A detailed description of the DBT implementation framework

Context 
Context can be defined as “the set of circumstances or unique factors that surround a particular implementation effort” [1]. In Promoting Action on Research Implementation in Health Services (PARIHS), context relates to the environment or intervention setting and the focus is on three main sub-elements: 

Culture 
How organisations (the intervention setting) contribute to successful implementation is often overlooked [2]. Understanding the culture (the way things are done) within organisations can help to identify implementation barriers and enablers. In the augmented PARIHS model (called the Consolidated Framework for Implementation Research (CFIR) model), culture is highlighted within the “inner” setting domain to describe the norms, values, and assumptions of an organization [1]. Critical factors include those which are changeable, provide a buffer for resistance, or enhance desired behaviours [3]. 

Leadership
Leaders can influence organisation culture, and within PARIHS the relationship between leadership and culture is made explicit [4]. In the revised PARIHS model the focus is on leadership support for implementation, rather than leadership per se [3]. This support can be provided through the use of management behaviour that clarifies staff roles, shows visible support for implementation, supports change within the organisation and ensures effective communication [3]. Leadership style and how DBT-SE is championed may also influence the success of implementation [5]. 

Evaluation 
When PARIHS was revised, the sub-element measurement was changed to evaluation to reflect the fact that multiple approaches and sources of feedback should be incorporated into an organisation’s evaluative mechanisms [6]. It is suggested that evaluation should extend across individual, team and systems levels and use a range of different methods (for example; clinical audit and performance appraisal [7]) to facilitate the timely use of evaluation data in practice [8]. From the augmented PARIHS model further sub-elements were incorporated:

Suitability and goal fit
‘Suitability and goal fit’ from CFIR highlight that the provider’s perception of the intervention is important [1]. The Core Implementation Components model referred to this as ‘organisation characteristics’ [9] but the term ‘suitability’ was selected (derived from the DBT literature) as it is more specific to implementing an intervention. Within this sub-element it may be essential to pay attention to the needs and goals of the organisation where implementation is planned [9], including the organisational readiness to change. Some DBT implementers have argued that organisations should be assisted to weigh up the pros and cons of implementation and arrive at a commitment to implement or not [5]. The outcome of this deliberation process will influence the organisational readiness for change [10], i.e. “the extent to which organizational members are psychologically and behaviourally prepared to implement organizational change” [11]. Readiness for change can be assessed at the individual, team or organisational level [10]. 

Individual characteristics
Examining ‘individual characteristics’ is important, as in the implementation process, no-one is a passive recipient [12] [13]: “setting and intervention constructs are rooted, ultimately, in the actions and behaviours of individuals” [1]. Examining individual characteristics can shed light on how people influence the implementation process. 

Additional sub-elements
The incorporation of ‘facilitative administrative supports’, a term derived from the Core Implementation Components model [14] acknowledges that it is often the interaction between organisation behaviour and practitioner perception of this, which can reinforce or mitigate against implementation. For example, if a service expects practitioners to undertake additional data collection and conduct new interventions on top of their existing caseloads, then it is likely that practitioners will feel burdened by implementation initiatives. Finally, the idea of ‘system interventions’ from the Core Implementation Components model [14] refers to the strategies that the organisation uses when working with external systems (such as study teams and other service providers). 

Evidence 	
In the PARIHS framework, evidence is interpreted as including both propositional and non-propositional forms of knowledge [8], reflecting the idea that knowledge can be just learnt or learnt and used. Within PARIHS, this is represented by four sub-elements:
 
Research and published guidance 
Evidence is often most persuasive if it is published research, devoid of controversy [3]. Receptiveness to published research may vary according to stakeholder group. For example, clinicians may view such evidence as undermining their autonomy or as irrelevant [15]. In contrast, service leaders and commissioners might favour published evidence as the basis for decision making, as they have to comply with policies mandating evidence-based practice. 
  
Clinical experience and professional knowledge
Clinical experience and professional knowledge may influence many aspects of implementation, such as, motivation, leadership support and how DBT is championed. Previous research suggests that clinicians may lack confidence in supporting people with Borderline Personality Disorder (a common client group for DBT interventions) and desire further training [16].  

Preferences and experience
This sub-element has some overlap with ‘individual characteristics’ (a sub-element of context). However, ‘individual characteristics’ is a broader construct referring to the beliefs, attitude and behaviour of all stakeholders. Preferences and experiences, in comparison, has a focus on the views of intervention recipients.   

Local knowledge
Within PARIHS, data and information collected by the organisation is included only if it is found to be valued, has been collected and analysed in a systematic way, and is evaluated and reflected upon [8]. This is different in focus from the ‘evaluation’ sub-element of context, which refers to all organisational data collection and feedback mechanisms. 

Facilitation
Facilitation is a multifaceted term and the definition “enabling (making easier) the implementation of evidence into practice” [17] guided the selection of sub-elements. 

Strategies
Strategies to implement new interventions are conceived to be multifaceted in PARIHS [17]. The DBT literature indicates some particular strategies that may be employed, such as an organisational pre-treatment approach [2]. Strategies are often explored to see if they “are replicable, how these attributes are created and the characteristics of environments in which they are worth replicating” [18]. 

Support
This refers to how the organisation assists facilitators, such as providing networking and advice. PARIHS highlights training as a specific form of support and we have included this as a separate sub-element. 

Facilitator skills and qualities
Facilitators are integral to the success or failure of the implementation process, as they can affect the context of implementation and the application of evidence [8]. Facilitation “involves the facilitator working with individuals, teams, and organisations to prepare, guide, and support them through the implementation process” [19]. PARIHS suggests attending to the skills and qualities that facilitators bring to implementation efforts. Within PARIHS, the ability of the implementation facilitator to be flexible and adjustable is clearly associated with skill level [8] [3]. 

Training, Coaching and ongoing consultation
PARIHS suggests considering ongoing education and the Core Implementation Components model considers the professional development opportunities provided by the organisation [14]. To make this sub-element more DBT specific, we used the label ‘coaching and ongoing consultation’. The DBT literature indicates that the availability and quality of supervision (which can enhance facilitator confidence, emotional regulation and clinical decision making) may be important. 

Additional sub-elements
When DBT is team-based, the mix of skills in the team is important [5] and this involves a consideration of the ‘recruitment and selection’ methods used to create the team. 

DBT
In the augmented PARIHS model [1], notable intervention elements are characteristics of the intervention, other than its content and purpose, which have the potential to affect the success of implementation. 

Design quality and packaging
CFIR considers several intervention features [1], such as, the intervention ‘design quality and packaging’, which includes the history and origins of the intervention [1]. It also incorporates how the intervention is presented to the organisation. 

Adaptability
The term ‘adaptability’ was selected to refer to a series of related ideas regarding intervention trial ability and interventions having adaptable peripheries [1]. There is already some discussion in the DBT literature about the relative merits of DBT being a manualised therapy, whilst being adaptable to different circumstances. 

Complexity and Cost
Informed by CFIR the framework included sub-elements relating to ‘complexity’ and ‘cost’. Complex interventions may be more complicated to implement [1] and expensive interventions may be prohibitive for some organisations. 

Implementation process
[bookmark: _GoBack]CFIR, the augmented PARIHS model, indicates that the process of planning, engaging, executing, and reflecting/evaluating is essential to implementation [1]. This can encompass how organisational needs and preferences are taken into account and the degree of flexibility and tailoring made to meet individual needs within the organisation [1]. It also includes a consideration of implementation fidelity, such as, if there have been unintended deviations from the implementation plan. 
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