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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. ‘Inno-
vation 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.
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Background
Long-term care organizations for older adults (e.g. care 
homes, nursing homes, assisted living facilities, resi-
dential aged care facilities) provide a range of services, 
including medical, transitional, and nursing care, hous-
ing, 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, tel-
ecare), 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 work-
ing 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 [9–11]. Thus, ‘innovation 
readiness’ indicates the level of maturity of an organiza-
tion to succeed in any type of innovation [12]. Innovation 
strategies such as utilizing technologies and implement-
ing 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 [13–15].

The significance of promoting innovation within long-
term care organizations has gained widespread acknowl-
edgment both in the literature and in day-to-day practice 
[9, 16]. Recent literature addresses innovation readiness 
within healthcare with a variety of words such as ‘capac-
ity for innovation’ [17–20], ‘innovation capacity’ [21], 
‘capacity to innovate’ [22–24], ‘ability to innovate’ [25–
27], ‘organizational innovativeness’ [22], ‘organization’s 
innovation ability’ [28], ‘innovation performance’ [29, 
30], ‘innovativeness of organizations’ [31], ‘organizational 
innovation’ [32] and ‘organization’s innovative poten-
tial’ [33]. Insight into the conditions on how to become 
innovation ready remains relatively scarce [31, 34, 35]. 
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 inno-
vation 4) learning for innovation and 5) innovative organ-
izational culture [36]. However, the importance of these 
factors seems to vary within the long-term care sector 
[31, 34, 36] and, therefore, it is desirable to gain a deeper 
understanding of the perspectives of stakeholders in this 
sector.

According to Nolte [13], 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 chal-
lenges and distinct perspectives on how to become inno-
vation ready [37]. Research exploring the perspectives of 
the various stakeholders in long-term care on innovation 
readiness has not yet been undertaken [38, 39]. Thus, our 
current study aimed to address this gap by investigating 
the perspectives of stakeholders with a role in innovat-
ing 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 [36]. 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 per-
spectives on what is important for innovation readiness 
among stakeholders in long-term care for older adults. 
Q-methodology is a mixed-methods approach for sys-
tematically 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 
[40–42]. Q-methodology involves a card sorting activ-
ity to rank a set of statements (on innovation readiness), 
which are analyzed using by-person factor analysis to 
identify shared viewpoints in the data [41]. Q-method-
ology is increasingly used in healthcare research and 
other disciplines for identifying and comparing individu-
als’ and groups’ perspectives [41, 43, 44]. Our study was 
conducted in four main steps, as common to Q-method-
ology studies: (1) development of the statement set; (2) 
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selection of respondents; (3) card-sorting and post-inter-
view; (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 respond-
ents should have good coverage of the subject of interest 
[40]. 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 [12] and an inter-
view study [36] on this topic, the scientific literature dis-
cussed here above, and statements from opinion leaders 
in the Netherlands related to innovation readiness [45, 
46]. Altogether, this resulted in a first set of 112 possi-
ble statements (the concourse [47]). To make sure all the 
potentially important factors for innovation readiness 
were covered, these statements were categorized accord-
ing to the five main factors from the innovation readi-
ness framework of Van den Hoed et al. [36]. 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 [47]). Face-to-face pilot inter-
views were organized to test the interview materials, 
including the statements (printed on cards), the sorting 
grid (Fig.  1), the step-by-step instructions for conduct-
ing the card sorting exercise and the interview guide, 
with five respondents (i.e., one top manager, one cli-
ent representative, three innovation managers; duration 

approx. 60 min). 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.

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 loca-
tion, low to high level of experience with innovating [49], 
and size of the organization [50]. Consequently, respond-
ent recruitment aimed for diversity on these character-
istics by approaching the following stakeholder groups: 
(1) academics, (2) (top) management, (3) innovation 
managers, (4) staff, (5) client representatives, and (6) con-
sultants guiding organizations in making them ‘innova-
tion ready’. Further, we sought access to respondents in 
smaller and larger organizations spread over the Neth-
erlands. The sex and gender of the respondents were not 
taken into account in the design of the study, as no poten-
tial implications of sex and gender on the study results 
and analyses were expected [51]. Potential respond-
ents were identified through a purposive sampling [52] 
approach. They were initially recruited through the net-
works of the research team and, next, using snowball 
sampling via these initial contacts. Identified potential 
respondents were invited by personal contact, email (if 

Fig. 1   Sorting grid 
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Table 1  Statements and ranking scores on the relative importance of factors contributing to innovation readiness [36]

Statement set Perspectives

1. Supportive role 
of management

2. Participation of the 
client (system) and 
employees

3. Setting the 
course and creating 
conditions

4. Structuring decision-
making, roles and 
responsibilities

1. Strategic Course for Innovation
1 Formulate an innovation ambition 1* −3* 4 4

2 Determine innovation theme(s) 0 0 2* 4*

3 Describe the organization’s defini-
tion of innovation

−3 −4 1 −1

4 Allocate budget for innovation 2 1 3* 2

5 Create a multi-annual plan for inno-
vation

−1 −4* 0 −2*

6 Make agreements about position 
and tasks of employees engaged 
in innovation

−2* 0* −4* 3*

7 Set up innovation team(s) / unit(s) 0 −3 0 −2

8 Prepare technical infrastructure 
for innovation

0 −2 −3 1

9 Make innovation knowledge 
(gained in projects) available

−1 0 −2* −4*

10 Make a communication plan 
for innovation

0 −1 1 −1

2. Innovation Journey
11 Define the decision-making steps 

in the innovation process
−1 1 0 2*

12 Make a toolbox with innovation 
instruments available

−3 −3 −2 0*

13 Organize an innovation process 
(from idea to implementation)

−2 0 2 2

14 Have an overview and insight 
into the progress of innovations

1 −1 1 0

15 Involve family and relatives 
while innovating

−4* 4* 1 1

16 Actively involve health care profes-
sionals in the innovation process

4 4 2 2

17 Exchange innovation knowledge 
with healthcare and knowledge 
institutions +

0 0 −2 −1

18 Monitor national innovation devel-
opments and trends

−2 −1 1* −3

19 Collaborate with external partners 
on innovation themes

1 1 2* −2*

20 Formulate a vision on learning 
from and about innovation

1* −1* 3* −2*

21 Organize education aimed at learn-
ing how to innovate

−3 2* −2 −2

22 Compose innovation team(s) inter-
disciplinary

2 −2 2 −1*

23 Support middle management 
with knowledge for their role 
in innovating

3* 0 −4* 1

3. Leadership for Innovation
24 Clear role for middle management 

in the field of innovating
2 −1* −3* 3

25 Appreciate employees for their 
commitment to innovation

2 3 −1* 2
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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 research-
ers or professionals with academic or practical knowl-
edge in the field of innovation in long-term care for older 
adults and (2) were able to articulate perspectives on fac-
tors 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 Qmethod software, a computerized web-based 
application customized with content by the inter-
viewer, 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 respond-
ents. 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 respond-
ents were provided with the research question they 
were asked to rank the statements. The sorting grid 
(Fig. 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 [40]. 
The instruction for the task was presented on top of 
the sorting grid. Respondents were encouraged to also 
comment (to think-aloud) while they were sorting the 
cards to provide valuable information for the inter-
pretation of the results [55]. After the respondent was 
finished with the sorting, the results were captured via 
a screenshot and in the Qmethod software. The post-
sorting interviews, conducted online via Zoom (one-to-
one) (see Additional files 1–6), covered two topics: (1) 
the reasoning behind the placement of cards, including 

*Distinguishing statement (p < .05) for that perspective - are those statements that are found to be statistically significantly different from other statements within the 
other perspectives when it comes to how they are ranked by the respondents

+ consensus statement - are those statements that do not distinguish between the various perpectives

Scores range between − 4 and + 4 correspond to the columns of the sorting grid (see Fig. 1): −4 concerns ‘least important’; 4 concerns ‘most important’

Table 1  (continued)

Statement set Perspectives

1. Supportive role 
of management

2. Participation of the 
client (system) and 
employees

3. Setting the 
course and creating 
conditions

4. Structuring decision-
making, roles and 
responsibilities

26 Middle management creates 
an attractive innovation climate 
for employees

3* 1 −1 0

27 Board communicates that innova-
tion is an organization priority

4 −2* 4 3

28 Clear role for employees in the field 
of innovating

2 2 −2* 0

4. Learning for Innovation
29 Reflect on innovation readiness 

of the organization +
−2 −2 −1 −1

30 Capture and evaluate learning expe-
riences around innovation

−2 1* −1 −3*

31 Set up physical spaces in the organi-
zation for innovation activities

−4 −2* −3* −4

32 Encourage employees to start 
with innovating themselves

−1 2* 0 0

5. Innovative Organizational Culture
33 Have the courage to experiment 3 3 3 1*

34 Learn from failure and mistakes 0 2* −1 −3*

35 Take time to learn −1 3* 0 1

36 Learn from each other in the field 
of innovating +

1 2 0 0
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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 the basis of factors having an Eigenvalue 
larger than one, a minimum of two respondents load-
ing statistically significant (p < .05), the cut-off was 0.33 
: 1.96*(1÷√No. of items in q-set)=1.96*(1 ÷ 6)=0.33) and 
a coherent interpretation [40]. For each of the identi-
fied factors, an idealized ranking of the statements was 
calculated (factor arrays [47]), which represents how 
a respondent perfectly correlated with this perspec-
tive, would have ranked the statements (see Additional 
files 7–10). This involved calculating a weighted aver-
age ranking of the statements for respondents who 
are statistically significantly linked to this particu-
lar 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 perspec-
tives on factors enabling innovation readiness [60]. The 
first interpretation of the perspectives was based on 
the characterizing, distinguishing and consensus state-
ments 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. Distinguish-
ing statements are those that were ranked statistically 
significantly in a factor as compared to the other fac-
tors (denoted with a star* in Table 1). Consensus state-
ments 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 mate-
rials 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 Neth-
erlands 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 con-
sent was obtained from respondents before the begin-
ning of the interviews. A process logbook was kept by the 
first author to ensure that essential decisions were reg-
istered in a retrievable way from the start until the end 
of the research. This enabled the research team to moni-
tor 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 availa-
ble on request. In the Q-method software, the researcher 
does not have access to the respondent’s Personal Iden-
tifiable Information (PID). The software does not record 
the IP addresses of respondents.

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 asso-
ciated with them, respectively. Together the factors 
explained 46% of the variance in the ranking data (fac-
tor 1 to 4 respectively explained 22%, 9%, 9%, and 6% 
of the variance) and correlations between factors var-
ied between 0.01 (factor 2 vs. factor 3) and 0.47 (factor 
1 vs. factor 4). The first factor, which showed correla-
tions between 0.19 and 0.47 with the other three fac-
tors will be presented first. Factors 1 vs. factor 3 and 
factor 1 vs. factor 4 were statistically significant respec-
tively 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 
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computation of the composite sorts. After inspect-
ing 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 
Additional files 7-10. 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 num-
ber 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 

Table 2  Characteristics of participating respondents

a Long-term care organization for older adults providing medical, transitional and nursing care, housing, personal care, assistance, and social services to older adults 
who cannot live independently
b Annual reports 2022
c Website of organization
d Turnover small €0–100 M, medium €100–200 M, large €200 M and more

No. Respondent group Type of Organization Size of 
organiza-
tiond

Main role of respondent

1 client representatives Long-term carea mediumb Client representative

2 innovation managers Long-term carea mediumb Project leader innovation

3 innovation managers Innovation program long-term care (n.a.) Regional program manager innovation

4 client representatives Long-term carea mediumb Chair of the central client council

5 consultants Consultancy Consultant long-term care

6 academics Expertise Centre long-term care Senior advisor innovation

7 consultants Independent Innovation expert healthcare

8 (top)management Innovation Fund for Long-term care smallc CEO

9 (top)management Long-term carea mediumb Director HRM & Innovation

10 staff Long-term carea smallb Program manager processes & innovation

11 staff Long-term carea mediumb Program manager innovation & development

12 academics University Professor management & organization long-term care

13 client representatives Client support organization Director/coordinator

14 staff Long-term carea mediumb Policy advisor research & development & innovation

15 innovation managers Hospitals, home care, long-term carea largeb Manager innovation & information & automation

16 academics University Program Director Executive Master of Health

17 consultants Independent Consultant

18 academics University of applied sciences Lector in Long-term care

19 (top)management Long-term carea largeb CEO

20 (top)management Long-term carea mediumb CEO

21 consultants Consultancy mediumb Advisor

22 (top)management Long-term carea smallb Chairman of the Board of Directors

23 innovation managers Long-term carea largeb Program manager innovation and e-health

24 staff Hospitals, home & long-term carea largeb Head of Scientific Research

25 consultants Independent Consultant

26 staff Long-term carea mediumb Manager information management

27 academics University of applied sciences Professor

28 client representatives Long-term carea mediumb Chair of the central client council

29 innovation managers Association for long-term carea Senior advisor digitizing & innovation

30 client representatives Long-term carea smallb Coordinator client councils and network of volunteers
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(#27,+4) (#1, + 1*) and management has to simultane-
ously facilitate the climate to become innovation ready 
(#26, =+3*). ‘Formulating a vision on innovation starts at 
the top and management must create conditions for exe-
cution’ (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 
into the right direction’ (respondent 19, (top)managment); 
‘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 per-
spective consider the active involvement of healthcare 
professionals and staff important in all steps of the inno-
vation 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 suc-
cessful’ (respondent 5, consultant). Therefore, respond-
ents 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 attrac-
tive 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 plan-
ning, 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)managment).

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 knowl-
edge 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)managment). Man-
agement 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)managment).

Of all the perspectives expressed, this one expresses a 
deliberate trade-off on the involvement of family and rel-
atives while innovating (#15, −4*) between relevance and 
doing it ‘by default’. They mention that family and rela-
tives 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 innova-
tion 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)managment).

Perspective 2: participation of the client (system) 
and employees
Central in this perspective is the opinion that active par-
ticipation 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 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 representa-
tive). Respondents most strongly agree (compared to per-
spectives 1, 3 and 4) that innovation should foremost be 
bottom-up based on the ideas and needs of the employ-
ees and less top-down (#1, −3*) (#27, −2*). Respond-
ents strongly value, in line with perspective 1, the active 
involvement of healthcare professionals in the innova-
tion process (#16, + 4) as ‘The willingness to innovate of 
healthcare professionals therein lies the essence of innova-
tion readiness’ (respondent 1, client representative).

Similar to perspectives 1 and 3, respondents with per-
spective 2 believe that an organization has to appreci-
ate employees for their commitment to innovation (#25, 
+ 3) as they are the ones who make it happen. ‘The com-
mitment 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 employ-
ees feel that they are allowed to innovate and experiment, 
they will want to keep doing it. If they are punished or rep-
rimanded for not moving fast enough, a negative mode on 
innovating can arise’ (respondent 21, consultant).
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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 every-
one who wants and can and as much and as early as pos-
sible 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 stimulat-
ing and learning about innovation for employees as sig-
nificantly 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 innova-
tion processes too quickly (#35, + 3*). ‘Healthcare pro-
fessionals and staff should be given space to experiment, 
make mistakes, and take their time as innovating never 
happens overnight’ (respondent 21, consultant). Further-
more, respondents express that encouraging employees 
to start with innovation themselves (#32,+2*) and learn-
ing from mistakes (#34,+2*) adds to a favorable innova-
tion 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 repre-
sentative). 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. ’For-
mulating an innovation ambition ensures a clear perspec-
tive that can be shared in the organization’ (respondent 
12, academic). Furthermore, aspects of organizing inno-
vation 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). Sim-
ilarly 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 perspec-
tive of the role of the board and senior management is to 
encourage middle management to give space to and stim-
ulate employees ‘to have the courage to experiment’ (#33, 
+ 3) (respondent 8, (top)management).

Respondents suppose that employees, including mid-
dle 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)manage-
ment). Respondents indicate that the role and tasks of 
employees (including middle management) while inno-
vating 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)manage-
ment). They favor encouraging employees to innovate 
relative to precise innovation instructions. ‘Approach it a 
bit more organically, when it comes to employee partici-
pation’ (respondent 12, academic). Comparably to those 
holding perspectives 1, 2, and 4, they do not consider the 
presence of innovation spaces important (#31, −4*). ‘Peo-
ple have to do it, availability of innovation spaces is not 
key’ (respondent 27, academic).

Perspective 4: structuring decision‑making, roles 
and responsibilities
Central to this perspective is respondents’ opinion that, 
to become innovation ready, an organization should for-
mulate the innovation ambition (#1, + 4) and themes 
(#2,+4*) and organize the innovation organization 
accordingly (#27,+3) (#24,+3) (#6,+3*) (#11,+2*). ‘For-
mulating 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 
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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 inno-
vation themes (#2,+4*) help to make deliberate choices 
that fit the ambition and character of the organization. 
Respondents see decision-making in the innovation pro-
cess 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 stra-
tegic innovation course (# 27,+3). ’The board must give 
direction and facilitate towards middle management and 
employees and communicate about the innovation direc-
tion 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 innova-
tion developments defined by others (statement 18, −3). 
‘You should certainly monitor (inter-national) innovation 
developments, but you have to start with your own ambi-
tion 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 con-
nection between the top and other parts of the organi-
zation’ (respondent 17, consultant). Being clear about 
expectations and making agreements about the posi-
tion 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 gradu-
ally takes place during the innovation process. Therefore, 
they rank statements such as ‘make innovation knowl-
edge (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’.

Discussion
This study aimed to gain a deeper understanding of fac-
tors 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 fac-
tors 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 
[36]. These findings are in line with the literature about 
innovation readiness in business [62, 63] and health-
care [64, 65].

Using these materials, we identified four distinct per-
spectives 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 
[36] and indicate that these factors are considered cen-
tral 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 fol-
lowing 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 organi-
zation. Respondents indicated that an organization pref-
erably 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].
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The variety in what is considered important accord-
ing 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 opin-
ions among respondents when it comes to their perspec-
tives on how to become innovation ready. Therefore, the 
internal alignment of stakeholders on innovation readi-
ness 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 [35] in which innovation 
is strongly influenced by and dependent on government 
policies [38], 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 per-
spective by expressing the importance of formulating 
innovation ambition (#1) and the pivotal role of manage-
ment (#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 mid-
dle 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 manage-
ment 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 organi-
zation 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 per-
spectives on innovation readiness, except for perspective 
2 (participation of the client (system) and employees). 

Four of the five respondents associated with this per-
spective had a similar role in long-term care: represent-
ing clients to ensure that their viewpoints are heard and 
reflected in organization policies. Perspective 1 (support-
ive role of management) opposes perspective 2 in argu-
ing 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 exer-
cise 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 abil-
ity to innovate effectively for long-term care organiza-
tions for older adults. Organizations that prioritize these 
areas might be able to better navigate their innovation 
challenges. Future research could focus on the develop-
ment 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 iden-
tify opportunities for enhancing innovation readiness.

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 identi-
fied perspectives may, therefore, not represent the per-
spectives 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 vari-
ance in the rankings of the statements by respondents. 
Although representing a frequently occurring percent-
age in Q-methodology studies [42], meaning that the 
perspectives capture significant shared perspectives on 
innovation readiness, there still may be more nuance to 
these perspectives in practice. However, more impor-
tantly, 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 [41]. 
Nevertheless, there is no certainty whether the selec-
tion 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 
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for an in-depth investigation into the variety of per-
spectives 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 [40, 81] and is similar to those of other 
studies [42]. The use of online software to perform the 
ranking of the statements instead of manually sorting 
cards saved time and eliminated the need to manu-
ally enter the data [82, 83]. The interviewer could fol-
low 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 rep-
licate this study in other healthcare sectors such as hos-
pitals and welfare, although conducting a pilot study to 
check the comprehensiveness and clarity of the state-
ment set in each contact is recommended.

Conclusions
The shared understanding of factors enabling innova-
tion readiness reaffirmed the evidence-based frame-
work of innovation readiness factors of long-term care 
organizations for older adults [36]. The main factors 
‘strategic course for innovation’ and ‘leadership for 
innovation’ are central to innovation readiness. Fur-
thermore, the comprehensiveness of the list of fac-
tors contributing to innovation readiness [36] was 
endorsed. The heterogeneity in stakeholders’ perspec-
tives shows a nuanced landscape of opinions toward 
becoming better at innovating. This study’s results 
indicate 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 ini-
tiative. Research into innovation readiness of health-
care 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 pro-
cess (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 
asessement tool, based on this study’s innovation read-
iness statements, assessing the maturity of long-term 
organizations for older adults and providing direction 
to opportunities for innovation readiness.
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