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Chapter 1 

Background 
Organizing innovation effectively has become crucial for long-term care organizations for 
older adults. It can directly affect the ability of these organizations to meet the increasing 
demand for long-term care services, address the declining number of healthcare 
professionals, and manage resource limitations, all while maintaining high-quality care and 
a positive work environment (1-3). The research presented in this dissertation explored the 
factors that enhance “innovation readiness” and sought to develop an approach for care 
organizations to assess such readiness. An exploratory approach was chosen to identify 
and understand the key factors that contribute to innovation readiness. Based on these 
insights, a self-assessment approach was then developed and tested to help organizations 
identify areas for improvement and better integrate organizing for innovation into their 
overall strategy. 

Situating innovation in long-term care 
This dissertation adopts the definition of innovation developed by Greenhalgh et al. 
(4, 5), who describe innovation as “a set of behaviors, routines, and ways of working, 
which are perceived as new by a proportion of key stakeholders, linked to the provision or 
support of healthcare, discontinuous with previous practice, directed at improving health 
outcomes, administrative efficiency, cost effectiveness, or user experience, and that are 
implemented by planned and coordinated actions by individuals, teams or organizations.” 
(p.40). Here, innovation refers to the intentional and systematic introduction of new 
ways to organize, deliver, or support care that result in improved outcomes for clients, 
professionals, and organizations (6, 7). Innovation in long-term care is also often 
considered contextual, which means that what qualifies as “innovative” frequently 
depends on local culture, leadership, staffing, and resources (8). 

Innovation can take different forms, such as incremental innovation, which involves 
small, step-by-step improvements to existing processes or tools, such as assessing 
quality of care through narrative methods (10, 11) and redesigning workflows with AI-
assisted triage to free up staff time (12, 13). In Dutch policy contexts, the term “renewal” 
is often used as a practical way to describe this type of innovation, with specific reference 
to tangible changes that become visible in everyday practice (14-16). Radical innovation 
involves fundamental and systemic changes within existing structures. An example 
of this would be the Green Care Farms, which are small, homelike communities that 
replace institutional nursing homes (17). Disruptive innovation, on the other hand, refers 
to breakthroughs that fundamentally challenge or replace established care delivery 
models, like tele-health and robotics transforming traditional care roles (9, 18). 

Innovation in long-term care is generally seen as practice-based improvement 
that enhances care quality, work routines, job satisfaction, or residents’ well-being. It is 
often developed collaboratively with care professionals, residents, and families (19-
23). The range of innovations in long-term care is broad and can include, for example, 
social, process, and technological innovations (24). Technological innovations involve 
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applications of digital tools and technologies that transform care processes, such 
as digital monitoring technology in care facilities (e.g., digital night surveillance) (13, 
25-27). Much of the innovation in long-term care is non-technological in nature (28-
31) and includes, among other things, social innovations that create social value and 
focus on the participation of residents and their families, such as the role of informal 
caregivers in long-term care settings (32). Process innovations, like new care pathways, 
can lead to more coordinated and effective care, as seen in the implementation of 
integrated care pathways for dementia care (33). 

Innovation in long-term care is essential to deal with 
future challenges 
Long-term care includes a range of services designed to meet a person’s health and 
personal care needs when they can no longer perform daily activities independently 
(34, 35). As global life expectancy increases and fertility rates decline, societies are 
undergoing an unprecedented demographic shift. By 2050, the global population aged 
60 and above will double to 2.1 billion. The number of individuals aged 80 and older 
is projected to triple from 2020 to 2050, reaching 426 million (36). This trend presents 
significant challenges, including a rising demand for long-term care services among 
older adults, alongside a shrinking workforce of skilled healthcare professionals to 
meet these increasing needs (1, 37). These demographic and workforce shifts have 
far-reaching implications. Not only does the growing demand for long-term care put 
pressure on service delivery and workforce capacity, it may also contribute to an 
increasing moral burden on frontline care professionals, as they are required to make 
difficult trade-offs in the context of resource constraints (38). Furthermore, it also 
causes a structural increase in long-term care spending relative to national economic 
output in high-income countries (39). Consequently, governments face complex policy 
decisions about resource allocation to support their aging populations (40, 41). Long-
term care, therefore, stands at a pivotal point where demographic pressures and 
resource limitations require innovative solutions (42). 

Dutch long-term care organizations, which provide complex institutional care 
(e.g., in nursing homes and residential care facilities, as well as home-based care), are 
mainly funded through mandatory public health insurance (43, 44). Driven partly by 
policies from government agencies, care offices, and insurance providers, long-term 
care organizations for older adults anticipate ongoing societal and economic changes 
by integrating innovation into their strategies (45, 46). Innovation has shifted from a 
“nice to have” to an essential requirement for organizational survival and the delivery of 
high-quality care (47-49). For example, many long-term care organizations have adopted 
reablement programs that encourage older adults to actively participate in daily activities 
to support both residents and staff (32, 50, 51). These innovations are no longer optional 
experiments but vital tools for maintaining safe and efficient care (52, 53). 
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Innovation in long-term care seems challenging 
Although they face similar demographic pressures, there are indications that long-
term care organizations for older adults vary in their ability to innovate (54-58). Some 
organizations appear more capable than others of effectively organizing their innovation 
efforts (54, 59-62). Research shows that, despite increased investment in healthcare 
innovation, many initiatives still fail to reach their intended outcomes (63, 64). Several 
studies indicate that innovative practices are often only partly implemented or eventually 
discarded (63, 65). Reported failure rates of over 50% (63, 64) highlight the importance of 
effective innovation management and thorough preparation for care implementations. 

Barriers to successful innovation are often described as a lack of strategy, 
“resistance” to innovation, unstructured innovation processes, and limited learning 
and evaluation (20, 65-68). Without a clear strategic focus, organizations may introduce 
several innovations simultaneously, which can lead to confusion and resistance. In such 
cases, small-scale pilots are frequently launched without being spread, as there is no 
overarching vision to guide decision-making (67, 69). Resistance from health professionals 
does not necessarily indicate opposition to innovation itself but often results from how it 
is introduced and the values it seems to replace (70-72). Nilsen et al. (73) and Renkema et 
al. (74) found that professionals in long-term care frequently report a lack of time, space, 
and opportunities to participate meaningfully in innovation processes. Organizations 
also face challenges in structuring their innovation processes due to a lack of systematic 
planning and decision-making for innovation (66, 75). Nauta and Crombach (67) found that 
this often leads to innovation initiatives being added “on top of” existing practices without 
fully adapting care processes to benefit from them. De Carvalho Corôa et al. (76) suggest 
that investing in a thorough evaluation of the effectiveness of promising innovations 
could offer significant opportunities to improve the adoption of innovation practices in 
long-term care. However, Davy et al. (66) show that there is currently insufficient attention 
and support for activities that strengthen organizations’ capacity for (self-)learning and 
evaluation, creating a cycle in which organizations struggle to learn from their innovation 
experiences and to improve future efforts. 

The need for a tailored approach: innovation 
readiness 
Research on healthcare innovation has intensified since the early 2010s, as healthcare 
systems worldwide have begun to recognize innovation as essential for addressing 
demographic, financial, and workforce challenges (77, 78). Organizations can significantly 
benefit from understanding how to prepare for success in any innovation to address their 
strategic challenges (54, 79), but clear evidence on how to effectively support innovation 
in healthcare remains limited, especially in the long-term care setting. However, several 
studies provide valuable insights (4, 65, 80). 

In the business literature, Yen et al. (81) discuss “service innovation readiness” 
focusing on a firm’s preparedness for innovation; they show that being prepared for 
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service innovation helps organizations perform better when introducing new services. 
In healthcare, Williams (80) pointed out that organizational factors need attention to 
enhance an organization’s ability to innovate, which he calls “organizational readiness 
for innovation.” He notes that becoming “innovation ready” or “moving to a state of 
readiness for innovation” requires more research attention. Greenhalgh et al. (4, 65) 
see “the readiness of the inner context” as the steps organizations must take to improve 
their ability to innovate and evaluate the impact of innovations. The features of this 
inner context have been shown to influence the likelihood of successful innovation 
adoption. Both studies indicate that there is little empirical evidence about which factors 
help organizations effectively organize innovation in healthcare and that more focus is 
needed in both research and practice. 

Understanding and assessing innovation readiness 
“Innovation readiness” research in healthcare is still a relatively new field (82) 
and appears to lack a definition and framework to guide improvements in research 
and practice (80, 83, 84). Instruments have been developed to evaluate organizational 
readiness to implement knowledge- or evidence-based practices in healthcare 
organizations (85-87). However, validated tools for assessing innovation readiness 
specifically in healthcare organizations still seem to be unavailable (88). This requires a 
deeper understanding of the innovation readiness concept and the specific factors that 
influence it in long-term care settings, along with practical tools to help organizations 
assess and improve their readiness (6, 54, 89, 90). Turning this understanding into 
actionable insights can help care professionals, policymakers, and educators improve 
effective organization for innovation. 

In the absence of a consistent and detailed interpretation, we have chosen in our 
discussions with management and healthcare professionals in long-term care (4, 65, 
80) to use the term “innovation readiness.” Innovation readiness applies to all types of 
innovation and the entire innovation cycle, which typically includes the following phases: 
idea discovery and generation, idea selection, solution development, implementation, 
scale-up, and diffusion (7, 67). Opportunities for innovation are identified, selected, 
and refined during the early stages. During the implementation phase, healthcare 
professionals test the innovation in real-world settings (91). In the final stage, actions 
are taken to support the full-scale spread of the intended innovation. 

The term innovation readiness has proven helpful in exploring and understanding 
factors to enhance “innovating.” In management and organizational studies, the term 
“innovating” emphasizes that innovation is an ongoing organizational process rather than 
a one-time event. Tidd and Bessant (7) describe innovating as the continuous process of 
“doing innovation.” Likewise, Van de Ven (92) uses the term to characterize innovation 
as a dynamic, iterative, and collective journey in which organizations constantly learn, 
adapt, and reorganize their activities based on emerging insights and challenges. In this 
dissertation, we support these perspectives and see “innovating” as an active, evolving 
process integrated into everyday organizational practice. In our view, to become better at 
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innovating, organizations must actively organize for innovation (93). Success in innovating 
depends on a combination of factors and requires a tailored systematic approach. 

AIM AND OUTLINE OF THIS DISSERTATION 
To support organizations in enhancing their innovation readiness, it is essential to 
better understand the key factors that contribute to successful innovating. This 
understanding can provide the basis for developing a framework and an approach to 
help organizations assess and enhance their innovation readiness. 

Aim 
The overall aim of this dissertation is to advance understanding of innovation readiness 
in long-term care and to develop an approach for organizations to assess it. 
Specifically, the research questions guiding this dissertation are: 

1. Which key factors contribute to innovation readiness in long-term care 
organizations for older adults? 

2. How can long-term care organizations be supported in assessing innovation 
readiness? 

3. What insights and patterns of innovation readiness can be observed across Dutch 
long-term care organizations? 

OUTLINE 
In Chapter 2, we present the results of a scoping review of studies examining innovation 
readiness in healthcare organizations. This chapter summarizes factors that may 
contribute to innovation readiness and introduces a first outline of a framework 
capturing these factors. In Chapter 3, we describe the results of an interview study 
conducted with Dutch stakeholders to gain insights into the factors contributing to 
the innovation readiness of long-term care organizations for older adults, leading 
to the initial innovation readiness framework. In Chapter 4, we show the results of a 
Q-methodology study that, first, examined whether stakeholders agree with the factors 
leading to the final Maastricht Innovation Readiness Framework, and second, explored 
stakeholder perspectives on innovation readiness in Dutch long-term care for older 
adults. In Chapter 5, we present a cross-sectional study examining the feasibility of 
the Maastricht Innovation Readiness Approach (MIRA) across Dutch long-term care 
organizations. In Chapter 6, we present the results of a descriptive cross-sectional study 
examining how Dutch long-term care organizations assess their innovation readiness 
using the MIRA Questionnaire. In Chapter 7, we summarize the main findings of this 
dissertation, reflect on the methodological and theoretical considerations, and discuss 
the implications of these findings for policy, practice, research, and education. Finally, 
in Chapter 9, the impact of the findings is described. 
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Abstract

Background
Increasing innovation readiness of healthcare organizations is necessary to meet 
upcoming challenges, including population aging, staff shortages and reduced 
funding. Healthcare organizations differ in the extent to which they are innovation 
ready. This review aims to clarify the concept of innovation readiness and identify 
which factors contribute to innovation readiness in healthcare organizations.

Methods
A scoping review was conducted based on the framework from Arksey and O’Malley. 
PubMed/MEDLINE, CINAHL and Web of Science were searched for studies that (a) 
aimed to contribute to scientific knowledge about innovation readiness of healthcare 
organizations, (b) were peer-reviewed, (c) reported empirical data and (d) were written 
in English, Dutch or German. Factors researched in the included studies were bundled 
into 4 overarching main factors and 10 sub-factors. 

Results
Of the 6,208 studies identified, 44 were included. The majority (n=36) of the studies had 
been conducted since 2011, and almost half of the studies (n=19) were performed in 
hospitals. Of the 44 studies, 21 researched factors contributing to innovation readiness 
in the implementation stage of the innovation process. The authors used a variety of 
words and descriptions addressing innovation readiness, with hardly any theoretical 
frameworks for innovation readiness presented. Four main factors and 10 sub-factors 
contributing to the innovation readiness of healthcare organizations were summarized: 
strategic course for innovation, climate for innovation, leadership for innovation and 
commitment to innovation. Climate for innovation (n=16) was studied the most and 
individual commitment to innovation (n=6) was the least studied. 

Conclusion
Our study identified four main factors contributing to the innovation readiness 
of healthcare organizations. Research into innovation readiness of healthcare 
organizations is a rather new field. Future research could be directed towards 
defining the concept of innovation readiness and the development of a framework for 
innovation readiness. More understanding of the interplay of factors contributing to 
innovation readiness in all stages of the innovation process and in diverse healthcare 
settings can support healthcare managers to structurally embed innovation. This 
review contributes to the first stage of theory building on factors contributing to 
innovation readiness of healthcare organizations.
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Background
Upcoming challenges such as population aging, staff shortages and reduced funding 
compel healthcare organizations to innovate (1-5). Greenhalgh et al. (6) see innovation as “a 
novel set of behaviors, routines and ways of working that are discontinuous with previous 
practice, are directed at improving health outcomes, administrative efficiency, cost 
effectiveness, or user experience and that are implemented by planned and coordinated 
actions.” Success in innovating depends on an interplay of factors (2, 7) and needs to be 
planned (8, 9). Healthcare organizations show large differences in the extent to which they 
are capable of innovating (10-13). Increasing the readiness of healthcare organizations for 
innovation is required to meet the challenges they face (1-5, 13).

Although of great importance, embedding innovation structurally in healthcare 
organizations is not simple (14-16). Organizations encounter difficulties in structuring 
their innovation processes (3, 17, 18), while existing procedures and regulations often 
restrain innovative initiatives (10, 19); moving to a state of readiness for innovation 
differs from preparing to introduce a specific innovation (2). While many studies 
focus on the implementation of specific treatment or e-health innovations (20-24), 
scientific knowledge about what is needed for healthcare organizations to become 
innovation ready is limited (2, 25, 26). Scientists have only recently focused attention 
on organizational readiness for innovation in healthcare settings (4). 

Healthcare organizations can greatly benefit from knowledge about how to prepare 
to succeed in any type of innovation to meet strategic challenges (10, 27-29). To the best 
of our knowledge, there are no overviews that specifically address factors contributing 
to innovation readiness in healthcare organizations. Therefore, we conducted a scoping 
review (1) to clarify the concept of innovation readiness and (2) to identify available 
research on the factors contributing to innovation readiness in healthcare organizations. 
Innovation readiness in business and healthcare received various explanations, with 
no generally accepted explanation in the literature (2, 4, 30). Innovation readiness is 
explicitly referred to as the ability to innovate by Zerfass et al. (31).

In our view innovation readiness indicates the level of maturity of an organization 
to succeed in any type of innovation. Moving to a state of readiness for innovation has a 
broader scope than the introduction of a specific innovation (32). Innovation readiness 
comprehends the entire innovation cycle while organizational readiness for change 
specifically measures the successful adoption of new innovations (15). 

Methods
The scoping review was conducted based on the framework from Arksey and O’Malley 
(33) and the Joanna Briggs Institute’s recommendations for conducting scoping reviews 
(34). The reporting is according to the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) checklist; 
see Appendix 1 for PRISMA Checklist (35).
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Identifying the research question
The scoping review question guided the development of the inclusion criteria and 
provided a clear structure for the development of the scoping review. As with the title, 
the question incorporates the population, concept, and context elements (36): What is 
known in scientific literature about: (1) the concept of innovation readiness (definitions, 
theories, frameworks) (2) the factors that are studied contributing to innovation 
readiness in healthcare organizations. The review aims to map a range of factors that 
contribute to innovation readiness (concept) for healthcare organizations (population 
and context). In this review the population and the context (healthcare organizations) 
overlap. For this study in the healthcare context, we consider ‘innovation readiness’ 
to be the level of maturity of an organization to succeed in any type of innovation 
and ‘becoming or being innovation ready’ as an ongoing, coherent and tuned process 
consisting of planned and coordinated actions to optimize the entire innovation cycle.

Identifying relevant studies
The literature search was executed on June 11, 2021, within three databases: PubMed/
MEDLINE, (biomedical literature from MEDLINE, life science journals, and online books), 
CINAHL (focus on nursing journals) and Web of Science (scholarly journals in science, 
social sciences, and humanities disciplines) (see Appendix 2: Detailed search terms 
used in the PubMed search). Web of Science was added as a database to identify studies 
about innovation readiness published in economic and innovation journals. 

In March 2021 the term “innovation readiness” was explored via a preliminary 
search in Google scholar and PubMed/MEDLINE to identify relevant and related 
concepts and terms. Innovation readiness (the term itself and the broader meaning) 
appeared in a diversity of related terms e.g., innovation/organization capacity/
potential, ready for and in a diversity of scientific journals (e.g. medicine, health, 
innovation, management, economy). 

The search strategy is based on the main concept term: innovation readiness for 
PubMed/Medline and CINAHL and on the main concept terms: innovation readiness 
and healthcare for Web of Science. Innovation readiness is a nonspecific search term in 
all three databases. We studied recent systematic and scoping reviews for the search 
strategies employed for operationalizing the innovation readiness concept. To formulate 
the search strings, relevant keywords and synonyms were identified for each concept 
term in addition to the controlled vocabulary terms (such as the MeSH headings in 
PubMed). Reference lists of articles that fulfilled the inclusion criteria were searched 
to identify additional papers. The final search strategy is available as appendix to the 
review. As the database Web of Science includes articles of a diverse setting (broader 
than the healthcare setting of Pubmed and Cinahl) we operationalized the healthcare 
concept via studying recent healthcare research, which we adapted for our use. 

The search for this scoping review was quite iterative as in time we became 
more familiar with the additional keywords and sources, and potentially useful search 
terms discovered and incorporated into the search strategy. The search strategy was 
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discussed on several occasions by the research team (also authors) as well as reviewed 
twice by a research librarian from Maastricht University. 

Eligibility criteria and study selection
Studies were included if the study (a) aimed to contribute to scientific knowledge about 
innovation readiness of healthcare organizations, (b) was peer-reviewed, (c) reported 
empirical data and (d) was written in English, Dutch or German. We included German 
and Dutch, besides English (authors are fluent in these languages) to broaden the scope 
and the number of available articles. The results from the database search were merged 
and duplicates were removed using reference-management software (Endnote). 

Author MH screened all articles by titles and by abstracts for eligibility and author RB 
screened a random selection of 10%. Both authors compared their assessment decisions, 
logged in review software Rayyan and resolved discrepancies through consensus. These 
phases produced 161 ‘included studies’. In the next phase (screening via full text), two 
authors (MH, EV) independently screened and discussed 100% of the full text of the 
retrieved studies and scored them as ‘include’, ‘possibly include’ or ‘exclude’. Reference 
lists of included studies were searched by the author MH to identify additional studies. 
All extracted data were discussed within the research team. The selection process followed 
the PRISMA 2020 flow chart (see Figure 1). 

Data extraction
A data extraction table was developed. Two authors (MH, EV) extracted the data of 
half of the studies and verified each other’s data. The data charting table consists of 
author(s), year, country(ies), study aim, design, setting and factor(s). A factor is the 
key construct of innovation readiness addressed in the study. 

Summarizing and reporting the results
For the first part of the research question, definitions and descriptions of innovation 
readiness as well as frameworks were extracted from the included studies. A framework 
(including theoretical models or frameworks related to innovation readiness) 
demonstrates the understanding of the factors, variables, or constructs and the 
presumed relationships between them, addressed in the study, often being displayed 
graphically (37). For the second part of the research question, two authors (MH, EV) 
listed the main factors contributing to innovation readiness, as well as the main results 
of the studies to identify key characteristics of the factors contributing to innovation 
readiness. Based on the descriptions of factors studied factors were then bundled into 
4 overarching main factors and 10 sub-factors. Although some sub-factors may relate to 
more than one main factor, it was decided to assign each sub-factor to one main factor. 
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Figure 1 PRISMA 2020 flow diagram of search of databases, identification and inclusion for the review
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Results 

Characteristics of the studies
The initial search strategy identified 6,208 references after duplicates were removed. 
After screening using the inclusion criteria, we retained 44 studies: i.e., (20, 38-58, 60-
81). All articles are written in English. The details of the studies included in the review 
are presented in Table 1. Studies were published from 1997 onwards, with the majority 
(almost 90%) being published since 2011. Ten of the included studies were published in 
either 2020 or 2021. Most studies were conducted in Europe (n=22, 50%) and the USA (n=15, 
34%) and in hospitals (n=19, 43%) and long-term care organizations (nursing homes, care 
providers for the mentally or physically disabled) (n=9, 20%). The research methods show 
a wide variety, such as group and individual (semi-structured) interviews, the Delphi study, 
observations of participant and project meetings, focus groups, (grey) literature reviews, 
prototyping, workshops, focus-groups, case studies, (online) questionnaires and statistical 
analysis. Qualitative research design was used in 18 studies, quantitative research design 
in 16 studies and a mixed method design in 10 studies.

Definition of innovation readiness and frameworks
Six studies present a definition or description. Of these, only Benson (41) uses the term 
innovation readiness: “the degree to which an individual or organization is relatively 
earlier in adopting new ideas than other members of the system”. Where Benson 
emphasizes both the individual and organizational level, all five other studies present 
descriptions referring to the organizational level. Benson and Jaskyte et al. both 
emphasize the numerical aspect of innovation readiness: the timing of the adoption 
(41) and the number of adopted innovations (58). Both Schultz et al. (71) and Von Treuer 
et al. (77) introduce the term readiness for change to describe “the likelihood of success 
in implementing an innovative change” (71). Furthermore, Schultz et al. (70) as well as 
Joseph (60) mention the process aspect of innovation: the process of using knowledge 
(70) and innovation as a social process (60).

The authors of the other 38 studies use a variety of words addressing innovation 
readiness. The most frequently mentioned are: capacity for innovation (38, 39, 56, 78), 
innovation capacity (57), capacity to innovate (58, 62, 63), ability to innovate (40, 47, 79), 
organizational innovativeness (58), organization's innovation ability (48), innovation 
performance (52, 67), innovativeness of organizations (65), organizational innovation 
(80) and organization’s innovative potential (81).

Twenty-two of the 44 studies present their findings in a graphical framework 
consisting of the factors studied. Twenty-one studies present a partial framework 
displaying the specific studied factors that contribute to innovation readiness. 
For example, the framework of Birken et al. (42) demonstrates the relationship between 
top managers’ support and middle managers’ commitment to innovation implementation 
in healthcare organizations. Urquhart et al. (76) graphically display the understanding of 
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middle managers’ roles in innovation implementation and the determinants of fulfilling 
these roles. Only Lombardi et al. (63) present a total organizational framework displaying 
a full set of factors that work together to promote innovation readiness of an entire 
organization. Their framework consists of 21 facilitating factors that intertwine to facilitate 
innovation in a healthcare organization with culture, structure and policy being the key 
organizational determinants. 

Factors contributing to innovation readiness
The authors MH and EV listed the factors of the 44 studies as described by the authors 
of the articles (see table 1: Factor(s) studied (described by authors(s)). The list consisting 
of 44 factors contributing to innovation readiness were bundled at the level of the 
organization, the team and the individual. After discussion and reflection in the 
research team the decision was made to adjust and rename this bundling. The factors 
at the organizational level were preconditional and were named as main factor: 
strategic course for innovation. Main factor: leadership for innovation and climate for 
innovation clearly stood out as relevant elements on the team level. The individual 
level was named the main factor: commitment to innovation to reflect the content 
of the combined factors. The main category defines a main factor contributing to 
innovation readiness. The sub category gives detail to the main category. The process 
in the research team was an iterative reflective process and was either based on a 
suggestion by one author or on a group discussion with all authors. 

As a result the factors studied are categorized into four main factors: 1) strategic 
course for innovation, 2) climate for innovation, 3) leadership for innovation and 
4) commitment to innovation. A general framework that represents the factors 
contributing to innovation readiness studied by the authors is presented in Figure. 
2. The arrows in the framework depict the contribution of the four main factors 
to innovation readiness. The vertical presentation of the main factor climate for 
innovation illustrates its connectedness with the other three main factors. Each main 
factor consists of two or four sub-factors (see Table 2).
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Figure 2 Factors contributing to innovation readiness

Strategic course for innovation
 Strategic course for innovation refers to the top management preparing the 
organization’s long-term direction to become innovation ready. It articulates the role 
and the importance of innovation for the organization in terms of strategic course and 
defines the allocation of resources between current operations and innovation. The main 
factor consists of the sub-factors innovation strategy, innovation program, innovation 
process and inter-organizational links and is focused on the organizational level.

Innovation strategy
 Innovation strategy concerns the alignment of innovation goals with the overall 
corporate strategy and prioritizes the desirable actions of employees and was 
included in three studies  (50, 63, 70). Two studies reported elements to design an 
effective innovation strategy: the characteristics of the socio-political context (e.g., 
legislation), the organization (e.g., the decision-making process), the adopting person 
(e.g., health professionals), the innovation (e.g., complexity) (50), organizational culture 
(e.g., values), organizational structure (e.g., processes, resources) and organizational 
policy (e.g., alignment of incentives) (63). Additionally, Schultz et al. (70) studied what 
instruments an organization can use to harmonize employee goals with those of the 
organization and encourage employees to participate in the innovation strategy. 
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The results demonstrated that formal instruments (e.g., rewards) and informal 
instruments (e.g., employee encouragement) influence the size and innovativeness 
of the innovation activities.

Innovation program
 Innovation program refers to the coordinated plans and actions that an organization 
undertakes to implement the innovation strategy and is included in three studies 
 (52, 56, 79). All studies examined factors that are relevant for designing a successful 
innovation program. Glover et al. (52) examined the influence of hospital unit 
complexity on innovation. Hospital units are described as complex as they cannot 
be fully understood through linear thinking alone and interactions between team 
members can produce unpredictable behavior and generate new behavior. In order 
to achieve high levels of innovation in these innovation programs, units with higher 
levels of complexity should respond with lower staff autonomy (e.g., independence) 
and greater emphasis on performance orientation (e.g., demonstrating competence). 
Hunter et al. (56) studied a competition-based program designed to accelerate early-
stage, innovative healthcare ideas from within the healthcare organization. Employees 
were encouraged to submit innovative ideas and if selected, they were provided with 
business, legal, technical and scientific project management support to help accelerate 
their projects. The program was modeled around four factors: small and dynamic 
project manager-led teams, low barriers to entry, emphasis on outreach and fostering 
innovators. The study found that project management and guidance for innovators 
were the most critical features of the innovation program. Business and project 
planning increase the success of innovation programs. Business planning ensures a 
fit between the innovation idea, the strategy and the competencies of the organization 
and project planning outlines the progress of a program (79).

Innovation process
 Innovation process concerns the policies and the steps that are taken in (part of) 
the organization from the idea of the innovation to sustaining the innovation. 
Innovation process has been researched in five studies  (39, 40, 57, 62, 66). Three 
studies researched and identified factors relevant for the innovation process: the 
availability of quantitative evidence, inter-personal and inter-organizational networks, 
role of champions and senior management, the existence of a favorable inner and 
outer context (40, 66), organizational constraints (39) and knowledge management 
(62). Atkinson et al. (39) examined two types of organizational constraints: 
heterarchical constraints (resistance from other professional groups and units in the 
organization) and hierarchical constraints (resistance from upper-level stakeholders 
and managers). The results demonstrate that teams address constraints at different 
stages of innovation by applying various tactics. Leal-Rodriguez et al. (62) studied the 
relationship between knowledge management and the effectiveness of the innovation 
process. According to them, knowledge management, defined as explicit and tacit 
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components of organizational knowledge, leads to better innovation outcomes. 
Two studies researched the total innovation process. Hyrkas et al. (57) developed 
and tested a co-creation model for collaborative innovation, in which companies and 
healthcare professionals co-create future healthcare services. The results show that 
collaboration requires careful preparation, sector-specific knowledge and active efforts 
throughout the entire process. Reed et al. (66) studied the total process of innovation 
in healthcare organizations from strategic planning to implementation and found that 
the process of innovation is most dependent on organizational culture and leadership. 

Inter-organizational links
 Inter-organizational links concern the relations of an organization with other 
organizations and how the organization uses these links to enhance innovation 
readiness. Inter-organizational links are researched in two studies  (43, 53). Goes et 
al. (53) define inter-organizational links as “cooperative relationships among distinct 
but related organizations.” The relationships between innovation and four different 
but nonexclusive types of interorganizational links were studied: ‘structural links’ 
(organization is affiliated to corporate framework), ‘administrative links’ (e.g., contract 
management), ‘institutional links’ (link with institutional and trade associations) 
and ‘resource links’ (e.g., resource exchange). Results show that inter-organizational 
links provide an opportunity to exchange capabilities and knowledge between 
organizations and to enhance understanding of environmental trends. Bunn et al. (43) 
studied the researchers’ awareness of the organizational context in the collaboration 
of healthcare organizations and universities on innovating. The results show that to 
make scientific innovation research work in a healthcare setting, it is important for 
researchers to understand the experiences of staff, to engage them as active members 
of the research team and to support them to develop skills. 

Climate for innovation
 Climate for innovation concerns creating a supportive organizational environment that 
contributes to innovation readiness and focuses both at the team and organizational 
levels. The main factor consists of the sub-factors innovative organizational culture 
and room for learning. 

Innovative organizational culture
 Innovative organizational culture concerns the way employees collectively think, behave 
and believe in relation to innovation readiness and is researched in ten studies  (20, 46, 
55, 58, 60, 61, 65, 71, 72, 77). Innovative organizational culture is described as attitudes 
or behaviors of the team or the organization towards innovations (46, 55, 58). Jacobs 
et al. (20) highlight the extent to which employees perceive that innovation is expected 
and rewarded by the organization, whereas Joseph (60) and Nieboer et al. (65) highlight 
innovative culture as “conditions” in which employees are supported in innovation. 
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A variety of factors that strengthen innovative culture were mentioned in the 
studies. Organizational support was frequently mentioned (20, 46, 55, 60, 61, 65) and is 
defined as time, training, innovation-values fit (e.g., fit between the innovation and the 
values of innovation users) and implementation standards and policies. Investing in 
innovation standards and policies can be interpreted by employees as innovation being 
an organizational priority and contributing to a favorable perception of the culture 
of innovation (20, 61). Furthermore, management support (e.g., coaching, priority 
setting) and leadership (e.g., guidance and preparing staff for change) are mentioned 
to enhance an innovative culture (46, 55, 60, 61, 65, 77). An innovative culture is an 
environment that allows employees to inquire and question organizational practices 
(60), gives enough leeway to express creativity and allows employees to take risks, 
experiment and take advantage of opportunities (58). Knowledge about how employees 
perceive the innovative culture can be used by management to determine if a group or 
organization is ready for innovation (71). Somech et al. (72) detailed four dimensions 
of an innovative culture: vision, participative safety, task orientation and support for 
innovation. They studied team composition (combined individual creative personality 
and functional diversity), team creativity and climate for innovation and reported that 
team composition interacts with innovative culture. 

Room for learning
 Room for learning concerns an environment that encourages the organization 

and employees to learn, reflect and acquire the knowledge and skills contributing to 
innovation readiness and is researched in six studies as ‘capacity to learn and innovate’ 
 (38, 44, 74) and ‘facilitation of learning’  (69, 75, 80). Capacity to learn and innovate was 
researched in three studies (38, 44, 74). The findings of Anvik et al. (38) demonstrate 
that everyday work practices of care professionals, besides planned learning situations, 
are an important point of departure for learning and innovation. Additionally, 
opportunities for people to reflect and learn at all levels of the organization as well 
as leadership that encourages employees to participate can increase the capacity to 
learn and innovate (74). Learning communities (group learning in innovation clusters) 
provide opportunities to learn and can reduce the time required to move innovations 
into practice (44). The facilitation of learning that enhances innovation readiness was 
researched in three studies (69, 75, 80). Zuber et al. (80) observed that tools for creating 
innovative solutions, such as brainstorms and prototyping, increase the creative 
innovation potential of employees. The role of space in facilitating innovation is studied 
by Saidi et al. (69). Attractive workspaces, different from the usual workplace, stimulate 
innovation through being “a space that enables interaction” because the productive 
interaction of different players inspires new ideas. Furthermore, the influence of 
team learning on the implementation of innovation was studied. The results show 
that team learning will improve if the learning needs of a team are explored before 
the implementation of an innovation (75).
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Leadership for innovation
 Leadership for innovation concerns the role of leadership of top and middle 
management to contribute to innovation readiness. The main factor consists of the 
sub-factors leadership style and middle manager’s role. 

Leadership style
 Leadership style concerns the attitude and behavior of managers in leading the way 
to become innovation ready. Leadership style is researched in three studies  (54, 64, 
68). Transformational leadership, directed at inspirational motivation of employees by 
expressing a compelling vision (54), has a positive influence on the innovative behavior 
of employees (54, 64, 68), while transformational leadership encourages employees to 
think and solve problems innovatively (64). In addition to transformational leadership, 
situational leadership (e.g., active participation from leaders) was considered important 
by staff as “leaders need to be present on the wards and know the skills of their 
employees” (68). Gunzel-Jensen et al. (54) studied the interaction between different 
styles of leadership (transformational, transactional and empowering leadership) 
and reported that the combination of transformational and empowering leadership 
(aimed at increasing employees’ ability to make autonomous decisions when doing 
their job) has a strong positive influence on innovative behavior.

Middle manager’s role
 The middle manager’s role concerns the responsibilities and motivation of middle 
managers for innovation readiness. The role is assessed in five studies  (42, 45, 49, 51, 
76). Middle managers are important to make innovation implementation happen (49, 
76), but their variety of roles and limited decision-making authority with respect to 
implementation hinders their innovative capacity (76). García-Goñi et al. (51) studied the 
relation between motivation towards innovation and the involvement in the innovation 
process. As managers are more involved in the innovation process than other health 
professionals, they feel more motivated for the innovation than front-line employees. 
Chuang et al. (45) reported that middle manager support is encouraged by the fit 
between the innovation and the managers’ workplace priorities in combination with 
control over the implementation. Furthermore, Birken et al. (42) and Chuang et al. (45) 
reported that top managers can enhance middle manager commitment by expressing 
to middle managers that innovation implementation is an organizational priority and 
allocating policies and resources accordingly. In return, middle managers can utilize this 
support by asking for extra assistance in the execution of the innovation strategy (42).

Commitment to innovation
 Commitment to innovation concerns organizational actions aimed at the attitude, 
training and development of individual employees to support them in their individual 
readiness to get better at innovating. The main factor consists of the sub-factors 
innovative behavior and innovative competencies.
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Innovative behavior
 Innovative behavior concerns employees undertaking innovative actions contributing 
to innovation readiness and has been researched in four studies  (48, 67, 73, 81). 
Innovative behavior is stimulated by managerial support (e.g., motivation, rewards), 
cultural support (innovative climate) (48) and distributed leadership (leaders distribute 
leadership to employees and leave work decisions to employees) (81). Furthermore, 
high-involvement HRM practices (e.g., training and development, performance 
feedback) positively influence innovative behavior as “employees perceive HRM 
practices as signals from the organization that innovative behaviors are appreciated” 
(67). Organizational commitment and autonomy (feelings of control regarding one’s 
work) positively influence this relationship. Taylor et al. (73) studied the resourcing of 
innovation when employees innovate outside the context of innovative programs when 
resources are scarce. The results show that, where employees are driving innovation, 
they mobilize already present space, funding and staff at all levels of the organization 
and that the support of senior staff is crucial in facilitating access to resources.

Innovative competencies 
 Innovative competencies concern the skills and motivation of employees to contribute 
to the innovation readiness of the organization and has been researched in two studies 
 (47, 78). An increase in individual competences necessary for the use of information 
technology, typically a non-core competence of healthcare workers, resulted in a higher 
organizational ability to innovate (47). Weatherford et al. (78) studied knowledge, skills 
and attitudes specific for leaders of innovation in healthcare to set up an education plan 
for innovation leaders. Five competency domains for leaders of innovation were identified: 
disruptive change (positive open attitude toward change), experimentation and design 
thinking, innovation and creativity, translating innovation into operations and risk taking.

Discussion
Our study identified 10 sub-factors contributing to the innovation readiness of 
healthcare organizations that were clustered into four main factors: strategic course 
for innovation, climate for innovation, leadership for innovation and commitment 
to innovation (Figure 2). Climate for innovation (n=16) was the most studied, 
followed by strategic course for innovation (n=13). Leadership for innovation (n=8) 
and individual commitment to innovation (n=6) were the least studied, despite the 
importance assigned in the literature to healthcare staff at all levels as key players in 
the development and implementation of innovations (73, 82, 83). The factors found in 
this review show overlap with the literature about factors contributing to innovation 
readiness in business (84, 85) and healthcare (17). The theme strategic course for 
innovation is reflected in elements such as innovation strategy (17, 84), project 
management (84) and planning (85). Climate for innovation is reflected in elements 
such as the culture (17, 84) and context of the organization (85), whereas leadership 



40

Chapter 2 

for innovation is reflected in leadership (17) and commitment to innovation in support 
(85) and competencies (17). Despite the overlap, there are also differences. Adams 
et al’ s framework of the innovation management process (84), the ISO Innovation 
management system (85) and Nauta et al’ s healthcare innovation management model 
(17) display portfolio management and internal and external communication as factors 
contributing to innovation readiness.

The majority (almost 90%; n= 36) of studies have been conducted since 2011, 
indicating that research into the innovation readiness of healthcare organizations is a 
rather new field. According to Weiner et al. (4), management consultants have written 
about organizational readiness for decades, although scientists have only recently 
focused attention on the importance of organizational readiness in supporting innovation 
in health settings. The author’s diverse personal and professional backgrounds reflect 
the fact that research into innovation readiness is conducted by various disciplines among 
which are health policy and management, innovation implementation, entrepreneurship, 
healthcare education, leadership, learning, medicine and art & design. This scoping 
review shows that the concept of innovation readiness in healthcare is described in the 
literature with a variety of terms and there does not seem to be a generally accepted 
definition of innovation readiness. Furthermore, it reveals that the likely interplay within 
and between the four main and sub-categories contributing to innovation readiness are 
understudied and understanding their interplay will support organizations in becoming 
better at innovating. 

Hardly any theoretical frameworks encompassing innovation readiness were 
used in the reviewed studies. Almost half of the studies (n=19) in this scoping review 
were performed in hospitals. The other half of the studies were undertaken in a 
variety of healthcare settings (e.g., nursing homes, mental health institutions, primary 
care and public health). Organizational characteristics (such as facility size), market 
characteristics (such as competition) (86, 87) and the educational level of staff (86) 
are found to influence innovative activities of organizations and might explain the 
larger representation of hospitals in this review. The question is whether research 
findings about innovation readiness can be transferred from one context to another. 
Besides the above-mentioned characteristics, the external setting and the roles played 
by external stakeholders (e.g., regulators) will impact the measures that organizations 
need to take to become innovation ready (88-92). It might be worthwhile understanding 
how innovation readiness differs over the diverse contexts in healthcare.

Of the 44 studies reviewed, 21 researched factors contributing to innovation 
readiness in the implementation stage of the innovation process. The main stages of 
an entire innovation process are described as idea generation, idea selection, solution 
development, implementation, scale-up and diffusion (17). Opportunities for innovation 
are sought, selected and developed in the first stages. In the implementation phase, 
the innovation is put into practice by healthcare professionals (93). In the last stage, 
actions are taken to support full scale spread of the innovation in the organization. 
The focus in research on the implementation of innovations is reflected by the attention 
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in research to heavily cited implementation models (Rogers (94) and Greenhalgh et al. 
(6)) and in international peer-reviewed journals on the implementation of research. 
The emphasis on an evidence-based approach in care might have provoked an impulse 
for the implementation of innovation, although experience revealed that innovations 
developed elsewhere cannot simply be implemented in any other context (95). 
Furthermore, the focus might be explained by the funding of national and regional 
governments to enhance the implementation and up-scaling of innovations to benefit 
specific target groups (10, 40, 96). “A company’s capacity to innovate is only as good 
as the weakest link in its innovation value chain” (97). Consequently, understanding 
innovation readiness in healthcare might benefit from research encompassing every 
stage of the innovation process. 

This study has several strengths and limitations. In terms of strengths, it offers a 
unique contribution by presenting the state of the knowledge reflected in peer-reviewed 
literature from empirical studies, on factors contributing to innovation readiness in 
healthcare organizations. The study used a transparent and replicable review process. 
However, our study presents some limitations. First, it is subject to publication bias, 
since we only included studies published in peer-reviewed journals and excluded gray 
literature. Second, as there is no clear and consistent definition of innovation readiness, 
related search terms used for the search strategy can cause selection bias due to 
searching for specific words within the selected databases. Selection bias in the selection 
of studies was prevented by considering a broad range of words in relation to innovation 
readiness and reflection in the research team. Third, all but two studies (Pakistan and 
South Africa) were performed in the developed world and may impose a limitation on 
the findings of the study. The study increased the understanding of the determinants of 
innovation readiness and can support managers in healthcare organizations to decide 
on how to manage their efforts to become better at innovating. 

Conclusions
This scoping review has summarized four main factors contributing to innovation 
readiness in healthcare organizations: 1) strategic course for innovation 2) climate for 
innovation 3) leadership for innovation and 4) commitment to innovation. The factors 
contributing to innovation readiness (Figure 2) seem to correspond to factors known 
in the literature. Research into the innovation readiness of healthcare organizations 
is a rather new field and lacks a generally accepted definition of innovation readiness, 
as well as a theoretical framework to guide research into innovation readiness. Future 
research could be directed towards defining the concept of innovation readiness and 
the development of a framework for innovation readiness to support managers in 
diverse healthcare settings to meet the challenges that healthcare organizations face. 
This review contributes to the first stage of theory building on factors contributing 
to innovation readiness. However, a better understanding of the interplay of factors 
contributing to innovation readiness in all stages of the innovation process and in 
diverse healthcare settings is needed.
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Appendices

Appendix 1. Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping 
Reviews (PRISMA-ScR) Checklist

Section Item Prisma-ScR checklist item Reported 
on page #

Title

Title 1 Identify the report as a scoping review. 1

Abstract

Structured 
summary

2 Provide a structured summary that includes (as applicable): 
background, objectives, eligibility criteria, sources of 
evidence, charting methods, results, and conclusions that 
relate to the review questions and objectives.

2

Introduction

Rationale 3 Describe the rationale for the review in the context of 
what is already known. Explain why the review questions/
objectives lend themselves to a scoping review approach.

3

Objectives 4 Provide an explicit statement of the questions and 
objectives being addressed with reference to their key 
elements (e.g., population or participants, concepts, 
and context) or other relevant key elements used to 
conceptualize the review questions and/or objectives.

4

Methods

Protocol and 
registration

5 Indicate whether a review protocol exists; state if and where 
it can be accessed (e.g., a web address); and if available, 
provide registration information, including the registration 
number.

Not 
applicable

Eligibility criteria 6 Specify characteristics of the sources of evidence used as 
eligibility criteria (e.g., years considered, language, and 
publication status), and provide a rationale.

5

Information 
sources*

7 Describe all information sources in the search (e.g., 
databases with dates of coverage and contact with authors 
to identify additional sources), as well as the date the most 
recent search was executed.

5

Search 8 Present the full electronic search strategy for at least 1 
database, including any limits used, such that it could be 
repeated.

Appendix 
2

Selection of 
sources of 
evidence†

9 State the process for selecting sources of evidence (i.e., 
screening and eligibility) included in the scoping review.

5

Data charting 
process‡

10 Describe the methods of charting data from the included 
sources of evidence (e.g., calibrated forms or forms that 
have been tested by the team before their use, and whether 
data charting was done independently or in duplicate) and 
any processes for obtaining and confirming data from 
investigators.

6

Data items 11 List and define all variables for which data were sought and 
any assumptions and simplifications made.

6-7



46

Chapter 2 

Section Item Prisma-ScR checklist item Reported 
on page #

Critical appraisal 
of individual 
sources of 
evidence§

12 If done, provide a rationale for conducting a critical 
appraisal of included sources of evidence; describe the 
methods used and how this information was used in any 
data synthesis (if appropriate).

not 
performed

Synthesis of 
results

13 Describe the methods of handling and summarizing the 
data that were charted.

7

Results

Selection of 
sources of 
evidence

14 Give numbers of sources of evidence screened, assessed 
for eligibility, and included in the review, with reasons for 
exclusions at each stage, ideally using a flow diagram.

6

Characteristics 
of sources of 
evidence

15 For each source of evidence, present characteristics for 
which data were charted and provide the citations.

8-11, table 
1&2

Critical appraisal 
within sources of 
evidence

16 If done, present data on critical appraisal of included 
sources of evidence (see item 12).

not 
performed

Results of 
individual 
sources of 
evidence

17 For each included source of evidence, present the relevant 
data that were charted that relate to the review questions 
and objectives.

8-18

Synthesis of 
results

18 Summarize and/or present the charting results as they 
relate to the review questions and objectives.

8-18

Discussion

Summary of 
evidence

19 Summarize the main results (including an overview of 
concepts, themes, and types of evidence available), link 
to the review questions and objectives, and consider the 
relevance to key groups.

19-20

Limitations 20 Discuss the limitations of the scoping review process. 20-21

Conclusions 21 Provide a general interpretation of the results with respect 
to the review questions and objectives, as well as potential 
implications and/or next steps.

22

Funding

Funding 22 Describe sources of funding for the included sources of 
evidence, as well as sources of funding for the scoping review. 
Describe the role of the funders of the scoping review.

23

JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-Analyses 
extension for Scoping Reviews.
* Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social media 
platforms, and Web sites.
† A more inclusive/heterogeneous term used to account for the different types of evidence or data sources (e.g., 
quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a scoping review 
as opposed to only studies. This is not to be confused with information sources (see first footnote).
‡ The frameworks by Arksey and O’Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer to the process 
of data extraction in a scoping review as data charting.
§ The process of systematically examining research evidence to assess its validity, results, and relevance before using it 
to inform a decision. This term is used for items 12 and 19 instead of "risk of bias" (which is more applicable to systematic 
reviews of interventions) to include and acknowledge the various sources of evidence that may be used in a scoping 
review (e.g., quantitative and/or qualitative research, expert opinion, and policy document).
From: Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA Extension for Scoping Reviews 
(PRISMAScR): Checklist and Explanation. Ann Intern Med. 2018;169:467–473. doi: 10.7326/M18-0850.

http://annals.org/aim/fullarticle/2700389/prisma-extension-scoping-reviews-prisma-scr-checklist-explanation


47

Factors contributing to innovation readiness: a scoping review

2

Appendix 2. Detailed search terms used in the PubMed search*

Step Search terms

1 Concept term: innovation readiness

"change read*"[Text Word] OR "change capabilit*"[Text Word] OR "change capacit*"[Text 
Word] OR "dynamic capa*"[Text Word] OR "innovation capacit*"[Text Word] OR "innovation 
capabilit*"[Text Word] OR "Innovation management"[Text Word] OR “innovation 
maturity"[Text Word] OR "innovation performance*"[Text Word] OR "Innovation 
potential"[Text Word] OR "Innovation process*"[Text Word] OR "innovation read*"[Text 
Word] OR “innovation transformation*"[Text Word] OR "organizational capacit*"[Text 
Word] OR "organisational capacit*"[Text Word] OR "organizational capabilit*"[Text Word] 
OR "organisational capabilit*"[Text Word] OR "Organizational innovativeness"[Text 
Word] OR "Organisational innovativeness"[Text Word] OR "Organizational potential"[Text 
Word] OR "Organisational potential"[Text Word] OR "organizational read*"[Text Word] 
OR "organisational read*"[Text Word] OR "System readiness for innovation*"[Text 
Word] OR "readiness for innovation"[Text Word] OR "diffusing innovation*"[Text Word] 
OR "Innovation implementation"[Text Word] OR "innovation diffusion*"[Text Word] OR 
"implementation of innovation*"[Text Word] OR "innovation adoption*"[Text Word] OR 
"adopt innovation*"[Text Word] OR "health care innovation*"[Text Word] OR "healthcare 
innovation*"[Text Word] OR "hospital innovation*"[Text Word] OR "organizational 
innovation*"[Title/Abstract] OR "organisational innovation*"[Title/Abstract] OR "Diffusion 
of Innovation*"[Title/Abstract]

* Detailed search strategies used in the other databases (Cinahl and Web of Science) are available upon request
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Abstract 

Background 
Increasing innovation readiness of long-term care organizations for older adults is 
vital to ensure future provision and affordability of care delivery. 

Purpose 
This study sought to gain insight into factors that contribute to innovation readiness 
and addresses the following research question: What factors contribute to the 
innovation readiness of long-term care organizations for older adults? 

Methodology/approach 
Semi-structured interviews were conducted with 16 stakeholders connected to long-
term care in the Netherlands: academics, (top) management, innovation managers, 
and consultants. A thematic content analysis was used to analyze the data. 

Results 
Four main factors were identified that contribute to the innovation readiness: 1) a clear 
strategic course for innovation, 2) a tailored innovation journey, 3) inspirational leading 
for innovation, and 4) hands-on-learning for innovation. Stakeholders highlighted that 
innovation readiness should not be developed as an ad hoc initiative but should be 
embedded in corporate strategies and decision-making processes. All stakeholders 
mentioned the importance of ‘preparing’ the organization for innovation readiness 
and professional ‘learning for innovation’. 

Conclusion 
This study provides a step toward evidence-based factors, presented in a general 
framework, that contribute to the innovation readiness of long-term care organizations 
for older adults. Future research could verify the findings of this study and develop 
a scan, based on this study’s innovation readiness factors, indicating the maturity of 
long-term organizations for older adults. 

Practice implications 
To become more innovation ready long-term care organizations are encouraged to 
embed innovation readiness into their corporate strategies and decision-making 
processes, to integrate learning into daily activities, and to collaborate with stakeholders. 
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Introduction 
As societies age, pressure grows to ensure the future provision and affordability of 
long-term care (1, 2). Long-term care organizations for older adults provide a range 
of services, including medical and nursing care, housing, personal care, assistance, 
and social services to older adults who are unable to live independently (3). Challenges 
such as technological change and labor resource scarcity demand alternative ways of 
organizing and delivering long-term care (1). 

To better deal with these challenges, long-term care organizations for older adults 
are investing time and budget in innovation (4). Greenhalgh et al. (5) describe innovation 
as “a novel set of behaviors, routines, and ways of working that are discontinuous with 
previous practice, are directed at improving health outcomes, administrative efficiency, 
cost-effectiveness, or user experience, and that are implemented by planned and 
coordinated actions.” This definition shows that innovation means changing the way 
an organization works as a whole, not just adding one new idea or project. 

Although long-term care organizations show great potential for innovation 
(6), many struggle to do this in a professional way (1, 4). Organizations that are 
innovation ready are more capable of implementing innovations (7). ‘innovation 
readiness’ indicates the level of maturity of an organization to succeed in any type 
of innovation (2), and long-term care organizations for older adults might benefit 
from more knowledge about how to become innovation ready (8). The importance of 
being ‘innovative’ for a long-term care organization has become broadly recognized 
in practice and in the literature, although there is limited evidence of what it takes 
to become innovation ready (5, 9). Recently, a scoping review (2) on studies into 
innovation readiness of healthcare organizations, summarized 4 main factors that 
may lead to innovation readiness of healthcare organizations: 1) strategic course for 
innovation, 2) climate for innovation, 3) leadership for innovation, and 4) commitment 
to innovation. These main factors emerged primarily from studies in hospital and 
primary care settings. It remains unclear whether they fully capture what is needed in 
the long-term care sector to become better at innovating, where different dynamics 
may apply. The transferability of these factors to long-term care might thus be limited. 
Additionally, it is anticipated that there might be additional factors enabling innovation 
readiness in day-to-day practice, such as innovation infrastructure and the capacity 
to monitor and evaluate (10). In particular, recent studies suggest that elements such 
as innovation infrastructure (e.g., dedicated teams, structured routines, it support) 
and the ability to monitor and learn from innovation efforts (e.g., feedback loops) 
may be essential in long-term care but are underrepresented in existing models (11). 
Against this background, there is a need to obtain more insight into the factors that 
might lead to innovation readiness of long-term care organizations for older adults 
(10). Innovating in long-term care is complex, multi-dimensional, and involves many 
parties, each having their viewpoints (10, 12). Additional research is needed to explore 
stakeholder perspectives on the factors that enable organizations to improve their 
innovation readiness, as such insight is still lacking in the context of long-term care (13). 
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Theory 

Situating innovation readiness 
Research into the innovation readiness of healthcare organizations is a rather new field 
(2). The literature describes several concepts that relate to what makes organizations 
successful at innovation, for example: (organizational) readiness for innovation, 
innovation capability, and innovation capacity (14-16). Innovation readiness differs 
from these concepts by its focus on the degree to which an organization has organized 
and prepared key factors to be successful in the entire innovation cycle. In contrast, 
these concepts target specific innovation stages: innovation capability focuses on 
development (15), while organizational readiness for innovation and innovation 
capacity focus on implementation (14, 16). 

Our scoping review, aiming to clarify the concept of innovation readiness and 
to identify available research on the factors contributing to innovation readiness in 
healthcare organizations, (2) revealed that there is not a generally accepted definition 
of innovation readiness. The concept of innovation readiness remains conceptually 
underdeveloped and lacks operationalization in the context of healthcare management 
research. Based on literature in business en healthcare, we defined innovation 
readiness as the maturity level of an organization to succeed in any type of innovation 
and encompasses the entire innovation cycle (2). By the entire innovation cycle, we refer 
to all phases: idea generation, idea selection, solution development, implementation, 
scale-up, and diffusion (17). While innovation types vary, they generally fall into three 
main categories: social, technological, and process innovations. 

In our view, innovation readiness represents a proactive orientation: not just 
readiness to adopt a specific innovation, but the maturity to continuously engage in 
and sustain innovation over time (2). This places innovation readiness within a broader 
view of how organizations build the ability to adapt and grow by developing processes 
and structures that help them adjust when needed (18). 

Innovation readiness framework 
The number of included studies found in the scoping review was limited (n=44), with 
most studies conducted in hospitals and focused on becoming ready for implementation. 
In searching for factors contributing to innovation readiness, we found no conceptual 
framework for healthcare (2). To enable long-term care organizations to improve 
their innovation readiness, an overview of key factors enabling innovation readiness 
in their context is needed (10). Furthermore, a framework could support researchers 
in understanding how innovation readiness relates to the success of healthcare 
organizations in responding to societal challenges. Such an insight is still lacking (19). 
The scoping review did reveal a preliminary set of main factors contributing to innovation 
readiness in healthcare organizations: 1) strategic course for innovation, 2) climate for 
innovation, 3) leadership for innovation, and 4) commitment to innovation. This research 
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aims to complement this set of factors by empirically exploring how a diverse group of 
long-term care stakeholders interpret and operationalize factors that enable innovation 
readiness. The factors identified in the scoping review will inform the development of 
our interview guide and serve as an initial coding frame for thematic analysis. 

By collecting and analyzing stakeholders’ perspectives via interviews, we 
intend to identify an overview of factors that can inform a conceptual framework, 
offering a structured and practice-oriented approach that enables managers and their 
organizations in long-term care to act upon key factors contributing to innovation 
readiness. This expanded innovation readiness framework might serve both as a 
diagnostic lens to assess an organization’s current maturity level for innovation (5, 
11) and as a developmental framework that guides future innovation structures and 
processes over time (2, 7). By providing a shared terminology and structured guidance, 
this framework advances both theoretical understanding and practical approaches to 
organize for innovation readiness in long-term care. 

Method 
This is a qualitative study into the opinions of dutch stakeholders on factors enabling 
long-term care organizations for older adults to become innovation ready. Semi-
structured interviews were conducted as an approach to access in-depth information 
and encourage the respondent to tell ‘the story’ in their own words. 

Eligibility and recruitment of respondents 
Interview respondents were identified through a purposive sampling approach. They 
were recruited through the network of the research team and via snowball sampling of 
initial contacts. Over 50 persons were initially identified and finally, 16 were recruited 
through direct invitation. Respondents were not selected if, for example, geographical 
locations overlapped or because of job changes. Respondents were included if they 1) 
were researchers or professionals with academic or practical knowledge in the field of 
innovation and 2) were able to articulate viewpoints on factors important for innovation 
readiness of long-term care organizations for older adults in the Netherlands. 

To ensure representation of the diverse views held by the respondents, we 
recruited for diversity in two aspects. We sought to include 4 groups of roles in long-term 
care organizations for older adults 1) academics, 2) (top) management, 3) innovation 
managers, and 4) individuals guiding organizations in making them ‘innovation ready’ 
(eg, consultants in government and commercial organizations). We expected that the 
different stakeholders would, depending on their position (e.g., strategic, tactical, or 
operational) and role (academic, management, innovation manager, or consultant), 
express different viewpoints. Further, we sought access to respondents in organizations 
spread over the Netherlands. The sex and gender of the respondents were not taken into 
account in the design of the study, as no potential implications of sex and gender on the 
study results and analyses were expected (20). Respondents were invited by personal 
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contact, by email (if an email address was publicly available), or by social media (LinkedIn). 
All contacted respondents were asked if they regarded themselves as knowledgeable 
to articulate their viewpoint, and all responded positively to the interview invitation. 

Data collection 
The 16 semi-structured interviews were held in Dutch from June 1 to September 
30, 2022. The interviews took place with the written consent of each respondent, 
were audio recorded, and transcribed verbatim. The interview guide consisted of 
open-ended questions on the description of innovation readiness, factors enabling 
innovation readiness, and the impact of the setting of long-term care organizations 
providing care for older adults on innovation readiness (Table 1). The topic list was 
based on a comprehensive scoping review, providing a broad overview of factors 
contributing to innovation readiness in healthcare organizations, including long-term 
care organizations (2). The interview guide was piloted in two trial interviews and 
adjusted according to the feedback. Each interview started with an explanation of the 
interview’s purpose and process, followed by open-ended questions. The first question 
was aided by the selection of photocards (21) to uncover respondents’ descriptions 
of innovation readiness of long-term care organizations for older adults. Previous 
research on factors enabling innovation readiness of healthcare organizations (2) aided 
the interviewer at the end of the interview to refer to specific factors if they were not 
mentioned by the respondent. All interviews were conducted by the first author (MWH). 

Table 1. Interview guide (semi-structured) for stakeholders in long-term care for older adults 

1. Can you choose 1, 2, or more photocards that, in your eyes, display innovation readiness 
best? How would you describe innovation readiness in your own words? 

2. Some long-term care organizations are good at innovating; what are the factors that 
contribute to this in your opinion? 

3. How does this (these) factor(s) support, enable, or contribute to innovation readiness?

4. Does the setting of long-term care have an impact on innovation readiness of long-term care 
organizations?

5. Is there any other factor, feature, element, or point of attention around innovation readiness 
that we have not discussed, but that in your opinion is important?

Data analysis 
The method of analysis chosen was thematic content analysis. Four interview transcripts 
(one from each respondent group) were coded independently (by MWH, AB), and a set 
of preliminary codes based on previous research on innovation readiness (2) functioned 
as an initial coding frame. Comparison and discussion, until consensus was reached, 
resulted in a modified coding frame (in Maxqda software). Descriptions of the main 



55

Factors enabling innovation readiness: stakeholder opinions

3

and sub-codes and excerpts typified the content for that code. The modified coding 
frame allowed for new codes to emerge and was adjusted as a result of coding the 12 
remaining interviews. In the next step, clusters of codes were grouped into themes, and 
connections between the themes were explored. Discussion in the research team led to 
fine-tuning of the coding frame. 

Demonstrating rigor 
For the trustworthiness of this qualitative study, we paid attention to credibility, 
transferability, dependability, and confirmability (22). Credibility and transferability 
were promoted by selecting 4 respondent groups (active in diverse roles) from 
organizations (different in location) in the Netherlands with knowledge and experience 
of innovation readiness in long-term care settings for older adults. Stakeholders were 
selected through well-defined inclusion criteria via recruiting through the network of the 
research team and snowball sampling. To present a variety of perspectives on factors 
enabling innovation readiness 4 groups of roles in long-term care organizations were 
selected: academic, management, professional, and consultant (Table 2). Furthermore, 
these stakeholders were sourced from different levels within the organization, e.g., 
top management and innovation managers (staff and middle management). Besides 
that, stakeholders both from within organizations (management and professional) 
and stakeholders active in the broader context of long-term care (e.g. academics and 
consultants) were selected to represent the broad variety of perspectives. To capture 
the diversity of the factors enabling innovation readiness (content validity), the 10-step 
methodological protocol (23) (Appendix 1) was followed to achieve and assess saturation. 
The description of the research method is extensive (dependability), and during the 
analysis process, memos with interpretations of the data were recorded in a logbook 
to facilitate other researchers in repeating the work (confirmability). 

To enhance the quality of the data collection, the interviewer used an interview 
guide (Table 1) and listened intensively during the interviews (which were audio-recorded 
and transcribed verbatim). To promote analytic integrity, the collection of the data 
and the analysis were done simultaneously. To enhance coding reliability and coding 
consistency, two authors (MWH, AB) performed the coding, and 4 interviews (one interview 
per respondent group) were coded independently by these two authors. The other 12 
interviews were read, coded, and discussed. To enhance the quality of the analyses, the 
interpretation and analysis of the data were discussed within the research team. 

Ethical issues 
The study received ethical approval from the Medical Ethics Board of Zuyderland 
Medical Center in the Netherlands with the number METCZ20220036. Permission 
to conduct the interview for this study was granted by each respondent personally. 
Respondents were made aware of the study objectives, and written informed consent 
was obtained from respondents before the beginning of the interviews. 
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Results 

Characteristics of the respondents 
The 16 interviews took place either face-to-face at respondents' workplaces (n=13) 
or online (n=3) and lasted between 60 and 90 minutes. An overview of respondent 
characteristics is shown in table 2. 

Factors enabling innovation readiness 
We identified 4 main factors that, according to the respondents, might lead to 
innovation readiness in long-term care. Each main factor entails 2 or 3 sub-factors. 
Based on these findings, we present 10 sub-factors that might lead to innovation 
readiness (Figure 1). 

Table 2 characteristics of participating respondents 

No. Group Type of organization Main role of 
respondent

1. academics University Academic 

2. academics University of applied sciences Academic

3. academics National centre of expertise for long-term care Academic

4. academics Dutch healthcare authority Academic

5. (top) management Long-term carea (€102 M, 2900 employees)b Director

6. (top) management Long-term carea (€75 M, 1800 employees) b Director

7. (top) management Long-term carea (€47 M, 1560 employees) b CEO

8. (top) management Long-term carea (€244 M, 5500 employees)b CEO

9. innovation manager Long-term carea (€152 M, 4000 employees)b Innovation manager

10. innovation manager Long-term carea (€176 M, 2900 employees)b Program manager 
innovation

11. innovation manager Long-term carea (€189 M, 2300 employees)b Program manager 
innovation

12. innovation manager Long-term carea (€305 M, 5600 employees)b Innovation manager

13. consultants Independent Innovation coach

14. consultants Independent Consultant

15. consultants Care administration office Manager 

16. consultants Client organization CEO
a long-term care organization for older adults providing medical and nursing care, housing, personal care, assistance, 
and social services to older adults who cannot live independently
b annual reports 2023
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Clear strategic course for innovation 
A clear strategic course for innovation refers to the organization’s long-term direction 
to become innovation ready. It articulates the role and the importance of innovation for 
the organization and defines the allocation of resources. According to the respondents, 
having a clear strategic course for innovation enhances the ability to address future 
challenges, implement innovations successfully, and expand the support of care 
professionals for innovation decisions: “you have to prepare upfront…you have to 
decide on your envisioned direction and the budget you intend to invest” (respondent 1, 
academic). This main factor consists of the 3 sub-factors ‘focused innovation strategy’, 
‘organized for innovation’, and ‘informing innovation communication’.

Figure 1 factors enabling innovation readiness (based upon this study’s findings) 

Focused innovation strategy 
Focused innovation strategy concerns the organization’s activities in formulating 
strategic objectives and choices regarding innovation that serves as a framework for 
decision-making around innovation: “we have defined several innovation themes based 
on our long-term direction against which innovation activities are reviewed” (respondent 6, 
(top) management). Most respondents (n=14) mentioned the relevance of an innovation 
strategy and pointed out the need to take the organizations’ goals as a starting point. 
In their eyes, the objective of an innovation strategy is to create conditions that facilitate 
innovation and enable care professionals to innovate. The respondents linked developing 
an innovation strategy with defining the innovation ambition: “from your strategy 
originates your ambition which defines your type of innovation” (respondent 1, academic).
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Organized for innovation 
Organized for innovation concerns the conditions prepared by the organization to 
implement the innovation strategy. Thirteen respondents pointed out that, to become 
innovation ready, the innovation strategy should be embedded in a coherent set of 
organizational elements. According to them, a multiannual innovation roadmap for the 
execution of the innovation strategy is especially valuable, as it ensures quick decision-
making on innovation opportunities: “innovation readiness is about having a strategy, 
policies, processes, focus—knowing what’s going on and about making choices” (respondent 
11, employee). Respondents considered it relevant to organize the following aspects to 
become innovation ready: Finance, HRM, and ICT infrastructure; teams that are diverse 
in terms of function and discipline; and easily accessible support (organizational and 
technical). Most respondents mentioned that their organization assigned innovation 
teams (also referred to as a platform, committee, or community) with the responsibility 
to organize strategic, tactical, and operational innovation activities. These teams 
perform activities such as setting the innovation agenda, decision-making on innovation 
execution, retrieving innovation questions, and guiding innovation processes. 

Informing innovation communication 
Informing innovation communication concerns corporate communication about 
the innovation strategy, projects, and results to internal and external stakeholders. 
Fourteen respondents mentioned that innovation communication gives employees, 
clients, relatives, and the external network insight into the progress and results of 
innovations. Stakeholders might thus be motivated to become involved in innovation. 
In the eyes of the respondents, communication about innovation should highlight how 
the organization is structured for innovation, the innovation methods, the innovations 
chosen for implementation, and the innovation’s added value for the stakeholders: “Yes, 
along the long-term vision, you have to be able to show we’re getting results. To communicate 
to employees what innovations we chose, which we didn’t, and why. But also towards the 
ceo: look this is the result of the investments we make together” (respondent 9, innovation 
employee). The organization’s intranet and internet, separate innovation websites, 
company visits, social media, and newsletters were cited as communication channels. 

Tailored innovation journey 
A tailored innovation journey concerns organizing innovation deployment to enable the 
strategic innovation course. In the eyes of the respondents, employees with a diversity 
of functions, disciplines, and hierarchical levels should be part of the innovation journey 
and be aware of what role in innovation is expected from them. According to respondents, 
innovation journeys are hard to control: “an innovation journey doesn’t dictate what 
innovation should be about. It’s methodical working on innovation based on the innovation 
method you have chosen” (respondent 11, innovation manager). This main factor consists 
of the 3 sub-factors ‘embedded innovation process’, ‘contextual innovation cooperation’, 
and ‘innovation learning program’.
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Embedded innovation process 
An embedded innovation process concerns the steps that are taken in (parts of) 
the organization from the development of an idea to sustaining the innovation. Thirteen 
respondents mentioned the following elements of the innovation process as relevant: 
decision-making on innovation, collecting feedback from stakeholders, and use of 
innovation methods and tools. “methodical working on innovation means that you work in 
a structured and documented way. You can use existing tools such as appreciative inquiry or 
design thinking” (respondent 2, academic). The respondents highlighted that the process 
should fit the type of innovation, ranging from a small improvement to a disruptive 
innovation. According to respondents, guiding and screening innovations via a pre-
agreed process helps the organization to bring out, execute, and decide on proceeding 
or terminating innovation opportunities that best fit the innovation strategy. 

Contextual innovation cooperation 
Contextual innovation cooperation concerns collaboration to acquire knowledge 
to enhance innovation readiness: “yes, i actually think that organizations should bring 
some external expertise on innovating to make it work in daily practice” (respondent 14, 
consultant). All 16 respondents mentioned the importance of interaction with internal 
and external stakeholders consisting of clients, relatives, employees, municipalities, 
regional long-term care organizations, knowledge institutions, care administration 
offices, government, and broader society. They indicated that networks are valuable to 
sharpen the strategic direction of the organization and to form strategic partnerships 
to collectively tackle innovation challenges. Besides that, the respondents mentioned 
that partnerships and cooperation with knowledge institutions and other long-term 
care organizations provide an opportunity to share and exchange knowledge between 
science, practice, and policy. 

Innovation learning program 
An innovation learning program concerns developing a vision and a plan to increase 
innovation readiness via learning and reflecting. All 16 respondents referred to the 
value of a program to facilitate learning about and from innovating. Aspects of a 
learning program that were mentioned: a vision on learning how to innovate, design of a 
work environment that promotes innovation, provision of time and training for internal 
innovation talents, training on innovation tools and methods, and leadership training 
for management. “we really take learning experiences into account to increase innovation 
readiness of the organization” (respondent 7, (top) management). All respondents 
pointed out the importance of time to innovate and in more detail mentioned ‘time to 
think about innovating’ for management, as well as ‘time to be involved in innovation’ 
for healthcare professionals and employees from support departments. Although 
the respondents sketched that long-term care organizations are taking steps toward 
building an internal knowledge infrastructure for innovation readiness, they mentioned 
that the ‘capacity to learn’ is not nourished and is underexposed in their organizations.



60

Chapter 3

Inspirational leading for innovation 
Inspirational leading for innovation concerns the attitude, behavior, and motivation 
of employees in leading the way to innovation readiness: “working on innovation, that 
is a responsibility for everyone at any position in the organization. So not working on 
innovation because someone tells you to, but because you see that innovations bring results” 
(respondent 2, academic). This main factor consists of the 2 sub-factors ‘supportive 
management style’ and ‘effective collective leadership’.

Supportive management style 
A supportive management style concerns the attitude and behavior of management in 
supporting innovation readiness. Fifteen respondents pointed out that the role of (top 
and middle) management is crucial in guiding, facilitating and stimulating the innovation 
journey: “i’m putting my name on this innovative project. With that you indicate as a leader 
or as a manager, guys this is crucial for us as an organization” (respondent 1, academic). 
They mentioned that (top and middle) managers stimulating innovation in the workplace 
motivates employees to experiment, and employees perceive this behavior as a signal 
from the organization that innovative behavior is appreciated. Managers can support 
the innovation process, according to the respondents, by starting innovation in teams 
that are ‘innovation enthusiastic’ and staying supportive when things go wrong.

Effective collective leadership 
Effective collective leadership concerns employees with diverse skills working together 
toward jointly developed goals while leadership is felt and executed by all team members. 
Eight respondents mentioned ‘collective leadership’ and referred to employees 
showing intrapreneurship for their ideas and projects. To become innovation ready, an 
organization needs collective leadership, in the eyes of the respondents, as innovating 
is ideally a balance between bottom-up and top-down activities: “acting as a collective 
will support the organization to become innovation ready” (respondent 15, consultant). 
Furthermore, they outlined that working together on innovation is relevant, as it unlocks 
the shared intelligence that emerges from collaboration. Respondents mentioned that 
the organization can support collective leadership by having decision-making processes 
and policies in place. 

Hands-on learning for innovation 
Hands-on learning for innovation concerns the learning process of the organization and 
transforming the resulting knowledge into collective know-how on innovation readiness. 
In the eyes of the respondents ‘hands-on learning for innovation’ will increase the 
organization’s ability to address future challenges. “the healthcare landscape changes… 
an organization can stay upright because you have gathered skills to use new developments to 
your advantage” (respondent 9, employee). This main factor consists of the 2 sub-factors 
‘learning and reflecting in action’ and ‘innovation-ready mindset’.
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Learning and reflecting in action 
Learning and reflecting in action concerns the organization and employees become 
better at innovating through learning and reflecting in practice while working on 
innovation. All but one respondent pointed out the importance of individual and 
collaborative learning and reflecting while innovating. “learning is still very difficult. 
How can we go from our current focus of ‘performing’ to ‘learning’, as i find it crucial for 
innovation” (respondent 10, employee). They indicated that becoming innovation ready 
involves, on the one hand, earlier accumulated knowledge of employees and, on the 
other hand, learning about and from innovation and sharing knowledge. Respondents 
mentioned organizational actions that support individual readiness for learning and 
reflecting: invitation of employees to participate in innovation, expressing trust in 
employees, and encouraging employees to be inquisitive. Furthermore, according to 
the respondents, the ability to interpret, adapt, and use what has been learned can 
be stimulated by applying acquired knowledge in one’s workplace and taking time for 
unplanned conversations. Additionally, to make room for learning, teams can be invited 
to design and develop their own pilots and have experienced colleagues available to 
learn from. Moreover, respondents mentioned that learning across the organization 
can be organized via skills training, active recording of experiences, meetings to share 
learning experiences, and physical ‘innovation spaces’ to facilitate this. 

Innovation-ready mindset 
An innovation-ready mindset concerns the attitude, behavior, experiences, and 
motivation of employees that enable innovation readiness. All but one respondent 
pointed out that the organization benefits from ‘innovation enthusiastic’ people having 
a view that they can make productive. “it starts with intrinsic motivation, yes, because that 
is what you need if you want to innovate as an organization” (respondent 12, employee). 
According to the respondents, employees with an innovation-ready mindset make room 
for experimenting, will persuade colleagues and customers to embrace innovation, and 
might act as agents for colleagues to learn from. Respondents described 4 relevant 
elements of an ‘innovation-ready mindset’: 1) accept that risks are involved and therefore 
employees need to have courage and be able to learn (also) from failures, 2) work on the 
innovation journey with the intended added value in mind, 3) be patient (as innovation 
takes time), and 4) develop an exploring attitude and dare to ask questions. Respondents 
indicated that innovation readiness can be seen as ‘the new normal’ and involves taking 
risks. “given the urgency, have the guts to take a road that hasn’t been traveled before” 
(respondent 4, academic). At the same time, respondents indicated that employees do 
not automatically adopt a ‘learning to innovate’ mindset, as long-term care employees 
have not been educated to do so and have a deep-seated fear of making mistakes. 
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Discussion 
This study identified 4 main factors that contribute to the innovation readiness of long-
term care organizations for older adults: 1) a clear strategic course for innovation, 2) 
a tailored innovation journey, 3) inspirational leading for innovation, and 4) hands-on-
learning for innovation (figure 1). These findings for long-term care identify additional 
factors, in addition to those contributing to the innovation readiness of healthcare 
organizations studied in previous research (2). 

The factors ‘strategic course for innovation’ and ‘leadership for innovation’align 
with earlier findings on innovation readiness in healthcare organizations (2). 
The addition of the main factor ‘tailored innovation journey’ reflects the respondents’ 
attention to preparing the organization for innovation readiness via the deployment 
of the innovation strategy. Furthermore, this study presents an additional main factor 
‘hands-on learning for innovation’ that indicates the importance of learning about 
and from innovation for employees and the organization. Moreover, 2 additional sub-
factors were revealed by the respondents: ‘informing innovation communication,’ 
to create awareness about the innovation activities of the organization, and ‘innovation 
learning program’, which expresses the need to envision how the organization is 
learning to innovate and sharing knowledge. 

Figure 2 factors enabling innovation readiness (combining previous research (Van den Hoed et al., 
2022) and findings from this study) 
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The findings of previous research (2) combined with this study result in 5 main 
factors: 1) strategic course for innovation, 2) innovation journey, 3) leadership for 
innovation, 4) learning for innovation, and 5) innovative organizational culture 
(combining commitment to innovate and climate for innovation). A general framework 
that represents the combined factors enabling innovation readiness is presented in 
figure 2 (combining previous research (2) and this study’s findings). 

Based on this study, it can be concluded that the interplay of main factors is vital 
for innovation readiness. This study’s findings support the notion that innovation 
readiness benefits from an approach at the individual, team, organizational, and 
inter-organizational levels, although it does not provide insight into the contributions 
and interplay of the factors enabling innovation readiness. Furthermore, our findings 
indicate that some factors might be more conditional, such as an innovation roadmap, 
whereas others might play a more supportive role, such as physical ‘innovation spaces’. 
Gaining greater insight into the contributions and interplay of factors might help long-
term care organizations become innovation-ready. 

Worth mentioning is the importance placed on ‘preparing’ the internal and 
external organization for innovation. According to the respondents, innovation 
readiness should not be developed as an ad hoc initiative but should be embedded 
in corporate strategies and processes. The factor ‘strategic course’ shows some 
overlap with the literature on innovation strategy in business (24) and healthcare (10). 
Herewith, the additional sub-factor ‘innovation communication’ is seen as relatively 
new (5). Innovation in long-term care is about changing behavior and routines to 
implement innovations (25). Respondents’ attention to innovation communication 
underscores the importance of communication in supporting knowledge sharing and 
providing insight into the progress of innovations (26). 

The factor related to ‘leadership’ from management has been described 
thoroughly in the literature as being relevant for becoming better at innovating 
(27). Studies in healthcare indicate that (top and middle) managers can enhance the 
success of innovations as they can ensure that the ‘right’ factors are in place during the 
innovation process (25). Although this role of managers and team leaders should shift 
from controlling to leadership that helps to initiate and amplify support for innovation, 
as mentioned by Uhl-Bien and Arena (28). Respondents’ attention to the leadership 
factor for all employees is encouraging. They stressed ‘collective leadership’ as a 
source of innovation (29) by drawing on the strengths of employees (30). Collective 
leadership, a relatively young movement in the scientific literature, views leadership 
not as an individual capacity but as a form in which many people work together on 
issues beyond everyone’s primary responsibility (31). Silva, Mininel (32) pointed out that 
the increasing complexity of healthcare requires leadership of multiple professionals to 
share viewpoints and knowledge. This study’s findings endorse that all organizational 
levels, board, management, staff, and healthcare professionals, have to be involved in 
innovation readiness. Strategies for developing collective leadership in long-term care 
might be key to achieving innovation readiness across all levels in the organization (29). 
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Interestingly, all of the respondents viewed acquiring knowledge on innovating via 
cooperation and ‘learning for innovation’ as necessary. The importance of organizations 
learning from innovating corresponds to innovation management literature in business 
(24) and healthcare (33). (19) indicated that opportunities for reflection and learning at 
all levels make new ways of working more acceptable. Employees with an innovation-
ready mindset are described by respondents as ‘intrapreneurs’, referring to long-term 
care professionals taking the lead in innovations. Verleye and Gemmel (34) concluded 
that, for the future of long-term care, it will be necessary to motivate all long-term care 
professionals to learn from innovating, regardless of discipline and function. Therefore, 
long-term care organizations for older adults need to make time for professional 
learning (35) and to install learning strategies (36). 

Our study provides suggestions for management at long-term care organizations 
for older adults to become better at innovating. Foremost, management is encouraged 
to prepare the organization for innovation readiness by formulating the innovation 
course and subsequently organizing the necessary innovation processes. Furthermore, 
management should build a professional learning culture in which learning and 
development are self-evident and integrated into daily activities (36). Besides that, 
management should understand the impact of the wider policy environment (12) 
and collaborate with long-term care stakeholders and policy-makers to contribute 
to innovation readiness in long-term care. If the study's context would change to 
a different country or healthcare setting, results of this study may vary as a result 
of socio-cultural, economic, and institutional differences. Therefore, in terms of 
transferability, we will be unable to make any generalizations about the findings of 
this study to other contexts or settings. 

This study has several strengths and limitations. In terms of strengths, this 
study is the first to explore stakeholders' perspectives on factors that may lead to 
innovation readiness in long-term care for older adults. The stakeholders were also 
able to share information from their perspectives and were not limited by answer 
options provided by the researcher. The interviews provided an opportunity to gather 
stakeholders' perspectives and yielded detailed information about factors that might 
lead to innovation readiness. 

The study was conducted in the Dutch long-term care. Although the findings 
may be most relevant within this context, they may inform organizations and 
researchers working in healthcare settings by highlighting relevant dimensions of 
innovation readiness. Further researcher in other settings could help to test and 
refine the framework and support its transferability. The study was conducted using 
a transparent, replicable research process. However, our study also presents some 
limitations. Its results are subject to participant bias, because we included only 4 
respondent groups. We did not include clients and relatives, based on the notion that 
articulating viewpoints on factors enabling innovation readiness might not be expected 
from them. Furthermore, this study is also subject to researcher bias, as the researcher 
performing the interviews and the analysis had previously acquired knowledge of a 
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scoping review on innovation readiness. Researcher bias was prevented by using a 
clear, piloted interview guide (Table 1) and by transcribing the interviews verbatim. 
The analysis of the interviews was done by 2 authors (AB, MWH) and discussed in the 
research team. 

Practice implications 
1. Prepare the organization for innovating - foremost, management is encouraged to 

prepare the organization for innovation readiness by formulating the innovation 
course and organizing innovation processes accordingly. 

2. Integrate learning into daily activities - organizations should support managers 
to integrate professional learning into daily practice and facilitate learning from 
innovation advocates. Middle managers can contribute via creative ways to 
discuss learnings, facilitating open communication and sharing mistakes. 

3. Collaborate with stakeholders - given that the environment outside long-term 
care organizations for older adults significantly influences innovation readiness, 
management should actively collaborate with long-term care stakeholders, 
knowledge institutions, and policy-makers. 

Conclusion 
This study provides a step toward evidence-based factors that contribute to the 
innovation readiness of long-term care organizations for older adults. This study’s 
4 main factors contributing to innovation readiness are substantiated by existing 
literature. Therefore, the findings of this study can support long-term care (top and 
middle) managers to structurally embed innovation. Research into the innovation 
readiness of healthcare organizations is a rather new field. A better understanding of 
the contribution and the interplay of factors enabling innovation readiness at all stages 
of the innovation process is needed. Furthermore, future research could be directed 
toward verifying the findings of this study and developing a scan, based on this study’s 
innovation readiness factors, indicating the maturity of long-term organizations for 
older adults. 
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Appendices 

Appendix 1. Ten-step methodological protocol for specifying saturation 

1. define the underlying disciplinary 
framework

Academic discipline: health services research

2. specify the target class precisely 4 respondent groups working in the long-term care 
setting

3. show how respondents or cases were 
selected or excluded

Maximized diversity by ensuring respondents 
included diverse functional roles in long-term care 
organizations for older adults 

4. describe techniques to minimize 
inadvertent or indirect selection bias

Diversity of geographical location and size of the 
organization

5. report homogeneity or heterogeneity 
of cases, compare focus of analysis

Same themes (main and sub-factors) are raised by 
each stakeholder group

6. report processes for elicitation or 
extraction of information content

Semi-structured interviews (tabel i), conducted 
individually, in dutch, use of photocards; analyses 
performed on written text (based on audio 
recording) 

7. select code, meaning, or model 
saturation

Full code saturation was reached, as the last #4 
interviews (from #16) contributed no new codes and 
did not change the coding tree

8. specify code and concept fineness or 
granularity

Main factor involving the lowest amount of coded 
text contained 5 subcodes

9. report order and randomization of 
cases in post facto tests of saturation

Case order was determined by the order of the 
interview date

10. define the level of precision in post 
facto tests of saturation

All respondents contributed to the main factors of 
the coding tree
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Abstract 

Background 
The scarcity of resources in long-term care demands more than ever that organizations 
in this sector are prepared for innovation to ensure affordable access to care for older 
adults. Organizations that are innovation ready are more capable of implementing 
innovations. Therefore, a better understanding of how stakeholders view innovation 
readiness in long-term care can provide actionable strategies to enhance their 
innovative capacities. ‘Innovation readiness’ indicates the level of maturity of an 
organization to succeed in any type of innovation. Our study explored perspectives 
among stakeholders on what they consider important for organizations in long-term 
care for older adults to be innovation ready. 

Methods 
Q-methodology, a mixed-methods approach, was used to investigate the perspectives 
of 30 stakeholders connected to long-term care for older adults in the Netherlands: 
academics, (top)management, innovation managers, client representatives, staff, and 
consultants. Stakeholders were asked to rank 36 statements on innovation readiness 
on importance. Statements were extracted from literature research and qualitative 
interviews. Thereafter in the post-interviews stakeholders explained their ranking and 
reflected on the statements. By-person factor analysis was used to identify clusters in 
the ranking data. Together with the qualitative data from follow-up interviews, these 
clusters were interpreted and described as perspectives of the stakeholders. 

Results 
Four distinct perspectives were identified on what they consider important for innovation 
readiness in long-term care: 1. ‘supportive role of management’ 2. ‘participation of the 
client (system) and employees’ 3. ‘setting the course and creating conditions’ and 4. 
‘structuring decision-making, roles and responsibilities’. The 36 statements represented 
a complete overview of innovation readiness factors. No additional innovation factors 
to those previously identified in the literature emerged from the interviews. 

Conclusions 
Stakeholders agree that all factors contributing to innovation readiness of long-term 
care organizations for older adults are accounted for. The variety of perspectives on 
what is most important shows there is no agreement among stakeholders about a 
fixed route toward innovation readiness. However, stakeholders suggested a temporal 
order of the innovation readiness factors, preferably starting with formulating the 
innovation ambition. This study’s results could contribute to developing an assessment 
tool to deliver a structured approach for managers to assess the innovation readiness 
of their organization. 



73

Perspectives on managing innovation readiness: a Q-study

4

Background 
Long-term care organizations for older adults (e.g. care homes, nursing homes, 
assisted living facilities, residential aged care facilities) provide a range of services, 
including medical, transitional, and nursing care, housing, personal care, assistance, 
and social services to older adults who cannot live independently (1). Dutch long-
term care is largely funded through mandatory public health insurance and is 
increasingly focusing on person-centered care, integrating technology (e.g., eHealth, 
telecare), and promoting self-management to enhance the quality of life (2). Complex 
care demands, nursing staff shortages, and scarcity of resources (3) demand more 
than ever that long-term care organizations are prepared for innovation to ensure 
affordable access to care for older adults (4-8). Greenhalgh et al. (9) see innovation 
as “a novel set of behaviors, routines, and ways of working that are discontinuous 
with previous practice, are directed at improving health outcomes, administrative 
efficiency, cost-effectiveness, or user experience and that are implemented by planned 
and coordinated actions.” Organizations that are innovation ready are more capable 
of implementing innovations (10-12). Thus, ‘innovation readiness’ indicates the level 
of maturity of an organization to succeed in any type of innovation (13). Innovation 
strategies such as utilizing technologies and implementing integrated care models 
are aimed at improving the care quality and efficiency of their services. Considering 
the challenges they face, long-term care organizations for older adults might benefit 
from more knowledge about how to become innovation ready (14-16). 

The significance of promoting innovation within long-term care organizations has 
gained widespread acknowledgment both in the literature and in day-to-day practice (9, 
17). Recent literature addresses innovation readiness within healthcare with a variety 
of words such as ‘capacity for innovation’ (18-21), ‘innovation capacity’ (22), ‘capacity 
to innovate’ (23-25), ‘ability to innovate’ (26-28), ‘organizational innovativeness’ (23), 
‘organization’s innovation ability’ (29), ‘innovation performance’ (30, 31), ‘innovativeness 
of organizations’ (32), ‘organizational innovation’ (33) and ‘organization’s innovative 
potential’ (34). Insight into the conditions on how to become innovation ready remains 
relatively scarce (32, 35, 36). A recent study proposed a framework comprising five main 
factors enabling innovation readiness of long-term care organizations for older adults: 
1) strategic course for innovation 2) innovation journey 3) leadership for innovation 
4) learning for innovation and 5) innovative organizational culture (37). However, the 
importance of these factors seems to vary within the long-term care sector (32, 35, 
37) and, therefore, it is desirable to gain a deeper understanding of the perspectives 
of stakeholders in this sector. 

According to Nolte (14), innovating in long-term care takes place on a multi-level 
organizational perspective, requiring collaboration between locations, disciplines, teams, 
and employees, who all may have different challenges and distinct perspectives on how 
to become innovation ready (38). Research exploring the perspectives of the various 
stakeholders in long-term care on innovation readiness has not yet been undertaken (39, 
40). Thus, our current study aimed to address this gap by investigating the perspectives 
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of stakeholders with a role in innovating in long-term care organizations on what is 
important for organizations in this sector to be innovation ready. In addition, we tested 
the comprehensiveness of the list of innovation readiness factors previously identified 
in the literature (37). The study had two research questions: 1. What are the prevailing 
perspectives on factors enabling innovation readiness among stakeholders with a role 
in long-term care for older adults? 2 Are there additional factors that contribute to 
innovation readiness? 

Methods 

Design: Q-methodology 
We used Q-methodology to identify and describe perspectives on what is important 
for innovation readiness among stakeholders in long-term care for older adults. 
Q-methodology is a mixed-methods approach for systematically studying perspectives, 
opinions and beliefs. The ‘Q’ stands for ‘quantification’ of subjective data, with which 
the perspectives of individuals can be analyzed and interpreted in a systematic and 
structured manner (41-43). Q-methodology involves a card sorting activity to rank a set of 
statements (on innovation readiness), which are analyzed using by-person factor analysis 
to identify shared viewpoints in the data (42). Q-methodology is increasingly used in 
healthcare research and other disciplines for identifying and comparing individuals’ 
and groups’ perspectives (42, 44, 45). Our study was conducted in four main steps, as 
common to Q-methodology studies: 1. development of the statement set; 2. selection 
of respondents; 3. card-sorting and post-interview; 4. analyses and interpretation. 

1. Development of the statement set 
To capture the full range of perspectives on a specific topic adequately, the statement 
set presented to respondents should have good coverage of the subject of interest 
(41). For the development of a comprehensive overview of factors potentially 
contributing to the innovation readiness of organizations in long-term care, we 
used the results of a recent scoping review (13) and an interview study (37) on this 
topic, the scientific literature discussed here above, and statements from opinion 
leaders in the Netherlands related to innovation readiness (46, 47). Altogether, this 
resulted in a first set of 112 possible statements (the concourse (41)). To make sure 
all the potentially important factors for innovation readiness were covered, these 
statements were categorized according to the five main factors from the innovation 
readiness framework of Van den Hoed et al. (37). Via a group session with healthcare 
researchers of the Living Lab in Ageing and Long-Term Care at Maastricht University 
in the Netherlands and iterative discussions within the research team, a pilot set of 
36 statements was selected for the study (the Q-set (41)). Face-to-face pilot interviews 
were organized to test the interview materials, including the statements (printed on 
cards), the sorting grid (Figure 1), the step-by-step instructions for conducting the card 
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sorting exercise and the interview guide, with five respondents (i.e., one top manager, 
one client representative, three innovation managers; duration approx. 60 minutes). 
The aim of the pilot was to evaluate if the statement set was comprehensive (48), 
whether all the interview materials were clear and accurate, and the time taken to 
complete the Q-sort interview. This pilot resulted in the rewording of four statements. 
The final set of 36 statements covering potentially important factors for innovation 
readiness of organizations in long-term care for older adults is presented in Table 1. 

Figure 1. Sorting grid 

2. Selection of respondents 
We anticipated that how stakeholders perceive the relative importance of factors 
contributing to innovation readiness might vary by function, role, geographical 
location, low to high level of experience with innovating (49), and size of the 
organization (50). Consequently, respondent recruitment aimed for diversity on these 
characteristics by approaching the following stakeholder groups: 1) academics, 2) 
(top) management, 3) innovation managers, 4) staff, 5) client representatives, and 
6) consultants guiding organizations in making them ‘innovation ready’. Further, we 
sought access to respondents in smaller and larger organizations spread over the 
Netherlands. The sex and gender of the respondents were not taken into account 
in the design of the study, as no potential implications of sex and gender on the 
study results and analyses were expected (51). Potential respondents were identified 
through a purposive sampling (52) approach. They were initially recruited through the 
networks of the research team and, next, using snowball sampling via these initial 
contacts. Identified potential respondents were invited by personal contact, email 
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(if an email address was publicly available), or social media (LinkedIn). All contacted 
respondents were asked if they were familiar with innovation readiness, the topic of 
this study. We included respondents if they 1) were researchers or professionals with 
academic or practical knowledge in the field of innovation in long-term care for older 
adults and 2) were able to articulate perspectives on factors important for innovation 
readiness of long-term care organizations for older adults in the Netherlands and 3) 
had a professional role in innovating in long-term care organizations for older adults. 

3. Card-sorting and post-interview 
Respondents conducted the card-sorting task online via Q-method software, a 
computerized web-based application customized with content by the interviewer, 
allowing respondents to sort the statements online (53). Conducting Q-methodology 
studies online is feasible, especially due to increasing experience with online applications 
and software developments since the COVID-19 pandemic (54). Research questions, 
instructions, statement cards and sorting grid were presented via the software in real-
time to respondents. The respondent was asked to share the screen with the interviewer 
during the card-sorting task and the interviewer gave verbal instructions for the task and 
answered questions, if needed. After the respondents were provided with the research 
question, they were asked to rank the statements. The sorting grid (Figure 1) consisted of 
36 items with a numerical ranking from least important (- 4) to most important (+ 4) in a 
nine-point distribution, as is suggested for statement sets of 40 items or less to facilitate 
the ranking (41). The instructions for the task were presented on top of the sorting grid. 
Respondents were also encouraged to comment (to think-aloud) while they were sorting 
the cards to provide valuable information for the interpretation of the results (55). After 
the respondent had finished the sorting, the results were captured via a screenshot 
and in the Q-method software. The post-sorting interviews, conducted online via Zoom 
(one-to-one) (see additional files 1-6: https://osf.io/h7tfp/files/osfstorage), covered 
two topics: 1. the reasoning behind the placement of cards, including the extremes of 
the sorting grid (scoring - 4, - 3, + 3, and + 4) and 2. innovation readiness factors that 
respondents thought were not included the statement set. The post-sorting interviews 
were conducted as an approach to access more in-depth information (56) and encourage 
the respondent to tell ‘the story’ in their own words (57, 58). The post-interviews (with 
the consent of each respondent), were recorded and transcribed. 

4. Analyses and interpretation 
The quantitative part of the analyses consisted of a by-person factor analysis using 
common techniques in Q-methodology (i.e., centroid extraction, varimax rotation (59)) 
and was performed to identify groups of respondents who had ranked the statements 
in a similar way. The assumption made is that if respondents have a similar opinion, 
they will rank the set of statements in a similar way. Consequently, these factors can be 
interpreted as shared perspectives on what is important for organizations in this sector 
to be innovation ready. The number of factors to retain for interpretation was selected on 
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the basis of factors having an Eigenvalue larger than one, a minimum of two respondents 
loading statistically significant (p<.05, the cut-off was 0.33 at p<.05 =1.96*(1÷√No. of items 
in Q-set)=1.96*(1 ÷ 6)=0.33), and a coherent interpretation (41). For each of the identified 
factors, an idealized ranking of the statements was calculated (factor arrays (41)), which 
represents how a respondent perfectly correlated with this perspective, would have 
ranked the statements (see Appendices 1-4). This involved calculating a weighted average 
ranking of the statements for respondents who are statistically significantly linked to 
this particular factor. The composite rankings of the statements of the four factors 
(Table 1) complemented with the qualitative data (consisting of the explanations of the 
respondents, statistically significantly associated with that perspective, given during the 
post-interview) were used to interpret and describe the factors as perspectives on factors 
enabling innovation readiness (60). The first interpretation of the perspectives was based 
on the characterizing, distinguishing and consensus statements for each perspective. 
Characterizing statements are those ranked by the respondents as most important (with 
a +4, or +3 score) or as least important (with a -4 or -3 score) in the composite ranking. 
Distinguishing statements are those that were ranked statistically significantly in a factor 
as compared to the other factors (denoted with a star* in Table 1). Consensus statements 
are those that are ranked similarly across factors (denoted with a plus+ in Table 1).

This first interpretation was then further refined using the explanations provided 
by respondents associated with the factor, and citations from these qualitative 
materials were added to the description of the perspectives for illustration purposes. 
The data were analyzed using KADE (61). 

Quality assurance 
The study received ethical approval from the Medical Ethics Board of Zuyderland Medical 
Center in the Netherlands with the number METCZ20220036. Permission to conduct the 
interviews for this study was granted by each respondent personally. Respondents were 
made aware of the study objectives, and written informed consent was obtained from 
respondents before the beginning of the interviews. A process logbook was kept by the 
first author to ensure that essential decisions were registered in a retrievable way from 
the start until the end of the research. This enabled the research team to monitor the 
progress and decision-making processes during the study. The logbook is stored on 
the UMserver, with access for the study team, and includes descriptions of important 
moments, decisions and solutions/actions undertaken. 

The final data (on which the reported analyses are based) is stored on the 
UMserver and can be made available on request. In the Q-method software, the 
researcher does not have access to the respondent’s Personal Identifiable Information 
(PID). The software does not record the IP addresses of respondents. 
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Results: interpretation of perspectives 
In total, 30 stakeholders connected to long-term care participated in this study 
between April and June 2023 (Table 2). Respondents expressed that the set of 36 
statements (Table 1) represented a complete overview of factors contributing to 
innovation readiness of long-term care organizations for older adults. The by-person 
factor analysis resulted in four factors, with 8, 5, 5 and 8 of the 30 respondents 
statistically significantly associated with them, respectively. Together the factors 
explained 46% of the variance in the ranking data (factor 1 to 4 respectively explained 
22%, 9%, 9%, and 6% of the variance) and correlations between factors varied between 
0.01 (factor 2 vs factor 3) and 0.47 (factor 1 vs factor 4). The first factor, which showed 
correlations between 0.19 and 0.47 with the other three factors will be presented first. 
Factors 1 vs factor 3 and factor 1 vs factor 4 were statistically significant respectively 
0.36 and 0.47. Three respondents associated with more than one perspective and one 
respondent with a negative loading on factor 2 were not included in the computation 
of the composite sorts. After inspecting the composite sorts and the qualitative 
data from the interviews, the research team concluded that each one of the four 
factors represented an interesting and distinct perspective on innovation readiness. 
The composite rankings of the statements for these four perspectives are presented 
in Table 1 and shown in Appendices 1-4. The consensus statements did not highlight 
specific differences or similarities between the perspectives. 

Below, we describe each perspective. Quotes from respondents are added in 
italics, followed by the number of the respondent. The first number in the brackets 
refers to the number of the statement from Table 1 and the second number refers to 
numerical ranking given to the statements in the sorting grid (Fig. 1) consisting of least 
important (- 4) to most important (+ 4). 

Perspective 1: supportive role of management 
Central in this perspective is the opinion that the top of the organization has to articulate 
the innovation strategy (#27,+4) (#1, +1*) and management has to simultaneously 
facilitate the climate to become innovation ready (#26, =+3*). ‘Formulating a vision 
on innovation starts at the top, and management must create conditions for execution’ 
(respondent 10, staff member). In this perspective, (top)management roles are 
outlined by the respondents as ‘defining the innovation course’, ‘creating the climate 
and conditions’, and ‘communicating about innovation.’ ‘(Top)management must point 
the organization’s compass in the right direction’ (respondent 19, (top) management); 
‘People only participate if the board clearly communicates about the innovation purpose 
via annual meetings and intranet’ (respondent 24, staff member). 

A significant aspect is that respondents of this perspective consider the active 
involvement of healthcare professionals and staff important in all steps of the 
innovation process (#16,+4) as they know whether or not an innovation will work; ‘The 
board sets the innovation course involving employees in that process because they determine 
whether innovation can be promising or successful’ (respondent 5, consultant). Therefore, 
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respondents express that roles and tasks for employees engaged in innovation should 
be clear (#28, +2), but not fixed (#6, -2*).

The role of middle management is to create an attractive innovation climate 
by building trust, creating a safe environment, giving backup, communicating and 
prioritizing team activities (#26, +3*). ‘Managers are needed to translate and communicate 
the innovation compass (determined by the board) into a roadmap for their team.’ Besides 
the importance of strategy and planning, respondents emphasized to make room 
for trial and error. Which requires management to have courage (#33,+3*). ‘Also 
part of innovation is having the courage to experiment and allow yourself some failures’ 
(respondent 19, (top) management). 

Respondents express that learning from and about innovation is important. 
Besides attention for a vision on learning how to innovate (#20, +1*) they express 
that middle management should be supported with knowledge for their role in 
innovating (#23,+3*). ‘Support management to help them to overcome problems and 
have conversations with their team to find out: what do they run into?’ (respondent 
19, (top) management). Management education should support them to facilitate 
an attractive innovation climate (#26,=3*).‘Managers need to encourage healthcare 
professionals to come up with innovative ideas. They need the knowledge to facilitate this 
process of innovation and learning’ (respondent 11, staff member). Providing a toolbox 
of innovation tools (#12,-3) and learning how to innovate (#21, -3) are not seen as a 
meaningful approach. ‘First: get employees on board, the toolbox will come at a later stage’ 
(respondent 9, (top) management).

Of all the perspectives expressed, this one expresses a deliberate trade-off on the 
involvement of clients, family and relatives while innovating (#15, -4*) between relevance 
and doing it ‘by default’. They mention that clients, family and relatives should only be 
involved when it is seen as relevant to their situation. ‘Involving family depends on the 
type of innovation. Depending on the expected impact, you will either inform or involve 
them’ (respondent 5, consultant). Setting up physical spaces in the organization for 
innovation activities (#31, -4) is not seen as an added value by the respondents. They 
firmly believe that if organizations want to innovate, support needs to be organized 
close to the workplace. ‘Physical spaces, you don’t have to have them, as most innovations 
are integrated into current work processes’ (respondent 9, (top) management).
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4

Perspective 2: participation of the client (system) and employees 
Central in this perspective is the opinion that active participation of both the client 
(system) and employees in the innovation activities of the organization (#15,+4*) 
(#16, +4) are most important. Respondents indicate that innovation should be 
aimed at the quality of care for the person who needs care, and therefore clients, 
family and loved ones have to be involved in innovation (#15,+4*). ‘The essence is that 
organizations innovate to make it better for people receiving care, for people providing 
care, and for the network around it’ (respondent 4, client representative). Respondents 
most strongly agree (compared to perspectives 1, 3 and 4) that innovation should 
foremost be bottom-up based on the ideas and needs of the employees and less top-
down (#1, -3*) (#27, -2*). Respondents strongly value, in line with perspective 1, the 
active involvement of healthcare professionals in the innovation process (#16, +4)  
as ‘The willingness to innovate of healthcare professionals therein lies the essence of 
innovation readiness’ (respondent 1, client representative). 

Similar to perspectives 1 and 3, respondents with perspective 2 believe that 
an organization has to appreciate employees for their commitment to innovation 
(#25, +3) as they are the ones who make it happen. ‘The commitment and attitude of 
the organization are important and determine whether an innovation can be successful’ 
(respondent 21, consultant). Therefore, the organization should reward employees for 
their efforts and for the struggle that comes with innovation (#33, +3). ‘If employees feel 
that they are allowed to innovate and experiment, they will want to keep doing it. If they 
are punished or reprimanded for not moving fast enough, a negative mode on innovating 
can arise’ (respondent 21, consultant). 

Respondents are not in favor of setting up innovation teams (#7,-3), as innovation 
has to be done with all those who will use and work with it. ‘It is best to involve everyone 
who wants and can and as much and as early as possible in innovations. Then you 
immediately know whether it works or not’ (respondent 21, consultant) In line with this, 
respondents holding this perspective strongly oppose managerial actions such as 
making an innovation definition (#3,-4) and creating a multi-annual plan for innovation 
(#5,-4*) as it does not help the employee in the workplace. ‘Innovation is dynamic, which 
is opposite to a plan in which you commit to what you have planned out. You can commit to 
doing it, but not on the how and the when’ (respondent 13, client representative).

Respondents ranked statements related to stimulating and learning about 
innovation for employees as significantly more important than in perspectives 1,2, and 
4 (#35,+3*) (#32,+2*) (#34,+2*) (#21,+2*). They consider taking time as an organization to 
learn how to innovate most important (#35, +3*) because innovating concerns behavior 
change and making new routines costs time. Therefore, they consider it essential to 
have realistic expectations and to not expect results from the innovation processes too 
quickly (#35, +3*). ‘Healthcare professionals and staff should be given space to experiment, 
make mistakes, and take their time as innovating never happens overnight’ (respondent 21, 
consultant). Furthermore, respondents express that encouraging employees to start 
with innovation themselves (#32,+2*) and learning from mistakes (#34,+2*) adds to a 
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favorable innovation culture. ‘At the organizational level, you can facilitate anything, but 
you also have to encourage people to feel free to just do it. That way they feel that they are 
in the lead to improve their work’ (respondent 30, client representative). Respondents 
indicate that education focused on learning to innovate (#21,+2*) should be determined 
by the individuals and teams based on what they need in their work and context and 
not predetermined by the organization (#20,-1*). 

Perspective 3: setting the course and creating conditions 
Perspective 3 focuses on organizational factors that are either supportive or conditional 
in becoming innovation ready. Respondents indicate the importance of preparing the 
organization’s innovation direction (#1,+4) (#2,+2*) and organizing it to enable the 
envisioned direction. ’Formulating an innovation ambition ensures a clear perspective that 
can be shared in the organization’ (respondent 12, academic). Furthermore, aspects of 
organizing innovation deployment, to enable the strategic innovation course, are ranked 
in this perspective as significantly more important than in the other three perspectives. 
Respondents indicate that a vision of learning from and about innovation and a program 
to facilitate learning, reflecting on innovation (#20, +3*) is most valuable. ‘That you know 
where you want to go as an organization and in what way’ (respondent 26, staff member). 
Likewise, respondents mentioned the importance of collaborating with external partners 
on innovation themes (#19,+2*) and monitoring national innovation developments and 
trends (#18,+1*). To enable these actions, respondents indicate innovation budget 
availability as conditional for innovation readiness (#4, +3*) ‘without time, space and 
resources, little happens’ (respondent 12, academic). Similarly to respondents holding 
perspective 1, they consider that (top)management’s role is paramount in indicating 
the organization’s innovation ambition, priorities, and route towards it (#27, +4). 
‘The board of directors has to be intimately involved in innovating’ (respondent 22). In line 
with perspectives 2 and 3 the respondent’s perspective of the role of the board and 
senior management is to encourage middle management to give space to and stimulate 
employees ‘to have the courage to experiment’ (#33, +3) (respondent 8, (top)management).

Respondents suppose that employees, including middle management, in long-
term care might not have innovating routinely high on their agenda and first have to 
be convinced to innovate before they are presented with knowledge for their role in 
innovating (#23,-4*). ‘I believe in a clear vision and direction, then enthusiastic people 
are eager to join in’ (respondent 8, (top)management). Respondents indicate that 
the role and tasks of employees (including middle management) while innovating 
should not be set in stone (#6,-4*) (#24,-3*). ‘Role clarity for employees will follow in 
time, enthusiasm is what you are looking for’ (respondent 22, (top)management). They 
favor encouraging employees to innovate relative to precise innovation instructions. 
‘Approach it a bit more organically, when it comes to employee participation’ (respondent 
12, academic). Comparably to those holding perspectives 1, 2, and 4, they do not 
consider the presence of innovation spaces important (#31, -4*). ‘People have to do it, 
availability of innovation spaces is not key’ (respondent 27, academic). 
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4

Perspective 4: structuring decision-making, roles and responsibilities 
Central to this perspective is respondents’ opinion that, to become innovation ready, 
an organization should formulate the innovation ambition (#1, +4) and themes (#2,+4*) 
and organize the innovation organization accordingly (#27,+3) (#24,+3) (#6,+3*) (#11,+2*). 
‘Formulating the ambition makes the intention of innovation concrete for employees: why 
do we want it?’ (respondent 18, academic). In line with perspective 2, the respondents of 
this perspective state that innovation must be linked to the strategy. ‘Innovation itself 
is no aim but a means to providing valuable and affordable healthcare, linked to the overall 
strategy of the organization’ (respondent 7, consultant). Furthermore, they point out that 
the innovation themes (#2,+4*) help to make deliberate choices that fit the ambition 
and character of the organization. Respondents see decision-making in the innovation 
process as conditional at all stages (#11,+2*) and ranked this statement more important 
than in perspectives 1,2 and 3. ‘You have to organize decision making otherwise you cannot 
take steps. That is why the innovation themes are so relevant. Participating in everything does 
not lead to success.’ (respondent 3, innovation manager). In line with perspectives 1 and 
3, the respondents express that the board plays a pivotal role in communicating the 
strategic innovation course (# 27,+3). ’The board must give direction and facilitate towards 
middle management and employees and communicate about the innovation direction and 
invite employees to engage’ (respondent 28, client representative). Notable in this regard is 
the respondent’s perspective that organizations should organize their own (innovation) 
course and not be dependent on innovation developments defined by others (statement 
18, -3). ‘You should certainly monitor (inter-national) innovation developments, but you have 
to start with your own ambition and focus on 'what does innovation X or Y contribute' 
(respondent 23, innovation manager).

Respondents in perspective 4 rank organizing the roles and tasks for middle 
management and employees (#24,+3) (#6,+3*) highest compared to perspectives 
1,2, and 3. Respondents mention the importance of a clear innovation role of middle 
management, as they are seen as ‘the hub between care delivery and the board’ (#24,+3)’. 
‘Middle management is the turntable, they form the connection between the top and other 
parts of the organization’ (respondent 17, consultant). Being clear about expectations 
and making agreements about the position and tasks of employees (#6,+3*) is seen as 
vital by the respondents as they are the ones performing the day-to-day activities in 
the organization and therefore paramount in achieving innovation results. ‘It is clear 
that healthcare professionals and staff must be given time and space to work on innovation 
otherwise they can not make the necessary innovation steps’ (respondent 17, consultant). 

Respondents consider learning for innovation not as a one-off activity but as an 
important aspect that gradually takes place during the innovation process. Therefore, 
they rank statements such as ‘make innovation knowledge (gained in projects) available’ 
(#9,-4*) and ‘capture and evaluate learning experiences around innovation’ (#30,-3*) as less 
important. Furthermore, they prefer ‘to learn from success’ (instead of failure (#34,-3*) 
and ‘to copy experiences from other organizations’. 
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Discussion 
This study aimed to gain a deeper understanding of factors enabling innovation 
readiness in long-term care. Respondents agreed that the 36 statements (Table 1) 
represent a complete overview of factors contributing to innovation readiness of long-
term care organizations for older adults. Respondents indicated that all 36 factors 
mattered at least to some extent for organizations to become better at innovating 
and that no important factors were missing from the set of statements. This also 
reaffirms the comprehensiveness of the framework outlining factors contributing to 
innovation readiness proposed in earlier studies on innovation readiness (37). These 
findings are in line with the literature about innovation readiness in business (62, 63) 
and healthcare (64, 65). 

Using these materials, we identified four distinct perspectives among stakeholders, 
each highlighting specific innovation readiness factors that are considered ‘most 
important’ within the context of long-term care for adults in the Netherlands: 1. 
‘supportive role of management’ 2. ‘participation of the client (system) and employees’ 
3. ‘setting the course and creating conditions’ and 4. ‘structuring decision-making, roles 
and responsibilities’. Perspectives 1, 3, and 4 are most aligned with the main factors 
‘strategic course for innovation’ and ‘leadership for innovation’ of the innovation 
readiness framework (37) and indicate that these factors are considered central to 
innovation readiness. In line with this reasoning, respondents indicated that factors such 
as formulating an innovation ambition, providing an innovation budget, and decision-
making should be seen as conditional. 

In the post-sorting interviews, respondents added a developmental perspective 
to innovation readiness as they suggested there is a temporal order of the innovation 
readiness factors (66). Several respondents advised following the ‘why’, ‘how’, and 
‘what’ questions as a sequence for the importance of innovation readiness factors (67, 
68). The ‘why’ question, according to Sinek (68), is meant to align innovation goals with 
the purpose of the organization. Respondents indicated that an organization preferably 
starts with formulating its innovation ambition as it defines the intended reach of the 
innovation activities and guides decision-making concerning the choice of innovation 
projects. Payne et al. (69) explain the ‘how’ in innovation as the development of the 
skills, processes, and approaches to turn ambition into reality. The ‘what’ of innovation 
concerns innovation initiatives that are in line with the organization's ambition (62). 

The variety in what is considered important according to the four perspectives 
implies that there may not be a fixed route toward innovation readiness. Although 
a shared understanding of factors enabling innovation readiness resulted from the 
study, we must recognize that there is a nuanced and varied landscape of opinions 
among respondents when it comes to their perspectives on how to become innovation 
ready. Therefore, the internal alignment of stakeholders on innovation readiness will 
likely determine the most suitable route for the organization to become better at 
innovating (50). This is in line with the volatile and multi-faced context of long-term 
care organizations (36) in which innovation is strongly influenced by and dependent 
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on government policies (39), organizational conditions such as size and age of the 
organization (70) and characteristics of the innovation organization (9, 71). 

Three perspectives (1, 3, and 4) stated a top-down perspective by expressing the 
importance of formulating innovation ambition (#1) and the pivotal role of management 
(#27) herein. Perspective 2 stated a more bottom-up perspective on innovation 
readiness by expressing weight on the involvement of healthcare professionals and 
the client system (#15, #16). Herewith, the role of middle managers is expressed as 
vital by the respondents as they have a pivotal role in both bottom-up and top-down as 
also shown by Birken et al. (72) and Urquhart et al. (73). At the same time, respondents 
indicated that the organization has to be aware of the split roles of middle managers. 

Conflicting situations might arise when managers might not be in favor of a 
proposed innovation, while at the same time, they are expected to shape the actions 
of individuals or teams in line with senior management plans. The same applies if 
the organizational culture acts as a potential constraint on the innovative efforts of 
managers (74, 75). Furthermore, middle management has traditionally been trained 
to take care of day-to-day business and is not necessarily competent and trained to 
navigate innovation (76, 77). Therefore middle management should be facilitated to 
fulfill their important role via sufficient resources and support (73, 78). The role of the 
board and senior management is to encourage middle management to give space to 
and stimulate employees to have the courage to experiment (78, 79). 

The respondents’ hierarchical position in the organization or professional role 
in long-term care did not seem to determine their perspective on factors enabling 
innovation readiness. Respondents from the six groups included in this study were 
associated with all four perspectives on innovation readiness, except for perspective 
2 (participation of the client (system) and employees). Four of the five respondents 
associated with this perspective had a similar role in long-term care: representing 
clients to ensure that their viewpoints are heard and reflected in organization policies. 
Perspective 1 (supportive role of management) opposes perspective 2 in arguing that 
although it is desirable to give clients and their families a voice while innovating, they 
should only be involved when it is seen as relevant to their situation by management. 
Resident advisory councils seem to balance these perspectives (1 and 2) as only a 
few councils exercise their legal right to be consulted for organizational issues like 
innovating (80). 

This study identifies and provides a valuable overview of innovation readiness 
factors that enhance the ability to innovate effectively for long-term care organizations 
for older adults. Organizations that prioritize these areas might be able to better 
navigate their innovation challenges. Future research could focus on the development 
of an assessment tool derived from the innovation readiness statements presented 
in this study. Such a tool would facilitate an assessment of the innovation maturity of 
long-term care organizations for older adults and identify opportunities for enhancing 
innovation readiness. 
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Strengths and limitations of this study 
Several strengths and limitations of this study should be considered. First, our 
study was conducted in the long-term care sector in the Netherlands. The identified 
perspectives may, therefore, not represent the perspectives of respondents in other 
healthcare sectors and organizations in the Netherlands, or healthcare organizations 
outside of the Netherlands. Second, the four perspectives together explained 46% of 
the variance in the rankings of the statements by respondents. Although representing 
a frequently occurring percentage in Q-methodology studies (43), meaning that the 
perspectives capture significant shared perspectives on innovation readiness, there 
still may be more nuance to these perspectives in practice. However, more importantly, 
respondents indicated all factors of relevance to be included in the statement set and, 
hence, to be able to share their perspective adequately through the materials. Finally, 
the Q-methodology studies are intended to be an exploratory tool, providing insight into 
the heterogeneity of views on a specific topic (42). Nevertheless, there is no certainty 
whether the selection of respondents captures all relevant variation. The results of this 
study show four relevant perspectives but do not indicate how prevalent they are and 
among which stakeholders. Further research is needed in this regard. A strength of the 
study is that we collected rich quantitative and qualitative data that together allowed 
for an in-depth investigation into the variety of perspectives on innovation readiness in 
long-term care. The sample of respondents recruited for this study meets the choices of 
the number of participants of the Q-methodology (41, 81) and is similar to those of other 
studies (43). The use of online software to perform the ranking of the statements instead 
of manually sorting cards saved time and eliminated the need to manually enter the data 
(82, 83). The interviewer could follow in real-time the card sorting and comments made by 
the respondent. Although face-to-face interviews in the work setting of the respondent 
might have brought more in-depth information versus conducting online card-sorting 
and interviews. Furthermore, online card sorting and the accompanying post-interviews 
gave the possibility to have a sample with a wide geographical distribution and lower 
costs of administration. Finally, the materials developed can effortlessly be used to 
replicate this study in other healthcare sectors such as hospitals and welfare, although 
conducting a pilot study to check the comprehensiveness and clarity of the statement 
set in each contact is recommended. 

Conclusions 
The shared understanding of factors enabling innovation readiness reaffirmed 
the evidence-based framework of innovation readiness factors of long-term care 
organizations for older adults (37). The main factors ‘strategic course for innovation’ 
and ‘leadership for innovation’ are central to innovation readiness. Furthermore, the 
comprehensiveness of the list of factors contributing to innovation readiness (37) 
was endorsed. The heterogeneity in stakeholders’ perspectives shows a nuanced 
landscape of opinions toward becoming better at innovating. This study’s results indicate 
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that becoming innovation ready requires deliberate preparation upfront such as strategy, 
time, financial resources, and expertise that are not always readily available within a 
specific single innovation initiative. Research into innovation readiness of healthcare 
organizations is a rather new field. This research shows which innovation factors are 
important for innovation readiness, rather than how these factors can contribute to 
innovation readiness. The tendency to perceive innovation readiness as an evolving 
process (as mentioned by the respondents) could help to understand and explain 
how innovation readiness can be nurtured and grown over time. Furthermore, future 
research could be directed toward developing an assessment tool, based on this study’s 
innovation readiness statements, assessing the maturity of long-term organizations for 
older adults and providing direction to opportunities for innovation readiness. 
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Abstract 

Background 
Innovation in long-term care for older adults is essential to manage challenges such 
as a growing demand and workforce shortages. Organizations with higher innovation 
readiness are more likely to adopt and sustain innovations effectively. An approach 
indicating the innovation readiness of long-term care organizations for older adults 
is lacking.  To address this, the Maastricht Innovation Readiness Approach (MIRA) 
was developed to (1) increase understanding about innovation readiness, (2) facilitate 
the organization’s self-assessment of innovation readiness, and (3) inspire the 
organizational conversation about how to become better at innovating.

Objective 
To examine the feasibility of MIRA and to explore whether MIRA could be successfully 
applied in long-term care practice. 

Methods 
MIRA consists of a questionnaire and a consensus meeting. To evaluate the MIRA 
approach, a mixed-method cross-sectional feasibility study was conducted in 10 Dutch 
long-term care organizations. The study evaluated scores on the MIRA Questionnaire, 
intra-rater reliability of the MIRA Questionnaire, and feasibility of the MIRA Questionnaire 
and Consensus meeting. 

Professionals (involved in innovation) were asked to (1) fill in the Questionnaire 
and additional closed questions about its feasibility twice online (1-month interval) 
(2) participate in the Consensus meeting and answer verbally open questions during 
the Consensus meeting and (3) complete a questionnaire directly following the 
consensus meeting on its feasibility. 

Results 
In total, 173 participants completed the MIRA Questionnaire at t1 (#128 at t2); 127 
participants attended the MIRA Consensus meeting (t1). The mean perceived innovation 
readiness score was 6.6 (scale 1-10). Intra-rater reliability of the MIRA Questionnaire 
was good (ICC > 0.75). Participants evaluated MIRA as acceptable, suitable, and of added 
value: 88% indicated that MIRA provides insight into their organization’s innovation 
readiness, and 84% would recommend MIRA to other organizations. Interestingly, 
participants suggested annual use of MIRA. 

Conclusion 
MIRA is a feasible approach to assess innovation readiness in long-term care. 
It enhances internal awareness, supports group reflection across roles and disciplines, 
and may support structured progress in innovation readiness. However, it remains 
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unclear whether conducting MIRA improves innovation readiness. Longitudinal 
studies are needed to follow organizations implementing steps to improve innovation 
readiness and to explore how these contribute to successful innovation outcomes. 
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Introduction 
Innovation in long-term care for older adults is crucial for addressing challenges such 
as growing demand, workforce shortages, and shrinking resources (1). Greenhalgh et 
al. (2) see innovation as “a novel set of behaviors, routines, and ways of working that 
are discontinuous with previous practice, are directed at improving health outcomes, 
administrative efficiency, cost-effectiveness, or user experience, and that are implemented 
by planned and coordinated actions.” Organizations that are more innovation ready are 
found to adopt innovations more swiftly and sustain them more durably (3-5). ‘Innovation 
readiness’ indicates an organization's maturity level to succeed in any type of innovation. 
Maturity is the extent to which an organization has organized and prepared key factors 
to facilitate innovation readiness (6). 

Long-term care organizations are insufficiently aware of the competencies and 
preconditions needed to prepare the organization for successful innovation (6-8). 
To become better at innovating, organizations must actively work on innovation 
readiness. Understanding the organization's current state is the first step toward 
improving it (9-11). Insights into factors contributing to becoming better at innovating 
and assessment of the innovation readiness maturity level help organizations to 
understand where their "opportunities for improving innovation readiness" lie (12-14). 

Various assessments and instruments have been developed to assess readiness 
to implement a specific innovation (15-17). Instruments assessing innovation readiness 
were either not scientifically developed, evaluated, or tested in healthcare (18-21). 
An approach indicating the innovation readiness of long-term care organizations for 
older adults is lacking (22-24).  To address this, we developed the Maastricht Innovation 
Readiness Approach (MIRA) in collaboration with an advisory group of managers and 
healthcare professionals involved in innovating within long-term care organizations 
(25). The purpose of MIRA is to (1) increase understanding about innovation readiness, 
(2) facilitate the organization’s self-assessment of innovation readiness, and (3) inspire 
the organizational conversation about how to become better at innovating. First, the 
MIRA Framework (Appendix 1) was constructed based on the results of a scoping 
review into scientific studies on the innovation readiness of healthcare organizations 
(6), supplemented by qualitative research (26-28) and confirmed by a Q-study (29) 
in long-term care. Second, based on the MIRA Framework, we iteratively created and 
refined the MIRA Questionnaire, and content validity and pilot testing were conducted 
(Table 1) (30-32). Finally, a structured MIRA Consensus meeting (Appendix 3: Table 1) 
was designed to collectively interpret the MIRA Questionnaire results. 

We sought to examine whether MIRA could be successfully applied in long-term 
care practice. This study aims to examine the perceptions of long-term care professionals 
regarding the feasibility of MIRA in Dutch long-term care organizations and to explore 
whether MIRA has the potential to support innovation readiness in this context. 
The research was guided by the following research questions: 1. How do participants 
score the MIRA Questionnaire and rate their organization’s innovation readiness? 2. What 
is the intra-rater reliability of the MIRA Questionnaire? 3. How do participants evaluate 
the feasibility of the MIRA Questionnaire and Consensus meeting? 
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Materials and Methods 

Study design 
A mixed-method cross-sectional study was conducted in long-term care organizations 
in the Netherlands from July 2024 to December 2024. 

Participants and setting 
MIRA is developed for long-term care organizations for older adults in the Netherlands 
(e.g., care homes, nursing homes, assisted living facilities, and residential aged 
care). They provide a range of services, including medical, transitional, and nursing 
care, housing, personal care, assistance, and social services to older adults who are 
unable to live independently (30). Dutch long-term care is largely funded through 
mandatory public health insurance and is increasingly investing in innovating, e.g., 
digital technologies, new care models, and organizational redesign (31). While some 
larger organizations have dedicated innovation managers or teams, many long-term 
care organizations rely on project-based structures or multidisciplinary working groups 
to develop and implement innovations. 

We intended to test the MIRA Questionnaire and the MIRA Consensus meeting 
in 10 long-term care organizations, which were approached and selected through 
purposive sampling based on their capacity and interest in implementing MIRA. Five 
were recruited through employers’ organizations for care and welfare, two through 
the Living Lab in Ageing and Long-Term Care, and three through the research team’s 
network (32). Participating organizations were informed about the study’s objectives 
and mode of participation. They made their own decisions about which participants to 
include for the MIRA Questionnaire and the MIRA Consensus meeting. We instructed 
the internal coordinator (who was appointed by the participating organization) 
to include healthcare professionals who were involved in innovation and had sufficient 
insight to reflect on their organization’s innovation readiness, ideally representing 
a range of roles, disciplines, and organizational levels. To be able to participate, 
organizations were required to invite a minimum of 10 participants to complete the 
MIRA Questionnaire and a minimum of 8 participants to attend the MIRA Consensus 
meeting. Each organization was asked to obtain the Board of Directors’ consent on 
participation in this study.
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Data collection and analysis 
MIRA 
Data were collected and analysed for the MIRA Questionnaire and the MIRA Consensus 
meeting. The MIRA Questionnaire contains 31 questions in four domains: 1. strategic 
direction, 2. organization of innovation, 3. leadership for innovation, and 4. learning 
climate. Participants assessed factors that contribute to the organization’s innovation 
readiness. Each question has the same 6 scoring options (ordinal) (Table 2) - ‘not’, 
‘informal’, ‘occasionally’, ‘consistently’, ‘optimally’, ‘no insight’ - and is informed by 
innovation maturity scales used in business (21, 33). These maturity positions (Table 2) 
outline an organization’s path to achieving innovation readiness. They consist of three 
interconnected elements: frequency, agreements, and learning: (1) the extent to which 
organizations have organized the innovation readiness factors (2) whether agreements 
have been made (for example, in internal sessions or policies of the organization), and 
(3) the extent to which organizations reflect on and learn from initiatives to improve 
innovation readiness. The frequency of agreement executions indicates the extent to 
which innovation-related actions are consistently implemented within an organization’s 
day-to-day operations. (34). The aspect of embedding innovation through agreements 
helps sustain strategic focus and integrates innovation into the organization’s long-
term learning (34). The component of learning helps to turn individual insights into 
collective capabilities and embed innovation into daily practices (34, 35). 

The MIRA Questionnaire was distributed to participants via the online survey 
platform Qualtrics, following an email invitation from the internal coordinator. 
Participants completed the questionnaire on either a desktop or mobile device and 
received a summary of their responses by email upon completion. Automatic reminders 
were sent after 7 days to those participants who had not yet completed the questionnaire. 
Participants were individually asked for consent and informed how the data would 
be used. The responses of the participants were securely stored (compliant with the 
General Data Protection Regulation (36)) and shared, summed up, and namelessly at 
the organizational level with the participating organization. 

Table 2 Innovation readiness maturity positions: response options
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The MIRA Consensus meeting (37) followed a predefined set-up and interview 
guide (supplementary Table 1) and was moderated by researcher MWH. During the 
meeting, background information on innovation readiness was given, and the MIRA 
Questionnaire results were presented. Participants were encouraged by MWH to 
actively reflect on the results (recognizability of the results, similarities and differences 
in the innovation readiness scores) and to explore opportunities towards innovation 
readiness. The meeting lasted 2 hours and was held within 2 months after completing 
the MIRA Questionnaire at the location of the long-term care organization. 

Scores on innovation readiness 
Participants’ scores on innovation readiness were collected via the MIRA Questionnaire 
(Table 1). The innovation readiness score for the organization overall, per domain and 
question separately are calculated by summing up scores of all participants, for all 
31 questions, per domain and question respectively, without weights (each score is 
given equal weight) (38) and presented in percentages (of the innovation readiness 
maturity scoring options). MIRA Questionnaires with lacking data were excluded from 
the analysis. One extra question was added to the MIRA Questionnaire (at t1), asking 
the participants to rate their organization’s innovation readiness on a scale from 1 to 
10 (to complement the overall picture of the participating organizations). The numeric 
ratings on the perceived innovation readiness score were summed up and divided by 
the number of participants to calculate the mean for each organization. 

Intra-rater reliability data 
To evaluate inter-rater reliability, participants received the MIRA Questionnaire at both 
t1 and t2. A good score on intra-rater reliability means that the questionnaire has low 
variability in interpretation, indicating that questions and scoring options are clear and 
well understood. For the intra-rater reliability (to evaluate the ‘participant reporting’ 
of the questionnaire), the Intra-class Correlation Coefficient (ICC) was used. Estimates 
above 0.75 were considered as good, between 0.50 and 0.75 as moderate, and below 
0.50 as poor reliability scores, respectively (39). 

Feasibility dimensions 
To evaluate the feasibility of the MIRA Questionnaire and the MIRA Consensus meeting, 
Gadke et al. and Orsmond et al. (38, 39) feasibility dimensions – acceptability, suitability, 
and added value - were used (Table 3, including the related research questions and 
operationalization (40)). Acceptability refers to how participants perceive and respond 
to MIRA, including whether it is agreeable, satisfactory, or easy to use (38, 39, 41). 
Suitability refers to the perceived fit or relevance of MIRA for a particular setting (39, 
42, 43). Added value indicates the perceived usefulness, meaning the extent to 
which participants find MIRA contributes to innovation readiness (39, 42). Data for 
evaluating the dimensions of ‘acceptability’ and ‘suitability’ of the MIRA Questionnaire 
were collected at t1 by means of six additional questions (three closed and three 
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open-ended). For analyzing the latter, thematic content analysis was employed. 
To evaluate the ‘added value’ of MIRA (Questionnaire & Consensus meeting) and the 
‘acceptability and suitability’ of the MIRA Consensus meeting, participants answered 
closed-questions on paper at the end of the consensus meeting. Besides that, MWH 
invited participants during the consensus meeting to collectively reflect on and share 
their opinions on MIRA’s ‘added value’. Researchers KD, LJ, EV, MD and MWH observed 
the meeting and documented participant reflections. To analyze the group reflection 
on MIRA’s ‘added value’, researcher MWH read these notes and summarized the main 
findings. The closed questions (5-point Likert scale) were analyzed in SPSS. Mean scores 
(for the Likert-scale) between 1.0 and 2.4 were considered inadequate, between 2.5 
and 3.4 needs attention, between 3.5 and 3.9 acceptable, between 4.0 and 4.4 good, 
and 4.5 and 5.0 very good (40). MIRA Questionnaires with lacking data were excluded 
from the analysis. 

Ethical considerations 
The study received ethical approval from the Medical Ethics Board of Zuyderland Medical 
Center in the Netherlands with the number METCZ20220036. The data collection and 
data storage plan were approved by the local General Data Protection Regulation 
committee of the University of Maastricht. Participation in the study was anonymous 
and voluntary. Participants were informed about this both in the invitation e-mail and 
at the beginning of the MIRA Questionnaire (page 1). By proceeding to the second page 
with the substantive questions, participants gave consent. 

Results 
The MIRA Questionnaire and the MIRA Consensus meeting were tested in 10 long-
term care organizations that varied in size and were geographically spread in the 
Netherlands. Participants from different organizational levels were invited by the 
participating organizations: board members, care directors, innovation managers, 
staff responsible for finance, policy, ICT, communication, facilities and quality with 
a rol in innovation, client representatives, team managers, nursing home managers, 
medical and well-being staff, human resources managers and staff involved in learning, 
direct care professionals, both in residential long-term care and community-based 
care, such as registered nurse’s baccalaureate-educated and vocationally trained, and 
certified nurse assistants having a role in innovation. The MIRA Questionnaire (Table 1) 
(including the question about the numeric rating (1-10) on the organization’s innovation 
readiness at t1) was completed by 173 participants at t1, 128 participants at t2, and 127 
participants attended the MIRA Consensus meeting. Due to administrative reasons, 
only 103 participants completed the open questions on the acceptability and suitability 
of the MIRA Questionnaire at t1. 
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Scores on innovation readiness 
Table 4 presents participants’ scores on innovation readiness (the numeric rating (1-
10)) of the organization’s innovation readiness and the overall summed-up innovation 
readiness scores per participating organization (on the 31 questions of the MIRA 
Questionnaire). The MIRA overall innovation readiness results showed scores from 
2% to 37% (‘not’ and ‘consistently’ respectively). All organizations scored highest on 
‘consistently’ (mean 31%). Organizations rated their innovation readiness from 5.7 to 
7.4 (mean 6.6). 

Table 4 Participants MIRA Questionnaire scores - #10 LTC organizations 
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Intra-rater reliability data 
128 Participants completed the MIRA Questionnaire at t1 and t2, about a month apart. 
The overall 1-month intra-rater reliability was good (ICC above 0.75)(Table 5). The ICC 
values for the intra-rater reliability per question (presented with a 95% confidence interval 
in the additional file and at https://osf.io/x73p6/files/hqv4n) are “moderate” to “good”. 
Estimates above 0.75 were considered as good, between 0.50 and 0.75 as moderate, and 
below 0.50 as poor reliability scores, respectively. Participants gave the same answer at 
t1 and t2 for 38% to 63% of the questions. For 9 specific questions (questions 7, 11, 12, 14, 
15, 16, 22, 25, and 30), at least half of the participants gave the same answer both times. 
Questions that were answered the same or one score up (for example, someone choosing 
‘occasionally’ at t1 and ‘consistently’ at t2) or below varied between 73% (Table 1: question 
4) and 88% (Table 1: question 8). 

Table 5 Intra-rater reliability MIRA Questionnaire 
(https://osf.io/x73p6/files/hqv4n : ICC for all 31 MIRA questions (see also Appendix 2) 

Response 
Option

t1 (%) t2 (%) Difference 
(%)

ICC 
(intra-class cor-
relation) value

95% confidence interval

Lower bound Lower bound

Not 9.2 8.5 -0.7

Single 0.992
Average 0.996

Single 0.947
Average 0.996

Single 0.999
Average 0.999

Informal 14.8 14.9 0.1

Occasionally 23.4 23.2 -0.2

Consistently 30.1 32.2 2.1

Optimally 12.3 11.5 -0.8

No insight 10.3 9.8 -0.5

Feasibility dimensions 
Acceptability and suitability of the MIRA Questionnaire 
Participants rated the questions and the response options overall as clear (>72% agree 
and fully agree). The instructions in the cover letter were regarded as sufficient to 
complete the Questionnaire (92% agree and fully agree) (Table 6). Thematic content 
analysis on the three open-ended questions was used for evaluating ‘acceptability’ 
and ‘suitability’ (https://osf.io/x73p6/files/kywxb). It showed that participants rated the 
Questionnaire positively for its language use (suitable), routing and navigation (logical), 
instructions (clear), response options (intuitive), and the design of the online presentation 
(including the colorful design of the 6 scoring options). Some participants mentioned 
that their choice for the option 'no insight' was frequently a result of lacking enough 
information or an overview to answer specific questions due to their role or position 
in the organization. Furthermore, in the open-ended questions, participants provided 
suggestions for improvement on the cover letter (it is recommended to emphasize in 
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instructions that the focus for answering the innovation readiness questions should 
be the entire organization (and not a specific department), on the term innovation 
(which needs further clarification), and on the design (such as adding an option at each 
question to write a rationale or explanation). Furthermore, participants found the term 
‘agreements’ in the scoring options to be vague. They suggested clarifying what qualifies 
as an agreement, whether it refers to informal discussions or documented policies. 
For question 28, participants suggested clarifying whether ‘the training plan’ refers 
generally to education about innovation or to the existence of a specific training plan 
within an innovation project. For question 31, they proposed to add ‘the possibility to 
organize room for innovation activities’. 

On average, the self-assessment took 10 to 15 minutes to complete, which was 
considered acceptable. Participants felt that the time investment was manageable 
within their daily workflow. The MIRA Questionnaire was perceived by the participants 
as relevant to their work, as it helped them reflect on their role in this process, 
increased their understanding of innovation readiness, and provided insight into their 
organization’s innovation maturity. Furthermore, the questions and structured scoring 
options provided awareness of the next steps the organization needs to take toward 
innovation readiness. 

Table 6 Acceptability and suitability of the MIRA Questionnaire 

Closed questions (MIRA Questionnaire at t1) Mean (5-point 
Likert scale)

Median SD % agree / 
fully agree

The questions were clear* 3.7 4.0 0.65 73

The response options were clear* 3.7 4.0 0.74 72

The instructions on the first page were sufficient to 
complete the questionnaire*

4.2 4.0 0.56 92

Open-ended questions (MIRA Questionnaire at t1)

How did you experience answering these questions?
data available 

(41) https://
osf.io/x73p6/

n.a.

Did answering these questions benefit you personally? n.a.

Do you have any questions or comments about the 
questions asked?

n.a.

*data from 6 out of 10 organizations 

Acceptability and suitability of the MIRA Consensus meeting 
Participants rated the feedback on the results of the questionnaire (90% agree/fully 
agree) and the set-up of the consensus meeting as good (92% agree/fully agree)(Table 7). 
During the consensus meeting, participants indicated that reflecting on the MIRA results 
increased the practical value and impact of the approach as it supports the journey to 
become innovation ready. Some participants indicated at the end of the meeting that the 
insight they now have into innovation readiness would lead to more positive scores on the 
MIRA Questionnaire. Besides that, participants stated that the diversity of attendees was 
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of value for the discussion. Furthermore, they were positive about the group reflection 
and discussion on innovation readiness. Especially when colleagues joined the consensus 
meeting whom they had never met before or discussed innovation readiness with. 
If participants evaluated that the composition of participants in the consensus meeting 
was not appropriate, then they usually remarked that the presence of senior management 
was lacking, or more healthcare professionals should have attended (because of the 
importance of the subject). 

Table 7 Acceptability and suitability of the MIRA Consensus meeting 

Closed questions Mean (5-point 
Likert scale)

Median SD % agree / 
fully agree

The composition of the group of participants in the 
consensus meeting was appropriate 

3.9 4.0 0.72 78

The feedback of the results of the MIRA 
Questionnaire was understandable

4.3 4.0 0.60 90

I liked the set-up of the consensus meeting 4.3 4.0 0.57 92

Added value of MIRA Questionnaire & Consensus meeting 
Participants rated the added value of both the MIRA Questionnaire and the MIRA 
Consensus meeting as good (>80% agree and fully agree)(Table 8). Seventy-seven 
percent of the participants believe that extra (external) assistance is needed for 
conducting the consensus meeting. During the consensus meetings, participants 
expressed interest in repeating MIRA annually to monitor their innovation readiness 
maturity. Furthermore, they said that to accelerate learning, they would like to discuss 
innovation readiness with other long-term care organizations. At all 10 MIRA Consensus 
meetings, organizations discussed possible next steps toward innovation readiness. 

Table 8 Added value of MIRA Questionnaire & Consensus meeting 

Closed questions Mean (5-point 
Likert scale)

Median SD % agree / 
fully agree

Consensus meeting

Due to the consensus meeting, we know better 
where we stand in terms of innovation readiness

4,2 4 0.63 88

Consensus meeting & Questionnaire

I now have more insight into factors that are 
important for innovation readiness 

4,1 4 0.66 84

I would recommend this approach (questionnaire 
plus consensus meeting) to other organizations

4,1 4 0.66 84

Our organization could have conducted the 
questionnaire and led the consensus meeting 
(without external support)

2,7 3 1.15 23
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Discussion 
The goal of this study was to examine the perceptions of long-term care professionals 
regarding the feasibility of the Maastricht Innovation Readiness Approach (MIRA) 
in Dutch long-term care organizations. The objective was to evaluate the MIRA 
approach, which combines a framework, questionnaire, and consensus meeting to 
assess and facilitate innovation readiness. 

Main findings show that long-term care professionals perceive MIRA as useful 
and relevant for enhancing their organization's innovation readiness. The participants 
were positive about both MIRA’s contribution to insights into the organization’s 
innovation readiness maturity and the appropriateness for use. The time it took to 
complete the MIRA Questionnaire was considered acceptable, and the ‘good’ intra-
rater reliability indicates that the questions and scoring options are clear and well 
understood. Another important finding is that participants emphasized the relevance 
of the MIRA Consensus meeting. They appreciated discussing the results of the 
organization’s innovation readiness maturity in the presence of a broad selection of 
healthcare professionals. Innovation readiness concerns a diversity of functions in the 
organization (6), and participants valued the opportunity to discuss innovation with 
colleagues with whom they rarely interact about innovation readiness. Tidd et al. (34) 
demonstrate that reflecting on results together (rather than individually) may foster 
a shared understanding of the organization's innovation enablers and barriers. 
In addition, Haraldseid et al. (42) show that group reflection supports collaborative 
learning and that especially creating space for reflection enhances individual, team, and 
organizational learning (43). According to Halcomb et al. (43), a meaningful consensus 
meeting combines available information and facilitates the consensus process between 
the participants, thereby increasing their ownership and engagement. Altogether, the 
MIRA Consensus meeting provides insight into the organization’s innovation readiness, 
identifies where the organization’s opportunities for innovation readiness lie, and 
may support gradual progress in building innovation readiness in a structured way. 

Interestingly, all organizations rated themselves as having modest innovation 
readiness, suggesting cautious self-evaluation (all organizations scored ‘consistently’ 
highest at the overall innovation readiness score and a numeric rating of 6.6 (mean) for the 
perceived innovation readiness). These scores may suggest that professionals in the 10 
organizations were careful and nuanced in assessing the innovation readiness of their 
organizations. Larsson et al. (44) discovered that such moderate scoring is not uncommon 
in organizational evaluations. Particularly in complex domains, participants in certain 
roles may lack full visibility into all relevant aspects, leading them to give more cautious or 
moderate ratings (9, 45). Besides that, in an earlier study, we showed (29) that stakeholders 
in long-term care organizations often have varying perspectives on innovation readiness, 
influenced by their roles and access to information, which might lead to a flattened score. 
Overall, our findings suggest that the modest innovation readiness scores may reflect not 
a lack of readiness per se, but rather the complexity of innovating in practice and variation 
in perspectives across organizational roles and levels. 
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This raises the question of whether MIRA, as a self-assessment instrument, 
should be able to distinguish between organizations with different levels of innovation 
readiness. Self-assessment instruments, such as MIRA, may face limitations in precisely 
differentiating innovation readiness levels; their main added value may be found 
when used for reflection or development, rather than as an instrument for producing 
comparative scores (46, 47). Innovation readiness is context-dependent, shaped by 
factors such as an organization’s strategic direction, leadership, and learning climate. 
These factors differ between organizations, and what is considered ‘ready’ in one 
context may not be sufficient in another. Consequently, innovation readiness should 
be viewed and interpreted as a situational assessment, rather than as an objective 
benchmark. To encourage unbiased responses, it is important to emphasize that MIRA, 
being a subjective self-assessment of an organization’s innovation readiness, is not 
designed for benchmarking purposes. This underscores the importance of combining 
the MIRA Questionnaire with structured dialogue in the MIRA Consensus meeting to 
substantiate scores and expand participants’ shared understanding. 

Participants valued both the MIRA Questionnaire and the Consensus meeting. 
However, while all organizations expressed intentions to improve their innovation 
readiness, it remains unclear whether and to what extent conducting MIRA leads to 
improvement of the innovation readiness of long-term care organizations. Additional 
instruments may be needed to help organizations develop more systematic and 
long-term approaches to improving innovation readiness (48, 49). Future research 
should include longitudinal studies to follow organizations that implement steps to 
improve innovation readiness and to explore how these efforts contribute to successful 
innovation outcomes. Simultaneously, the applicability of MIRA across various long-
term care settings, including disability care, maternity care, and rehabilitation 
services, warrants further research (50). A pilot study testing the comprehension 
and clarity of MIRA could be valuable. The materials developed for MIRA in long-
term care (Framework, Questionnaire, and Consensus meeting) are readily available 
for replication in these diverse contexts. Ultimately, driving progress in innovation 
readiness requires continued integration of research, practice, and policy (10, 24). 

Strengths and limitations 
Several strengths and limitations of this study should be taken into consideration. First, 
this study was conducted at ten diverse long-term care organizations (small, medium, 
and large) with a wide geographical spread in the Netherlands. The purposive sampling 
ensured variation in organizational size and context. The broad selection of healthcare 
professionals (representing different organizational levels, roles, and functions) 
was particularly appreciated by participants of the consensus meeting. A strength of 
the study is the use of an online MIRA Questionnaire and a predefined structure for the 
MIRA Consensus meeting. MIRA was executed by one researcher (MWH), who ensured 
consistency in implementation across all participating organizations. Additionally, the 
combination of quantitative (Likert-scale data) and qualitative (open-ended questions) 
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methods enabled a nuanced evaluation of MIRA’s feasibility in practice. As the study 
focused on Dutch long-term care organizations, the identified feasibility of MIRA may, 
therefore, differ for organizations in other healthcare sectors within or outside the 
Netherlands. The purposive sampling may have introduced selection bias in terms of 
organizational interest or readiness to innovate. 

Implications for practice and research 
The purposive sampling may have introduced selection bias, as organizations 
interested in this study might score higher on innovation readiness factors. This means 
the results may not be representative of the experiences of organizations that are 
less focused on innovation. Consequently, perspectives from organizations with less 
interest in innovation might be missing. This restricts the applicability of the findings to 
other contexts, as the sample only represents a specific group of innovation-oriented 
organizations. Therefore, more research is needed to understand how innovation 
readiness develops across a broader range of long-term care organizations. 

At the organizational level, management may integrate MIRA into their strategic 
plans to repeat the assessment annually, informing a systematic long-term strategy 
for innovation readiness. During the MIRA Consensus meetings, participants indicated 
an interest in repeating MIRA annually to monitor the development of their innovation 
readiness. For this purpose, the development of MIRA in responsiveness, to detect 
changes in innovation readiness over time, (51) is needed. Although organizations 
found the support of an external facilitator helpful in the consensus meetings, building 
internal capacity to conduct these themselves could strengthen learning within the 
organization and make it easier to repeat the use of MIRA. 

Based on participants’ feedback on the MIRA Questionnaire - specifically its terms, 
explanations, instructions, and design - the findings indicate promising conditions for 
broader-scale use of MIRA. To support annual, independent, and practical use of MIRA, 
we intend to develop an online version of the MIRA Questionnaire, accompanied by a 
scoring interpretation guide and a facilitation guide for the MIRA Consensus meetings 
(52, 53). We propose conducting interviews with future participants to assess the 
clarity, comprehension, acceptability (such as ease of administration), and suitability 
of the online version. For future use, MIRA may benefit from automating data analyses 
to improve efficiency, particularly when scaling up. 

Conclusion 
In today’s society, organizations need to be able to effectively organize the important 
factor ‘innovation’ to sustain their contribution to providing the best possible care and 
working conditions in long-term care. To the best of our knowledge, the Maastricht 
Innovation Readiness Approach (MIRA), which was iteratively developed in close 
collaboration with stakeholders in long-term care organizations, is one of the first 
instruments to enable self-assessment of healthcare organizations’ current state of 
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innovation readiness. The feasibility study shows that MIRA enhances internal awareness 
and reflection, helps organizations to identify areas for improvement, and supports more 
strategic steps toward strengthening innovation readiness. With further development 
and integration into everyday practice, MIRA presents a promising instrument for 
fostering innovation readiness in long-term care. MIRA could help organizations to better 
navigate the complex challenges of innovation and may contribute to more responsive, 
sustainable, and high-quality of care. Future research could follow organizations 
over time to explore whether and to what extent conducting MIRA contributes to the 
improvement of innovation readiness of long-term care organizations. 
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Appendix 2. Intra-rater reliability MIRA questionnaire (ICC estimates, 95% CI, absolute-agreement, 2-way 
mixed-effects model) 
Additional file : Intra-rater reliability MIRA questionnaire (ICC estimates, 95% CI, absolute-agreement, 2-way mixed-effects model)  

 t1 t2 ICcorrelation 95% confidence interval 
    Lower bound Upperbound 
overall Not 9,2 

Informal 14,8 
Occasionally 23,4 

Usually 30,1 
Consequent 12,3 
No insight 10,3 

 

Not 8,5 
Informal 14,9 

Occasionally 23,2 
Usually 32,2 

Consequent 11,5 
No insight 9,8 

 

Single 0,992 
Average 0,996 

 

Single 0,947 
Average 0,996 

 
 

Single 0,999 
Average 0,999 

 

Q1 Not 1,7 
Informal 15,7 

Occasionally 28,7 
Usually 38,3 

Consequent 14,8 
No insight 0,9 

 

Not ,0 
Informal 11,3 

Occasionally 21,7 
Usually 52,2 

Consequent 12,2 
No insight 2,6 

 

Single 0,906 
Average 0,950 

 

Single 0,477 
Average 0,646 

 

Single 0,986 
Average 0,993 

 

Q2 Not 3,5 
Informal 15,7 

Occasionally 20,9 
Usually 40,9 

Consequent 16,5 
No insight 2,6 

 

Not 3,5 
Informal 7,8 

Occasionally 18,3 
Usually 54,8 

Consequent 13,0 
No insight 2,6 

 

Single 0,905 
Average 0,950 

 

Single 0,475 
Average 0,644 

 

Single 0,986 
Average 0,993 

 

Q3 Not 11,3 
Informal 7,8 

Occasionally 20,0 
Usually 28,7 

Consequent 20,0 
No insight 12,2 

 

Not 10,4 
Informal 7,0 

Occasionally 16,5 
Usually 34,8 

Consequent 18,3 
No insight 13,0 

 

Single 0,929 
Average 0,963 

 

Single 0,586 
Average 0,739 

 

Single 0,990 
Average 0,995 

 

Q4 Not 4,3 
Informal 10,4 

Occasionally 15,7 
Usually 29,6 

Consequent 4,3 
No insight 35,7 

 

Not 6,1 
Informal 11,3 

Occasionally 18,3 
Usually 26,1 

Consequent 9,6 
No insight 28,7 

 

Single 0,923 
Average 0,960 

 

Single 0,556 
Average 0,714 

 

Single 0,989 
Average 0,994 

 

Q5 Not 13,9 
Informal 16,5 

Occasionally 21,7 
Usually 33,0 

Consequent 9,6 
No insight 5,2 

 

Not 10,4 
Informal 20,9 

Occasionally 19,1 
Usually 26,1 

Consequent 17,4 
No insight 6,1 

 

Single 0,802 
Average 0,890 

 

Single 0,120 
Average 0,215 

 

Single 0,970 
Average 0,985 

 

Q6 Not 7,8 
Informal 13,0 

Occasionally 27,8 
Usually 33,0 

Consequent 12,2 
No insight 6,1 

 

Not 2,6 
Informal 10,4 

Occasionally 33,9 
Usually 30,4 

Consequent 14,8 
No insight 7,8 

 

Single 0,938 
Average 0,968 

 

Single 0,630 
Average 0,773 

 

Single 0,991 
Average 0,996 

 

Q7 Not 1,7 
Informal 15,7 

Occasionally 33,0 
Usually 38,3 

Consequent 9,6 
No insight 1,7 

 

Not 1,7 
Informal 16,5 

Occasionally 33,0 
Usually 39,1 

Consequent 9,6 
No insight ,0 

 

Single 0,998 
Average 0,999 

 

Single 0,988 
Average 0,994 

 

Single 1,000 
Average 1,000 

 

Q8 Not 1,7 
Informal 12,2 

Occasionally 33,0 
Usually 40,9 

Consequent 11,3 
No insight ,9 

 

Not 2,6 
Informal 13,0 

Occasionally 22,6 
Usually 39,1 

Consequent 20,9 
No insight 1,7 

 

Single 0,913 
Average 0,955 

 

Single 0,510 
Average 0,675 

 

Single 0,987 
Average 0,994 

 

Q9 Not 6,1 
Informal 7,8 

Occasionally 28,7 
Usually 34,8 

Consequent 12,2 
No insight 10,4 

 

Not 6,1 
Informal 12,2 

Occasionally 15,7 
Usually 47,0 

Consequent 8,7 
No insight 10,4 

 

Single 0,814 
Average 0,897 

 

Single 0,154 
Average 0,267 

 

Single 0,972 
Average 0,986 

 

Q10 Not 11,3 
Informal 15,7 

Occasionally 13,9 
Usually 32,2 

Consequent 13,9 
No insight 13,0 

 

Not 11,3 
Informal 11,3 

Occasionally 16,5 
Usually 34,8 

Consequent 12,2 
No insight 13,9 

 

Single 0,949 
Average 0,974 

 

Single 0,684 
Average 0,812 

 

Single 0,993 
Average 0,996 
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Q11 Not 21,7 
Informal 14,8 

Occasionally 19,1 
Usually 17,4 

Consequent 8,7 
No insight 18,3 

 

Not 17,4 
Informal 13,9 

Occasionally 24,3 
Usually 20,9 

Consequent 4,3 
No insight 19,1 

 

Single 0,772 
Average 0,871 

 

Single 0,042 
Average 0,080 

 

Single 0,965 
Average 0,982 

 

Q12 Not 9,6 
Informal 13,9 

Occasionally 19,1 
Usually 31,3 

Consequent 14,8 
No insight 11,3 

 

Not 8,7 
Informal 11,3 

Occasionally 23,5 
Usually 33,0 

Consequent 10,4 
No insight 13,0 

 

Single 0,932 
Average 0,965 

 

Single 0,599 
Average 0,749 

 

Single 0,990 
Average 0,995 

 

Q13 Not 10,4 
Informal 15,7 

Occasionally 36,5 
Usually 22,6 

Consequent 5,2 
No insight 9,6 

 

Not 7,0 
Informal 20,9 

Occasionally 37,4 
Usually 20,9 

Consequent 5,2 
No insight 8,7 

 

Single 0,969 
Average 0,984 

 

Single 0,800 
Average 0,889 

 

Single 0,996 
Average 0,998 

 

Q14 Not 3,5 
Informal 18,3 

Occasionally 17,4 
Usually 46,1 

Consequent 13,0 
No insight 1,7 

 

Not 2,6 
Informal 17,4 

Occasionally 20,9 
Usually 46,1 

Consequent 13,0 
No insight ,0 

 

Single 0,994 
Average 0,997 

 

Single 0,956 
Average 0,977 

 

Single 0,999 
Average 1,000 

 

Q15 Not 1,7 
Informal 13,9 

Occasionally 20,0 
Usually 30,4 

Consequent 23,5 
No insight 10,4 

 

Not 2,6 
Informal 8,7 

Occasionally 22,6 
Usually 35,7 

Consequent 17,4 
No insight 13,0 

 

Single 0,910 
Average 0,953 

 

Single 0,498 
Average 0,665 

 

Single 0,987 
Average 0,993 

 

Q16 Not ,0 
Informal 13,9 

Occasionally 7,0 
Usually 43,5 

Consequent 29,6 
No insight 6,1 

 

Not ,0 
Informal 11,3 

Occasionally 11,3 
Usually 46,1 

Consequent 24,3 
No insight 7,0 

 

Single 0,978 
Average 0,989 

 

Single 0,851 
Average 0,919 

 

Single 0,997 
Average 0,998 

 

Q17 Not 1,7 
Informal 8,7 

Occasionally 14,8 
Usually 37,4 

Consequent 20,9 
No insight 16,5 

 

Not ,9 
Informal 12,2 

Occasionally 22,6 
Usually 39,1 

Consequent 19,1 
No insight 6,1 

 

Single 0,887 
Average 0,940 

 

Single 0,400 
Average 0,572 

 

Single 0,983 
Average 0,992 

 

Q18 Not 11,3 
Informal 11,3 

Occasionally 18,3 
Usually 33,0 

Consequent 13,9 
No insight 12,2 

 

Not 12,2 
Informal 18,3 

Occasionally 18,3 
Usually 23,5 

Consequent 15,7 
No insight 12,2 

 

Single 0,680 
Average 0,809 

 

Single -0,153 
Average -0,362 

 

Single 0,948 
Average 0,973 

 

Q19 Not 2,6 
Informal 10,4 

Occasionally 18,3 
Usually 36,5 

Consequent 28,7 
No insight 3,5 

 

Not 6,1 
Informal 8,7 

Occasionally 19,1 
Usually 36,5 

Consequent 26,1 
No insight 3,5 

 

Single 0,987 
Average 0,994 

 

Single 0,913 
Average 0,955 

 

Single 0,998 
Average 0,999 

 

Q20 Not 6,1 
Informal 19,1 

Occasionally 22,6 
Usually 25,2 

Consequent 7,0 
No insight 20,0 

 

Not 10,4 
Informal 13,9 

Occasionally 23,5 
Usually 25,2 

Consequent 9,6 
No insight 17,4 

 

Single 0,891 
Average 0,942 

 

Single 0,415 
Average 0,586 

 

Single 0,984 
Average 0,992 
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Q21 Not 4,3 
Informal 15,7 

Occasionally 27,8 
Usually 40,0 

Consequent 11,3 
No insight ,9 

 

Not 1,7 
Informal 20,9 

Occasionally 27,0 
Usually 41,7 

Consequent 8,7 
No insight ,0 

 

Single 0,981 
Average 0,991 

 

Single 0,874 
Average 0,933 

 

Single 0,997 
Average 0,999 

 

Q22 Not 5,2 
Informal 15,7 

Occasionally 28,7 
Usually 33,9 

Consequent 6,1 
No insight 10,4 

 

Not 4,3 
Informal 19,1 

Occasionally 33,0 
Usually 29,6 

Consequent 6,1 
No insight 7,8 

 

Single 0,963 
Average 0,981 

 

Single 0,761 
Average 0,865 

 

Single 0,995 
Average 0,997 

 

Q23 Not 14,8 
Informal 18,3 

Occasionally 33,0 
Usually 24,3 

Consequent 6,1 
No insight 3,5 

 

Not 15,7 
Informal 18,3 

Occasionally 28,7 
Usually 28,7 

Consequent 5,2 
No insight 3,5 

 

Single 0,967 
Average 0,983 

 

Single 0,789 
Average 0,882 

 

Single 0,995 
Average 0,998 

 

Q24 Not 9,6 
Informal 16,5 

Occasionally 26,1 
Usually 21,7 

Consequent 9,6 
No insight 16,5 

 

Not 8,7 
Informal 17,4 

Occasionally 24,3 
Usually 27,8 

Consequent 7,0 
No insight 14,8 

 

Single 0,907 
Average 0,951 

 

Single 0,484 
Average 0,652 

 

Single 0,986 
Average 0,993 

 

Q25 Not 7,8 
Informal 26,1 

Occasionally 28,7 
Usually 27,0 

Consequent 8,7 
No insight 1,7 

 

Not 8,7 
Informal 25,2 

Occasionally 27,0 
Usually 26,1 

Consequent 8,7 
No insight 4,3 

 

Single 0,990 
Average 0,995 

 

Single 0,933 
Average 0,965 

 

Single 0,999 
Average 0,999 

 

Q26 Not 11,3 
Informal 16,5 

Occasionally 25,2 
Usually 24,3 

Consequent 8,7 
No insight 13,9 

 

Not 9,6 
Informal 20,0 

Occasionally 24,3 
Usually 25,2 

Consequent 7,8 
No insight 13,0 

 

Single 0,964 
Average 0,982 

 

Single 0,770 
Average 0,870 

 

Single 0,995 
Average 0,997 

 

Q27 Not 9,6 
Informal 12,2 

Occasionally 32,2 
Usually 27,0 

Consequent 8,7 
No insight 10,4 

 

Not 7,8 
Informal 19,1 

Occasionally 31,3 
Usually 25,2 

Consequent 7,8 
No insight 8,7 

 

Single 0,943 
Average 0,971 

 

Single 0,655 
Average 0,792 

 

Single 0,992 
Average 0,996 

 

Q28 Not 22,6 
Informal 12,2 

Occasionally 23,5 
Usually 14,8 

Consequent 8,7 
No insight 18,3 

 

Not 19,1 
Informal 13,9 

Occasionally 24,3 
Usually 14,8 

Consequent 7,0 
No insight 20,9 

 

Single 0,929 
Average 0,963 

 

Single 0,584 
Average 0,737 

 

Single 0,990 
Average 0,995 

 

Q29 Not 11,3 
Informal 17,4 

Occasionally 28,7 
Usually 24,3 

Consequent 7,8 
No insight 10,4 

 

Not 9,6 
Informal 19,1 

Occasionally 27,0 
Usually 27,0 

Consequent 5,2 
No insight 12,2 

 

Single 0,966 
Average 0,983 

 

Single 0,782 
Average 0,878 

 

Single 0,995 
Average 0,998 

 

Q30 Not 36,5 
Informal 19,1 

Occasionally 12,2 
Usually 3,5 

Consequent 3,5 
No insight 25,2 

 

Not 38,3 
Informal 10,4 

Occasionally 18,3 
Usually 7,8 

Consequent 1,7 
No insight 23,5 

 

Single 0,917 
Average 0,957 

 

Single 0,528 
Average 0,691 

 

Single 0,988 
Average 0,994 

 

Q31 Not 20,0 
Informal 20,0 

Occasionally 21,7 
Usually 18,3 

Consequent 11,3 
No insight 8,7 

 

Not 17,4 
Informal 19,1 

Occasionally 14,8 
Usually 32,2 

Consequent 9,6 
No insight 7,0 

 

Single 0,527 
Average 0,690 

 

Single -0,378 
Average -1,215 

 

Single 0,917 
Average 0,957 
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Appendix 3. Set-up MIRA Consensus meeting 

This table provides a detailed agenda (time - content) of the set-up of the MIRA Consensus meeting. 

Agenda for Consensus Meeting

5 min Introduction (brief) What are your expectations? (Create name tags)

5 min Agenda Overview Explanation of Objectives: 1) Understanding Innovation Readiness 
(IR), 2) Feedback on IR within your organization, 3) Reaching a shared 
understanding. The last objective may be too ambitious; the primary goal is 
to interpret the level of innovation maturity as a collective starting point.

Feedback on the Four Main and Sub-Domains. 
Then, discussion of key findings within the main domains.

5 min Background / 
Research on the 
Questionnaire

Explanation of the questionnaire’s background / innovation readiness 
factors. 
All factors of the Innovation Readiness Framework are essential. 
Their interrelation is crucial; you cannot innovate effectively by 
implementing only half of the factors.

15 
min

Feedback Session Per (sub)domain at the organizational level. 
Identify notable observations, such as wide variation, lack of visibility, or 
differing levels of maturity within subfactors of a domain.

40 
min

Discussion of 
Domains with Large 
Variance

Discussion of key points regarding the variance in results.
Purpose of the discussion:
How did this happen?
What impact does this have on innovation?
Why do opinions differ strongly on certain factors?
A. Why do we have a lot of agreement on certain factors?
For example, if something is well-organized, ask for concrete examples.
B. On the factors where we score lower:
What is the urgency? Is it causing problems?
Ask about the background; for example, are there no agreements made?
What evidence is there in terms of policy and actions?

10 
min

Determining 
the General and 
Domain-Specific 
Level of Innovation 
Readiness

Consensus Discussion
Is reaching consensus desirable? 
Discussion on potential gaps in knowledge, communication, or development 
stage Insights from the collective assessment of innovation readiness. 

10 
min

Evaluation and Next 
Steps

Reflection on the MIRA approach.
Completion of the paper evaluation 
Discussion on action perspectives. 
What do you need for the next steps?
Work session / Brainstorm/ next steps on the four domains / priorities

Participants Representation of participants who completed the questionnaire
Diversity: Strategic/tactical/operational – caregivers/support staff/medical

Setting Conducted at the long-term care organization

Execution Discussion with the coordinator.
Results sent to the coordinator in advance for further distribution.
Results presented with follow-up questions for reflection.
Process facilitation in consultation with the care organization’s coordinator.

Objectives (from a research 
perspective)

Collect Participant Reflections:
feedback on quality and process of questionnaire and consensus meeting.
Evaluate Against MIRA Goals/Assess how well the process aligns with the 
objectives of MIRA

Steps consensus meeting Present findings from self-assessment
Engage in dialogue to interpret the results
Aim for a shared understanding of the organization’s position on innovation 
readiness
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Chapter 7 

The overall aim of this dissertation was to advance our understanding of innovation 
readiness in long-term care and to develop an approach for organizations to assess 
it. Understanding how key factors contribute to innovation readiness can support 
organizations in long-term care to organize and systematically integrate innovation 
into their strategy. 

Specifically, the research questions of this dissertation were: 
1. Which key factors contribute to innovation readiness in long-term care 

organizations for older adults? 
2. How can long-term care organizations be supported in assessing innovation 

readiness? 
3. What insights and patterns of innovation readiness can be observed across Dutch 

long-term care organizations? 

To answer these questions, the research in this dissertation consisted of three 
phases, each involving different studies and research methods. In the first phase 
(Chapters 2-4), a scoping review was conducted, and stakeholders (n = 46) in long-
term care shared their opinions on key innovation readiness factors through both 
qualitative and quantitative methods, including interviews and a Q-methodology study. 
In the second phase (Chapter 5), the Maastricht Innovation Readiness Approach (MIRA) 
was developed collaboratively with stakeholders, and its feasibility was tested through 
a mixed-method cross-sectional study in 10 Dutch long-term care organizations 
(total respondents, n = 127). In the final phase (Chapter 6), a cross-sectional study 
was conducted across 21 long-term care organizations (total respondents, n = 409) 
in the Netherlands to gain insights into and identify patterns of their innovation 
readiness. In this concluding chapter, the main findings of the research presented 
in this dissertation are summarized, followed by a reflection on the methodological 
and theoretical choices made throughout this work. The chapter concludes with 
implications for future policy, practice, research, and education. 
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MAIN FINDINGS 
This dissertation resulted in three major results: a definition of innovation readiness, 
an innovation readiness framework, and an approach to assess innovation readiness. 
We defined innovation readiness as “the level of maturity of an organization to succeed 
in any type of innovation and encompasses the entire innovation cycle.” This deliberately 
highlights that readiness extends beyond introducing or adopting specific innovations 
(Chapter 2). We developed the innovation readiness framework (Chapter 5 Appendix 1: 
Figure 1) based on all the factors that contribute to the innovation readiness of long-
term care organizations for older adults (Chapters 2-4). The key factors can be grouped 
into four main domains: 

1. strategic direction: the organization’s long-term strategy, infrastructure, and 
communication; 

2. organization of innovation: innovation deployment through organization, 
processes, external contacts, and the learning agenda; 

3. leadership for innovation: management’s attitude and behavior toward innovation; 
and 

4. learning climate: an environment that encourages learning and reflection on 
innovation. 

To support long-term care organizations in assessing innovation readiness, we 
iteratively developed the Maastricht Innovation Readiness Approach (MIRA) based 
on the innovation readiness framework and developed in close collaboration with 
stakeholders in long-term care (Chapter 5). MIRA is designed to support healthcare 
professionals and organizations in integrating innovation readiness into their daily 
practices. This approach includes a self-assessment questionnaire and a consensus 
meeting. Our feasibility study showed that MIRA was perceived as acceptable, suitable, 
and of added value, as well as providing useful insights into organizations’ innovation 
readiness. The MIRA Questionnaire offers organizations insights into their current 
innovation readiness, encouraging reflection and dialogue during the consensus 
meeting. By collectively reflecting on these results, professionals share different 
perspectives, identify strengths, and identify areas for improvement to enhance the 
organization’s innovation readiness. 

Applying the MIRA Questionnaire across 21 Dutch long-term care organizations 
showed that 20 of 21 organizations situated themselves at a moderate innovation 
readiness position. The results also highlighted difficulties in integrating organizing for 
innovation into daily routines, despite supportive structures and ambitions (Chapter 6). 
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METHODOLOGICAL CONSIDERATIONS 
In this section, methodological strengths and limitations are discussed. It begins by 
covering the study design and participant recruitment. It also addresses considerations 
related to MIRA’s added value. 

Study design: exploratory research 
In this dissertation, we intentionally chose an exploratory research design (1, 2) to explore 
and understand innovation readiness and to develop an approach for organizations to 
assess it. This methodological approach was chosen for several reasons. 

First, innovation readiness in healthcare remains an under-theorized concept, 
with no widely accepted tools for its assessment (3, 4), unlike implementation science, 
which has a rich and established body of conceptual models, validated frameworks, and 
empirical evidence to guide research and practice (5, 6). A flexible and open methodology 
was therefore necessary to explore and understand the concept before attempting to 
assess it (1). Second, after we defined our research aim (7), the exploratory research 
enabled iterative learning, with insights from the scientific and grey literature, expert 
consultation, multi-phase stakeholder engagement, and empirical findings continuously 
informing and refining our understanding (8, 9). This facilitated the emergence 
of insights, such as the absence of existing definitions, frameworks, or validated 
instruments for assessing innovation readiness in healthcare (8, 9). 

Third, this design is well-suited for developing a concept and framework that 
contribute to innovation readiness in practice (10-12). Therefore, it made sense to co-
create with practice by involving a wide range of stakeholders (13-15). Additionally, this 
design is suitable for long-term care because it helps clarify the complex interactions 
among multiple factors and stakeholder perspectives (16, 17), thereby increasing the 
relevance and impact of the research outcomes (18, 19). An alternative approach to 
this dissertation’s goal would have been to use a model such as the knowledge-to-
action (KTA) framework proposed by Graham et al. (19). The KTA framework explains 
how research knowledge is put into practice through two interconnected parts. 
The knowledge creation part emphasizes developing and customizing knowledge, 
while the action cycle describes the steps for applying it in real-world settings. Using 
this model could have provided several benefits. First, it could have offered procedural 
guidance with a more transparent process to move from theoretical insights to practice. 
The KTA framework’s systematic cycle of knowledge creation and action phases would 
have provided clear milestones throughout the research, thus making it easier to 
track progress. Second, the framework includes structured action cycles that could 
have guided the design and evaluation of interventions, possibly speeding up the 
translation of findings into long-term care practices. Third, the KTA framework could 
also have guided a broader study to define the concept of innovation readiness and 
map existing knowledge related to innovation, organizational change, and readiness.
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Participant recruitment: influence on internal and external validity 
The sampling strategy used in this dissertation’s research faced methodological 
challenges that might have influenced both the accuracy of results within the studied 
organizations (internal validity) and the generalizability of the findings across the 
long-term care sector (external validity) (20). Although these limitations are common 
in real-world organizational research, a closer look reveals the tension between 
methodological rigor and practical feasibility. 

The first challenge was avoiding selection bias that could lead to a sample that 
may not accurately reflect the target population (20). This bias possibly appeared in two 
ways: innovation-interested professionals were invited to participate in the studies, 
and innovation-oriented organizations were intentionally selected to develop and 
implement the innovation readiness framework and MIRA. This purposeful sampling 
created a methodological paradox: it allowed us to reach a variety of experts and 
motivated participants, but it also excluded perspectives that could have challenged 
or improved our understanding of innovation readiness. The need for organizational 
approval and participant willingness naturally restricts access to critical or dissenting 
voices. The studies may reflect the opinions of individuals who with more open or 
positive attitudes toward innovating, while those with more critical views might have 
been less likely to participate (21, 22). 

The risk remains that professionals and organizations more interested in 
innovation were overrepresented, which could lead to an incomplete innovation 
readiness framework or overly optimistic estimates of innovation readiness in long-
term care (20, 23). The MIRA sampling strategy intentionally excluded several groups: 
external partners, healthcare staff not directly involved in innovation activities, 
residents, and family members. While this exclusion was pragmatically justified by 
the assumption that they lacked sufficient insight into the organization’s innovation 
readiness, it may have overlooked essential perspectives. As a result, this could limit 
both the completeness of the findings (internal validity) and their applicability to more 
diverse organizational contexts (external validity). Furthermore, we cannot rule out 
the possibility that the sampling strategy, at both the individual and organizational 
levels, affected the study results in this dissertation. 

The second challenge involved potential detection bias in the studies (Chapters 
2-5) used for framework development and in innovation-focused organizations 
conducting MIRA. Detection bias occurs when responses and results are measured 
or interpreted differently across groups (24). Variations between functions, roles, 
organizational locations, departments, and hierarchical levels could lead to different 
interpretations of innovation readiness factors (8), our interview questions (8, 9), and 
the response options in the MIRA Questionnaire (17). These possible differences might 
suggest that innovation readiness may not represent a single, uniform organizational 
construct, but rather a set of perceptions shaped by employees’ roles, experience, and 
proximity to innovation activities (9). 
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The third challenge involved the self-report nature of the MIRA Questionnaire, 
which is vulnerable to social desirability bias (25). Respondents might provide 
answers that reflect positively on their organization rather than their actual practices 
or experiences. This could lead to systematic overestimation of an organization’s 
innovation readiness (25). 

To reduce bias, several strategies were used (20). First, to minimize both 
selection and detection bias, transparent inclusion criteria were applied and reported, 
ensuring representation of diverse stakeholder perspectives, including large and small 
organizations and those with varying levels of innovation experience. Furthermore, 
participants in the studies and in innovation-focused organizations that conducted MIRA 
were intentionally varied in positions, roles, backgrounds, and organizational contexts. 

Second, to reduce selection bias at the organizational level, we used broad 
sampling through employers’ organizations in care and welfare, the Living Lab in Ageing 
and Long-Term Care, and the research team’s network (26, 27). Deliberate efforts 
were also made to include not only healthcare professionals who actively promote, 
advocate for, and drive the adoption of new practices but also less engaged voices, 
such as healthcare staff and client representatives. Ensuring that different viewpoints 
were represented may have helped to decrease selection bias and strengthen both 
the internal and external validity of the findings (28). 

Third, to mitigate social desirability bias, data were collected anonymously, and 
consensus meetings were held to reflect and promote open discussion and support the 
collective validation and refinement of the findings. These strategies together could 
have improved the credibility and robustness of the results, despite the methodological 
challenges inherent in real-world organizational research (25, 26). 

Evaluating the added value of MIRA 
The methodological design used to develop MIRA provides valuable insights into 
designing and evaluating assessment tools within organizational settings. The main 
goal of MIRA is to promote organizational dialogue and reflection rather than to serve 
as a traditional “measurement” instrument. The latter would be designed to provide 
objective and standardized scores for a specific construct. Its main purpose would be 
to measure this construct as accurately as possible, aiming to reflect an underlying 
“true value.” To achieve this, such instruments focus on construct and criterion validity 
as well as reliability testing to ensure precise measurement (29, 30). 

MIRA, on the other hand, was designed to highlight perspectives, stimulate 
dialogue, and support shared understanding in specific organizational contexts (31). 
Because of this, the emphasis shifted toward practicality, usability, and MIRA’s ability 
to generate meaningful discussion. The development of MIRA’s self-assessment 
questionnaire was intentionally guided by established methodological quality 
guidelines, including the definition of constructs, the design of items, and pilot testing 
(13, 32). Attention was paid to ensure face validity and content validity, and inter-rater 
reliability was considered to enhance rigor (33). 
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However, positioning MIRA to promote dialogue and reflection has important 
methodological implications. First, validity, in this context, refers less to alignment with 
external standards and more to whether the instrument captures relevant dimensions of 
innovation readiness and stimulates meaningful organizational dialogue (32, 33). Second, 
in the same way, reliability does not require the production of identical numerical scores 
but ensuring that the tool consistently facilitates comparable reflective processes across 
different organizational settings (34). Third, feasibility, or the tool's instrument’s practical 
usability and ability to generate actionable insights, thus becomes the main criterion for 
evaluation (30). This methodological perspective, in our opinion, justifies the decision 
against conducting extensive construct or criterion validity testing for MIRA. Instead, 
the development process emphasized practical usability and the instrument’s ability 
to generate structured dialogue during consensus meetings. Although this approach 
differs from traditional psychometric standards, it aligns with the goal of encouraging 
organizational learning and decision-making through collective reflection rather than 
precise measurement of innovation readiness as a quantifiable construct. 

At the same time, this methodological choice requires careful consideration of 
how MIRA is applied and interpreted. First, the MIRA results do not represent absolute 
truths. The MIRA Questionnaire reveals how individuals within an organization perceive 
its innovation readiness. Individuals from different roles, departments, and backgrounds 
may interpret the same innovation readiness factors differently. Reflecting on these 
differences is helpful because it allows the organization to notice varying perspectives 
and start an open conversation about how to work and learn better together. 

Second, methodologically, MIRA is not specifically developed to compare 
organizations’ innovation readiness positions (35) and should be used cautiously when 
making direct comparisons across organizations. Long-term care organizations operate 
in diverse contexts, including varying resident populations and geographic regions, 
and they face varied resource challenges. Therefore, comparisons across organizations 
require careful interpretation, as responses can hide significant differences in context 
and resources. Nonetheless, organizations might learn from each other by comparing 
how various innovation readiness domains are addressed and developed in practice. 
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THEORETICAL CONSIDERATIONS 
This section reflects on the studies in this dissertation. First, a reflection on the concept 
of innovation readiness is made. Second, the added value of the innovation readiness 
maturity framework is discussed in more detail. The “effect” of innovation readiness 
is also addressed. 

The concept of innovation readiness: perspectives on professional 
innovating 
This dissertation aimed to support long-term care organizations in understanding 
innovation readiness in long-term care and to provide a practical way for organizations 
to assess it and embed innovation in their strategy. This understanding might support 
professionals and organizations in becoming better at organizing for innovation. 
The research in this dissertation started with a general definition of innovation readiness 
(Chapter 2): “it indicates the level of maturity of an organization to succeed in any type of 
innovation and encompasses the entire innovation cycle” (8). A significant contribution of 
this dissertation is the development of the innovation readiness framework, illustrated 
in Chapter 5 Appendix 1, as no validated innovation scans (8, 36-38) or prior conceptual 
frameworks were available for healthcare purposes. This innovation readiness 
framework provides an initial, structured approach by mapping key factors and offering 
insights for organizations to become better at innovating. 

Several foundational ideas underpin the innovation readiness concept, the 
framework, and the corresponding MIRA Questionnaire that require understanding 
(39). These guide how we have conceptualized innovation readiness, how the 
framework is structured, and how the questionnaire is designed to support reflection 
within organizations. 

First, the concept of innovation readiness is not seen as a one-time activity 
but as a core part of the organization’s overall direction and strategic priorities (8, 
22). Enabling innovation cannot be separated from organizational development and 
transformation. Generally, organizing for innovation requires rethinking how the 
organization is structured and governed (22, 40). Furthermore, creating conditions 
for innovation (organizing for innovation) and embracing structural change (innovating 
the organization itself) are interconnected processes; they support each other (41, 42). 

Second, innovation readiness is not the same as preparing to implement a 
specific innovation (3, 4). While the latter involves a particular step in the innovation 
process (22), innovation readiness includes the proactive ability and maturity to 
continuously engage in and sustain innovation over time (8). Organizations can 
improve their innovation readiness by engaging in various activities throughout 
the innovation process (22). This can include involving staff and clients early in idea 
development, testing and refining innovations in practice, learning from pilots, and 
enhancing internal structures such as leadership support, cross-team collaboration, 
or data use. Innovation readiness is not limited to implementing a specific innovation; 
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it also involves building skills, routines, and conditions that enable the organization to 
innovate more effectively over time (8, 43). 

Third, we assume that the interconnectedness among the innovation readiness 
factors is essential. We observe that although these factors are closely linked and mutually 
influence one another, there appears to be no definitive path to becoming innovation 
ready (9). We view innovation readiness not as the sum of separate factors, but as an 
interconnected system where progress in one area, such as leadership or the learning 
climate, can either enable or hinder progress in others (43, 44). 

Fourth, the MIRA response options assume that organizations that intentionally 
plan, organize, conduct, and learn from efforts to support innovation in daily practice 
might improve their innovation readiness (22, 45, 46). With that, we assume that 
organizations that encourage knowledge sharing, offer room for new approaches, 
and promote reflection eventually have a better chance of becoming innovation ready 
and being successful in innovating (47-49). This assumption is consistent with theory 
about learning organizations (50-52). 

Finally, we assume that various contextual factors, such as an organization’s size, 
ambition, and structure, influence how innovation readiness is organized to achieve 
success (6, 50, 53). While Janssen et al. (54) focused on innovation processes rather than 
innovation readiness, their work illustrates that the meaning and value of innovations 
emerge within specific organizational and social contexts. This aligns with broader 
research showing that context influences an organization’s ability to build and maintain 
the factors it needs for innovation, such as resources, routines, and opportunities to learn 
(50, 55). Because innovation readiness reflects an organization’s level of maturity for 
succeeding with any type of innovation rather than the execution of a specific innovation, 
it is plausible that contextual conditions shape, enable, or constrain how it develops 
over time. Although this relationship has not been directly examined, existing research 
suggests that contextual variation may contribute to differences in how organizations 
build and maintain innovation readiness. 

However, a critical question remains: How distinct is the definition of innovation 
readiness from existing concepts related to innovation in healthcare? The concept of 
innovation readiness (8) shares similarities with established organizational concepts 
such as (organizational) readiness for innovation (56), innovation capability (57), 
and innovation capacity (58). All these concepts focus on (a) specific stages of the 
innovation process: either development (57), implementation (58), or adoption (56), 
and (b) on a specific innovation. For example, the implementation of a new health 
program (56). Innovation readiness differs from these concepts in that it focuses on 
continuously creating the organizational conditions to embed innovating into daily 
practice. Innovation readiness emphasizes preparing key factors throughout the entire 
innovation cycle, regardless of the type of innovation, which may provide an additional 
perspective on existing theories (8). 



152

Chapter 7 

Innovation readiness maturity 
The maturity positions (Table 2, Chapter 5) in MIRA describe “innovation readiness 
maturity” and may provide a complementary theoretical perspective to current 
healthcare research. Implementation science frameworks (6, 53) and the scoping 
review on innovation readiness (8) show that there is no existing conceptualization of 
innovation readiness in terms of developmental or maturity positions. MIRA’s maturity 
positions are based on several underlying assumptions that require closer examination 
and clarification (24, 39). The assumptions outlined below influenced how we defined 
innovation readiness maturity and how we developed the response options in the MIRA 
Questionnaire. The question is how and whether these assumptions will hold in practice. 

First, we assume that the maturity positions (Table 2, Chapter 5) outline an 
organization’s path to achieving innovation readiness. They are inspired by maturity 
models found in business literature (37, 59) and consist of three interconnected 
elements: frequency, agreements, and learning. The frequency of agreement 
executions shows how regularly efforts to organize and support innovation are 
applied and integrated into daily practice (22). The aspect of embedding innovation 
through agreements helps sustain strategic focus and integrates innovation into the 
organization’s long-term learning (22). The component of learning is a core element 
of becoming and remaining innovation ready. It enables organizations to continuously 
adapt, develop new skills, and refine routines in response to emerging challenges 
and opportunities (22). Learning within and across organizational boundaries helps 
spread knowledge and supports the adoption and integration of innovations into daily 
practice (22, 60). Maturity in the positions is most likely observed in practice when 
the organization is stable, supportive, and encourages learning (61, 62). Conversely, 
maturity in positions is less likely in settings with high workloads, limited resources, 
weak leadership, or fragmented structures (41, 42, 63). 

Second, we assume that MIRA’s maturity positions support organizations 
in identifying which domains are most advanced and where further improvement 
is needed. The assumption is that responses to “occasionally,” “consistently,” 
and “optimally” indicate that there are agreements in place on these factors, and 
that applying them more frequently could help strengthen innovation readiness. 
This is supported by Teece (64), who showed that organizations build stronger 
innovation capabilities when key routines, like coordinating work, learning together, 
and improving processes, are carried out more regularly and in a more structured 
way. The responses for “informal” encourage organizations to consider formalizing 
policies and routines, as they are crucial to embedding innovation, as long as they 
allow room for experimentation and feedback (22, 65). Efforts to increase the use of 
agreements or formalize routines might not enhance innovation practices if leadership 
offers little support or if organizational learning is not prioritized. This strategy is 
only likely to be effective when the organization provides staff with the time, space, 
and encouragement to implement these routines effectively and sustainably (66-68). 

Third, we assume that organizations can learn from one another by comparing 
how different innovation readiness domains are addressed and developed in practice. 
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Research shows that a key way for organizations to learn from one another is through 
the active involvement of both intended users and those responsible (e.g., managers) 
for implementing innovations within organizations (27, 69). Whether these assumptions 
hold true in practice depends on how open and supportive the organizational 
environment is for cross-organizational learning. Organizations with high workloads, 
limited capacity, or weak learning cultures may struggle to participate in exchanges 
and translate lessons learned from others into their daily practices. The success 
of learning from other organizations largely depends on whether conditions allow 
staff to reflect, engage, and apply insights in a meaningful and sustainable way (70, 
71). Although it remains uncertain whether these assumptions will be confirmed in 
practice, MIRA’s maturity positions could still provide a valuable addition to current 
healthcare research. Currently, they seem to support organizations in assessing 
innovation readiness and encourage collective learning (72). 

The research, including the development of the MIRA framework into a 
questionnaire, a consensus meeting, and discussions with various groups, sharpened, 
refined, and expanded our original definition (8): “innovation readiness is the degree 
to which an organization purposefully organizes the conditions for innovation, embeds 
them in agreements and daily practices, and continuously strengthens its innovation 
capacity through evaluation and learning”. It encompasses all phases of the innovation 
process and is independent of the type of innovation. This expanded definition captures 
our current understanding and may still require refinement over time. Consistent with 
our approach, innovation readiness is understood as an ongoing capacity rather than 
a fixed endpoint, reflecting an organization’s ability to engage in and be prepared 
for innovation. Within the application and underlying principles of MIRA, innovation 
readiness is regarded as a process of organizing, acting, and adjusting, based on the 
idea of a learning organization where deliberate attention is given to all contributing 
factors and their interrelatedness. In short, the emphasis lies on the deliberate and 
goal-oriented organization of innovation and its translation into everyday practice. 

The “effect” of innovation readiness 
Innovation readiness establishes the structural conditions necessary for innovation 
to occur. This dissertation’s research could support organizations to understand, 
assess, and reflect on their innovation readiness. The question remains whether 
MIRA genuinely supports organizations in strengthening their innovation readiness. 
The research in this dissertation offers preliminary insights suggesting that MIRA may 
contribute to innovation readiness, but only under certain circumstances. 

First, our research indicates that conducting MIRA helps develop a shared 
internal innovation readiness language, which may facilitate internal dialogue and 
support learning (17). Research has shown that discussion and learning positively 
affect innovation (51, 52, 73). The reflections prompted by MIRA appear to serve as 
early mechanisms for awareness-building, enabling organizations to transition from 
unawareness of their innovation limitations to actively developing the activities and 
skills needed to address them. 
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Second, research has shown that organizations that use assessments are more 
likely to achieve successful change and better outcomes (74, 75). Openly discussing 
results and sharing different perspectives helps improve organizational learning and 
innovation (45, 61). MIRA’s consensus meetings support this by improving sensemaking, 
creating shared interpretations, and building organizational knowledge. This aligns 
with research on learning organizations, which indicates that organizations are more 
capable of learning, adapting, and innovating when shared practices and reflection 
are part of routine daily work (61, 76). 

Third, MIRA helps identify readiness gaps and thereby provides concrete 
suggestions for improvement. The four domains of the innovation readiness framework 
(Chapter 5 Appendix 1) assist organizations in assessing their current position, thus 
supporting strategic innovation planning (17). Actionable plans based on these 
insights could help enhance innovation readiness (36, 77). This effect could be further 
strengthened when organizations discuss their results with other organizations and 
learn from the initiatives taken by others to become better at innovating (52). 

Fourth, integrating MIRA into other strategic organizational processes, such as 
annual strategic planning, may increase its impact (36, 78). This integration might also 
involve a wide range of internal stakeholders in completing the questionnaire, participating 
in the consensus meeting, and carrying out follow-up actions. Embedding MIRA into 
existing decision-making routines could therefore enhance its practical relevance. 

Fifth, MIRA’s contribution may partly depend on the organizational models that 
influence innovation potential (64-68). Certain organizational structures, especially those 
emphasizing adaptability, learning, and openness, are most supportive of an innovative 
culture. In management research, adhocracy-oriented organizations, characterized by 
an adaptive style, are linked to flexibility, risk-taking, and creativity, all of which support 
innovating (69) - for example through project-based structures that enable teams to 
act quickly and collaborate across disciplines. Similarly, ambidextrous organizations 
that combine exploring new opportunities with leveraging existing practices enable 
both incremental and radical innovation (70). Organizations with strong dynamic 
capabilities, those that can adapt, integrate, and reconfigure resources, are also 
considered innovation-oriented (71). In healthcare, research has shown that learning 
organizations are more likely to sustain innovations by embedding continuous reflection 
and improvement into their structure and culture (47, 49). Although our studies did not 
classify organizations according to these types, it seems likely that each organization 
has developed an organizational model that fits its specific context and way of working. 

The innovation readiness framework and MIRA provide a structured foundation 
for proactive decision-making, but they do not guarantee success unless organizations 
actively engage with the insights and incorporate them into their broader learning and 
innovation process. In summary, the potential “effect” of strengthening innovation 
readiness, as outlined in the innovation readiness framework and assessed through 
MIRA, remains uncertain. It is still unknown whether improvements in these domains 
might lead to more sustainable innovations in everyday practice. It is also unclear how 
such effects can be reliably and practically measured beyond the current assessment 
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of innovation readiness. Future research might therefore examine how changes in 
innovation readiness, identified through the framework and MIRA, relate to innovation 
outcomes and determine which methodological approaches are best for evaluating 
these relationships over time. 

IMPLICATIONS 
This dissertation has several implications for policy, practice, research, and education. 

Implications for policy 
In the Netherlands, a nationwide public policy update, the “Outline Agreement of 
Older Adults” (Hoofdlijnenakkoord Ouderenzorg), has emerged that closely aligns 
with the principles of investing time and resources in systematically organizing for 
innovation (79). Quality of life for older adults remains the main focus. However, there 
is growing recognition that high-quality care increasingly depends on an organization’s 
readiness and ability to develop, adapt, adopt, and sustain innovative approaches (80, 
81). Additionally, initiatives such as “Dignity and Pride for the Future” (Waardigheid 
en Trots voor de toekomst) (82) support long-term care organizations in becoming 
more future-ready through knowledge sharing, spreading good practices, and creating 
cross-organizational learning networks. Organizations that are innovation ready also 
tend to be better able to implement innovations. This capacity may contribute to 
a more stimulating work environment for healthcare professionals (9, 83) and can 
strengthen organizational attractiveness as an employer in a competitive labor market 
(84). Policy initiatives focused on building innovation readiness can thus address both 
innovation goals and workforce sustainability (83, 84). These policies acknowledge 
that innovation in long-term care is essential, not optional, for addressing structural 
challenges such as workforce shortages, rising care demands, and financial pressures 
(85, 86). In this context, innovation readiness becomes a strategic driver for turning 
policy goals into lasting practice changes. 

To capitalize on these developments and ensure alignment between 
national policies and organizational practices, we have developed several policy 
recommendations to enhance innovation readiness across the sector. 

First, data collected through MIRA, available on the online MIRA Portal and 
database, can offer valuable insights at the national level (Chapter 10 Appendix B: 
impression of the MIRA Portal). Together, these data can identify patterns and trends 
that are important for policymakers and sector-wide learning about innovating in 
long-term care (72). 

Second, policymakers could encourage and invite long-term care organizations 
to shift from an implementation-focused approach toward strategies that prioritize 
innovation readiness, aligning with their organizational goals. The Ministry of Health, 
Welfare and Sport, Zorgverzekeraars Nederland (the umbrella organization of health 
insurers in the Netherlands), ZonMw, and the Dutch Research Council could therefore 
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link national quality indicators, such as “The Generic Compass” (Het Generiek Kompas) 
(87), and additional funding schemes to assessments of innovation readiness. This 
could help ensure that being prepared for innovation is increasingly recognized as a 
relevant qualification for receiving innovation subsidies or participating in national 
programs. 

Third, the Ministry of Health, Welfare, and Sport could fund existing and new 
sector-wide learning networks to assist organizations with varying innovation 
readiness maturity sharing knowledge, tools, and lessons learned. This may support 
sector-wide innovating instead of limiting efforts to isolated pilot projects. At the start 
of 2026, Maastricht University, on behalf of the Living Lab of Ageing and Long-term 
Care and Zuyd University of Applied Sciences (88), signed a cooperation agreement 
with RegioPlus, a network of 12 organizations partially funded by the Ministry of 
Health, Welfare, and Sport. This partnership enables the nationwide (digital) availability 
of MIRA, supporting its systematic use in health and social care organizations. With 
additional funding, MIRA could be implemented more broadly, thereby increasing its 
impact on innovation in healthcare systems. 

Implications for practice 
Long-term care organizations could use the innovation readiness framework to guide 
their strategy, focusing on its key factors and finding a good balance among them 
within their overall priorities. This might require these organizations to fundamentally 
shift from focusing on implementation to adopting broader strategies for innovation 
readiness. Additionally, assessments like MIRA can support these organizations in 
continuously monitoring, adapting, and improving their innovation readiness with 
management, staff, and stakeholders. To support this, we have developed several 
practical suggestions. 

First, prioritizing innovation readiness requires board members to clearly 
communicate innovating as a strategic priority, thus ensuring employees understand 
and experience innovation as both vital and non-negotiable (9). This means that 
top managers should consistently support innovation initiatives, especially when 
challenges arise, while continuously integrating innovation into their daily routines. 

Second, leading innovation in long-term care requires full participation from 
healthcare staff and management at all levels (8), as innovation readiness involves 
functions across the whole organization (89). Organizations might therefore actively 
encourage and involve all employees in their efforts to organize and support 
innovation in daily practices. For example, caregivers and nurses play a crucial role 
as key contributors in developing and implementing innovations (8, 90). Their early 
involvement would not only increase the relevance and feasibility of new practices but 
also boost ownership and commitment, which are vital for successful adoption and 
long-term sustainability (9, 91, 92). Additionally, inclusive approaches that value diverse 
professional perspectives promote a culture of shared responsibility and collective 
learning, further strengthening an organization’s innovation ability (9, 48, 93). Human 
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resource departments might also incorporate principles of innovation readiness into 
their current training programs, emphasize learning and reflection as essential skills. 

Third, organizations could actively invest in their learning culture, which is 
important for improving innovation, by establishing practical routines for shared 
learning, experimentation, and dialogue (9, 48, 82, 94). This dissertation’s research 
showed that participants especially valued in MIRA the chance to discuss innovating 
with colleagues they rarely interact with, particularly concerning innovation readiness. 
Tidd and Bessant (22) demonstrated that collective reflection promotes a shared 
understanding of the organization’s innovation enablers and barriers. 

Finally, it could be beneficial for long-term care organizations to include innovation 
readiness in their strategic planning to support high-quality care and respond to 
changing needs (95, 96). They could use the innovation readiness framework and an 
assessment approach like MIRA not only for one-time assessments but also annually, 
as part of a continuous improvement process within learning trajectories, team 
development, or strategic renewal. Therefore, setting a clear strategic direction for 
innovation and organizing it effectively might receive the same rigor and attention as 
managing and improving care itself (90, 97). 

Implications for research 
In this dissertation, an innovation readiness definition, an innovation readiness framework, 
the MIRA Questionnaire, the MIRA Consensus meeting, the MIRA Portal and database 
were developed to advance, assess, and strengthen innovation readiness in long-term 
care. Building on these results, we identify several specific directions for future research. 

First, innovation readiness is primarily seen as an organizational-level concept; 
however, it can also apply to subunits, professional teams, or cross-organizational 
collaborations. Teams and subunits often operate with different leadership styles, 
resources, and cultures, which can either support or hinder innovation, even within 
the same organization (8, 97). Additionally, interprofessional teams are increasingly 
recognized as settings where new practices are developed and tested, which makes 
team-level readiness a key factor in innovation outcomes (9, 98). At the same time, 
health and social care innovations often involve multiple organizations, such as 
networks of long-term care providers, hospitals, insurers, and municipalities. In these 
cases, network readiness (99) becomes just as important as readiness within individual 
organizations (100). Further research at these levels can help strengthen and expand 
the theoretical foundation of the innovation readiness concept. 

Second, to develop the innovation readiness framework into a more explanatory 
model, a next step could be to examine the interactions among these factors. Although 
stakeholders preferred to start with formulating the innovation ambition, there is no 
definitive path to becoming innovation ready (8, 9). Discussing which elements are 
fundamental versus consequential, or how they might influence one another, might 
lead to a deeper understanding. Exploring these interdependencies could also clarify 
how organizations build and sustain innovating over time (99, 100). Such insights would 
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help explain why some organizations progress more rapidly in developing innovation 
readiness than others, even when similar factors are present. 

Third, future research could examine how changes in innovation readiness 
relate to innovation outcomes and determine which methodological approaches are 
best for evaluating these relationships over time. Innovation outcomes are seen as 
a measurable result of an organization’s innovation efforts in improving healthcare 
delivery and results (101). These results may rely on how innovation readiness factors 
are applied in practice (as shown in Chapter 5 Appendix 1: Figure 1) and might, for 
example, be evaluated by measuring outputs (innovations introduced, scaled, or 
maintained) and impact (quality of care, staff satisfaction, and efficiency) (22, 97). 
The potential value of strengthening innovation readiness, as outlined in the innovation 
readiness framework and assessed through MIRA, is still unknown. It is uncertain 
whether improvements in these domains might lead to more sustainable innovations 
in everyday practice. Additionally, it is unclear how such effects can be reliably and 
practically measured beyond the current assessment of innovation readiness. 

Fourth, our findings suggest that MIRA has potential for broader use in various 
healthcare settings (17). Future research could examine its clarity, usability, and 
acceptability among participants, as well as the added value of digital or automated 
features to improve efficiency and enable wider implementation. 

Implications for education 
Preparing healthcare professionals to understand and apply the concept of innovation 
readiness is crucial for strengthening the ability of long-term care organizations to 
adapt and improve. Education plays a key role in improving this awareness. For this, 
several possible directions can be considered. 

First, courses could include innovation readiness knowledge for students in health 
and social care. Such curriculum integration might be especially important for nursing 
programs, health sciences education, and management training. Teaching students to 
recognize and assess innovation readiness factors would support them in understanding 
that innovating is not just an isolated project but part of a long-term strategy for 
organizations. For example, students could analyze a long-term care organization using 
the innovation readiness framework and reflect on their own role within it. 

Second, interprofessional training among long-term care professionals could 
promote shared responsibility for innovation (102, 103). When professionals from fields 
such as innovation, nursing, medicine, therapy, social work, and management learn 
together, they can examine questions like: How can new ideas be integrated into daily 
care? What support do professionals need to implement and improve these ideas? This 
approach reflects real practice in long-term care, where innovation develops through 
teamwork across different disciplines. 

Third, leadership development programs for healthcare professionals might 
explicitly emphasize innovation readiness as a relevant competency. By equipping 
current and future managers with the skills to facilitate cross-professional collaboration 
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and align innovation goals with strategic priorities, organizations can promote 
leadership that actively manages, sustains, and scales innovation (9, 104). These 
programs could also include knowledge of and practical application of the innovation 
readiness framework, enabling leaders to use it as a guiding tool for organizing, 
monitoring, and strengthening efforts to support innovation in daily practice. 

Finally, knowledge institutes and educational programs could put innovation 
readiness into practice by adopting flexible teaching methods, encouraging 
experimentation, and building partnerships with care organizations. Collaborating 
with practice settings would let students see how readiness develops over time and 
contributes to better care outcomes. 

Conclusion 
This dissertation’s research has improved the understanding of innovation readiness 
in long-term care by defining the concept, developing a framework to identify key 
factors, and providing a systematic approach to assess innovation readiness in long-
term care organizations for older adults. 

Additionally, MIRA showed that Dutch long-term care organizations assess 
themselves at a moderate innovation readiness position. The findings highlighted 
challenges in integrating the organization and management of innovation into daily 
routines, although they have supportive structures and ambitions. Reflecting as an 
organization and as a team on what already works well and what could be improved 
could help create a learning organization with stronger, more effective, innovation-
ready plans and strategies. 

Building on this, future research and practice on innovation readiness could 
advance organizational abilities to anticipate and address challenges in healthcare 
and society. The next step for long-term care organizations might be to go beyond 
just implementing and adopting individual innovations and focus on organizing and 
managing the factors that contribute to innovation readiness as part of their long-
term vision and strategy. 
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Long-term care organizations increasingly rely on innovating to respond to rising 
demand, workforce shortages, and resource limitations. Many innovations fail 
to reach their intended outcomes due to a lack of strategic direction, limited staff 
involvement, and insufficient structures for learning and evaluation. Organizations 
aiming to improve their innovation abilities might benefit from understanding and 
assessing the concept of innovation readiness. From there, they can develop targeted 
strategies to improve it. To increase innovation readiness, it is crucial to identify how 
ready for innovation long-term care organizations are. This requires understanding 
the key factors that contribute to innovation readiness and developing an assessment 
approach. The overall goal of this dissertation was therefore to advance understanding 
of innovation readiness in long-term care and to develop an approach for organizations 
to assess it (Figure 8.1).

This dissertation resulted in the development of a definition of innovation readiness, 
an innovation readiness framework, and a feasible and valuable assessment method: the 
Maastricht Innovation Readiness Approach (MIRA). MIRA consists of a self-assessment 
questionnaire and a consensus meeting where the questionnaire results are collectively 
reflected upon. MIRA is carried out by (care) professionals involved in innovation who 
have sufficient insight into their organization's innovation readiness. A key element of 
this approach is that it provides organizations with insights into their current innovation 
readiness, thus encouraging reflection and dialogue during the consensus meeting. 
By collectively reflecting on these results, professionals can share different perspectives, 
identify strengths, and identify areas for improvement to enhance the organization’s 
innovation readiness. 

Figure 8.1 Advancing the understanding of and assessing the innovation readiness 

The innovation readiness framework and MIRA can be valuable tools for many 
stakeholders in long-term care organizations. MIRA provides organizations with a 
structure for identifying starting points and guiding ongoing improvement efforts. 
Further, they can help boards and executive leaders consider how innovation readiness 
aligns with long-term strategy and daily priorities. For managers and team leaders, 
the framework guides them in examining how innovation is organized, communicated, 
and supported throughout the organization. Healthcare professionals, clients, and 
relatives may find it beneficial because MIRA emphasizes their early involvement, 
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thereby strengthening the relevance and practicality of innovations. Human resource 
departments might use these insights to more explicitly incorporate learning, 
reflection, and experimentation into professional development. For regional and 
national learning networks, MIRA can help highlight patterns and support cross-
organizational learning. Policymakers could use aggregated MIRA data to better 
understand developments across the sector. Such insights could help funders and 
subsidy providers evaluate how innovation readiness can support the success of 
innovations. Knowledge institutes and universities might also find the framework 
helpful for designing practice-based research on innovating in long-term care. 
For education, the framework offers concepts that can be incorporated into curricula 
to help students understand how innovation is organized in real practice settings. 

Taken together, the framework and MIRA provide a shared structure and 
approach that may help stakeholders move toward more deliberate, coordinated, and 
sustainable efforts to improve innovation readiness. Each chapter in this dissertation 
has contributed to developing the framework and MIRA, as explained in more detail 
in the rest of this summary. 

Chapter 1 introduces the need for innovation readiness in long-term care. 
Despite this need, Chapter 1 shows that many innovations fail to achieve their intended 
outcomes due to a lack of strategic direction, limited staff involvement, and insufficient 
learning and evaluation agreements and structures. These challenges underscore the 
need for organizations to strengthen their innovation readiness, a concept increasingly 
recognized in healthcare but lacking a clear definition, framework, or approach to 
assess it. The chapter ends by presenting the aims and outline of the dissertation. 

In Chapter 2, we present the results of a scoping review of studies examining 
factors that contribute to innovation readiness in healthcare organizations. Innovation 
readiness is defined as “the level of maturity of an organization to succeed in any 
type of innovation and encompasses the entire innovation cycle.” It emphasizes that 
innovation readiness extends beyond just introducing or adopting specific innovations. 
Building on 44 included studies, the review identified 10 sub-factors grouped into four 
main domains: strategic course for innovation, climate for innovation, leadership for 
innovation, and commitment to innovation. Additionally, a preliminary framework 
outlining the innovation readiness factors is presented, serving as a conceptual 
foundation for subsequent empirical chapters. 

In Chapter 3, we describe the results of an interview study with Dutch stakeholders 
to gain insights into the factors contributing to the innovation readiness of long-term 
care organizations for older adults. The insights from 16 semi-structured interviews 
with academics, (top) managers, innovation managers, and consultants refined and 
operationalized the domains identified in the scoping review. The analysis results in an 
adapted innovation readiness framework. Stakeholders emphasized that innovation 
readiness should not be developed as an ad hoc initiative but should be embedded in 
corporate strategies and decision-making processes. Additionally, they highlighted 
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the importance of “preparing” the organization for innovation readiness and fostering 
professional “learning for innovation.” 

In Chapter 4, we present the results of a Q-methodology study that examines 
whether stakeholders agree with the innovation factors identified in Chapter 3, which 
aspects of innovation readiness they prioritize, and where their perspectives diverge. 
Thirty stakeholders connected to long-term care for older adults in the Netherlands – 
including academics, (top) management, innovation managers, client representatives, 
staff, and consultants - were included. They ranked 36 statements, and the analysis 
revealed four distinct perspectives: the supportive role of management; participation 
of the client system and employees; setting the course and creating conditions; and 
structuring decision-making, roles, and responsibilities. These perspectives confirmed that 
all 36 factors were considered relevant, and no factors were missing from the framework. 

In Chapter 5, we present a cross-sectional study examining the feasibility of 
MIRA across 10 Dutch long-term care organizations. This approach includes a self-
assessment questionnaire and a consensus meeting. MIRA was iteratively developed 
in collaboration with stakeholders in long-term care and is based on the innovation 
readiness framework. The framework identifies four main domains: 

1. strategic direction: the organization’s long-term strategy, infrastructure, and 
communication; 

2. organization of innovation: innovation deployment through organization, 
processes, external contacts, and the learning agenda; 

3. leadership for innovation: management’s attitude and behavior toward innovation; 
and 

4. learning climate: an environment that encourages learning and reflection on 
innovation. 

The study shows that MIRA is a feasible approach for assessing innovation 
readiness in long-term care. The MIRA Questionnaire provides organizations with 
insights into their current innovation readiness, encouraging reflection and dialogue 
during the consensus meeting. By collectively reflecting on these results, professionals 
share different perspectives, identify strengths, and recognize areas for improvement 
to enhance the organization’s innovation readiness. However, it remains unclear 
whether conducting MIRA improves innovation readiness. 

In Chapter 6, the results of a descriptive cross-sectional study are presented, 
examining how Dutch long-term care organizations assess their innovation readiness 
using the MIRA Questionnaire. Based on data from 409 professionals across 21 
organizations, the study presents innovation readiness maturity positions for each 
(sub)domain of the framework. The maturity position “consistently” was selected most 
often, indicating that many organizations are beginning to formalize innovation-related 
practices, especially in strategic directions. However, the learning climate emerged 
as the least mature domain, suggesting that these innovation-readiness factors are 
not yet fully embedded. 
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In Chapter 7, the dissertation’s main findings are presented. Additionally, the 
chapter discusses methodological and theoretical considerations, with implications 
for policy, practice, research, and education. It provides an expanded definition: 
“innovation readiness is the degree to which an organization purposefully organizes 
the conditions for innovation, embeds them in agreements and daily practices, and 
continuously strengthens its innovation capacity through evaluation and learning”. 
The concept encompasses all phases of the innovation process and is independent of 
the type of innovation. The chapter also demonstrates how the expanded definition 
of innovation readiness, along with the framework, MIRA, the MIRA Portal (Chapter 
10 Appendix B: Impression of the MIRA Portal), and the national database, enhances 
understanding of innovation readiness and makes it more visible and actionable within 
long-term care. 

Finally, Chapter 9 highlights the societal and scientific importance of this 
dissertation by demonstrating how innovation readiness is translated from theory to 
practice and how it provides a foundation for the ongoing management of innovation 
in long-term care. The chapter details impact at three levels: output, outcome, and 
impact. It also covers the implications for society and science, the dissemination of 
results, and future perspectives. 
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SAMENVATTING 
Zorgorganisaties die verpleging, verzorging en thuiszorg bieden, hierna 
ouderenzorgorganisaties genoemd, zetten innoveren steeds vaker gericht in om de 
stijgende zorgvraag, personeelstekorten en beperkte middelen het hoofd te bieden. 
Veel innovaties behalen hun doelen niet door een gebrek aan strategische richting, 
beperkte medewerkersbetrokkenheid en onvoldoende structuren voor leren en 
evalueren. Voor organisaties die hun vermogen om te innoveren willen versterken, 
is het waardevol om inzicht te hebben in het concept innovation readiness en in de 
mate waarin zij hierin ontwikkeld zijn. Met dit inzicht kunnen zij gerichter werken 
aan verbetering. Om beter te worden in innoveren, is het nodig om te bepalen hoe 
‘innovation ready’ een organisatie is. Daarvoor is inzicht nodig in de factoren die 
bijdragen aan innovation readiness, evenals een aanpak om de mate van innovation 
readiness binnen organisaties zichtbaar te maken. Het doel van dit proefschrift is om 
het concept innovation readiness in de ouderenzorg beter te begrijpen en een aanpak 
te ontwikkelen waarmee organisaties dit kunnen beoordelen (Figuur 8.1).

Dit proefschrift heeft geleid tot een definitie van innovation readiness, een 
bijbehorend framework en een haalbare en waardevolle aanpak om innovation 
readiness te beoordelen: de Maastricht Innovation Readiness Aanpak (MIRA). 
MIRA bestaat uit een zelfevaluatie door middel van een vragenlijst en een 
consensusbijeenkomst waarin de resultaten gezamenlijk worden besproken. MIRA 
wordt uitgevoerd door (zorg)professionals die betrokken zijn bij innoveren en 
voldoende (in)zicht hebben om te kunnen reflecteren op de innovation readiness 
van hun organisatie. Een kernonderdeel van deze aanpak is dat organisaties inzicht 
krijgen in hun mate van innovation readiness. Door gezamenlijk te reflecteren op 
de uitkomsten van de vragenlijst kunnen professionals verschillende perspectieven 
inbrengen, sterke punten herkennen en gerichte verbeterkansen identificeren om de 
innovation readiness van de organisatie te versterken. 

Figuur 8.1: Het verdiepen van het begrip en het in kaart brengen van innovation readiness 

Het innovation readiness framework en MIRA kunnen van toegevoegde 
waarde zijn voor verschillende doelgroepen in de ouderzorgorganisaties. MIRA biedt 
organisaties een structuur om te bepalen waar zij staan en om verbeterstappen te 
sturen. Bestuurders en directie krijgen zicht op hoe innovation readiness past binnen 
de langetermijnstrategie en dagelijkse prioriteiten. Voor managers en teamleiders 
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biedt het framework houvast om innoveren te organiseren, te communiceren en 
te ondersteunen. Zorgprofessionals, cliënten en hun naasten kunnen er profijt van 
hebben dat MIRA benadrukt hoe waardevol hun vroege betrokkenheid kan zijn, wat 
mogelijk bijdraagt aan de bruikbaarheid van innovaties. 

HR-afdelingen kunnen de inzichten benutten om leren, reflectie en 
experimenteren sterker te verankeren in professionalisering. Regionale en landelijke 
leernetwerken kunnen met MIRA patronen herkennen en leren tussen organisaties 
stimuleren. Beleidsmakers kunnen geaggregeerde MIRA-gegevens gebruiken om 
ontwikkelingen in de sector te duiden. Financiers en subsidieverstrekkers krijgen zicht 
op hoe innovation readiness het succes van innovaties ondersteunt. Kennisinstituten 
en universiteiten kunnen het framework gebruiken om praktijkgericht onderzoek naar 
innoveren in de langdurige zorg vorm te geven. In het onderwijs biedt het framework 
een gezamenlijke taal en overzicht dat studenten helpt te begrijpen hoe innovatie in 
de praktijk wordt georganiseerd. Samen vormen het framework en MIRA een gedeelde 
structuur en aanpak die kan bijdragen aan meer doelgerichte, beter gecoördineerde en 
duurzamere innovatie-inspanningen. Elk hoofdstuk van dit proefschrift draagt hieraan 
bij en wordt in deze samenvatting verder toegelicht. 

Hoofdstuk 1 laat zien waarom innovation readiness van belang en noodzakelijk 
is in de langdurige zorg. Veel innovaties behalen hun doelen niet door een gebrek aan 
strategische richting, beperkte medewerkersbetrokkenheid en onvoldoende afspraken 
voor leren en evalueren. Deze uitdagingen onderstrepen de noodzaak om innovation 
readiness te versterken: een concept dat in de gezondheidszorg steeds meer aandacht 
krijgt, terwijl het begrip nog niet duidelijk is omschreven of uitgewerkt. Het hoofdstuk 
sluit af met de doelstellingen en opbouw van het proefschrift.

In hoofdstuk 2 worden de resultaten beschreven van een scoping review naar 
factoren die bijdragen aan innovation readiness in zorgorganisaties. Innovation 
readiness wordt gedefinieerd als ‘hoe ‘voorbereid’ een organisatie is om succesvol 
te innoveren in alle stappen van het innovatieproces, onafhankelijk van het type 
innovatie’. Deze definitie benadrukt dat innovation readiness verder gaat dan alleen 
het implementeren van specifieke innovaties. De review, gebaseerd op 44 studies, 
identificeerde tien sub-factoren binnen vier domeinen: strategische koers voor 
innovatie, innovatieklimaat, leiderschap voor innovatie en betrokkenheid bij innovatie. 
Een eerste innovation readiness-framework wordt gepresenteerd en vormt de 
conceptuele basis voor de daaropvolgende empirische studies. 

Hoofdstuk 3 laat resultaten zien van een kwalitatieve studie onder Nederlandse 
stakeholders om inzicht te krijgen in factoren die bijdragen aan innovation readiness 
van ouderenzorgorganisaties. De 16 interviews met academici, (top)managers, 
innovatiemanagers en consultants scherpten de factoren en de domeinen uit 
de scoping review verder aan. De analyse leidde tot een aangepast innovation 
readiness framework. Respondenten benadrukten dat innovation readiness niet ad 
hoc ontwikkeld hoeft te worden, maar structureel verbonden zou moeten zijn met 
strategie en besluitvorming. Ook wezen zij op het belang van het ‘voorbereiden’ van de 
organisatie en het leren van innoveren. 
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In hoofdstuk 4 worden de resultaten gepresenteerd van een Q-methodologie-
onderzoek. Dertig deelnemers betrokken bij de ouderenzorg in Nederland: academici, 
(top)management, innovatiemanagers, clientvertegenwoordigers, medewerkers en 
consultants rangschikten de 36 factoren uit hoofdstuk 3 in volgorde van belangrijkheid 
voor de bijdrage aan innovation readiness. Vier verschillende perspectieven over wat 
zij het meest belangrijk vinden voor innovation readiness kwamen naar voren: 1) 
ondersteunende rol van het management 2) betrokkenheid van de cliënt (systeem) 
en de medewerkers 3) koers zetten en randvoorwaarden creëren en 4) het structureren 
van besluitvorming, rollen en verantwoordelijkheden. Alle 36 factoren bleken relevant 
en geen extra innovatie readiness factoren kwamen naar voren ten opzichte van die 
voorheen geïdentificeerd in de literatuur en de interviews. 

Hoofdstuk 5 bevat de resultaten van een cross-sectionele (dwarsdoorsnede) 
studie naar de hanteerbaarheid van de Maastricht Innovation Readiness Aanpak (MIRA) 
in tien ouderenzorgorganisaties. MIRA is ontwikkeld in co-creatie met stakeholders uit 
de ouderenzorg en gebaseerd op het innovation readiness framework (uit hoofdstuk 
4). Het framework omvat vier domeinen: 1) strategische richting, 2) organisatie van 
innovatie, 3) leiderschap voor innovatie en 4) leerklimaat. De aanpak bestaat uit 
een zelfevaluatie door middel van een vragenlijst en een consensusbijeenkomst. 
De resultaten laten zien dat MIRA goed hanteerbaar is en een werkbare en waardevolle 
manier is om innovation readiness te beoordelen. De vragenlijst geeft inzicht in de 
huidige mate van innovation readiness en de consensusbijeenkomsten helpen de 
organisatie en de deelnemers om perspectieven te verkennen en verbeterpunten te 
identificeren. Het gebruik van MIRA in de dagelijkse praktijk moet nog laten zien in 
hoeverre het bijdraagt aan het verbeteren van innovation readiness. 

In hoofdstuk 6 worden de resultaten beschreven van een cross-sectionele 
studie naar hoe Nederlandse ouderenzorgorganisaties hun innovation readiness 
beoordelen met de MIRA-vragenlijst. De analyse omvatte de data van 21 organisaties 
(in totaal 409 deelnemers). De uitkomsten tonen innovatie volwassenheids posities 
per (sub)domein. De positie ‘meestal’ werd het meest gekozen, wat aangeeft dat 
veel organisaties bezig zijn met het formaliseren van het organiseren van innovatie-
activiteiten, vooral op strategisch gebied. Het domein leerklimaat kwam naar voren 
als het minst innovatievolwassen, wat erop kan wijzen dat deze factoren nog niet 
vanzelfsprekend zijn ingebed. 

In hoofdstuk 7 worden de belangrijkste bevindingen van het proefschrift 
samengebracht. Daarnaast worden methodologische en theoretische overwegingen 
besproken, resulterend in aanbevelingen voor beleid, praktijk, onderzoek en onderwijs. 
Een aangepaste definitie wordt voorgesteld: innovation readiness is de mate waarin 
een zorgorganisatie doelbewust randvoorwaarden voor innoveren organiseert, deze 
verankert in afspraken en het dagelijks handelen, en door evaluatie en leren continu 
werkt aan haar vermogen tot innoveren. Het betreft alle fasen van het innovatieproces 
en geldt voor alle type innovaties. Daarnaast beschrijft het hoofdstuk hoe de 
aangepaste definitie, het innovation readiness framework, MIRA, het MIRA-portaal 
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(Chapter 10 Appendix B: Impression of the MIRA Portal) en de nationale database 
bijdragen aan het beter begrijpen, zichtbaar maken en toepassen van innovation 
readiness in de ouderenzorg. 

Tot slot wordt in hoofdstuk 9 de maatschappelijke en wetenschappelijke 
relevantie van dit proefschrift beschreven, door te laten zien hoe innovation readiness 
wordt vertaald van theorie naar praktijk en hoe dit een basis biedt voor het blijvend 
organiseren en managen van innovatie in de langdurige zorg. Het hoofdstuk beschrijft 
impact op drie niveaus: output, resultaat en impact. Daarnaast gaat het hoofdstuk in 
op de betekenis voor maatschappij en wetenschap, de verspreiding van de resultaten 
en toekomstperspectieven. 
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“Engaging in dialogue about innovation readiness is extremely valuable. Both the 
MIRA Questionnaire and the MIRA Consensus meeting provided our organization 
with important insights: what we already excel at, what we should continue, and 
where further development is necessary. With relatively little time investment, 
you gain significant understanding on managing innovation and to create impact 
truly” (CEO of a participating long-term care organization for older adults, 2025). 

This dissertation highlights the societal and scientific importance of innovation 
readiness by translating theory into practice and creating a foundation for ongoing 
management of innovation in long-term care. The impact is observed at three levels: 
output, outcome, and impact. Output includes the tangible products generated by 
our research, while outcome involves immediate changes in practice, awareness, and 
policies resulting from the output. Impact signifies the broader, lasting transformation 
that goes beyond individual studies and organizations. This chapter shows how this 
dissertation’s research developed across outputs, outcomes, and impacts. It also 
explains what this means for its impact on society, impact in science, sharing the 
results, and future perspectives. 

SOCIETAL IMPACT 
Societal impact describes how society interacts with and benefits from the research, 
such as improving daily practices, policies, health, or public understanding. This 
dissertation has produced societal impact in several ways. 

Output 
This dissertation was initiated and funded by the Living Lab in Aging and Long-Term 
Care at Maastricht University (1). It addresses the expressed need of the nine long-term 
care organizations in the Living Lab to become better at managing innovation (2). Long-
term care professionals highlighted the need for insights and a method to determine 
their current position, identify strengths, and recognize areas for development to 
become more innovation ready. As a result, this dissertation developed and evaluated, 
step by step, a framework and an approach that organizations can use to assess their 
innovation readiness. 

First, to address this practical need, the abstract “academic” concept of 
innovation readiness was translated, informed by research into the Maastricht 
Innovation Readiness Framework (Chapter 5 Appendix 1). This framework, available 
in Dutch, German, and English, provides an overview of key factors and subfactors 
that contribute to innovation readiness (3-5). 

Second, building on this foundation, the Maastricht Innovation Readiness 
Approach (MIRA) was co-designed with a wide variety of healthcare professionals, 
long-term care organizations, employer organizations, and regional partners (6) (see 
Chapter 10 Appendix A: Brief overview of MIRA). The added value of the innovation 
readiness framework and MIRA was demonstrated through practical application (7-10).  
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MIRA offers a concrete approach, consisting of a questionnaire and a consensus 
meeting, that connects research knowledge with the practical needs of long-term care 
organizations. The MIRA Questionnaire supports organizations in assessing innovation 
readiness maturity across four domains: strategic direction, organization of innovation, 
leadership, and learning climate. The MIRA consensus meeting is a structured, two-
hour dialogue among professionals involved in innovation within the organization to 
interpret MIRA Questionnaire results, collaboratively develop shared insights, and 
identify opportunities to improve innovation readiness. 

Third, a manual for using the MIRA Questionnaire, a facilitator guide for the 
MIRA Consensus meeting (53, 54), and a digital factsheet (PDF) in Dutch (4) were 
created to support organizations in conducting MIRA independently. Additionally, 
a comprehensive facilitator training program was developed and delivered in 
collaboration with the Professional Education Department of Zuyd University of 
Applied Sciences to improve implementation capacity through organizations such as 
RegioPlus (12 regional employer associations) and to promote sustainable adoption 
across the Netherlands. This training recognizes that successful MIRA implementation 
requires more than just innovation and management knowledge; it also requires a 
deep understanding of organizational contexts and facilitation skills (11). 

Finally, to support frequent (e.g., annual), independent (from the research 
team) use of MIRA, an online version of the MIRA Questionnaire was developed. 
The partnership with MEMIC (the Data and Information Management Center of 
Maastricht University) enabled the creation of an automated web-based platform. 
The MIRA Portal (Chapter 10 Appendix B: Impression of the MIRA Portal) supports 
organizations in conducting the MIRA Questionnaire on their own. It also securely 
stores data and provides real-time reporting. 

Outcome 
From a broad policy perspective, this dissertation contributes to the ongoing discussion on 
how to keep long-term care sustainable and to incorporate innovation (12) systematically. 
More specifically, in the Netherlands and worldwide, governments and healthcare 
insurers are emphasizing and promoting the use of innovation in long-term care (12-15). 
International health policy agendas consistently highlight innovating as a crucial strategy 
for addressing aging populations and resource constraints (16-18). Long-term care 
organizations recognize the need to become more innovative but often lack awareness 
of the competencies and preconditions necessary for successful innovation (19, 20). This 
dissertation’s research can therefore be highly relevant to current policy and practice. 

First, strategic planning processes in several organizations were guided by MIRA 
results, which helped refine their approaches to manage innovation (21). Integrating 
MIRA results into their annual strategic planning processes (22), organizations might 
turn innovation readiness from an abstract goal into a measurable organizational skill. 
For example, after conducting MIRA, a long-term organization gathered and developed 
actionable points into an inspiration plan (22). Additionally, the four domains guided 
regional long-term care training programs on innovation readiness (23, 24). 
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Second, more specifically, the consensus meetings promote dialogue among 
boards, managers, healthcare professionals, caregivers, client councils, and support 
staff, thereby creating a shared understanding and ownership of innovation readiness. 
These meetings enable participants to collaboratively discuss strategic alignment, 
innovation organization, leadership, and learning. Using this combined approach 
(questionnaire and consensus meeting), organizations learn about their innovation 
readiness, develop a shared language, and foster a more learning-oriented attitude 
toward innovating (5, 25, 26). 

Third, the MIRA results from over 20 long-term care organizations provide an 
overview of how Dutch long-term care organizations assess their innovation readiness 
(5). Furthermore, the combined Dutch data, collected and stored in the MIRA Portal, 
offer valuable national insights into the state of innovation readiness in the care sector 
and serve as a national database for ongoing monitoring, thus enabling the tracking of 
innovation readiness development over time. The portal enables each organization to 
collect data in a digital format, for example, through a computer, tablet, or phone (11). 

Impact 
The findings of this dissertation serve the needs of various stakeholders. Altogether, the 
research in this dissertation has added to societal impact in several ways. 

First, MIRA provides care professionals and managers in long-term care 
organizations with a shared language and structure for discussing innovation. It also 
gives them a collective, organized voice in managing innovation and creates space for 
their insights on improving innovating in daily practice (5). Furthermore, MIRA supports 
managers in better understanding their organization’s innovation potential, thus 
enabling them to make strategic decisions rather than reactive ones based on outcomes. 
This promotes targeted learning, specific actions, and stronger collaboration (21). 

Second, at the organizational level, MIRA supports care organizations in assessing 
their readiness to innovate. Through the questionnaire and the consensus meeting, 
organizations gain insights into what works well, what can be improved, and where 
development is needed. The long-term care organizations using MIRA reported 
increased knowledge of innovation readiness and requested to repeat the MIRA (25). 
The longitudinal tracking of MIRA results via the digital MIRA Portal may enable these 
organizations to monitor their readiness progress over time. 

Third, beyond immediate outcomes, this research has contributed to establishing 
the infrastructure for managing innovation in long-term care. Impact research, 
conducted at six care organizations (included by the RegioPlus employer organizations) 
(21), featured two video testimonials highlighting the added value of MIRA. The findings 
demonstrated that MIRA provides care and welfare organizations with insights into 
their innovation maturity and a practical perspective to improve their innovation 
abilities; it also leads to more successful future innovations. Moreover, the impact 
research suggested that focusing on innovation readiness and using MIRA can support 
organizations’ ability to adapt and innovate, thereby potentially strengthening the care 
and welfare sector (21, 27). 
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Fourth, by enabling the comparison of results across organizations, MIRA provides 
actionable insights into patterns and trends in long-term care. For example “Anders 
Werken in de Zorg” (Midden-Brabant) used MIRA to inform regional strategic planning 
for 2026 and inspired the “Innovatiekracht XXL” program by Health Noord, empowering 
care professionals in their role of innovators in their daily practice (24, 28). These insights 
help policymakers, educators, and networks to target their strategies and support for 
the sector. The MIRA Portal offers aggregated data for policy development, regional 
mapping, and sector-wide learning. Policymakers can incorporate MIRA into broader 
quality frameworks or innovation subsidies and grants, establishing structured methods 
to assess and support organizational innovation readiness. 

Fifth, collaboration in the research (Chapter 5) resulted in a long-term partnership 
with the RegioPlus network, which includes 12 employer organizations across the 
Netherlands. They signed an intent declaration with Maastricht University’s Living Lab 
of Ageing and Long-term Care to work as the national distributor of MIRA. They will 
incorporate MIRA into their professional services for care and welfare organizations. 
The 12 regional employer organizations of RegioPlus will support organizations with 
conducting the MIRA Questionnaire using the web-based MIRA Portal, and will guide 
the Consensus meetings, where the results are discussed and translated into concrete 
follow-up steps. The goal is to support these organizations in enhancing their innovation 
readiness and creating a lasting impact on national healthcare (29, 30). 

SCIENTIFIC IMPACT 
The scientific impact refers to how the research contributes to existing scientific 
knowledge. For example, it can improve theories, lead to publication in peer-reviewed 
journals, result in citations by other researchers, facilitate sharing results through 
presentations, or spread knowledge within the research community by other means. 
This dissertation has created a scientific impact in multiple ways. 

Output 
The dissertation has made several key contributions to scientific knowledge. 

First, a widely accepted definition and a solid theoretical framework to guide 
improvements in innovation readiness in both research and practice had long been 
lacking (31-33). The dissertation contributes to expand our understanding of innovation 
readiness by formulating a definition of innovation readiness and an innovation 
readiness framework, identifying factors that contribute to innovation readiness. 

Second, it introduced the Maastricht Innovation Readiness Approach (MIRA), a 
self-assessment method providing valuable insights into an organization’s innovation 
readiness. MIRA combines a structured assessment (a questionnaire) with reflective 
learning (a consensus meeting). Feasibility testing showed that MIRA was considered 
acceptable, suitable, and of added value in long-term care organizations (5). 
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Third, MIRA introduced innovation readiness positions that define and visualize 
the maturity of innovation readiness in healthcare research organizations (Chapter 
5, Table 2). These positions help to clarify where an organization stands, what can be 
improved, and how to move toward more effective innovation. 

Outcome 
These outputs generated several scientific outcomes. The definition, the innovation 
readiness framework, and MIRA might be further developed and used in future research. 

First, the framework can serve as a model for (other) researchers to include 
innovation readiness as a research theme in their projects. Within academic circles, the 
innovation readiness framework has gained some attention. Among other outcomes, 
it has influenced healthcare research, including PhD research on reablement (34). 
Furthermore, through academic collaboration with Social Care in Midwifery at Maastricht 
University, the innovation readiness factors have been effectively extended beyond 
long-term care for older adults into maternity care. This resulted in a scientific article, 
with the author of this dissertation as the second author, demonstrating its relevance 
across different health sectors (35). The expansion across sectors strongly supports 
the framework’s broader applicability. Additionally, international attention is reflected 
in citations from over 30 (Scopus) / 100 (Google Scholar) international researchers. 
For example, Lahti et al. (36) used the domains of the innovation readiness framework 
to develop nursing-specific innovation readiness tools, while Novikov et al. (37) created a 
survey to evaluate technology innovation readiness in healthcare settings. This illustrates 
the framework’s flexibility across various healthcare professions and settings. Finally, the 
results of the studies in this dissertation became part of two SIA RAAK projects about 
innovation in long-term care (38) and rehabilitation (39), including innovation readiness 
as a research theme. In both projects, MIRA will serve as a predecessor in designing 
and evaluating a tool to support organizations in developing a strategic plan to improve 
innovation readiness. In the rehabilitation domain, special attention will also be given 
to validating the use of MIRA in rehabilitation. 

Second, the concept of innovation readiness has led more researchers to further 
exploration. Since 2024, a national community focused on learning about innovation 
readiness has included members from knowledge institutions like Erasmus University, 
HAN University of Applied Sciences, along with trusted intermediary organizations 
such as employer associations (RegioPlus), regional innovation partnerships (Anders 
Werken in de Zorg), and the national Centre of Expertise for Long-term Care (Vilans) 
(40). This collaborative network provides a platform for the entire care sector to 
adopt and continually improve innovation readiness. It ensures that its conceptual 
development, guided by international research and development, remains grounded 
in practice while also contributing to broader scientific understanding (41). 

Third, the innovation readiness framework (Chapter 5 Appendix 1) introduced 
in Chapter 2 is incorporated into the curricula of Maastricht University’s bachelor’s 
and master’s programs, Zuyd Hogeschool’s master’s program, Erasmus University’s 
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MBA, and the research master’s program at Berner Fach Hochschule in Switzerland. 
Its integration into educational programs, both nationally and internationally, 
demonstrates that knowledge of innovation readiness is actively being taught to new 
generations of care professionals and researchers. 

Fourth, with the MIRA Portal, a web application, we can collect national data 
on how care and welfare organizations position themselves in terms of innovation 
readiness maturity (Chapter 10 Appendix B: Impression of the MIRA Portal). 
The insights provided are at various levels (organization, regional, national, and sector-
wide), highlighting organizations’ strengths and areas that need attention. The MIRA 
Portal offers aggregated data for research, policy development, regional mapping, 
and sector-wide learning. Policymakers can integrate MIRA into broader quality 
frameworks or innovation subsidies and grants, establishing structured methods to 
assess and support organizational innovation readiness. 

Impact 
The research in this dissertation might inform and change how practice and research 
conceptualize and study innovation readiness in several ways. 

First, efforts to increase the adoption of research findings in practice seem 
successful, as most organizations that have used MIRA would recommend that 
others try the approach (5). Additionally, the research team has been approached 
by participating organizations requesting that MIRA be repeated annually (11). This 
will be made possible through the intent declaration with RegioPlus as the national 
distributor of MIRA for long-term care organizations (29, 30). 

Second, the concept of innovation readiness could be used to conduct in-depth 
research by, for example, exploring the interconnectedness of its domains. Additionally, 
innovation readiness has become an assessable concept that can be used to become 
better at innovating. This understanding is even more important when aligned with 
national policy priorities: the framework directly addresses a key question, “How do 
care organizations become ‘innovation ready’ for innovating with care technology?” 
from the Dutch national knowledge agenda (42, 43). This alignment ensures that the 
research contributes not only to academic discussion but also to strategic healthcare 
development at the national level. 

Third, the innovation readiness framework encourages an organization-wide view 
of innovation ability by integrating four key domains: strategic direction, organization 
of innovation, leadership, and learning climate. This perspective supports the 
necessary shift from focusing solely on implementation to adopting broader strategies 
for innovation readiness (31). 

Fourth, MIRA provides an example of measuring a multifaceted topic, such as 
innovation readiness, rather than seeking a single definitive answer. The innovation 
readiness framework and MIRA help organizations to develop their own insights. 
The approach not only produces research data but also builds awareness, ownership, 
and enhances innovation readiness as a shared ability within these care organizations (11). 
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Finally, longitudinal research might enable researchers to understand how 
innovation readiness changes over time and identify the pathways that influence it. 
Overall, research on innovation readiness and the use of MIRA might offer a novel 
approach to exploring complex organizational concepts, while also supporting 
organizations improve their practices. 

DISSEMINATION OF FINDINGS 
Throughout the research process, multiple strategies were employed to share the 
findings with both scientific and societal audiences. Various channels have been 
used to communicate the study results to long-term care organizations, researchers, 
policymakers, knowledge organizations, students, national stakeholders, and other 
relevant stakeholders. 

First, of the five studies in this dissertation, four have been published in 
international, peer-reviewed, open-access healthcare management journals, specifically 
BMC Health Services Research (44) BMC Geriatrics (45), International Journal of Research 
and Innovation in Social Science (46) and Frontiers in Health Services - Health Policy and 
Management (5). One article (Chapter 6) is accepted for publication at the Journal of the 
American Medical Directors Association (25). All four published articles are open access. 

Second, the findings of this dissertation research were presented at both 
national and international conferences on health services research, innovation, and 
long-term care within the scientific and professional community. These included the 
European Doctoral Conference on Nursing Science (2022), the annual scientific meeting 
of the Gerontological Society of America (2023), the European Health Management 
Association (2024, 2025), and the AAATE congress (2025). Additionally, the results 
were shared at several national conferences, such as the CaRe Days (2023), the Caphri 
Research Days (2023, 2024), the Verenso Spring Conference (2023), the Sano Science 
Days (2023, 2025), and the Living Lab for Ageing and Long-term Care Days (2024, 2025). 
Furthermore, innovation readiness research was shared and discussed during courses 
and supervision for vocational (mbo), applied sciences (hbo), and university students 
(bachelor’s and master’s) in the Netherlands and Switzerland. 

Third, to further share the findings in practice, the studies in this dissertation are 
frequently used and presented at invited talks at venues such as ZorgEstafette (2022, 
2023), ICT & Health (2024, 2025), Vilans workshops (2024, 2025), AWIZ workshops (2024, 
2025), and the Healthcare Innovation School (2024). Participants in these talks included 
board members and innovation managers, nurses, government policy advisors, health 
educators, and health insurers. We also published articles in Dutch professional journals 
- Geron (47), ICT&Health (48), and TVZ (49) - as well as in ErgoScience, a German professional 
journal (3), to share the findings and implications of the studies described in Chapters 2-6.

Fourth, the channels mentioned above are primarily used to reach researchers. 
Therefore, to ensure that the knowledge generated by the studies is also shared with 
the broader practical and scientific community, additional channels have been used to 
disseminate the findings to society. The published papers and presentations at national 
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and international conferences were shared via the research team’s LinkedIn accounts, 
the Living Lab of Ageing and Long-Term Care, and with each study’s participants. 
The Living Lab in Ageing and Long-Term Care has a broad reach within both academic 
and practical networks. Furthermore, the concept of innovation readiness and MIRA 
are prominently featured in the Living Lab of Ageing in Long-term Care annual reports 
for both 2023 and 2024 (50, 51). 

Finally, we made the innovation readiness framework available in an accessible 
A4 PDF format in Dutch, English, and German. To support the findings further, a digital 
factsheet on MIRA was created, covering the studies in Chapters 2-6 to illustrate and 
explain it. This factsheet can be downloaded as a PDF from the Living Lab of Ageing 
and Long-term Care website (4) (see Chapter 10 Appendix A: Brief overview of MIRA). 
Additionally, the collaborative network innovation readiness published MIRA online on 
the website of the National Centre of Expertise for Long-term Care Vilans (41). 

INNOVATION READINESS IN THE FUTURE 
The research findings presented in this dissertation establish a strong foundation 
for achieving a lasting future impact. We would like to offer several suggestions for 
ongoing development. 

First, we recommend developing a roadmap or tool that helps organizations 
develop a strategic plan to understand and improve their innovation readiness. 
Sustainable innovation readiness involves more than just assessment and reflection - 
it also requires systematic, context-specific development strategies that can be tailored 
to various organizational settings. 

Second, to create a lasting impact on innovation readiness development, it is 
suggested that additional research should be funded to explore specific factors and 
activities that further promote innovation readiness in organizations that have previously 
used MIRA. The principles of the Theory of Change (52, 53) might be used to understand 
the mechanisms behind success (or failure) in enhancing innovation readiness. This 
longitudinal research approach might help identify future steps, allowing the initial MIRA 
framework to evolve continuously based on empirical evidence. Using MIRA in approved 
SIA RAAK projects enables research to advance innovation readiness across various care 
areas, including the rehabilitation and disability care sector. These projects are more 
than just funding initiatives; they represent a strategic effort to expand evidence-based 
innovation readiness development across the entire care spectrum. 

The final recommendation for the future is to expand innovation readiness more 
broadly across the long-term care sector. A helpful next step would be to develop a 
sustainable infrastructure that encourages shared learning and innovation among 
organizations. Scaling up MIRA nationally should be carefully monitored and supported to 
ensure continuity and broad reach. Data collected from the MIRA Questionnaire will feed 
into a national MIRA Portal and database (MEMIC), which can inform policy development 
and enhance regional innovation mapping, helping organizations and networks make 
better decisions about resources, strategic planning, and collaborative activities. 
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Conclusion: Impact as process and outcome 
This dissertation has made a clear impact on how innovation readiness is understood 
and implemented in long-term care. By introducing the innovation readiness 
definition and framework, MIRA, the MIRA Portal, and the MIRA national database, the 
research has made the topic more visible, tangible, and actionable for organizations, 
researchers, educators, and policymakers. These results have increased awareness and 
motivated organizations, national partners, and the research community to actively 
adopt, use, and further develop innovation readiness. 

This dissertation’s research has made tangible contributions: organizations have 
started new practices, education has integrated the concepts, and researchers now 
include innovation readiness as a key theme. The lasting impact lies in embedding 
innovation readiness into organizations’ strategic abilities, national healthcare 
infrastructure, and international research to support a sector-wide shift toward 
sustainable, continuous innovation. 

In summary, this dissertation demonstrates how research can drive structural 
change: it validates innovation readiness as a concept that can be assessed and 
improved over time, and it provides an approach for supporting lasting improvements 
in long-term care. 
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Appendix B. Impression of the MIRA Portal

A

Appendix B. Impression of the MIRA Portal: enabling organizations to conduct the MIRA Questionnaire 
online, securely store data, and access real-time reporting.






