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Abstract 41 

Background: Strategies to implement evidence-based interventions (EBIs) in children’s mental 42 

health services have complex direct and indirect causal impacts on multiple outcomes. Ripple 43 

effects are outcomes that are caused by EBI implementation efforts and are unplanned, 44 

unanticipated, and/or more salient to stakeholders other than to researchers and implementers. 45 

The purpose of the current paper is to provide a compilation of possible ripple effects associated 46 

with EBI implementation strategies in children’s mental health services, to be used for treatment 47 

development, implementation planning, research, and quality improvement. 48 

Methods: Participants were identified via expert nomination and snowball sampling. Online 49 

surveys were completed by 81 participants who contributed ripple effects, each representing one 50 

of five roles: providers of mental health services to children or youth, researchers, policy makers, 51 

caregivers, and youth. A partially directed conventional content analysis with consensus decision 52 

making was used to code ripple effects.  53 

Results: Four hundred and four unique responses were coded into 66 ripple effects and 14 54 

categories. Example categories include general knowledge, skills, attitudes, and confidence about 55 

using EBIs; general job-related ripple effects; EBI treatment adherence, fidelity, and alignment; 56 

gaming the system; equity and stigma; shifting roles, role clarity, and task shifting; economic 57 

costs and benefits; EBI treatment availability, access, participation, attendance, barriers, and 58 

facilitators; clinical process and treatment quality; client engagement, therapeutic alliance, and 59 

client satisfaction; clinical organization structure, relationships in the organization, process, and 60 

functioning; youth client and caregiver outcomes; and use of EBI strategies and insights in one’s 61 

own life. 62 
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Conclusions: This research advances the field by providing children’s mental health 63 

implementers, researchers, funders, policy makers, and consumers with a menu of potential 64 

ripple effects for consideration when evaluating implementation quality and impact. It can be a 65 

practical tool to ensure compliance with the guidance of experts from Quality 66 

Improvement/Quality Assurance, Complexity Science, Diffusion of Innovation Theory, and the 67 

Medical Research Council. Future phases will match potential ripple effects with the most salient 68 

children’s mental health implementation strategies for each participant role. 69 

Trial Registration: None. 70 

 71 

Contributions to the literature: 72 

• This qualitative study of multiple stakeholders in children’s mental health services 73 

identifies several possible ripple effects of implementation strategies, opening a new area 74 

of study for implementation science. 75 

• Ripple effects can contribute a positive, negative, or neutral accounting when considering 76 

the full balance of implementation quality and impact. 77 

• The list of ripple effects will provide implementation scientists, developers, and others 78 

with a useful tool during implementation planning and evaluation. 79 

• This expert-informed methodology can provide a model for other fields for exploring 80 

possible ripple effects within implementation science. 81 

 82 

Keywords: Ripple effects, Children’s mental health services, Implementation strategies, 83 

Unintended consequences 84 

  85 
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Expect the Unexpected: A Compilation of Possible Ripple Effects from Children’s Mental 86 

Health Services Implementation Efforts 87 

Implementation strategies have complex direct and indirect causal impacts on multiple 88 

outcomes, and these impacts vary as a function of context, needs, and stakeholders. 89 

Implementation strategies are chosen based on what is deemed to be feasible and effective at 90 

achieving the primary outcomes of adoption and delivery of an intervention with fidelity.1–3 To 91 

facilitate strategy selection, implementation scientists have developed approaches to enable a 92 

systematic process of identifying mechanisms and causal processes.4–7 However, this work has 93 

had limited focus on potential unintended outcomes.  94 

Any change in complex systems such as health care can lead to a cascading array of 95 

unplanned, non-linear, or unexpected “ripple effects”8. We define ripple effects as positive or 96 

negative outcomes that are caused by evidence-based intervention (EBI) implementation 97 

strategies and are unplanned, unanticipated, and/or more salient to stakeholders other than 98 

researchers and implementers. Ripple effects are rarely considered when planning 99 

implementation in a research context, as these outcomes may be distal and indirect. Identifying, 100 

measuring, planning for, and addressing ripple effects should be a priority for implementation 101 

science, as ripple effects can hinder or enhance implementation outcomes, effectiveness, and 102 

sustainability.9 The purpose of the current paper is to provide children’s mental health services 103 

implementation stakeholders--intermediary organizations, purveyors, mental health providers, 104 

researchers, and treatment developers--with a compilation of possible ripple effects associated 105 

with implementation of EBI in children’s mental health services. In doing so, we hope to spark 106 

further research on ripple effects throughout the implementation literature. 107 

Features of Ripple Effects 108 
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Ripple effects include a broad range of unexpected secondary outcomes, mediators, or 109 

process impacts resulting from implementation strategies. As with any outcome, ripple effects 110 

are likely to be associated with the type of causal action (e.g., the specific implementation 111 

strategy) as well as the quality with which it is delivered. Constructs that are intended mediators 112 

or outcomes in the context of one study or implementation effort may be ripple effects in a 113 

different study or implementation effort. As an example, increasing the fidelity of treatment 114 

delivery is an intended outcome of many implementation strategies, such as training and 115 

supervision. However, other implementation strategies, such as mandates requiring the delivery 116 

of evidence-based treatments, are focused on improving access to treatment. Therefore, impacts 117 

on treatment fidelity may be primary outcomes in studies of training and supervision, but a ripple 118 

effect (i.e., unanticipated effect) in studies of mandates. Interestingly, mandates have been found 119 

to increase adoption, penetration, and reach, but to decrease treatment fidelity when delivered.10 120 

Ripple effects exist within an array of different types of unexpected or secondary impacts 121 

that have been described in multiple fields of study, often with differing terminology. For 122 

instance, the Medical Research Council’s guidance on conducting process evaluations of 123 

complex interventions identified “unexpected mechanisms” as an area worthy of investigation.11 124 

Secondary outcomes also are central to Complexity Science9 and Diffusion of Innovations 125 

theory, which use the term “unintended consequences”,3 as well as Quality Improvement and 126 

Quality Assurance (QI/QA), which uses the term “balancing measures”,12 as they are essential 127 

for understanding the full balance of costs and benefits of a quality improvement effort. In 128 

implementation and treatment research some publications have referred to “spillover effects,” 129 

generally defined as benefits to intervention non-participants13. An example of spillover effect 130 
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research in children’s mental health is the impact of interventions to reduce child behavior 131 

problems on reductions in parental stress.14,15 132 

There are at least five features that could be used to clarify this terminology, as it has yet 133 

to be sorted out within implementation science. These features include type of causal action that 134 

leads to the outcome (e.g., intervention, implementation strategy, quality improvement effort, 135 

etc.), location of the outcome within the theory of change (e.g., mechanisms or outcomes), 136 

valence (e.g., positive, negative, neutral, or mixed), level and role of impacted parties (e.g., 137 

participant/client, provider, caregiver, team, system), and intentionality. We provide the 138 

following classifications based on our reading of the literature and how ripple effects fit within it, 139 

though we recognize that the loose use of these terms may cause disagreement. The broadest 140 

term is balancing measures, which are defined as any secondary outcome generated by a quality 141 

improvement or quality assurance effort and can feature any other combination of the other 142 

features.12 Unintended consequences are generally considered to be unintended negative 143 

outcomes resulting from an intervention, and can impact any party.9 Spillover effects have been 144 

defined as either unintended or intended outcomes on non-participants generated by any causal 145 

action (including those not related to the delivery of healthcare, such as the impact of one family 146 

member’s mental health challenges on others16). The program evaluation literature defines 147 

spillover effects as being positive, negative, or neutral,17 whereas in the mental health literature, 148 

the definition may be limited to positive outcomes.13 We specify ripple effects as specifically 149 

unintentional, caused by implementation strategies, with any type of valence, and impacting any 150 

role or level.  151 

Ripple Effects have been Understudied 152 
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Research attention to ripple effects has been generally limited. Two systematic reviews 153 

conducted 25 years apart found fewer than 0.2% of studies on innovations in a broad range of 154 

fields examined whether the innovation resulted in any unplanned outcomes;3,18 other reviews 155 

have found similar absence in perioperative care improvement interventions,19 improvement 156 

methodologies in surgery,20 and interventions to reduce patient falls and infections.21 Unintended 157 

and unexpected ripple effects are infrequently measured even when using strategies specifically 158 

designed to consider the full range of implementation outcomes. Complexity science, for 159 

example, accepts that unintended consequences are a normal part of any system intervention and 160 

emphasizes the importance of purposefully exploring for them. However, a scoping review found 161 

that only half of 22 studies that used a complexity science informed intervention design featured 162 

a process to identify unintended or negative consequences.9  163 

Over eighty years ago, Robert Merton first described several factors that limit human 164 

beings’ ability to consider and anticipate consequences, four of which are pertinent here: (a) 165 

general lack of foreknowledge (not knowing what you do not know); (b) implicit assumptions 166 

and assessment errors in strategy selection; (c) the “imperious immediacy of interest,” also 167 

known as “tunnel vision” or “innovation bias”3, caused by an intense focus on desired immediate 168 

consequences or positive results so that other consequences are not considered; and (d) decision 169 

making solely based on values in the absence of logic or rationale.3,22 Sveiby and colleagues 170 

conducted a survey of researchers who study unintended consequences to uncover their beliefs 171 

about why research in this area is sparse.18 Participants rated pro-innovation bias as the principal 172 

reason unintended consequences are rarely included. The second ranked reason was a belief that 173 

funders are less interested in research on unintended consequences—also a form of innovation 174 

bias. As Sveiby points out, these two reasons are political and emotional in nature,18 and do not 175 
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positively serve the interests of science or implementation. Ignoring ripple effects does not make 176 

them go away.23 Importantly, study participants did not believe methodological difficulties were 177 

barriers to this work, particularly if reliable methods for anticipating and measuring ripple effects 178 

existed. Based on Merton’s theory and Sveiby’s research, it follows that improving our 179 

awareness of ripple effects and methods to study them may result in increased acceptance and 180 

inclusion in future research. 181 

Ripple Effects in Healthcare 182 

In healthcare there have been several studies and study syntheses about unintended 183 

consequences, particularly those resulting from performance measurement (PM) systems (formal 184 

systems, usually computerized, that support healthcare planning, reporting, and monitoring 185 

procedures). For instance, Powell and colleagues24 explored the impact of implementing national 186 

PM policies in the United States into local healthcare systems and found PMs could lead to 187 

provider inattention to patient concerns and negative impacts on patient autonomy. Importantly, 188 

they concluded that unintended consequences did not usually result from national policies but 189 

rather were the result of the policy implementation strategies.  190 

Other studies have attempted to build taxonomies of unintended consequences, such as 191 

Mannion and Braithwaite,1 who provided a four-category taxonomy of the unintended 192 

consequences of PM systems in the English National Health Service: 1) Poor measurement (e.g., 193 

fixating on measurement targets rather than the spirit of the measure); 2) Misplaced incentives 194 

and sanctions (e.g., increased inequality as high-performing systems are rewarded); 3) Breach of 195 

trust (e.g., gaming the system by intentionally performing poorly during baseline periods); and 4) 196 

Politicization of performance systems (e.g., political grandstanding using performance 197 

measurement data). 198 
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Ripple Effects in Mental Healthcare 199 

Specific to mental healthcare, Adams conducted qualitative interviews examining the 200 

institutionalization of peer support provision25 and concluded that these efforts resulted in four 201 

major areas of unintended consequences: 1) Shifting the scope of services to be more formal; 2) 202 

Narrowing of the peer support workforce by alienating or excluding those without formal 203 

education or professional skills; 3) Reduced flexibility and individualization in peer/client 204 

relationships; and 4) Increased experience of feeling stigma and discrimination in the workplace.  205 

Children’s mental healthcare may be even more prone to ripple effects due to the 206 

involvement of caregivers as an additional role open to impact. This field is of particular 207 

importance, as mental health (MH) disorders constitute the most costly health conditions of 208 

childhood, affecting one out of every five children in the United States.26 Over 650 Evidence 209 

Based Interventions (EBIs) have been developed to treat child MH problems,27,28 but very few 210 

youth in community mental health settings receive them.29,30 However, the array of 211 

implementation strategies used in order to increase access to children’s mental healthcare have 212 

yet to be examined for possible ripple effects. For example, in a recent systematic review of 18 213 

studies of children’s MH implementation strategies, the authors identified only one study that 214 

systematically investigated whether there actually were potential harms.31 This study found two 215 

negative ripple effects resulting from professional training on client identification and referral for 216 

first episode psychosis: adverse events and false-positive identification.32  217 

We identified two other studies that examined ripple effects in children’s mental health. 218 

In a separate randomized trial of the effectiveness of an intervention to reduce child neglect, 219 

researchers used an intervention x implementation strategy 2 x 2 factorial design (Intervention: 220 

EBI vs. services as usual; Implementation strategy: fidelity monitoring and feedback vs. no 221 
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fidelity monitoring and feedback). Results indicated that providing fidelity monitoring and 222 

feedback along with the provision of the EBI was associated with greater staff retention;33 223 

however, providing fidelity monitoring and feedback to the services as usual group was 224 

associated with greater staff emotional exhaustion.34 Therefore, the same implementation 225 

strategy had different ripple effects depending on the intervention condition, one positive 226 

(retention for those in the EBI group) and one negative (emotional exhaustion for those in the 227 

services as usual group). In a different study, Park et al. (2018)10 examined the impact of a state 228 

policy encouraging EBI adoption in children’s mental health services. While the policy resulted 229 

in its intended impact, increased EBI adoption and reach, it also increased negative ripple effects 230 

such as low-quality EBI use, “off-label” treatment, and modified, low-fidelity or “counterfeit” 231 

versions of EBIs.35  232 

Purpose of the Current Study 233 

The goal of the current study is to develop a compilation of possible implementation 234 

ripple effects from the viewpoint of primary stakeholders of children’s mental health services 235 

(youth receiving services, their caregivers, mental health providers, policy makers, and 236 

researchers) to support implementation decision-making by anticipating and detecting ripple 237 

effects. We do not, however, intend to present a checklist of ripple effects that must be examined 238 

in all implementation efforts, as this would be unwieldy and infeasible. We hope that the 239 

compilation we provide might temper the factors described above that limit attention to ripple 240 

effects in the following ways. It would reduce lack of awareness by explicitly describing ripple 241 

effects to facilitate their consideration and inclusion during research and implementation 242 

planning efforts. It may also reduce tunnel vision and innovation bias by normalizing the 243 

inclusion of ripple effects as an area of study. Once detected during implementation efforts, 244 
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desirable ripple effects can be capitalized upon, and undesirable ripple effects can be 245 

ameliorated, thereby contributing to quality assurance and improvement. Our intent is to describe 246 

the range of possible ripple effects to consider for implementation in children’s mental health, 247 

which also may serve as a model throughout the implementation literature.  248 

Method 249 

This qualitative research study featured an open-ended coding of survey responses into 250 

multiple themes, under the assumptions of a post-positivist paradigm. This paradigm was applied 251 

because the purpose of the research was to obtain a wide range of possible ripple effects that are 252 

salient to multiple participant types. The research team, who have deep experience in children’s 253 

mental health research and implementation, assumed that the validity and transferability of the 254 

coding process was inherently tied to their own perceptions and context. The research team’s 255 

characteristics as cisgender, white academics within a large, traditional medical school, likely 256 

contributed to the ripple effect categories. As described, we made several efforts to obtain 257 

diverse participants to better obtain broad perspectives in terms of role, geography, and 258 

race/ethnicity. While another team may have identified or classified these codes differently, the 259 

team believes our conclusions point towards deeper truths that may be useful for other 260 

researchers and implementers. 261 

Participants 262 

 Table 1 provides sample demographics. The sample consisted of a total N=81 263 

participants, n=23 (28.4%) providers of mental health services to children and youth, n=14 264 

(17.3%) researchers, n=6 (7.4%) policy makers, n=18 (22.2%) caregivers of youth consumers of 265 

mental health services, and n=20 (24.7%) youth consumers of mental health services. A majority 266 
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of participants were female and White. We did not collect age, but 6.2% participants were under 267 

18 years. 268 

INSERT TABLE 1 ABOUT HERE 269 

Procedures 270 

 Participants were recruited from throughout the United States using purposeful sampling 271 

to ensure diversity, representativeness, and expertise within the five roles. Criteria for 272 

participation were that participants had to (a) fit their role (i.e. be a caregiver of a child/youth 273 

who received mental health services; a youth aged 16-25 who have received mental health 274 

services; a youth mental health therapist; a policy maker such as a state, county, or regional 275 

mental health director, legislator, or legislative staff; or a researcher), and (b) have experience 276 

with some aspect of implementing children’s mental health services and supports, such as 277 

working on mental health policy, advisory committees, providing peer support, and conducting 278 

training. Participants were identified with the support of several organizations. We aimed to 279 

recruit approximately 20 participants from each role and generally met this goal except for policy 280 

makers. As described in the results, we found that our recruitment led to code saturation. 281 

However, we struggled with recruitment from policy makers. Youth consumers were identified 282 

by Youth Motivating Others through Voices of Experience (Youth MOVE National), which did 283 

direct outreach to invite 40 youth to participate, and when this did not identify enough youth, 284 

sent announcements on Twitter, Facebook, and an internal email list. Caregivers were recruited 285 

by the Family-Run Executive Director Leadership Association (FREDLA), which initially 286 

reached out directly to approximately 35 family leaders, and when this did not identify enough 287 

caregivers, emailed a recruitment flyer to a listserv. Researchers and providers were identified 288 

via nominations by the study team and colleagues of the team from the School Mental Health 289 
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Assessment Research and Training (SMART) Center and via an email to listservs run by the 290 

Society for Implementation Research Collaboration (SIRC). Policy makers were recruited via 291 

warm handoff emails from colleagues of the research team, and cold-emails to addresses 292 

identified via contacts provided by the National Association of State Mental Health Program 293 

Directors (NASMHPD). Additionally, our research and consultant team brainstormed a list of 294 

researchers, providers, and policy makers with whom we have worked or who have published 295 

literature on children’s mental health services implementation and ripple effects. Approximately 296 

120 policy makers were invited to participate; while most did not respond, some stated that they 297 

could not take part in the research due to conflicts of interest resulting from the monetary 298 

incentive. Despite the fact that incentives could be declined or immediately donated to charity, 299 

policy makers felt uncomfortable with any sort of public record of having participated in a study 300 

that provided incentives. 301 

Research staff received emailed requests to participate from 66 youth and caregivers 302 

recruited by Youth MOVE National and FREDLA. A team internal database of potential 303 

researchers and providers for behavioral health groups provided an additional 148 individuals we 304 

asked if they would be interested in participating via blind email; 136 participants responded 305 

they would be interested and were sent a consent form via online survey. Following consent 306 

survey reach-outs, 135 gave consent to join the study. All participants were sent survey items to 307 

complete individually or by way of guided interview, with study staff receiving 81 complete 308 

responses to the survey. 309 

Informed consent occurred online. Participants under 18 years of age were required to 310 

obtain signed consent from a parent or legal guardian. They received a $100 gift card for 311 

completion of this first survey. Study data were collected and managed using REDCap online 312 
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data capture tools hosted at the University of Washington.36 The survey required approximately 313 

30 minutes to 1 hour to complete. Youth participants were offered the opportunity to complete 314 

the survey with the support of a telephone or video-enabled interview or live access to a research 315 

coordinator to field questions. All but one youth participant chose this option.  316 

The current manuscript presents the results from one portion of a larger study that will 317 

extend this work by linking ripple effects to the most common implementation strategies, and 318 

identifying gaps in researchers’ ripple effect awareness. This study was determined to be exempt 319 

from review by the University of Washington Institutional Review Board.  320 

Measures 321 

 Participants provided gender, race, and ethnicity. Participants then read definitions of 322 

EBIs, EBI implementation strategies, and ripple effects, and were provided with three examples 323 

of ripple effects. One example read, “Training therapists in an EBI has the intended effect of 324 

increasing therapist use of an EBI and quality of treatment for clients. If training is done well, 325 

there may be several positive ripple effects: therapists might find increased satisfaction with 326 

their job, increased feelings of self-worth in the work they do, and may be less likely to leave 327 

their job in search of other opportunities. However, if training is done poorly or is done when 328 

therapists are already feeling burdened, it may lead to negative ripple effects: therapists may 329 

experience burnout, fatigue, dissatisfaction, resistance to the training, and be more likely to 330 

leave their job in search of other opportunities, and their clients may be dissatisfied at poor 331 

service.” Participants were directed to brainstorm up to 15 ripple effects, and to provide a name 332 

and a description or definition for each. To encourage brainstorming, participants were told that 333 

for every ripple effect they provided, they would be entered in a drawing for an extra $100 gift 334 

card. 335 



RIPPLE EFFECTS OF IMPLEMENTATION 16 

Analyses 336 

 Qualitative analyses were conducted by four experienced members of the team and 337 

proceeded in two steps. First, a partially directed conventional content analysis using group 338 

consensus was used to thematically code ripple effects.37 We began with a list of ripple effects 339 

based on the literature and our expertise during the grant writing process and attempted to code 340 

each participant’s responses using this list. Responses that were agreed to not be ripple effects as 341 

defined above were discarded. Responses that were ripple effects but not in our existing list were 342 

added. Using consensus decision making, names and definitions of codes in the existing list were 343 

iteratively edited to better fit the data. During this process, several codes were merged with other, 344 

highly similar codes. When possible, we coded ripple effects so they did not indicate valence, or 345 

merged two opposite valence codes into a code without valence (e.g., “Loss of income” and 346 

“Increased income” were merged into “Income”), but this was often not possible (e.g. 347 

“Overspecialization in EBIs”). Second, we applied the constant comparative method using group 348 

consensus to cluster these many ripple effect codes into a smaller number of meaningful ripple 349 

effect categories. We engaged in an iterative process of categorization of codes, editing of codes, 350 

and re-categorization, all while continually comparing the categories and codes to the existing 351 

data. Although several codes could reasonably be placed in more than one category, we assigned 352 

each code to a single primary category. 353 

Results 354 

 There were 404 unique responses to the ripple effects question; these were coded into 66 355 

unique ripple effects, which were further grouped into 13 categories. This ratio indicates that 356 

analyses achieved thematic saturation. Table 2 provides the full list of categories and ripple 357 

effects. General knowledge, skills, attitudes, and confidence about using Evidence Based 358 
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Interventions included 8 ripple effects of the impact on knowledge, skills, attitudes, and 359 

confidence of therapists, clients, caregivers, or others regarding a therapist’s use of an EBI. An 360 

example quote is “Confidence—feeling self-assured to provide a service because you have had 361 

the proper training and supervision.”  362 

General job-related ripple effects included 6 ripple effects on the attitudes, feelings, and 363 

beliefs about one’s job and outcomes associated with those attitudes such as worker retention, 364 

job satisfaction, and job burnout. An example quote is, “Decreased turnover—Increasing 365 

clinicians’ felt sense of effectiveness may decrease the desire to switch jobs.”  366 

EBI treatment adherence, fidelity and alignment included 3 ripple effects on the degree to 367 

which EBIs are delivered by therapists in a way that is consistent with EBI training. An example 368 

quote is, “Where the [client’s] data is collected but also meaningfully interpreted in order to 369 

implement effective practices.”  370 

Gaming the system included 4 ripple effects pertaining to manipulating data or practice to 371 

achieve the image of an outcome that is not consistent with the spirit of the practice. An example 372 

quote is, “People game their therapies to get more money from clients and from agencies to say 373 

they did a more elaborate treatment than they truly did.”  374 

Equity and stigma included 3 ripple effects on equity (racial, ethnic, and identity group) 375 

specifically related to treatment availability, access, quality, and outcomes, as well as stigma 376 

associated with mental health issues. An example quote is, “When localities are mandated to 377 

perform EBP there could be a potential for localities with less resources to struggle 378 

implementing the EBP compared to localities with more resources.”  379 

Shifting roles, role clarity, and task shifting included 2 ripple effects on the degree to 380 

which the new intervention requires roles that clarifies or conflicts with existing roles, or 381 
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modifies role responsibilities. An example quote is, “As a parent who is also a 382 

provider/professional (peer provider), it can be difficult to manage boundaries with families and 383 

providers. Families can think you are ‘friends’ and providers can forget that you are a family 384 

member.”  385 

Economic costs and benefits included 4 ripple effects on any monetary cost or benefit of 386 

the use of the implementation strategy. An example quote is, “[Training caregiver and youth as 387 

peer supporters] provides income/employment to family members who may have had to quit 388 

their ‘day jobs’ already.”  389 

EBI treatment availability, access, participation, attendance, barriers, and facilitators 390 

included 8 ripple effects on the availability of an EBI in a region (e.g. whether there is a provider 391 

that is trained on the EBI), whether the EBI is accessible (e.g. whether there is no waiting list or 392 

other barriers to accessing the treatment such as insurance coverage), client participation and the 393 

actual use of in the EBI, and any barriers or facilitators that support the availability, access, and 394 

use of services. An example quote is, “Increased access—Offering clients the ability to engage 395 

with an EBP in an alternative format may increase access to treatment for many youth who do 396 

not wish to come in to an office or do not have the resources to do so.”  397 

Clinical process and treatment quality included 7 ripple effects on the process of clinical 398 

treatment, including treatment quality, the focus, length, assessment burden, time spent in active 399 

treatment, and effects on treatment as usual. An example quote is, “Less time in therapy—400 

Increasing access to an effective treatment may decrease the amount of time clients need to be in 401 

the system.”  402 

Client engagement, therapeutic alliance, and client satisfaction included 5 ripple effects 403 

on the degree to which clients are engaged and participating in the treatment planning and 404 
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process, feelings of alliance and bond between client and therapist, and level of satisfaction with 405 

treatment. An example quote is, “Pessimism—Lack of faith in the system which your client is 406 

stuck in.”  407 

Clinical organization structure, relationships in the organization, process, and 408 

functioning included 9 ripple effects on elements associated with the organization, structure, 409 

process, functioning, and relationships within the organization, such as organizational climate, 410 

organization's use of resources, supervisory relationships, job applicant pool, and referral rates. 411 

An example quote is, “Providers [who are trained in EBP] can become more well known, receive 412 

accolades, and be supported communally through better treatments and client success.”  413 

Youth client and caregiver outcomes included 5 ripple effects on client thoughts, feelings, 414 

behaviors, symptoms, and functioning. An example quote is, “Evidence based treatments that 415 

improve client functioning can also improve their performance and retention in school, 416 

graduation rates, employment rates, and income.”  417 

Use of EBI strategies and insights in one's own life includes 2 ripple effects on using EBI 418 

strategies for self-care and using EBP strategies with friends and family members. An example 419 

quote is, “EBPs such as deep breathing are utilized by practitioners [to avoid work burnout].” 420 

INSERT TABLE 2 ABOUT HERE 421 

Discussion 422 

 This study aimed to develop a compilation of possible ripple effects that may result from 423 

the implementation of evidence-based children’s mental health services. Participants included a 424 

diverse array of experienced implementation experts from multiple roles, including youth mental 425 

health consumers, caregivers of child and youth consumers, mental health providers, policy 426 

makers, and researchers. We identified 66 ripple effects classified into 13 categories. 427 
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Given the importance of developing causal conceptual frameworks for implementation 428 

efforts,4–7 this ripple effects compilation can provide children’s mental health implementers, 429 

researchers, funders, policy makers, and consumers with a menu of potential ripple effects. 430 

Those that are logically or theoretically associated with the implementation efforts can be 431 

monitored to ameliorate negative ripple effects and capitalize upon positive ripple effects. This 432 

research can serve to increase understanding of the complexity of implementation efforts and the 433 

recognition that implementation of EBIs is but one action in a larger, interconnected system. We 434 

caution that this compilation should not be used as a checklist of all areas to be included in 435 

children’s mental health implementation research and quality control efforts. However, we 436 

encourage it to be used before and during implementation efforts as a list of possible ripple 437 

effects to consider when evaluating the full balance of implementation. This list can be a 438 

practical tool to help researchers and implementers be consistent with guidance to explore for 439 

unexpected outcomes from experts in QI/QA, Complexity Science, and Diffusion of Innovation 440 

Theory, as well as the Medical Research Council.3,9,11,12,38  441 

 We also hope this compilation can serve to normalize and elevate the discussion of ripple 442 

effects, in children’s mental health and more broadly. As discussed, ripple effects might not 443 

currently receive attention because they are out of scope or because of innovation bias prevents 444 

their identification. When ripple effects are identified, they might also be minimized when they 445 

are contradictory to the expectations of researchers and implementers. Implementation efforts 446 

often do not go as planned. Tunnel vision impacts both what is investigated and what is 447 

reported,39 compounding the risk that ripple effects will not be highlighted. Regarding negative 448 

ripple effects, the pressures of funders’ priorities, political agendas, and career goals may 449 

sometimes (consciously or otherwise) override rational, open scientific investigation and 450 



RIPPLE EFFECTS OF IMPLEMENTATION 21 

reporting. This may be even more true when an implementation effort has positive primary 451 

effects (e.g., improved client mental health functioning) and negative ripple effects (e.g., 452 

provider burnout and turnover), and implementers may wish to avoid “tainting” their positive 453 

findings by providing a more balanced view of the overall implementation effects. By elevating 454 

the discussion of ripple effects and recognizing their significance, we hope that exploring for 455 

them becomes a system-wide expectation of implementation efforts. Consideration of Ripple 456 

Effects might be included in standards checklists such as the Standards for Reporting 457 

Implementation Studies (StaRI)40, and considered when conducting peer review of grants, 458 

manuscripts, and conference presentations. One step to elevate this discussion would be a 459 

systematic literature review of ripple effects and its associated concepts (unintended 460 

consequences, spillover effects, balancing measures) throughout health care implementation in 461 

general. Such a review would serve to help researchers and others understand the full scope of 462 

knowledge in this area and what research and practice gaps are most pressing to address. We 463 

hope that the current manuscript provides a sampling of issues that could be encountered in this 464 

larger review. 465 

 Children’s mental health implementers and researchers may wish for more guidance on 466 

which ripple effects are most likely to result from the most common children’s mental health 467 

implementation strategies, and how to measure them. To partially address this, the next step in 468 

the larger project from this research team will involve expert participant ratings of which of the 469 

ripple effects are most likely to occur for the implementation strategies rated as most salient to 470 

their role. Many of the ripple effects do not have existing measures or, if the measures do exist, 471 

they may be lengthy and burdensome. The inclusion of ripple effects measures in a study is, by 472 

definition, exploratory. Ripple effects measures may not be included in studies more often due to 473 
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feasibility and burden. There is a strong need for ripple effects to be quantified using pragmatic 474 

measures, that is, measures which are (a) acceptable and relevant to multiple stakeholders, (b) 475 

compatible with the setting, (c) short and easy to administer, and (d) useful for decision-476 

making.41,42 Unfortunately, developing measures is a time-consuming process, and in the case of 477 

ripple effects, may require scenarios that rarely occur. In the coming phases of the study, we will 478 

use a participatory research approach with Youth MOVE National in order to refine and test an 479 

existing process for developing pragmatic measures using a vignette-based approach,23 which 480 

eases the burden of measurement development. 481 

Limitations 482 

There are several limitations to generating this compilation. First, this is a small sample, 483 

and the topic is focused on children’s mental health services. The generalizability of these 484 

findings to a larger sample with a broader focus on health care in general is unknown, and likely 485 

represent only a subset of ripple effects from the healthcare field. Second, as in any study, a 486 

different participant pool may have yielded different results. Our participant base was limited to 487 

the United States by participants with implementation expertise who may have had more positive 488 

attitudes towards EBPs than general people in their respective roles. By broadening our pool to 489 

include multiple roles, we hoped to develop a relatively comprehensive participant base, but this 490 

may have also reduced the number of participants with expertise in implementation strategies. 491 

Our participation rate from policy makers was much lower than desired, likely due to the 492 

difficulty in incentivizing government workers because of rules against providing monetary 493 

incentives, and time pressures due to COVID-19. Third, it was difficult to balance parsimony 494 

with comprehensiveness during the coding and classification process. While we attempted to 495 

create valence-free codes, this was often not possible, as some codes did not have clear opposites 496 
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(e.g., “burnout” may contrast with multiple codes, including job satisfaction, retention, and 497 

empowerment, but it is not the opposite of any single code). Fourth, to manage our resources and 498 

obtain input from the largest number of participants, we used online surveys rather than focus 499 

groups or in person interviews, with an exception for telephone interviews with youth. While we 500 

provided as much supporting documentation as possible, and encouraged participants to contact 501 

us with questions, it is possible that participants who are less familiar with differentiating 502 

implementation strategies from interventions (and the greyness in between)43 did not fully 503 

understand the survey, and these difficulties may have impacted the validity of our findings. 504 

Conclusions 505 

 The current study makes a significant contribution to children’s mental health services 506 

implementation efforts, as well as implementation science in general, by providing a clear and 507 

useful compilation of possible ripple effects. Its utility will be expanded in further study phases. 508 

We encourage this manuscript to be a starting point for consideration and discussion of ripple 509 

effects in general and encourage the development of ripple effect compilations in other fields and 510 

areas of implementation. We welcome comments and critiques to add to and iterate upon this 511 

compilation to benefit a greater understanding of implementation efforts and their effects.  512 

List of abbreviations 513 

EBI – Evidence Based Intervention 514 

FREDLA – Family-Run Executive Director Leadership Association 515 

MH – Mental Health 516 

NASMHPD - National Association of State Mental Health Program Directors 517 
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SMART Center – School Mental Health Assessment and Training Center 519 
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Youth MOVE – Youth Motivating Others through Voices of Experience 520 
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Table 1 522 

Demographics of Full Population 523 

Baseline demographics n % 

Age 

>18 Years of Age 

<18 Years of Age 

 

76 

5 

 

93.8 

6.2 

Gender 

Female 

Male 

Something Else 

 

63 

15 

3 

 

77.8 

18.5 

3.7 

Race 

American Indian or Alaskan Native 

Asian 

Black 

Native Hawaiian or Pacific Islander 

White 

Other 

Prefer not to say 

 

3 

10 

6 

0 

51 

7 

4 

 

3.7 

12.3 

7.4 

0.0 

63.0 

8.6 

4.9 

Ethnicity 

Latinx 

Non-Latinx 

 

11 

70 

 

13.6 

86.4 
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Role 

Provider 

Researcher 

Policymaker 

Caregiver 

Youth 

 

23 

14 

6 

18 

20 

 

28.4 

17.3 

7.4 

22.2 

24.7 

 524 

  525 
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Table 2 526 

Compilation of possible ripple effects of children’s mental health services implementation 527 

strategies 528 

General knowledge, skills, 

attitudes, and confidence 

about using Evidence 

Based Interventions (n = 8) 

Any impact on the knowledge, skills, attitudes, and 

confidence of therapists, clients, caregivers, or others 

regarding the use of an Evidence Based Intervention. 

Confidence/Self-efficacy in 

using EBIs 
One's belief in their capacity to use an EBI with fidelity. 

Skills in using EBIs One's actual ability to use an EBI with fidelity. 

Knowledge of EBIs Facts and information about EBIs. 

Beliefs in provider's 

competence to use EBIs 

A perception of one's provider having sufficient knowledge, 

judgment, and/or skills in using EBIs. 

Overspecialization in EBIs 
To specialize in one or a few EBIs to such a degree as other 

EBIs are neglected. 

Feelings of regret for not 

having used EBIs with past 

clients 

Feeling guilt, remorse, or regret for previously implemented, 

non-EBI treatment practices. 

EBI Intervention fatigue 

A feeling of being overwhelmed by replacing or supplementing 

old knowledge and skills with new knowledge and skills, or 

from trying to learn and master too many varying EBIs. 
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Positive attitude and 

supportiveness of EBI 

Degree of support for and belief in the effectiveness of EBIs; 

includes the amount of hope for improvement resulting from the 

EBI. 

General job-related ripple 

effects (n = 6) 

Attitudes, feelings, beliefs about one's job and outcomes 

associated with those attitudes such as worker retention, job 

satisfaction, and job burnout. 

Job satisfaction 

The attitudes clinicians, peer support providers, policy makers, 

or others have about their job as compared to previous 

experiences, current expectations, or available alternatives. 

Job Burnout 

Feelings of emotional exhaustion, reduced personal 

accomplishment, loss of work fulfillment, and reduced 

effectiveness. 

Job Retention 
Percentage of clinicians, peer support providers, policy makers, 

or others who stay in their job each year. 

Job Autonomy or 

Independence 

A feeling of independence and self-determination; ability to 

make your own decisions and act mostly on your own. When 

autonomy decreases, one might feel micromanaged.  

Job Workload/ work burden 
Feelings of burden associated with the amount or difficulty of 

one's work 

Sense of job security Feeling that the possibility of losing one's job is very low. 

EBI Treatment adherence, 

fidelity, and alignment (n = 

3) 

The degree to which EBIs are delivered by therapists in a 

way that is consistent with EBI training.  
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Provider EBI treatment 

fidelity 

Whether an EBI intervention is implemented as planned and 

each component is delivered with competence. 

Provider mixing of practice 

elements or cherry-picking 

practices 

Using elements from multiple EBIs in a single practice, 

incorporating non-EBI elements (for example, dream analysis) 

into treatment, or using only practices deemed more useful or 

easier (e.g. teaching relaxation techniques). 

Provider using "off-label" 

treatment 

Implementing a mental health intervention for a disorder that it 

was not originally designed to treat. Using a treatment that the 

clinician knows how to do rather than the treatment most 

appropriate for the client. 

Gaming the system (n = 4) 

Manipulating data or practice to achieve the image of an 

outcome that is not consistent with the spirit of the practice. 

Data gaming 
Manipulating a data tracking, client management, or progress 

rewards system for a desired outcome. 

Treatment counterfeiting 
Delivering a treatment that is supposed to be a particular EBI but 

in reality lacks the essential elements of the EBI. 

Tokenism 

Recruiting people from underrepresented groups to provide 

feedback or be engaged as advisory board members solely to 

give the appearance of equality and engagement. 

Insufficient use of data 

tracking systems 

Providers only entering the minimum amount of data necessary 

to ensure payment or client tracking, and not using the data 

system as intended. 
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Equity and stigma (n = 3) 

Equity related to treatment availability, access, quality, and 

outcomes by race, ethnicity, or other identity group 

classification; stigma associated with mental health. 

Racial/ethnic prejudice 
Being seen as one's racial or ethnic identity rather than 

individuals. 

Equity 

Reduction or elimination of disparities (e.g., access to services) 

between groups stemming from reduction of biases, removal of 

barriers, and/or inclusion of diverse perspectives.  

Stigma around mental health 

issues 

Stereotypes or negative views attributed to a person or groups of 

people when their mental health and/or behaviors are viewed as 

different from or inferior to societal norms. 

Shifting roles, role clarity, 

task shifting (n = 2) 

The degree to which the new intervention requires roles that 

clarifies or conflicts with existing roles, or changes role 

responsibilities. 

Role Clarity 

The degree to which the new intervention clarifies and 

distinguishes between existing roles, tasks, responsibilities, and 

processes. The opposite of role conflict, blurred roles, or turf 

battles. 

Task shifting 

When some mental health treatment tasks that had previously 

been done by therapists are assigned to health workers, peer 

providers, or others with shorter training and fewer academic 

qualifications. 
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Economic costs and 

benefits (n = 4) 

Any monetary cost or benefit of the use of the 

implementation strategy. 

Income Amount of money one makes at one's job. 

Ability to bill insurance for 

an EBI 

The ability of therapists to bill insurance plans for a particular 

EBI or mental health service. 

Budget implications 
Expected impacts on income and expenditures for agencies or 

state public mental health budgets. 

Monetary costs Monetary costs of the implementation strategy. 

EBI treatment availability, 

access, participation, 

attendance, barriers & 

facilitators (n = 8) 

The availability of an EBI in a region (e.g. whether there is a 

provider that is trained on the EBI), whether the EBI is 

accessible (e.g. whether there is no waiting list or other 

barriers to accessing the treatment), the actual use of and 

client participation in the EBI, and any barriers or 

facilitators that support the availability, access, and use of 

services 

Service availability, access, 

and reach 

The presence or availability of services and spread of those 

services across a region--this requires a provider who is trained 

on the EBI. 

Facilitators of treatment 

Something that facilitates, makes easier, or supports a client’s 

ability to attend, engage in or complete treatment. Facilitators 

can be at the client level, logistic, or other facilitators. Client-

level facilitators might be attitudes (belief treatment will work, 

belief in the need for treatment), emotional, or behavioral 
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strengths in individuals and groups. Logistic facilitators to 

treatment include things such as insurance coverage, good 

transportation, and proximity to treatment. 

Barriers to treatment 

Something that restricts, impedes, or blocks client ability to 

attend, engage, or complete treatment. Barriers can be at the 

client level, logistic, or other barriers. Client-level barriers might 

be attitudes (stigma, feeling treatment might not work), 

emotional, or behavioral limitations in individuals and groups. 

Logistic barriers to treatment include things such as cost, 

transportation issues, and location. 

Participation or attendance at 

treatment sessions 

The degree to which the youth, client, or caregiver is involved in 

the client's treatment sessions. 

Client adherence to 

treatment recommendations 

The degree to which the behavior of youth clients or their 

caregivers corresponds with recommendations from therapists. 

Client transfer/therapist 

change 

Burden and/or instability felt by clients, families, and 

organizations resulting from changing providers. 

De-implementation 
When a clinical practice or approach to treatment (EBI or non-

EBI) that was once offered is discontinued. 

Sustainability Percentage of implemented EBIs that sustain at yearly intervals. 

Clinical process and 

treatment quality (n = 7) 

The process of clinical treatment, including treatment 

quality, the focus, length, assessment burden, time spent in 

active treatment, and effects on treatment as usual. 
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Treatment quality and 

effectiveness 

The degree to which the treatment is high-quality, meaning how 

effective, engaging, and efficient the treatment is at improving 

client functioning and symptoms. 

Individualization of 

treatment goals and practice 

Tailoring treatment goals and practices to the specific needs of 

the client. 

Length of time until 

treatment completion 
The length of time for a youth client to complete treatment. 

Narrow focus on outcomes 
Focusing treatment only on one major outcome, neglecting other 

needs the youth client may have. 

Assessment burden 

Perception of burden (e.g., hardship or distress) when 

administering or completing clinical assessments, surveys, and 

questionnaires. 

Time providing or receiving 

active treatment 

Amount of time a provider spends delivering or a client spends 

receiving active treatment during a session. 

Improvement in quality of 

"usual treatment" 

Improved quality and effectiveness of "treatment-as-usual", 

usual care, or non-EBI treatment. 

Client engagement, 

therapeutic alliance, and 

client satisfaction (n = 5) 

The degree to which clients are engaged and participating in 

the treatment planning and process, feelings of alliance and 

bond between client and therapist, and level of satisfaction 

with treatment. 

Client engagement in 

treatment 

The degree to which the client is engaged in treatment, such as 

participating during the session, being involved in treatment 

planning, and initiating contact or questions with the provider. 
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Clarity of understanding 

about client's needs and 

strengths, treatment purpose, 

and progress 

The degree to which clinicians, clients, or their caregivers are 

informed about and understand the client's needs and strengths, 

the reasons for and goals of treatment, and the youth client's 

clinical progress. 

Satisfaction with treatment 
A client’s rating of important attributes of the process and 

outcomes of their treatment experience. 

Youth client motivation/self-

efficacy to accomplish 

treatment goals 

Refers to a youth client's motivation and belief in their capacity 

to execute behaviors necessary to complete treatment. This 

reflects confidence in the ability to exert control over one's own 

motivation, behavior, and social environment. 

Therapeutic alliance 

A cooperative working relationship between youth client and 

therapist. Includes youth's sense of being "heard" and responded 

to in therapy, shared understanding, shared goals, and working 

together for common therapeutic purpose. 

Clinical organization 

structure, relationships in 

the organization, process, 

and functioning (n = 9) 

Elements associated with the organization, structure, 

process, functioning, and relationships within the 

organization, including organizational climate, 

organization's use of resources, supervisory relationships, 

job applicant pool, and referral rates. 

Administrative burden 

Anything that is necessary to demonstrate compliance with a 

regulatory requirement, including the collecting, processing, 

reporting, and retaining of information, and the financial and 

economic costs of doing so. 
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Organization reputation Refers to people’s collective opinion regarding the organization. 

Organizational climate and 

culture 

Employee's shared beliefs and values of an organization, and 

perceptions of the organization's policies, practices, procedures, 

and reward systems. 

Referral rates The rate of referrals to mental health treatment. 

Quality of job applicant pool 
Having a pool of qualified clinician applicants during the hiring 

process. 

Opportunity costs 
The loss of potential gain from other alternatives when one 

alternative is chosen. 

Supervisor-therapist alliance 

A partnership between a clinical supervisor and a clinician, 

devoted to the learning and growing of the clinician where there 

is a strong bond of care, respect, and trust. 

Scalability 
An attribute that describes the ability of a process, intervention, 

or organization to grow and manage increased demand. 

Cross-organizational 

camaraderie 

Mutual trust, support, friendship, and feelings of community 

among people. 

Youth client and caregiver 

outcomes (n = 5) 

Client and caregiver thoughts, feelings, behaviors, 

symptoms, and functioning. 

Functioning and symptoms 

How the client is functioning in the world, and the symptoms of 

their mental health problems. This could include symptoms like 

depression, anxiety, or unwanted thoughts, or functioning such 

as ability to care for themselves, incarceration/recidivism, school 
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enrollment, graduation, out-of-home placements, employment, 

lifespan, etc. 

Informal support systems 
Informal support systems such as friends, family, religious 

supports, recreation groups, and online social networks. 

Caregiver strain 
The perception of persistent problems and a feeling of decreased 

well-being that results from providing prolonged care. 

Empowerment 

The degree to which one can represent or advocate for their 

interests, determine the progress of their mental health 

treatment, and claim their rights. 

Re-traumatization 
Clinical regression (worsening of symptoms or functioning) or 

new mental health crisis due to processing past traumas. 

Hope 
Hopefulness for the future, inspiration, a belief that the situation 

will improve. 

Use of EBI strategies and 

insight in one's own life (n 

= 2) 

The application of strategies and practices from an EBI in 

one's own life. 

Using EBI strategies for self-

care 

Using EBI strategies in one's own life (such as deep breathing or 

behavioral activation). 

Using EBI strategies with 

friends and family members 

Helping friends and families by teaching them EBI strategies 

(such as deep breathing or behavioral activation), or using 

strategies with them such as reward systems. 

  529 
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