0 7

0 services 84 25.5

1–2 services 138 41.8

3–4 services 86 26.1

5–7 services 22 6.7

Youth reported 224 1.54 1.53 0 7

0 services 70 31.3

1–2 services 98 43.8

3–4 services 45 20.1

5–7 services 11 4.9

Note: aSummed Service Contact scores for all services, except CPS
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results from a Norwegian study on youth in residen-
tial care (n = 400, aged 12–20) [32] in which 60.6% of
youths reported contact with any services for mental
health problems during the last 3 months. In the gen-
eral youth population, 6.9% have sought help from
different services for mental health problems during
the last year [33], which is substantially lower than our
findings. These results show that foster youth have a
higher incidence of overall service use compared to the
general Norwegian population, which are in line with
higher estimates of mental disorders in foster youths com-
pared to the general population [1].
Between 27.2 and 31.2% of the foster youth had con-

tact with CAMHS during the last 2 years. This

percentage is high compared to findings from other
studies on this group [10, 15]. In the study by Minnis et
al. [15], 18% of the foster children had contact with
CAMHS. One possible explanation may be that
Norway has an extensive welfare system, and there-
fore CAMHS might be more readily available. As
higher age is related to more service use [5, 6, 13], it
is also possible that our higher rate of CAMHS con-
tact is due to a higher age range in our sample. How-
ever, our results for CAMHS use were low compared
to other studies [11, 13], which may be a conse-
quence of our narrower definition of CAMHS,
whereas other studies have placed several different
service providers under this definition.

Table 3 Service contact reported by carers (n = 330) and youths (n = 224)

Service contact Distribution of use for the ones that have had contact.

Every week (4) Every month (3) Every 3. month (2) Every 6. month (1)

% (n) % (n) % (n) % (n) % (n)

CAMHS

Carers 31.2 (103) 23.3 (24) 43.7 (45) 13.6 (14) 19.4 (20)

Youth 27.2 (61) 18.0 (11) 44.3 (27) 16.4 (10) 21.3 (13)

Contact with primary health care services:

Carers 61.2 (202)

Youth 58.5 (131)

School health service

Carers 27.6 (91) 5.5 (5) 20.9 (19) 28.6 (26) 45.1 (41)

Youth 30.8 (69) 14.5 (10) 15.9 (11) 33.3 (23) 36.2 (25)

Educational psychology service

Carers 34.8 (115) 5.2 (6) 10.4 (12) 34.8 (40) 49.6 (57)

Youth 19.6 (44) 11.4 (5) 27.3 (12) 15.9 (7) 45.5 (20)

General Practitioner

Carers 29.7 (98) 1.0 (1) 6.1 (6) 27.6 (27) 65.3 (64)

Youth 35.7 (80) 2.5 (2) 10.0 (8) 30.0 (24) 57.5 (46)

Adolescent health clinic

Carers 7.3 (24) 0 (0) 20.8 (5) 8.3 (2) 70.8 (17)

Youth 11.6 (26) 3.9 (1) 11.5 (3) 19.2 (5) 65.4 (17)

Other service providers:

Municipal CPS

Carers 92.1 (304) 2.3 (7) 20.4 (62) 54.9 (167) 22.4 (68)

Youth 85.3 (191) 1.0 (2) 7.9 (15) 52.4 (100) 38.7 (74)

Special Education

Carers 42.7 (141) 77.3 (109) 9.2 (13) 3.6 (5) 9.9 (14)

Youth 21.9 (49) 65.3 (32) 12.2 (6) 12.2 (6) 10.2 (5)

Other services

Carers 16.4 (54) 22.2 (12) 38.9 (21) 22.2 (12) 16.7 (9)

Youth 7.1 (16) 18.8 (3) 31.3 (5) 25.0 (4) 25.0 (4)

Note: CAMHS child and adolescent mental health service. Primary health care services include: the school health service, educational psychology service, general
practitioner, and the adolescent health clinic, Municipal CPS Municipal Child Protective Service
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We found that the largest service provider was CPS,
with which 92.1% of carers reported having contact. The
most frequent answer regarding the frequency of contact
was “every third month” for both carers and youth, which
is in line with the Norwegian legislation that municipal
CPS is obliged to have contact with the foster family at
least four times each year [34]. However, our findings that
some families have no contact with CPS, indicates a diver-
gence between legally stated rights and actual follow up
for some families. However, a considerable part of the
group (22.7%) reported contact with CPS each month or
more often. Taken together, our findings indicates sub-
stantial variations in follow-up from CPS, with some fam-
ilies receiving extra follow up while others do not receive
the contact to which they legally have a right.
Special education was the second most used service re-

ported by carers, with 42.7% of the youth receiving this
service. This finding is in accordance with the finding that

52% of foster children in the US use special education [2].
However, only 21.9% of the youths in our sample re-
ported receiving special education. We may only
speculate, but this finding could indicate that many of
the youths are not aware of the special education
they receive in school. This may be problematic as
youths should be heard in decisions regarding their
own treatment, which is difficult if they are not aware
of which services they receive.
Overall, 61.2% of carers and 58.5% of youth reported

contact with primary health care services. As the
organization of services varies, it is difficult to compare
service use from multiple providers between different
countries. However, our results are in line with findings
that foster youth receive a high level of services from a
wide range of agencies [15]. The fact that one third of
our sample was in contact with three or more different
services highlights the importance of coordination and

Table 5 Associations between CAMHS and Primary Health Care Service Contact and youth mental health

CAMHS utilization Primary Health Care Service utilization

n % RR 95% CI % RR 95% CI

Carer reported mental health

Internalizing problems 291 1.22 [1.15, 1.30] 1.11 [1.08, 1.13]

Externalizing problems 291 1.10 [1.02, 1.19] 1.11 [1.07, 1.15]

Impact 291 1.19 [1.08, 1.31] 1.18 [1.13, 1.25]

Total difficultiesa Below 149 21.5 1.00 43.0 1.00

Above 142 43.0 2.00 [1.39, 2.87] 78.2 1.82 [1.48, 2.23]

Youth reported mental health

Internalizing problems 228 1.09 [1.00, 1.19] 1.09 [1.05, 1.13]

Externalizing problems 228 1.02 [0.92, 1.13] 1.08 [1.03, 1.13]

Impact 228 1.11 [0.94, 1.32] 1.13 [1.05, 1.21]

Note: RR relative risk, CI confidence interval. Log-binominal regression with CAMHS and Primary Health Care Service utilization (No =0, Yes =1) as dependent
variables, separate models for each independent variable. Primary Health Care includes the following services: school health service, educational psychology
service, general practitioner, and adolescent health clinic. Mental health is measured with the Strength and Difficulties Questionnaire
aTotal difficulties: below and above cut off
Significant associations are marked in boldface

Table 4 Associations between CAMHS and Primary Health Care Service Contact, and demographic- and placement characteristics

CAMHS utilization Primary Health Care Service utilization

n % RR 95% CI % RR 95% CI

Gender Female 143 35.0 1.00 62.9 1.00

Male 185 28.1 0.80 [0.58, 1.11] 60.0 0.95 [0.80, 1.13]

Age (years) 330 0.98 [0.91, 1.07] 1.01 [0.96, 1.05]

Ethnicity Majority 251 28.7 1.00 61.4 1.00

Minority 79 39.2 1.37 [0.98, 1.92] 60.8 0.99 [0.81, 1.21]

Type of foster care Non kin 280 30.0 1.00 64.3 1.00

Kin 50 38.0 1.27 [0.85, 1.88] 44.0 0.68 [0.50, 0.95]

Years in current foster home 330 0.98 [0.95, 1.02] 1.00 [0.98, 1.02]

Note: RR = relative risk; CI = confidence interval. Log-binominal regression with CAMHS and Primary Health Care Service utilization (No =0, Yes =1) as dependent
variables, separate models for each independent variable. Primary Health Care include the following services: school health service, educational psychology
service, general practitioner, and adolescent health clinic. Significant associations are marked in boldface
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collaboration between services to provide adequate and
coherent services for youth in foster care.
Youths in kinship foster care had less contact with pri-

mary health care services compared to youths in
non-kin foster care, even when adjusting for mental
health. This finding is in line with earlier research [9, 17]
and indicates that the association is not explained by
youths in kinship foster care having fewer mental health
problems. It is surprising that no other demographic or
placement characteristics were related to service use as
other studies indicate that these factors have an impact
(e.g., [2, 5, 12, 13, 35]).However, post hoc analyses of
each of the primary care services separately nuanced
these results. Girls had more contact with the school
health service and the adolescent health clinic, whereas
boys had more contact with the educational psychology
service. These results corresponds with findings from
the general Norwegian population [36]. Our findings
suggest that boys and girls in foster care use different
services, although at overall similar rates. Differences in
the types of service used can stem from boys and girls
having different types of problems; thus, different types
of services are suited to their needs. However, our find-
ings indicate that mostly girls use the services that are
directly available for the youths themselves. This calls
into question whether low threshold services are avail-
able for boys or designed in a way that they will use
them. However, our results from the post hoc analyses
must be interpreted with caution given the increased
likelihood of type 1 errors with multiple testing.
Carer-reported internalizing and externalizing

problems, total difficulties, and functional impair-
ment were all related to CAMHS and primary health
care use. Our results do not indicate that externaliz-
ing problems have a higher predictive value for re-
ceiving services compared to internalizing problems.
This contrasts with earlier findings suggesting that
externalizing difficulties are more closely related to
service use than internalizing problems are among
foster youths [2, 6, 12] and in the general population
[37]. Our results are more consistent with findings
that foster children with more severe difficulties have
higher service use, with no differences in service ac-
cess between types of mental health problems [13].
Even though youths with indications of mental

health problems had twice the probability of being in
contact with CAMHS and primary health care ser-
vices, more than half of this group did not have con-
tact with CAMHS. This could indicate an underuse
of specialized mental health services among foster
youths. However, 78.2% of youths with mental health
problems were in contact with different primary
health care services. Among institutionalized Norwe-
gian youth, 37.8% had contact with CAMHS during

the last 3 months [32]. In this group, less than 50%
of those with mental disorders received help from
CAMHS, whereas two-thirds received help from pri-
mary health care and special education. Combined,
these results suggest that primary health care services,
rather than CAMHS, is the main service provider for
both institutionalized and foster youth with mental
health problems.
Further, whereas youth-reported mental health prob-

lems were associated with the use of primary health care
services, this was only associated with self-reported, not
carer-reported, contact with CAMHS. Small differences
between youth and carers in reported CAMHS use are
expected as carers may receive supervision from
CAMHS without the youth having direct contact. From
the age of 16, youths may receive services from CAMHS
without the carer’s assent or knowledge [38]. The finding
that the strength of association between mental health
and service use depend on informant used, highlight the
value of using multiple informants on both variables
when investigating the association between measures of
mental health and service utilization.

Strengths and limitations
This study has the advantage of using a multi-informant
design with information from both carers and youths re-
garding mental health and service use. Further, we provide
detailed information about contact with eight different
services and frequency of service contact. Another
strength of our study is that our sample seems representa-
tive of the general foster care population [39], even though
our percentage of responders living in kinship foster care
was somewhat low (15.2% versus 25%) [39].
One limitation of this study is that we have a

two-year recall period of service use, which can be
challenging to remember correctly, especially for
younger youths. Further, we ask the participants to
differentiate between several service providers, which
might be challenging for the respondents. However,
as there were few significant differences between
youth and carer reported service contact for each ser-
vice, this can indicate that the youths have a similar
understanding to their carers with regards to which
services they’ve had contact with during the last 2
years. Further, we lack information about reasons for
contact with the different services. Thus, we do not
know how much of the contact targeted mental
health problems as opposed to contact for other rea-
sons, such as somatic health problems or learning dif-
ficulties. However, findings from the general
Norwegian population show that high proportions (76
-77%) of youth in contact with the school health ser-
vice, adolescent health clinic and educational psych-
ology service show evidence of mental health
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problems [36]. Further, the main reason for contact
with the general practitioner is mental health prob-
lems for youth aged 15–24 [40]. These findings indi-
cates that mental health problems are a prevalent
focus in contact with these services. However, this is
less of a limitation when investigating contact with
CAMHS as this is a specialized service targeting
mental health problems.
Because the cut-off value for SDQ Total difficulties was

derived from a study on foster children aged 6–12 years old
[28], there is uncertainty about the validity of using this cut
off in our group of older foster youth. However, a Swedish
study of 13-year-olds in the general population found that
norms for being in the 90th percentile on Total difficulties
on the parent-completed SDQ were 13.0 for girls and 13.9
for boys [41], which are in line with our cut-off value.

Conclusions
The present paper describes mental health, the type and
frequency of service use, and factors associated with ser-
vice utilization for 11- to 17-year-old foster youth in
Norway. In our sample, 48.8% of youths had indications of
mental health problems, and they had a high rate of ser-
vice utilization from a wide range of services. Our findings
indicate that service need, measured as mental health
problems, rather than demographic and placement char-
acteristics seems to have importance for service use. Even
though youths with mental health problems had a doubled
probability of receiving services, less than half of them
had contact with CAMHS. As 78.2% of youths with men-
tal health problems receive service support from primary
health care services, it is possible that many have their ser-
vice needs met there. To secure stepped care, screening
procedures should be used in primary health care services
to identify the youths in need for more specialized ser-
vices. Further, as youths in foster care often are in contact
with several service providers it is important to have a
good collaboration between services.
We need more knowledge on foster youths’ and their

carers’ experiences with services and whether they con-
sider this contact helpful and suited to their needs. Lastly,
as there is a lack of knowledge regarding whether services
as presently offered are effective in reducing symptoms
and increasing wellbeing in foster youth, future research
on the effect of specified treatment approaches for foster
youth is needed.

Abbreviations
CAMHS: Child and adolescent mental health service; CI: Confidence interval;
CPS: Child protective service; RR: Relative risk; SD: Standard deviations;
SDQ: Strength and Difficulties Questionnaire

Acknowledgements
We are grateful for the participation from foster youth and their foster
parents in this study. To secure ethical and relevant research we have been
cooperating with the user organizations Norwegian Foster Care Association

(NFF) and the national association for children in the child protection system
(LFB) in the planning and implementation of this study.

Funding
M.L. is founded by Extrastiftelsen (Grant Number 149980). The project
is funded by the Norwegian Research Council (Grant Number 256598).
The funding bodies did not have any role in design, analysis, or
writing this manuscript.

Availability of data and materials
Access to data is restriced by Norwegian law on medical and health related
research. Information about the data and analysis is available from
corresponding author M.L. on request.

Authors’ contributions
M.L. was the main contributor in conception of research questions,
performing statistical analyses, and writing the manuscript. She also
participated in the data collection. V.B. assisted in the choice of analyses and
interpretation of results, and contributed in revising and critically
commenting on drafts. R.B. and T.M. contributed in conception of the
research questions and in revising and critically commenting on drafts. S.L.
led the conception and design of the study and the data collection,
contributed in conception of the research questions and in drafting and
revising the manuscript. All authors read and approved the final manuscript.

Authors’ information
M. L., Psy.D. PhD.-Student.
V.B., PhD, Statistician.
R.B., PhD, Associate Professor.
T.M., PhD, Research Director.
S.L., Psy.D, PhD. Senior Researcher.

Ethics approval and consent to participate
The Regional Committee for Medical and Health Research Ethics, Western
Norway approved the study. The Norwegian Directorate for Children, Youth
and Family Affairs provided exemptions from confidentiality for caseworkers
and carers. In accordance with Norwegian Ethics requirement, oral assent is
required from children aged 12 years or older. The youths were informed in
their invitation letters that they could inform their carers if they did not want
them to participate in the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Regional Centre for Child and Youth Mental Health and Child Welfare –
West, Uni Research Health, Bergen, Norway. 2Uni Research Health, Bergen,
Norway. 3Department of Health Promotion and Development, Faculty of
Psychology, University of Bergen, Bergen, Norway. 4The Norwegian Institute
for Urban and Regional Research, Oslo Metropolitan University, Oslo, Norway.

Received: 7 December 2017 Accepted: 8 July 2018

References
1. Lehmann S, Havik OE, Havik T, Heiervang E. Mental disorders in foster

children: a study of prevalence, comorbidity and risk factors. Child Adolesc.
Psychiatr. Ment. Health. 2013;7:39.

2. Zima BT, Bussing R, Yang X, Belin TR. Help-seeking steps and service use for
children in foster care. J. Behav. Health Serv. Res. 2000;27(3):271–85.

3. Szilagyi MA, Rosen DS, Rubin D, Zlotnik S. Health care issues for children and
adolescents in foster care and kinship care. Pediatrics. 2015;136(4):e1142–66.

4. Thorley W, Arminger M. Mental health and looked after children time for
change not more of the same. Academia Edu 2017.

Larsen et al. BMC Health Services Research  (2018) 18:634 Page 10 of 11



5. Leslie LK, Hurlburt MS, Landsverk J, Barth R, Slymen DJ. Outpatient mental
health services for children in foster care: a national perspective. Child
Abuse Negl. 2004;28(6):697–712.

6. Garland AF, Landsverk JL, Hough RL, Ellis-MacLeod E. Type of maltreatment
as a predictor of mental health service use for children in foster care. Child
Abuse Negl. 1996;20(8):675–88.

7. Leslie LK, Landsverk J, Ezzet-Lofstrom R, Tschann JM, Slymen DJ, Garland AF.
Children in foster care: factors influencing outpatient mental health service
use. Child Abuse Negl. 2000;24(4):465–76.

8. Havik T. Slik fosterforeldrene ser det-II. Resultat fra en kartleggingsstudie i
2005. [As foster parents see it-II. Result from a survey study in 2005]
Barnevernets utviklingssenter på Vestlandet 2007.

9. McMillen JC, Scott LD, Zima BT, Ollie MT, Munson MR, Spitznagel E. Use of
mental health services among older youths in Foster Care. Psychiatr Serv.
2004;55(7):811–7.

10. Stahmer AC, Leslie LK, Hurlburt M, Barth RP, Webb MB, Landsverk J, Zhang J.
Developmental and behavioral needs and service use for young children in
child welfare. Pediatrics. 2005;116(4):891–900.

11. Petrenko CLM, Culhane SE, Garrido EF, Taussig HN. Do youth in out-of-
home care receive recommended mental health and educational services
following screening evaluations? Child Youth Serv Rev. 2011;33(10):1911–8.

12. Vasileva M, Petermann F. Mental health needs and therapeutic service
utilization of young children in foster care in Germany. Child Youth Serv
Rev. 2017;75:69–76.

13. Tarren-Sweeney M. Concordance of mental health impairment and
service utilization among children in care. Clin. Child Psychol. Psychiatry.
2010;15(4):481–95.

14. James S, Landsverk J, Slymen DJ, Leslie LK. Predictors of outpatient mental
health service use—the role of Foster Care placement change. Ment Health
Serv Res. 2004;6(3):127–41.

15. Minnis H, Everett K, Pelosi AJ, Dunn J, Knapp M. Children in foster care: mental
health, service use and costs. Eur. Child Adolesc. Psychiatry. 2006;15(2):63–70.

16. NOU. Åpent og rettferdig – prioriteringer i helsetjenesten [open and fair -
priorities in the health services]. Departementenes sikkerhets- og
serviceorganisasjon Informasjonsforvaltning 2014: 29.

17. Swanke JR, Yampolskaya S, Strozier A, Armstrong MI. Mental health service
utilization and time to care: a comparison of children in traditional foster
care and children in kinship care. Child Youth Serv Rev. 2016;68:154–8.

18. Villagrana M. Mental health services for children and youth in the child
welfare system: a focus on caregivers as gatekeepers. Child Youth Serv Rev.
2010;32(5):691–7.

19. De Los Reyes A, Kazdin AE. Informant discrepancies in the assessment of
childhood psychopathology: a critical review, theoretical framework, and
recommendations for further study. Psychol Bull. 2005;131(4):483–509.

20. Romano E, Tremblay RE, Vitaro F, Zoccolillo M, Pagani L. Sex and informant
effects on diagnostic comorbidity in an adolescent community sample. Can.
J. Psychol. 2005;50(8):479–89.

21. Goodman R, Ford T, Corbin T, Meltzer H. Using the strengths and difficulties
questionnaire (SDQ) multi-informant algorithm to screen looked-after
children for psychiatric disorders. Eur. Child Adolesc. Psychiatry 2004, 13
Suppl 2:Ii25–31.

22. Gilbert N, Parton N, Skivenes M. Child protection systems: international
trends and orientations. USA: OUP; 2011.

23. Pösö T, Skivenes M, Hestbæk A-D. Child protection systems within the
Danish, Finnish and Norwegian welfare states—time for a child centric
approach? Eur J Soc Work. 2014;17(4):475–90.

24. Helsetilsynet. Mytar og anekdotar eller realitetar? Barn med tiltak frå
barnevernet og tenester frå psykisk helsevern for barn og unge. Ei
kunnskapsoppsummering [myths and anecdotes or realities? Children with
measures from the child welfare and mental health services for children
and adolescents. A summary of knowledge]. Helsetilsynet 2012.

25. Goodman R. The extended version of the strengths and difficulties
questionnaire as a guide to child psychiatric caseness and consequent
burden. J Child Psychol. Psychiatry. 1999;40(5):791–9.

26. Goodman R. Psychometric properties of the strengths and difficulties
questionnaire. J. Am. Acad. Child Adolesc. Psychiatry. 2001;40

27. Lehmann S, Bøe T, Breivik K. The internal structure of foster-parent
completed SDQ for school-aged children. PLoS One. 2017;12(6):e0176625.

28. Lehmann S, Heiervang ER, Havik T, Havik OE. Screening Foster children for
mental disorders: properties of the strengths and difficulties questionnaire.
PLoS One. 2014;9(7):e102134.

29. Goodman A, Lamping DL, Ploubidis GB. When to use broader internalising
and externalising subscales instead of the hypothesised five subscales on
the strengths and difficulties questionnaire (SDQ): data from British parents,
teachers and children. J Abnorm Child Psychol. 2010;38(8):1179–91.

30. Bøe T, Sivertsen B, Heiervang E, Goodman R, Lundervold AJ, Hysing M.
Socioeconomic status and child mental health: the role of parental emotional
well-being and parenting practices. J Abnorm Child Psychol. 2014;42(5):705–15.

31. Bronsard G, Alessandrini M, Fond G, Loundou A, Auquier P, Tordjman S,
Boyer L. The prevalence of mental disorders among children and
adolescents in the child welfare system: a systematic review and meta-
analysis. Medicine. 2016;95(7):e2622.

32. Kayed NS, Jozefiak T, Rimehaug T, Tjelflaat T, Brubakk A-M, Wichstrom L. Psykisk
helse hos barn og unge i barneverninstitusjoner [mental health in children and
adolescents in child welfare institutions]. Trondheim: Norwegian University of
Science and Technology, Faculty of Medicine, RKBU; 2015.

33. Zachrisson HD, Rödje K, Mykletun A. Utilization of health services in relation
to mental health problems in adolescents: a population based survey. BMC
Public Health. 2006;6(1):34.

34. Regulations on foster homes, § 9. Exploration of supervision and reporting.
In. https://lovdata.no/dokument/SF/forskrift/2003-12-18-1659: Ministry of
Children and Equality; 2003.

35. Pecora PJ, Jensen PS, Romanelli LH, Jackson LJ, Ortiz A. Mental health
Services for Children Placed in Foster Care: an overview of current
challenges. Child welfare. 2009;88(1):5–26.

36. Andersson HW, Røhme K, Hatling T. Tilgjengelighet av tjenester for barn og
unge–Opptrappingsplanens effekt på psykisk helsearbeid i kommunene
[availability of services for children and adolescents - the effect of the
escalation plan on mental health work in the municipalities]. SINTEF 2005.

37. Heiervang E, Stormark KM, Lundervold AJ, Heimann M, Goodman R,
Posserud MB, Ullebo AK, Plessen KM, Bjelland I, Lie SA, Gilberg C. Psychiatric
disorders in Norwegian 8-to 10-year-olds: an epidemiological survey of
prevalence, riskfactors and service use. J. Am. Acad. Child Adolesc.
Psychiatry. 2007;46(4):438–47.

38. Patient and User Rights Act. In. https://lovdata.no/dokument/NL/lov/1999-
07-02-63; 2001.

39. Backe-Hansen E, Havik T, Grønningsæter AB. Fosterhjem for barns behov
[Foster home for children's needs]. In: Rapport fra et fireårig
forskningsprogram. Nova Rapport; 2013.

40. Lunde ES. Hva slags problemer går v i til fastlegen med? [what kind of
problems do we go to the GP with?]. Samfunnspeilet, vol. 3; 2007.

41. Björnsdotter A, Enebrink P, Ghaderi A. Psychometric properties of online
administered parental strengths and difficulties questionnaire (SDQ), and
normative data based on combined online and paper-and-pencil
administration. Child Adolesc. Psychiatr. Ment. Health. 2013;7(1):40.

Larsen et al. BMC Health Services Research  (2018) 18:634 Page 11 of 11

https://lovdata.no/dokument/SF/forskrift/2003-12-18-1659
https://lovdata.no/dokument/NL/lov/1999-07-02-63
https://lovdata.no/dokument/NL/lov/1999-07-02-63

	Abstract
	Background
	Method
	Results
	Conclusions

	Background
	Methods
	Measures
	Procedure and study sample
	Ethics
	Data analysis

	Results
	Youth mental health
	Service utilization
	Associations between demographic and placement characteristics and service use
	Associations between youth mental health and service use

	Discussion
	Strengths and limitations

	Conclusions
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Authors’ information
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

