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ABSTRACT

Introduction: Integrated care for clients with complex needs requires structured
approaches that support coordination across sectors, professions, and organisations. In
Finland, the 2023 health and social care reform established wellbeing services counties
and introduced a statutory requirement to organise services as multidisciplinary
service packages and pathways.

Case description: This article examines the development and early implementation
of multidisciplinary service packages and pathways in Finnish wellbeing services
counties. A co-creation model for defining, steering, and monitoring service packages
and pathways is used as an analytical framework. The study combines a national-level
questionnaire (16 counties) with in-depth group interviews conducted in three counties
focusing on services for neurodivergent children.

Findings: Development work was uneven and at early stages. Defining service packages
and pathways helped clarify client groups, shared goals, and collaboration practices,
but steering and monitoring systems remained weak. Key implementation challenges
related to governance, professional cultures, data availability, and coordination across
sectors.

Lessons learned: Multidisciplinary service packages and pathways can support the
planning and delivery of individualised service pathways, but only when embedded
in management structures, supported by leadership, and linked to monitoring and
learning mechanismes.

Transferability: While shaped by Finland’s reform context, the findings provide
transferable insights into implementing integrated care through predefined service
structures in other health and social care systems.
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INTRODUCTION

Integrated care aims to improve the coordination,
quality, continuity, and effectiveness of services for
individuals with complex and multidimensional needs
by overcoming fragmentation across professional,
organisational, and sectoral boundaries [1, 2]. Despite
widespread policy commitments to integration, many
health and social care systems continue to struggle
with siloed service structures, unclear responsibilities,
and weak mechanisms for coordinating care across
sectors — particularly for clients requiring support from
multiple services simultaneously, who are at greatest
risk of fragmented pathways, repeated assessments,
and gaps in continuity of care [3, 4]. A relatively small
proportion of service users account for a disproportionate
share of service use and costs, and integrated care has
therefore been promoted as a key strategy to improve
both client outcomes and system sustainability [5].
However, translating integration principles into concrete
practice remains challenging, particularly in systems
characterised by strong professional boundaries and
institutional separation between health and social
services.

In Finland, these challenges have been well
documented. Previous studies show that approximately
10% of service users account for a substantial proportion
of health and social care costs, while often receiving
poorly coordinated services [6-9]. Although the Finnish
health and social care system has traditionally been
considered relatively integrated by international
standards, practices for service integration have varied
considerably across municipalities and service sectors
[10, 11]. Prior to 2023, responsibility for organising
services was divided among nearly 300 municipalities
and twenty-one hospital districts, resulting in fragmented
governance, uneven access to services, and limited
capacity to coordinate multidisciplinary care, particularly
in smaller municipalities [12].

To address these challenges, Finland implemented a
major health and social care reformin 2023. Responsibility
for organising public health and social services was
transferred from municipalities to twenty-one newly
established wellbeing services counties, with the aim of
strengthening equity, continuity, and service integration
at the regional level [13, 14]. Only Helsinki retained
its existing service structure; in this paper, “county”
also refers to Helsinki. The reform created structurally
integrated organising bodies with responsibility for both
health and social services and introduced direct state
funding to support regional coordination. Importantly,
the legislation explicitly obliges the counties to organise
services as integrated service packages and pathways for
clients who require multidisciplinary support.

While the reform established favourable structural
conditions for integration, it also created an immediate
need for practical tools and models to support the design,

coordination, and governance of integrated care in
everyday practice. Structural integration alone does not
guarantee functional integration at the level of service
delivery, professional collaboration, or client experience
[5, 15]. Recent studies conducted shortly after the reform
indicate that the maturity of service integration remains
uneven across counties and that concrete governance
and coordination practices are still developing [16, 15].

In this context, multidisciplinary service packages
and pathways have emerged as a key approach to
operationalising integrated care in Finland. Service
packages refer to predefined sets of services designed
for specific client groups and delivered by multiple
providers, often simultaneously. Service pathways refer
to preplanned sequences or combinations of services
that structure how care and support are provided
over time. Together, service packages and pathways
are intended to support the planning and delivery of
individualised service pathways by clarifying included
services, responsible actors, and modes of collaboration
in advance [17, 18].

This article presents an empirical case of how
multidisciplinary service packages and pathways have
been developed and implemented during the early phase
of Finland’s health and social care reform. The focus is on
implementation processes rather than policy design: how
integration is translated from legislative and strategic
objectives into concrete service practices within newly
established governance structures. The study draws on
a two-phase research design combining a national-level
overview of development work across wellbeing services
counties with in-depth case analysis of service packages
and pathways developed for neurodivergent children.

As the analytical framework, the study applies
the THL co-creation model for defining, steering, and
monitoring service packages and pathways [17]), which
conceptualises service integration as a continuous,
iterative process emphasising shared understanding,
governance, and knowledge-based management. This
article aims to contribute to the integrated care literature
by providing empirical insight into how integrated care
practices develop in the context of a major system-level
reform, illustrating how predefined service packages
and pathways function as implementation tools, and
identifying governance challenges and enabling factors
relevant beyond the Finnish context.

DESCRIPTION OF THE CARE PRACTICE

CONTEXT AND RATIONALE

The 2023 Finnish health and social care reform transferred
responsibility for organising public health and social
services from municipalities to twenty-one wellbeing
services counties, each accountable for coordinating
services across health care, social welfare, and, through
collaboration, municipal and third-sector services [13].
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Only Helsinki retained its existing structure. A central
objective was to strengthen integration for clients with
complex, multidisciplinary needs. However, integration
at service delivery level had historically been uneven,
with fragmentation a persistent challenge — reflected
in overlapping assessments, parallel care plans, unclear
responsibilities, and discontinuities in care [10, 11, 19, 20].

The reform created new structural conditions by
consolidating  organisational responsibility at the
regional level, but early research confirms that structural
integration does not automatically improve coordination
or continuity of care in practice [15]. The counties have
therefore faced an urgent need for concrete tools to
support integrated care across services, professions, and
sectors.

Within this context, multidisciplinary service packages
and pathways were introduced as a key care practice
to operationalise integrated care. They are intended to
provide astructured means of organisingand coordinating
services for defined client groups while supporting the
planning of individualised service pathways. The care
practice responds both to legislative requirements and to
long-standing practical challenges in service integration
identified in earlier Finnish and international research.

THE CARE PRACTICE: SERVICE PACKAGES AND
PATHWAYS

Under the Act on the Organisation of Health and Social
Services [13], counties are obliged to deliver health and
social services as integrated packages and pathways
and to integrate these with municipal, state, and third-
sector services. A service package comprises a set of
services organised for a specific client group and often
used simultaneously (e.g. employment, social work,
and rehabilitation services). A service pathway is a pre-
planned sequence of services provided consecutively
or partially concurrently, so that one service precedes
another in a structured order. Together, they form the
basis from which individualised service pathways are
assembled for each client [17, 18].

Service packages and pathways are not intended
to replace individualised care planning but to function
as a framework within which personalised service
pathways can be designed and delivered. The underlying
assumption is that individualised service pathways can
be more effectively realised when relevant services,
responsible actors, and modes of collaboration are
defined in advance for client groups with similar
patterns of need. This approach aligns with international
integrated care literature emphasising the importance of
care pathways, coordination mechanisms, and shared
frameworks in supporting person-centred care for people
with complex needs [4].

In practice, the approach involves: identifying client
groups with complex or multidimensional needs; defining
shared goals from client, professional, and system

perspectives; clarifying roles, responsibilities, and cross-
organisational collaboration practices; and supporting
individualised service planning by giving professionals
a coherent overview of available services and agreed
coordination arrangements.

CO-CREATION MODEL AS A
FRAMEWORK FOR ANALYSIS

Between 2018 and 2020, THL and the future counties
developed a co-creation model for defining, steering, and
monitoring service packages and pathways [17], which
serves as the analytical framework for this study. The
model rests on the premise that effective individualised
service pathways require pre-defined packages
and pathways as a foundation, assembled through
collaboration among service organisers, providers,
professionals, and clients.

The model comprises three interactive and iterative
stages. In the definition stage, actors analyse the
local service system and client needs, identify target
client segments, agree on shared goals and indicators,
specify the required services, and establish rules for
cross-organisational cooperation. In the steering stage,
actors agree on how to direct service delivery towards
the defined goals, selecting appropriate steering
methods (e.g. information-based or resource-based)
and establishing dialogue mechanisms to build mutual
trust and support self-management. In the monitoring
stage, actors agree on how to track whether services
are organised and delivered according to plan, using
quantitative and qualitative indicators defined in the first
stage and establishing responsibility for analysing and
acting on monitoring data.

STUDY DESIGN AND DATA

The study draws on a two-phase empirical design
conducted in 2023, combining a national-level
overview of early implementation across wellbeing
services counties with in-depth case analysis of service
packages and pathways developed for neurodivergent
children. The co-creation model [17] served as the
analytical framework. The focus was on understanding
implementation processes rather than evaluating
outcomes, as most packages and pathways were still at
early stages of development.

FIRST PHASE OF THE STUDY: THE STATE OF
DEVELOPMENT OF SERVICE PACKAGES AND
PATHWAYS

The study’s first phase (spring 2023) [21] examined the
state of development and implementation of the service
packages and pathways in the counties: how their
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Figure 1 The model for defining, steering, and monitoring service packages and pathways.

definition, steering and monitoring had been planned or
were being carried out (Figure 1). The counties were sent
a questionnaire that had been pre-tested in one county.
Responding to the questionnaire was voluntary for the
counties, and no sensitive information was asked.

The counties were asked to choose 2-5 local service
packages or pathways, and to respond to questions
regarding the development work. The questions
covered the starting points and needs for developing
multidisciplinary service packages and pathways,
the target groups, the goals, and the current state of
implementation. The counties were also asked which
service groups were included in the service packages or
pathways and what challenges or problems, insights,
and successes they had encountered while developing
and/or implementing them.

Responses were received from sixteen counties, with
33 respondents. The respondents were predominantly
drawn from the professional management or
administration of health and social services. They also
included project, planning, research, and development
professionals. Two respondents were employed in quality
management.

The results of the survey are not comprehensive as
five counties did not respond to the survey. Also, the
survey asked each respondent to provide information on
up to five service packages or pathways, so it does not
cover all development work. The number of respondents
per county ranged from one to four, so some counties
provided more descriptions of service packages and
pathways than others. As the main objective was
to obtain information on the overall state of service
integration, rather than by county, we did not consider
this to be relevant to the study.

The questionnaire was structured around the co-
creation model’s three stages. As the counties had only
been established at the start of 2023, development work
was at an early phase, so steering and monitoring were
not directly asked about; respondents could however
address these in open-ended responses. The survey
thus provided varying degrees of information across the
model’s stages.

The respondents reported 67 multidisciplinary service
packages or pathways. Of them, 18 were being defined
but had not yet started to be tested or piloted, 14 were
in a trial or pilot phase, 21 were in the implementation
process, and 14 had been adopted as part of day-to-
day service activities with clients. In the following, we
describe the responses to the questionnaire by the three
stages of the model.

SECOND PHASE OF THE STUDY: DEVELOPING
SERVICE PACKAGES AND PATHWAYS

FOR CHILDREN WITH NEURODIVERGENT
CONDITIONS

In the study’s second phase (autumn 2023) [22], the
service packages and pathways for neurodivergent children
in the wellbeing services counties of Pirkanmaa and Pijcit-
Hdme, and Helsinki were selected for further analysis of a
case study [23]. This client group was selected based on
the responses to the questionnaire and because of the
multisectoral and multidisciplinary nature of neurodiversity
services. There is also an evident need and interest in
Finland to develop neurodiversity services for children and
young people [24-26]. The aim was to find out how the
service packages and pathways were being developed and
whether there were elements in the packages or pathways
that could be scaled up between counties or nationally.
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Thematic group interviews were conducted in
each region with 6-14 participants, for a total of 31.
The counties granted research permits to conduct
the interviews. In addition, the voluntariness of
each interviewee was verified by asking for informed
consent from the participants before the interview. The
interviews lasted between 86 and 131 minutes in total.
They were recorded and transcribed (106 pages, Times
New Roman 11 font, 1.5 line spacing). The interview
quotes have been translated into English. The language
has been slightly clarified in places to make the quotes
more readable without altering the meaning of the
quotation. To protect the privacy of the interviewees,
the counties are referred in random order as County 1,
County 2, and County 3.

The participants had been involved in developing or
implementing the service packages or pathways. The
participants included a range of healthcare, student
welfare and social welfare professionals, managers
and developers, and people with lived experience. In
the interviews, people with lived experience provided
information about what kind of support clients and their
families need, what difficulties they face in the service
system, and how these problems should be solved.
They were involved in the local development processes
of service packages and pathways, so they had up-to-
date information about the regional challenges and the
solutions being sought.

The interview guide was in line with the model for
defining, steering, and monitoring service packages
and pathways. We asked the interviewees how, why
and with whom the service packages or pathways were
developed, designed, implemented, and managed. We
also asked about professional cooperation and how
the coordination of services had worked for the clients.
Finally, we asked the interviewees for their opinion on
to what extent the service packages and pathways
were transferable as such to other counties. The first
phase of the study (questionnaire responses) influenced
the interviews in the study’s second phase. The
responses enabled us to steer the discussion towards
the issues that were found to be essential and to the
possible challenges and strengths of multidisciplinary
development work.

Documents describing the development work were
requested from the three counties as background
material. Only a few documents were available, which
may reflect the early stages of development. These
documents included descriptions and slideshow
presentations of the development work and the agreed-
upon models of action.

We used deductive content analysis to analyse
the interviews [27, 28]. We started with a data-driven
approach, with each of the authors classifying one third
of the data. The co-creation model served as a framework
for the analysis, and it formed a categorisation matrix

with main and sub-categories for further analysis, like
the one used to analyse the survey. The data was then
organised according to the matrix.

Given the early stage of implementation, the analysis
did not aim to assess outcomes or effectiveness of
service packages and pathways. Instead, it provides an
exploratory and descriptive account of implementation
processes, challenges, and emerging practices. This
approach is consistent with the study’s aim to contribute
to understanding integrated care development in
context and to identify lessons that may inform future
implementation and research.

RESULTS

THE STATE OF DEVELOPMENT OF SERVICE
PACKAGES AND PATHWAYS

Analysis of local needs and starting points

The respondents identified several needs and starting
points for the development of service integration,
which can be divided into those related to the service
system (organising services) and those related to the
client (delivering services). The main challenges for
organising services included fragmentation of services
and problems in perceiving them as a whole, ambiguities
in sectoral and organisational responsibilities and
divisions of labour, difficulties in accessing services, and
rising demand for and cost of services. There was also
a need to strengthen the skills of professionals, improve
early risk identification and prevention, and promote
multidisciplinary cooperation. Counties also wanted to
harmonise work practices and regional approaches. The
main challenges and needs in service delivery included
repeated assessment of service needs in different
services, multiple service and care plans for clients,
queues and lack of services, challenges in the timeliness
of services and the need to understand the client’s
situation holistically.

Segmentation

More specific groups were also identified, including adults
at risk of or living with diabetes, clients with functional
impairments, those requiring emergency assessment
or hospitalisation, people in palliative care, those
with intellectual disabilities, and clients with financial
difficulties or histories of abuse.

Goal definition

Goals emphasised early intervention, a shift from
intensive to preventive services, enhanced quality
and effectiveness, multidisciplinary cooperation, cost
containment, and harmonised work practices. From the
client perspective, key goals included early identification
and referral, joint service and care plans, equal and timely
access, client inclusion, and low-threshold services.
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Modelling the service packages and pathways
Tomodel the service packages and pathways, the services
must be identified with the necessary level of detail, as
well as the providers and professionals who deliver them.
Most commonly, according to respondents, service
packages and pathways consisted of mental health
services, substance abuse and addiction services, primary
healthcare outpatient services, and social services for
working-aged people. Other service sectors that were
frequently used were specialised psychiatric services and
somatic care, health promotion, medical rehabilitation,
social services for families with children, disability
services, and child protection services. Respondents also
acknowledged the importance of NGOs and religious
associations, including client organisations and the social
work of the church. The services utilised depended on the
client group for which the service package or pathway
was being designed.

Respondents were asked if the rules and principles
for coordinating the included services had been defined.
They had been defined for 41 of the 67 service packages
or pathways and were already in place for 20 service
packages or pathways. In five service packages or
pathways this task had not yet been started. One county
did not provide an answer.

Choosing the sources of information and planning
the implementation

Information on steering and monitoring was sparse
in the survey responses, as many counties were still
at planning or pilot stage and specifying information
sources or full-scale implementation was not yet
timely. Respondents described steering and monitoring
in general terms or not at all, though they did identify
challenges encountered in developing and managing
service packages and pathways.

Challenges and problems

Contrary to the goals of the reform, the transition
from municipalities to wellbeing services counties had
slowed down the development of service integration
and multidisciplinary service packages and pathways,
even though this development had already begun in the
early stages of preparations for the transition. Responses
indicated that finding time to develop service integration
was difficult and that there were no existing county
structures in place into which service packages and
pathways could be prepared and transferred.

Managing a multidisciplinary network of experts was
seen as a challenge, and it was not easy to engage
employees around a common goal. Service packages
and pathways were sometimes so large that they
required joint discussions and agreements between
managers at different levels and in different sectors and
organisations on issues such as shared goals, funding,
resources, and approaches. It was stated that actors

may have their own agendas and aligning them around
common goals was sometimes considered time-
consuming and challenging.

An  organisation-centred  work  culture and
strong professions challenge the development of
multidisciplinary service packages and pathways. The
work of other sectors was not always recognised,
and there was a need to move from silo working to
multidisciplinary working. Interventions that cross
sectoral or organisational boundaries (e.g. resource
shifts, referral guidelines) were often perceived as
being imposed from elsewhere. It was understood that
guidelines alone are not enough to change practical work
and do not automatically provide a better service to the
client.

Achangeinthemanagement paradigmwasrecognised
as necessary to enable service packages and pathways
to function as tools for the service organisers. The need
for knowledge-based management and governance
was also identified. Management involvement, support,
feedback, and encouragement were all considered vital
to developing service packages and pathways and a
prerequisite for success. Respondents found it useful or
necessary to assign process ownership to someone in
management with adequate decision-making authority
to manage multidisciplinary service packages and
pathways.

Respondents noted that cost and effectiveness data
on service integration was difficult to obtain and that
measuring outcomes was generally challenging. The
exchange of information was also hampered by a variety
of different information systems. Currently, client data
cannot be transferred between sectors. The development
of interoperable information systems and the ability to
share client information were identified as being essential
for integrated service packages and pathways.

Despite these challenges, the importance of working
together was recognised, and the development work had
laid foundations for more client-centred services with
increased client involvement.

DEVELOPING SERVICE PACKAGES

AND PATHWAYS FOR CHILDREN WITH
NEURODIVERGENT CONDITIONS

Identifying local needs and starting points for
development work

Neurodivergent children’s services are a large entity, and
it can be challenging to determine which activities and
services should be included. However, the interviews
showed a clear understanding of the starting points
for the development work and the tasks to be carried
out. Services for children with neurodiverse conditions
were found to be fragmented, resulting in fragmented
neuropsychiatric service pathways and insufficient
support for parents. Children could be left without the
long-term rehabilitation they needed, and transfers
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between services were not always successful. Waiting
times for services were also reported. Prior to the
health and social care reform, local authorities in the
municipalities had implemented different policies on
where a child’s individual service pathway began and
where neurodivergence was diagnosed. This diversity
between municipalities was evident in the newly formed
counties, which aimed to harmonise these practices.
It had also become clear that parents had not been
sufficiently consulted about their child’s issues and had
not received sufficient support.

Clients were sometimes referred unnecessarily to
specialist healthcare when appropriate help could have
been found in primary healthcare and basic social welfare
services. There were shortcomings in the competence,
cooperation, and working methods of professionals.
Separate client information systems in healthcare and
social welfare and difficulties in exchanging information
between professionals made collaboration difficult, and,
for example, previous diagnostic data may not have been
available. The need to strengthen the service pathway
from the perspective of early support and primary and
basic services was obvious.

Goal definition

The goals of the development work were formulated
similarly in two of the three counties. In County 1, the aim
was to strengthen the early support and rehabilitation of
neurodivergent children and their parents, strengthen
the skills of professionals, and clarify the overall service
system and responsibilities of the different actors along
the service pathway. In County 2, the aim was to create a
child- and family-centred service pathway, with services
clustered around the family as needed. The aim was
also to provide adequate early support for children and
families and to extend the service pathway from early
childhood education to specialised healthcare so that
services could be provided as needed. The importance
of basic services alongside specialised services was
stressed.

A further aim was to avoid over- or under-diagnosis
and medicalisation. Cooperation and regional coherence
were also identified as goals.

The goals of County 3 were somewhat more precise
as they focused on the service pathway for children
with a suspected ADHD diagnosis. The objective was
to determine 1) the distribution of responsibilities for
diagnosing suspected ADHD in school-age children
between school health care, primary child and
adolescent mental health and substance abuse services,
and primary pediatric specialist services; 2) how ADHD
diagnosis might be carried out more comprehensively in
school health care; 3) agree on consultation and other
adequate support between specialised healthcare and
school health care; and 4) harmonise practices on what
should be done before and after the diagnosis process.

Modelling the service packages and pathways

The development work was linked to the wider
development of mental health or family centre services,
which provided a supportive organisational context.
The development work in the counties followed a
similar, multidisciplinary, multi-professional, and cross-
sectoral approach. The development teams comprised
management and professionals from primary health
care, social welfare, specialised healthcare, educational
services, and various development projects. People with
lived experience were also involved. Staff were involved,
for example, in workshops.

The preliminary descriptions and definitions of the
service pathways followed this comprehensive approach.
They included professionals from different sectors of the
child’s everyday life, such as child health clinics, daycare,
schools, primary healthcare and social welfare services,
child protection services, specialised healthcare services,
and NGOs. The rehabilitation services ranged from
everyday activities to demanding medical rehabilitation.
However, the aim was to strengthen the support for
children and their families in their daily lives, so that
specialised healthcare would provide flexible and timely
support and consultation to basic services. Parental
involvement was considered necessary, and support
for parents was seen as an integral part of the service
packages and pathways that should be available from
public services and NGOs.

Transferability of service packages and pathways
One of the study’s aims was to determine whether and
to what extent a service package or pathway developed
in one county could be scaled up or replicated in another
county. Based on this study, the challenges underlying
the development of the service packages and pathways
for neurodivergent children were similar in all three
counties. As a result, the essential aspects, solutions,
and modelling details were similar. It can be assumed
that these service packages and pathways are likely to
contain, or should contain, some common elements
for the services to be effective, regardless of location or
context. The interviewees considered national models
possible.

Defining these necessary elements at a national
level may help ensure equal services for neurodivergent
children across counties. It may also save time and
resources if each county does not have to start from
scratch. National guidance was also seen as useful for
implementing effective practices.

Based on this study, some possible key characteristics
and elements of neurodivergent children’s service
packages and pathways could be identified as follows: 1)
diagnosing (who makes the diagnosis, where and when);
2) appointing a dedicated worker who is responsible for
care and support for the child and family; 3) coordinating
needs assessments, and service, care and rehabilitation
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plans; 4) involving and consulting the family in the child’s
affairs, 5) providing the child and family with appropriate
support and rehabilitation services in their everyday life,
and 6) providing basic and primary services with timely
support from specialist healthcare and other specialised
services.

Steering and monitoring

The service packages and pathways were still being
modelled and were not yet piloted or implemented.
Developing unambiguous solutions and services was
challenging due to differences in organisational cultures,
coordination of information systems, information
sharing, and variations in management, steering, and
monitoring structures. Therefore, choosing the measures
and sources of information to steer and monitor service
integration was not timely.

Still, the interviewees reflected on the challenges of
managing service integration. They emphasised the
need for multidisciplinary network management, where
the responsibilities of the different organisations are
identified, and co-management practices are agreed on.
The importance of joint forums and cooperation between
municipalities and counties was stressed.

The fact that management and budgets are spread
across sectors and organisations was mentioned as
a particular challenge, and the need for horizontal
support from managers to promote the development
and deployment of service integration was considered
necessary. To overcome these difficulties, the need
to appoint a process owner for the service package or
pathway with sufficient decision-making authority was
considered essential. This need was also highlighted in
the survey responses.

DISCUSSION

This study examined the development and early
implementation of multidisciplinary service packages
and pathways in Finnish wellbeing services counties
during the initial phase of a major health and social
care reform. The findings highlight both the potential of
structured approaches to support integrated care and
the practical challenges of translating legislative and
strategic objectives into everyday service practices. In
line with international research on integrated care, the
results suggest that integration is not a linear or technical
process but a complex, context-dependent endeavour
shaped by governance structures, professional cultures,
and local implementation capacity [29, 5].

Most service packages and pathways were still at early
stages of definition or pilot implementation, reflecting
both the short time since the counties were established
and the simultaneous demands of restructuring
governance, budgets, and service provision. Similar

patterns are observed in other large-scale reforms, where
early phases focus on organisational consolidation while
functional integration develops more gradually [30, 31].

POSITIONING THE CASE IN INTERNATIONAL
CONTEXT

Internationally, integrated care reforms have followed
diverse trajectories, ranging from comprehensive
structural integration to softer coordination mechanisms
and network-based collaboration. Experiences from
across Europe and beyond illustrate both the potential
and the persistent difficulties of implementing predefined
service structures for clients with complex needs.

In the United Kingdom, integrated care pathways were
introduced into the NHS from the 1990s onwards and have
since become one of the most widely used mechanisms
for formalising multidisciplinary collaboration. Systematic
reviews confirm that care pathways can be effective in
supporting proactive care management for clients with
relatively predictable care trajectories, and may bring
about improvements in service quality and professional
behaviour, though evidence remains mixed, particularly
for clients with more variable and complex needs [32].
A key lesson from the UK experience is that top-down
strategies that do not actively involve the relevant
professionals have little or no impact; engagement of
both clinical and management staff in the development
and adoption of care pathways is required, and a setting-
specific implementation strategy is most likely to be
effective [33]. Northern Ireland has a long history of
structurally integrated health and social care but continues
to face challenges related to professional silos and service
coordination at the local level [30], while Scotland’s model
of Integration Joint Boards emphasises joint governance
and strategic commissioning, while allowing considerable
local variation in implementation [34].

In the Netherlands, the government introduced
bundled payments for chronic disease management
from 2010, incentivising integration through predefined
care standards — structured service packages for specific
patient groups such as those with diabetes, COPD, or
cardiovascular conditions. These care standards describe
the desired organisation and quality requirements
of functions and services, and include indicators for
measuring, monitoring and improving quality of care
[35]. However, this single-disease approach proved less fit
for purpose for patients with multimorbidity or complex
social needs, prompting ongoing initiatives to broaden the
scope towards truly person-centred integrated care [36].
Persistent implementation challenges in the Netherlands
have included reducing system complexity for citizens
and professionals, coordinating between disciplines
and organisations, and implementing integrated client
records for information sharing [35].

Evidence from the pan-European SELFIE project, which
studied 17 integrated care programmes for people with
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multi-morbidity across eight countries, provides directly
relevant cross-nationalinsights. Successfulimplementers
commonly adopted an incremental growth model rather
than a disruptive innovation approach, and found a
balance between flexibility and formal structures of
integration. For leadership and governance, they applied
collaborative governance by engaging all stakeholders
and distributed leadership throughout all levels of the
system. Key enabling mechanisms also included ICT
developed specifically to support collaboration and
communication, and the creation of feedback loops and
a continuous monitoring system [29]. The overarching
finding was that alignment work — connecting the
different components and levels of the health and
social care system — is a prerequisite for successful
implementation. A comparative study of integrated care
policy supportsin England, Germany, and the Netherlands
similarly found that power imbalances between health
and social services sectors impede collaboration, that
data infrastructure challenges persist across all three
systems, and that legislation is an important enabling
factor for supporting governance [37].

The Finnish case aligns with and extends these
international experiences in important ways. Like the
Netherlands, Finland has defined statutory service
packages and pathways as a mechanism for structuring
integrated care for identified client groups. Like the
UK, Finland faces challenges in translating formalised
pathway structures into changed professional practice.
And like the broader European experience documented
in SELFIE, the Finnish findings confirm that structural
reform alone is insufficient: implementation requires
active governance, collaborative development, and
monitoring mechanisms that connect policy objectives
with everyday service delivery. What distinguishes the
Finnish case is the legally mandated scope of integration
— encompassing both health and social care across all
client groups requiring multidisciplinary support — and
the novelty of the governance structures in which this is
being implemented, which creates both opportunity and
instability in the early implementation phase.

KEY INSIGHTS FROM THE CASE
The study suggests that predefined service packages and
pathways can function as an important implementation
tool for integrated care. By making service structures,
client groups, and collaboration practices explicit, they
support a shared understanding among professionals
and managers and provide a framework for coordinating
services across organisational boundaries. This finding
aligns with international evidence highlighting the
importance of care pathways and shared frameworks
in supporting integrated care for people with complex
needs [5, 4].

At the same time, the findings underline that
defining service packages and pathways is only an

initial step. Their practical value depends on how they
are embedded in governance structures, steering
mechanisms, and everyday professional practices. In
this study, steering and monitoring arrangements were
often underdeveloped, reflecting both the early stage
of implementation and the limited availability of data
to support knowledge-based management. Similar
challenges have been reported in other integrated care
initiatives, where monitoring and evaluation often lag
behind service design [29].

IMPLEMENTATION CHALLENGES

The challenges identified in this study mirror those
widely discussed in the integrated care literature.
Fragmentation of  services, strong professional
boundaries, and difficulties in aligning organisational
goals were common barriers to implementation [19, 20].
These challenges were intensified by the reform context,
where counties were required to develop new practices
while simultaneously managing financial pressures and
organisational change [15].

A particularly salient finding concerns the role of
management and governance. The development
of multidisciplinary service packages and pathways
required active managerial involvement, clear allocation
of responsibilities, and horizontal coordination across
service sectors. Without such support, professionals
were often left to navigate complex collaboration
arrangements on their own, limiting the effectiveness
of integration efforts. The importance of appointing
process owners with sufficient decision-making authority
emerged as a key enabling factor, echoing international
calls for stronger leadership and accountability structures
in integrated care [29].

IMPLICATIONS FOR INTEGRATED CARE
DEVELOPMENT
The findings highlight the value of using structured
development models, such as the co-creation
framework applied in this study, to guide integrated
care implementation. By linking definition, steering, and
monitoring into a continuous process, the model helps to
clarify the different dimensions of integration and identify
areas requiring further development. This approach
supports the view of integrated care as an adaptive
process that evolves over time through learning and
feedback rather than a one-time organisational change.
However, the study also demonstrates that integrated
care solutions cannot be fully standardised. While
common elements of service packages and pathways
can be identified across counties, their implementation is
shaped by local organisational arrangements, professional
cultures, and available resources. This reinforces the
importance of balancing national-level guidance with
flexibility for local adaptation, a challenge observed in
many integrated care reforms internationally [31, 29].
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RELEVANCE BEYOND THE FINNISH CONTEXT
Although situated in a specific national reform context,
the challenges and enabling factorsidentified here are not
unique to Finland. Many health and social care systems
are seeking ways to improve coordination for clients
with complex needs while navigating organisational
fragmentation and professional boundaries. Rather
than a model to be replicated, the Finnish case provides
transferable insights into the processes, conditions,
and governance arrangements that support integrated
care in practice — highlighting the importance of
implementation-focused approaches that connect
policy objectives, organisational structures, and everyday
professional work.

LESSONS LEARNED

* Predefined multidisciplinary service packages and
pathways can support integrated care, particularly
for clients with complex and multi-sectoral needs. By
clarifying service structures, roles, and collaboration
practices in advance, they help professionals identify
clients who benefit from integration and coordinate
support more coherently.

* Service packages and pathways are implementation
tools for integrated care, not only solutions in
themselves. Their value depends on how they are
embedded in everyday professional practice and
supported by organisational governance, leadership,
and shared goals across sectors.

* Managerial support and clear governance structures
are essential. Integrated care development requires
active leadership, horizontal coordination across
service sectors, and the allocation of responsibility,
for example through appointing a dedicated process
owner with sufficient decision-making authority.

« Strong professional identities and siloed
organisational cultures remain key barriers. Moving
towards integrated care requires sustained efforts
to support multidisciplinary collaboration, shared
understanding, and trust between professionals and
organisations, beyond formal guidelines or models.

* Knowledge-based steering and monitoring often
lag behind service development. Limited availability
of shared data and indicators constrains the ability
to guide and evaluate integrated care, highlighting
the need to strengthen monitoring and learning
mechanisms alongside service design.

+ National guidance benefits from local adaptability.
While common elements of service packages
and pathways can be identified and shared, their
implementation must remain responsive to local
contexts, resources, and professional cultures.

» Integrated care develops incrementally over time.
Early phases are characterised by experimentation,

negotiation, and incomplete structures; realistic
expectations and long-term commitment are
required for integration to become embedded in
routine practice.

CONCLUSIONS

This study examined the early development and
implementation of multidisciplinary service packages
and pathways in Finnish wellbeing services counties
following a major system-level reform. The findings
demonstrate that predefined service packages and
pathways can function as practical implementation tools
for integrated care, particularly for clients with complex
and multi-sectoral needs. By clarifying service structures,
roles, and modes of collaboration, they support
professionals in planning and delivering more coherent
and coordinated individual service pathways.

At the same time, the study highlights that service
packages and pathways are not a standalone solution
to fragmentation. Their effectiveness depends on
how they are embedded in governance structures,
managerial practices, and everyday professional work.
In the early stages observed in this study, much of the
development effort focused on defining service content
and collaboration arrangements, while steering and
monitoring mechanisms remained underdeveloped.
This underlines the importance of treating definition,
steering, and monitoring as interdependent dimensions
of integrated care rather than sequential steps.

The findings emphasise the central role of leadership
and governance in enabling integrated care. Active
managerial involvement, horizontal coordination across
sectors, and clearly assigned responsibility — such
as a designated process owner with decision-making
authority — are crucial for sustaining multidisciplinary
collaboration.  Without these conditions, service
packages and pathways risk remaining abstract models
with limited influence on practice.

Integrated care development is also shaped by
professional cultures and organisational histories. Strong
sectoral boundaries and established practices can hinder
collaboration even in structurally integrated systems,
requiring long-term commitment to cultural change,
shared learning, and trust-building alongside formal
tools and structures.

While situated in a specific national reform context,
the lessons identified are relevant for other health and
social care systems seeking to strengthen integrated
care. The Finnish case illustrates how predefined
service packages and pathways, developed through co-
creation and supported by shared governance, can help
translate integration policies into practice — contributing
transferable insights into the conditions, processes,
and challenges involved. Follow-up research will be
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needed to assess how service packages and pathways
evolve over time, how steering and monitoring practices
are established, and how clients and professionals
experience integrated care in practice.

REVIEWERS

Lucia Ferrara, SDA Bocconi School of Management,
Bocconi University, Italy.
One anonymous reviewer.

COMPETING INTERESTS

The authors have no competing interests to declare.

AUTHOR AFFILIATIONS

Juha Koivisto, PhD “* orcid.org/0000-0002-8442-6820
Finnish Institute for Health and Welfare, Finland

Eeva Liukko, Li.Soc.Sc " orcid.org/0009-0003-8937-3240
Finnish Institute for Health and Welfare, Finland

Heidi Muurinen, PhD "/ orcid.org/0000-0003-1198-9945
Finnish Institute for Health and Welfare, Finland

REFERENCES

1. WHO. World report on ageing and health. World Health
Organization; 2015.

2. Zonneveld N, Driessen N, Stiissgen RAJ, Minkman
MMN. Values of Integrated Care: A Systematic Review.
International Journal of Integrated Care. 2018 Oct-Dec;
18(4):9. DOL: https://doi.org/10.5334/ijic.4172

3. Goodwin N, Dixon A, Anderson G, Wodchis W. Providing
integrated care for older people with complex needs:
Lessons from seven international case studies. The King’s
Fund; 2014.

4. WHO. WHO global strategy on people-centred and
integrated health services. Interim report Geneva; 2015.

5. Baxter S, Johnson M, Chambers D, Sutton A, Goyder
E, Booth A. The effects of integrated care: a systematic
review of UK and international evidence. BMC Health
Services Research. 2018(1):350. DOI: https://doi.
0rg/10.1186/s12913-018-3161-3

6. Kapiainen S, Seppdld TT, Hdkkinen U, Lauharanta J,
Roine RP, Korppi-Tommola M. Pddkaupunkiseudun erittdin
kalliit potilaat. THL, Avauksia 3/2010.

7. Leskeld RL, Komssi V, Sandstrom S, Pikkujdmsd S,
Haverinen A, Olli SL, Ylitalo-Katajisto K. Paljon sosiaali-
ja terveyspalveluja kdyttdvét asiakkaat Oulussa. Suomen
Ladkdrilehti. 2013:68:3163-3169c.

8. Leskeld RL, Silander K, Komssi V, Koukkula L,

Soppela J, Lehtonen LA. Paljon erikoissairaanhoidon

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

palveluja kdyttavdt potilaat. Suomen Lédkdrilehti.
2015:43(70):2865-2872a.

Haula T, Peltola M. Monialainen tai kallis palvelujen
kdyttd Suomessa. [Multisectoral or expensive use of
services in Finland.]. In: Koivisto J, Tiirinki H, editors.
Monialaisen palvelutarpeen tunnistaminen sosiaali-,
terveys- ja tyévoimapalveluissa Valtioneuvoston selvitys- ja
tutkimustoiminnan julkaisusarja. 2020;38: pp. 16-40.
Keskimdki I, Sinervo T, Koivisto J. Integrating health and
social services in Finland: regional and local initiatives to
coordinate care. Public Health Panorama. 2018;4(4).
Tiirinki H, Sulander J, Sinervo T, Halme S, Keskimdki I.
Integrating Health and Social Services in Finland: Regional
Approaches and Governance Models. International Journal
of Integrated Care. 2022;22(3):18, 1-11. DOL https://doi.
org/10.5334/ijic.5982

Aalto A-M, Ilmarinen K, Muuri A, Ikonen J. Sosiaali- ja
terveyspalveluiden saatavuus ja asiakaskokemukset.
[Access to social and health services and client
experience.] In: S. Karvonen S, Kestild L, Saikkonen P,
editors. Suomalaisten hyvinvointi. Terveyden ja hyvinvoinnin
laitos; 2022. pp. 226-250.

Act on the Organising Healthcare and Social Welfare
Services (612/2021) Retrieved from https://www.finlex.fi/fi/
lainsaadanto/saadoskokoelma/2021/612

STM. Tulevaisuuden sosiaali- ja terveyskeskus 2020-2023.
Ohjelma ja hankeopas. Sosiaali- ja terveysministerién
Julkaisuja. 2021:27. Sosiaali- ja terveysministeri.

Pesonen T, Sulander J, Tiirinki H, Rasanen P, Sahlstrom
M, Keskimaki I, Sinervo T. Assessing the maturity of
integration of health and social care in Finland - findings
from a pilot study. Journal of Integrated Care. 2024;32(5).
DOL: https://doi.org/10.1108/JICA-11-2023-0082

Londén P, Typp6 L, Eronen A, Peltosalmi J, Haikari

J. Sosiaalibarometri 2023. Sosiaali- ja terveyspalvelut
hyvinvointialueilla. SOSTE Suomen sosiaali ja terveys ry.
Helsinki; 2023.

Koivisto J, Liukko E, Tiirinki H, Lyytikdinen M.
Palvelukokonaisuuksien ja -ketjujen mddrittelyn, ohjauksen
Ja seurannan kdsikirja. Terveyden ja hyvinvoinnin laitos,
Ohjaus 11/2020.

Sote-sanastot. Sosiaali- ja terveydenhuollon uudistamisen
keskeiset kdsitteet. Kanta, THL; 2024. https://sotesanastot.
thL.fi/termed-publish-server/

Hujala A, Taskinen H, Oksman E, Kuronen R, Karttunen
A, Lammintakanen J. Sote-ammattilaisten monialainen
yhteistyd: Paljon palveluja tarvitsevat asiakkaat etusijalle.
Yhteiskuntapolitiikka. 2019;84(5-6):592-600.

Hietapakka L, Sinervo T, Tiirinki H. Monialaisen
palvelutarpeen tunnistaminen sosiaali-, terveys- ja
tyévoimapalveluissa. In: Koivisto J, Tiirinki H, editors
Monialaisen palvelutarpeen tunnistaminen sosiaali-,
terveys- ja tyévoimapalveluissa Valtioneuvoston selvitys- ja
tutkimustoiminnan julkaisusarja. 2020;38: pp. 41-59.
Koivisto J, Liukko E, Muurinen H. Monialaisten
palvelukokonaisuuksien ja -ketjujen kehittdminen ja


https://orcid.org/0000-0002-8442-6820
https://orcid.org/0000-0002-8442-6820
https://orcid.org/0009-0003-8937-3240
https://orcid.org/0009-0003-8937-3240
https://orcid.org/0000-0003-1198-9945
https://orcid.org/0000-0003-1198-9945
https://doi.org/10.5334/ijic.4172
https://doi.org/10.1186/s12913-018-3161-3
https://doi.org/10.1186/s12913-018-3161-3
https://doi.org/10.5334/ijic.5982
https://doi.org/10.5334/ijic.5982
https://www.finlex.fi/fi/lainsaadanto/saadoskokoelma/2021/612
https://www.finlex.fi/fi/lainsaadanto/saadoskokoelma/2021/612
https://doi.org/10.1108/JICA-11-2023-0082
https://sotesanastot.thl.fi/termed-publish-server/
https://sotesanastot.thl.fi/termed-publish-server/

Koivisto et al. International Journal of Integrated Care DOI: 10.5334/ijic.9541

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

toteuttaminen hyvinvointialueilla - tilannekuva kevddlld
2023; THL, Tutkimuksesta tiiviisti 32/2023.

Koivisto J, Liukko E, Muurinen H. Neurokirjon lasten ja
nuorten monialaisen palvelukokonaisuuden kehittdminen
kolmella alueella. THL, Tutkimuksesta tiiviisti 63/2023;
2023.

Yin RK. Case Study Research: Design and Methods. SAGE;
20009.

Aalto-Setdld T, Vuori M. Lasten ADHD-lddkehoidon

yleistymiskehitys ei ndytd tasaantuvan. Duodecim

23.10.2023. https://www.duodecimlehti.fi/duo17901
Leskeld RM. Neurokirjon lasten ja nuorten palvelut
hyvinvointialueilla. Katsaus kehittdmiseen syksylld 2023.
Tybpaperi 41/2023, Terveyden ja hyvinvoinnin laitos.
THL. Lasten ja nuorten ADHD-diagnoosien yleisyys

2022. [Prevalence of ADHD diagnoses in children and
adolescents in 2022]. Tilastoraportti 1/2024, Terveyden ja
hyvinvoinnin laitos.

Graneheim UH, Lindgren BM, Lundman B. Methodological

challenges in qualitative content analysis: A discussion

paper. Nurse Education Today. 2017;56:29-34. DOL: https://

doi.org/10.1016/j.nedt.2017.06.002

Elo S, Kyngds H. The qualitative content analysis process.
Journal of Advanced Nursing. 2008;62:107-115. DOL:
https://doi.org/10.1111/j.1365-2648.2007.04569.x
Looman W, Struckmann V, Képpen J, Baltaxe E,
Czypionka T, Huic M, Pitter J, Ruths S, Stokes J,

Bal R, Rutten-van Mélken M. Drivers of successful
implementation of integrated care for multi-morbidity:
Mechanisms identified in 17 case studies from 8 European
countries. Social Science & Medicine. 2021;277:113728.
DOI: https://doi.org/10.1016/j.socscimed.2021.113728
Heenan D, Birrell D. The Integration of Health and Social
Care: The Lessons from Northern Ireland. January 2006.
Social Policy & Administration. 2006;40(1):47-66. DOL:
https://doi.org/10.1111/j.1467-9515.2006.00476.x

Burke S, Barry S, Siersbaek R, Johnston B, Ni

FhallGin M, Thomas S. Slaintecare. A ten-year plan

to achieve universal healthcare in Ireland. Health

32.

33.

36.

37.

Policy. 2018 Dec;122(12):1278-1282. Epub 2018 May
22. PMID: 29843901. DOTI: https://doi.org/10.1016/j.
healthpol.2018.05.006

Rotter T, Kinsman L, James EL, Machotta A, Gothe H,
Willis J, Snow P, Kugler J. The effectiveness of clinical
pathways for adults and children in health care settings:
a systematic review. International Journal of Evidence-
Based Healthcare. 2012;10(1):55-56. DOI: https://doi.
0rg/10.1111/j.1744-1609.2011.00248.x

Rotter T, de Jong RB, Lacko SE, et al. Clinical pathways
as a quality strategy. In: Busse R, Klazinga N, Panteli D,
et al. editors. Improving Healthcare Quality in Europe:
Characteristics, Effectiveness and Implementation of
Different Strategies. Copenhagen: European Observatory
on Health Systems and Policies; 2019.

. Scottish Government. Health and social care integration

- Progress review; 2019. Retrieved from https://www.gov.
scot/publications/ministerial-strategic-group-health-
community-care-review-progress-integration-health-
social-care-final-report/

. Lemmens KMM, Nieboer AP, Huijsman R. A decade

of lessons learned from integration strategies in the
Netherlands. International Journal of Integrated Care.
2021(4):21. DOI: https://doi.org/10.5334/ijic.5703
Bour SS, Raaijmakers LHA, Bischoff E, Goossens LMA,
Rutten-Van Molken M. How can a bundled payment
model incentivize the transition from single-disease
management to person-centred and integrated care
for chronic diseases in the Netherlands? International
Journal of Environmental Research and Public

Health. 2023(5):3857. DOI: https://doi.org/10.3350/
ijerph20053857

Tan S, Farmer J, Wodchis WP, Allin S. How do policy
supports enable the implementation, scale, and
sustainability of integrated care programs in England,
Germany, and The Netherlands? Lessons for Canada.
Health Policy. 2025 Oct;160:105334. Epub 2025 May
3. PMID: 40348686. DOLI: https://doi.org/10.1016/].
healthpol.2025.105334

TO CITE THIS ARTICLE:
Koivisto J, Liukko E, Muurinen H. Developing and Implementing Multidisciplinary Service Packages and Pathways in the Finnish
Wellbeing Services Counties. International Journal of Integrated Care, 2026; 26(4): 8, 1-12. DOI: https://doi.org/10.5334/ijic.9541

Submitted: 12 March 2025

COPYRIGHT:
© 2026 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0
International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original
author and source are credited. See https://creativecommons.org/licenses/by/4.0/.

Accepted: 21 October 2026  Published: 04 November 2026

International Journal of Integrated Care is a peer-reviewed open access journal published by Ubiquity Press.

lul 3

12


https://doi.org/10.5334/ijic.9541
https://creativecommons.org/licenses/by/4.0/
https://www.duodecimlehti.fi/duo17901
https://doi.org/10.1016/j.nedt.2017.06.002
https://doi.org/10.1016/j.nedt.2017.06.002
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://doi.org/10.1016/j.socscimed.2021.113728
https://doi.org/10.1111/j.1467-9515.2006.00476.x
https://doi.org/10.1016/j.healthpol.2018.05.006
https://doi.org/10.1016/j.healthpol.2018.05.006
https://doi.org/10.1111/j.1744-1609.2011.00248.x
https://doi.org/10.1111/j.1744-1609.2011.00248.x
https://www.gov.scot/publications/ministerial-strategic-group-health-community-care-review-progress-integration-health-social-care-final-report/
https://www.gov.scot/publications/ministerial-strategic-group-health-community-care-review-progress-integration-health-social-care-final-report/
https://www.gov.scot/publications/ministerial-strategic-group-health-community-care-review-progress-integration-health-social-care-final-report/
https://www.gov.scot/publications/ministerial-strategic-group-health-community-care-review-progress-integration-health-social-care-final-report/
https://doi.org/10.5334/ijic.5703
https://doi.org/10.3390/ijerph20053857
https://doi.org/10.3390/ijerph20053857
https://doi.org/10.1016/j.healthpol.2025.105334
https://doi.org/10.1016/j.healthpol.2025.105334

	﻿﻿﻿﻿Introduction

	﻿﻿﻿﻿Description of the care practice

	﻿﻿﻿﻿Context and rationale

	﻿﻿﻿﻿The care practice: service packages and pathways


	﻿﻿﻿﻿Co-creation model as a framework for analysis

	﻿﻿﻿﻿Study design and data

	﻿﻿﻿﻿First phase of the study: the state of development of service packages and pathways

	﻿﻿﻿﻿Second phase of the study: developing service packages and pathways for children with neurodivergent conditions


	﻿﻿﻿﻿Results

	﻿﻿﻿﻿The state of development of service packages and pathways

	﻿﻿﻿﻿Analysis of local needs and starting points

	﻿﻿﻿﻿Segmentation

	﻿﻿﻿﻿Goal definition

	﻿﻿﻿﻿Modelling the service packages and pathways

	﻿﻿﻿﻿Choosing the sources of information and planning the implementation

	﻿﻿﻿﻿Challenges and problems


	﻿﻿﻿﻿Developing service packages and pathways for children with neurodivergent conditions

	﻿﻿﻿﻿Identifying local needs and starting points for development work

	﻿﻿﻿﻿Goal definition

	﻿﻿﻿﻿Modelling the service packages and pathways

	﻿﻿﻿﻿Transferability of service packages and pathways

	﻿﻿﻿﻿Steering and monitoring



	﻿﻿﻿﻿Discussion

	﻿﻿﻿﻿Positioning the case in international context

	﻿﻿﻿﻿Key insights from the case

	﻿﻿﻿﻿Implementation challenges

	﻿﻿﻿﻿Implications for integrated care development

	﻿﻿﻿﻿Relevance beyond the Finnish context


	﻿﻿﻿﻿Lessons learned

	﻿﻿﻿﻿Conclusions

	﻿﻿﻿﻿Reviewers

	﻿﻿﻿﻿Competing Interests

	﻿﻿﻿﻿References


