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Abstract

Background People with disabilities experience significant health inequities compared with the general population.
Addressing these inequities requires the development and implementation of tailored interventions, but a gap often
exists between recommended best practices and the actual care provided. Successful implementation is complex,
involving multiple organizational factors. Assessing organizational readiness for change is crucial to overcome barriers
and improve health outcomes for people with disabilities. This study aims to examine managers’ perceptions of their
organization’s readiness for change regarding the implementation of interventions within disability healthcare in
Sweden.

Methods This descriptive cross-sectional study employs an embedded mixed-methods approach. The primary
approach for the overall study is based on quantitative data, while qualitative data is analyzed to provide
supplementary deepened information. Both types of data were collected simultaneously through a web-based
survey. The data analysis involves various statistical techniques for the quantitative data and inductive content analysis
for the qualitative data.

Results Several key factors influence managers’ perceptions of their organization’s readiness for change, including
gender, age, tenure, organizational type, managerial level, and experience. Enabling factors for implementation include
trust-based leadership, staff involvement, motivation, and engagement. Barriers include complex processes, lack of support,
resistance and fear, and insufficient time and resources.

Conclusions This study highlights the complexity of organizational readiness for disability healthcare interventions,
shaped by both individual and organizational factors. In particular, managerial characteristics, organizational
dynamics, and resource availability play key roles. These findings suggest that a comprehensive strategy can
strengthen healthcare organizations'ability to navigate implementation challenges effectively.
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Contributions to the literature

« This research advances the theory development of
implementation in the field of disability services
and contributes to a broader understanding of
organizational readiness for change regarding the
implementation of interventions in the context of
disability services.

«+ The results help identify areas where additional
support or resources may be needed to facilitate
successful implementation; they also guide the
development of targeted strategies in order to
enhance organizational readiness for change within
the disability context.

+ The findings can be used to inform policy decisions
and resource allocation for implementation in
Swedish disability healthcare.

Background

People with disabilities have unequal access to healthcare,
greater unmet healthcare needs, and poorer levels of
health compared with the general population [1]. These
disparities stem from various barriers, including physi-
cal inaccessibility, communication challenges, and atti-
tudinal biases among healthcare providers [2]. Sweden
has introduced several innovative approaches to reduce
address healthcare inequities for people with disabilities.
One key initiative is the use of personal assistance pro-
grams, which provide individualized support for daily
activities [3]. However, research highlights the need for
better coordination between healthcare and social ser-
vices, particularly for individuals with intellectual and
developmental disabilities (IDD) [4]. Challenges include
insufficient adjustments to meet individual needs, and
fragmented systems [4]. For instance, Degerstedt et al.
[5] found disparities in care for children with Cerebral
Palsy in Sweden, with interventions unevenly distrib-
uted across different geographical regions. Despite these
efforts, ensuring consistent implementation of disabil-
ity healthcare policies across the country, particularly in
rural areas [6], remains a challenge.

To address these inequities, organizations must
develop and implement interventions that are both
effective and tailored to the unique needs of individuals
with disabilities [7]. However, there is an “implementa-
tion gap” between recommended best practices and the
care that is actually provided [8], resulting in a risk that
people with disabilities may not receive the care they
need [1]. To bridge this implementation gap, there is an
increased demand for shared responsibility and collabo-
ration between regional and local healthcare organiza-
tions, health care providers, and health and social care
system to meet the overall needs of this patient group
[9]. When successfully implemented, interventions can
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lead to improved health outcomes, increased patient sat-
isfaction, and more efficient use of healthcare resources,
ultimately enhancing the quality of care for people with
disabilities [10].

A problem faced by healthcare organizations is that
the implementation of interventions can be complex,
involving collaboration among different professions,
teams, managers, patients, relatives, and nursing staff
[11]. The perception of workplace culture, team coop-
eration, leadership effectiveness, and existing organiza-
tional conditions can determine whether and how the
implementation of an intervention occurs [12]. These
factors operate at multiple levels within an organization
and ultimately influence whether an implementation suc-
ceeds or fails [13]. The implementation of innovations
for people with disabilities is specifically influenced by
various factors such as organizational factors (e.g., man-
agement support, resources), technology-related factors
(e.g., adaptability, complexity) [14], human factors (e.g.,
staff attitudes, skills), collaborative factors (e.g., relation-
ships between professionals and individuals) and con-
textual factors (e.g., policies, societal context) [1]. These
factors interact and can impact the implementation pro-
cess across different phases of implementation including
preparation, adoption, implementation, and sustainment,
each phase is influence by specific combinations of fac-
tors [15].

Given the complexity of these interacting factors, the
concept of organizational readiness for change (ORC)
has emerged as a critical consideration in implementa-
tion efforts. It has been argued that up to 50% of unsuc-
cessful implementations fail due to a lack of ORC [16].
In their ORC theory, Weiner et al. [16] posit that readi-
ness is determined by the extent to which individuals
feel committed to change, are confident in the collective
ability to change, and value the change as important and
worthwhile, along with there being sufficient resources
for change in the organization. This underscores the
importance of understanding and assessing organiza-
tional readiness before initiating the implementation of
an intervention [17]. However, organizational readiness
is influenced by several factors, including the character-
istics of the intervention or new practice being imple-
mented, the process of implementation, involving the
strategies and methods used to introduce and integrate
the change [18]. Furthermore, the context in which the
change occurs relating to environment, culture, past
experiences with change, and the characteristics of the
individuals involved such as skills, attitudes, beliefs and
commitment of employees’ ability to implement the
change, making it challenging to study [18].

Nevertheless, previous research provides some
clues. For instance, leadership with consistent mes-
saging and actions—such as sharing knowledge,
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providing opportunities, or providing social interac-
tions among staff—has been shown to promote a sense
of high readiness for implementation [17, 19]. Com-
mon values and experiences, such as recruitment and
staff turnover, have also been shown to play a role in
readiness. High turnover rates can hinder readiness by
increasing training demands, causing a loss of orga-
nizational knowledge, and reducing the fidelity of
evidence-based practices. However, turnover can also
have a positive impact by introducing new perspec-
tives and skills that enhance readiness [20]. Factors
such as age, education, and gender can also influence
implementation readiness [21]. Older employees may
bring valuable experience, while younger employees’
might be more adaptable to new technologies [22].
Additionally, higher levels of education can improve
employees’ ability to understand and implement new
practices. Some studies [23, 24] suggest that gender
may be linked to factors like readiness for change and
job involvement, though the specific impact varies
depending on the organizational context. These fac-
tors are particularly relevant in healthcare. However,
the readiness of organizations to implement interven-
tions in disability healthcare remains underexplored
[25].

In Sweden, disability healthcare faces significant chal-
lenges that may affect readiness for implementation. The
country’s decentralized and fragmented healthcare sys-
tem requires extensive coordination, yet often struggles
to provide safe, equitable healthcare for individuals with
disabilities. This lack of coordination can lead to dispari-
ties in access to care [4]. Therefore, organizational readi-
ness is essential for improving coordination between
healthcare and social services [26]. It can create better
opportunities for coordination and help address health
inequalities. People with disability frequently encounter
structural barriers to timely and adequate healthcare. By
improving organizational readiness, healthcare providers
can help develop and implement strategies to overcome
these barriers. To gain a better understanding of the
enabling and/or hindering factors in the implementation
of interventions, it is necessary to measure the readiness
for change in organizations [27].

Since, managers play a vital role in leading and facili-
tating change within their teams, their perceptions of
readiness can directly impact decisions regarding time,
personnel, and financial resources allocated to imple-
menting interventions [28]. By examining how prepared
managers are before acting and how they respond to
implementation, we can gain insight into their per-
ceived level of readiness. This focus on readiness makes
it possible to understand the potential challenges and
opportunities in implementing interventions within
this context. Therefore, this study aimed to examine
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managers’ perceptions of their organizations’ readiness
for change regarding the implementation of interventions
within disability healthcare in Sweden.

Methods

Study design

To provide both a broad quantitative overview of organi-
zational readiness and qualitative in-depth insights into
enabling and barrier factors affecting the implementation
of interventions, this descriptive cross-sectional study
employs an embedded mixed-methods approach [29, 30].
Quantitative and qualitative data were collected simulta-
neously through a web-based survey and then analyzed
separately. The primary approach for the overall study
was based on quantitative data, while qualitative data
was analyzed to provide supplementary information. The
STROBE checklist [31] for cross-sectional studies (Addi-
tional file 1) and the Good Reporting of a Mixed-Meth-
ods Study (GRAMMS) checklist [32] were used to guide
and report this study (Additional file 2).

Study setting

In Sweden, disability services are provided and man-
aged by 21 regions and 290 municipalities. The regions
are responsible for healthcare services such as habilita-
tion services, whereas the municipalities are responsible
for support and care to facilitate the everyday lives of
people with disabilities, such as personal assistance and
residential care services. In municipalities, private com-
panies can provide these services. In 2023, 79 100 people
with disabilities in Sweden received service under the Act
concerning Support and Service for Persons with Cer-
tain Functional Impairments (LSS) [33]. This number has
increased by 27% since 2010. The target population for
disability care in Sweden includes both individuals resid-
ing in long-term care facilities and those living indepen-
dently who require support [34].

Study participants

A purposive sampling was used to select participants
based on predetermined criteria that aligned with the
study aims, focusing on a specific characteristic of the
target population. To be included in the study, partici-
pants had to be managers at various levels (area manag-
ers, operational managers, and unit managers or similar)
responsible for implementing interventions for people
over 18 years of age with disabilities. These managers
worked within regional habilitation services, munici-
palities, and private organizations in Sweden includ-
ing those providing personal assistance and residential
care. In addition, the manager was required to have been
employed at the current workplace for at least three
months.
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Data collection

During November and December 2023, email addresses
of managers across Sweden were collected (n=471).
Within regional and private organizations, we obtained
addresses by visiting the organizations’ websites; within
municipalities, we approached through their general
function mailboxes. We then sent an email to the col-
lected addresses, asking the managers to select and pro-
vide the email addresses of relevant respondents in their
organizations. By the end of January 2024, the managers
had selected and provided us with 1 594 email addresses
(Fig. 1). An invitation to respond to the survey was then
sent out to all the obtained addresses (z=1 594) in Janu-
ary 2024 via an email containing a link to a web-based
survey, along with information about the study purpose
and consent to participate. We also compiled an appendix
that described the research project in more detail. The
information emphasized that participation was volun-
tary and could be canceled at any time by the respondent.
The survey was anonymous, and the choice of quotes was
made carefully so that no respondent could be identified.
A reminder to answer the survey was sent three times, 14
days apart. The survey was closed on March 31, 2024.

Measures
The Texas Christian University Organizational Readi-
ness for Change (TCU-ORC) survey [35], developed by

Collecting email addresses
Regional (n=22)
Municipal (n=290)
Private (n=159)

Total (n=471)

}

Invited to participate
Regional (n=53)
Municipal (n=1 478)
Private (n=63)
Total (n=1 594)

!

Invited to participate
Total (n=1 456)

}

Response received and

completed
Regional (n=18)
Municipal (n=245)
Private (n=14)
Total (n=277)

Fig. 1 Flowchart of the response rate of the study
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Lehman et al. [36] was chosen to measure organizational
readiness for change. The TCU-ORC survey is a suitable
tool for assessing ORC in various healthcare contexts,
including disability care. Its ability to identify functional
barriers to organizational change can be valuable in
implementing new interventions in disability healthcare
settings [36]. A pre-test of the survey was conducted on
four people within regional, municipal, and private orga-
nizations to obtain feedback on the overall content and
their experiences of the survey. Some adjustments were
made to the survey’s introduction to enhance response
rates and data quality without modifying the core ques-
tionnaire. These changes aimed to engage respondents
and set clear expectations for the survey.

Socio-demographic and organizational characteristics

The questionnaire measured socio-demographic vari-
ables such as age, gender, education level, and primary
profession, in addition to being a manager. The manag-
ers were asked to provide the approximate number of
clients served and the number of employees for which
they were responsible. They answered questions about
their years of experience and years at their current work-
place on a 5-point scale (0—1 year, 2-5 years, 69 years,
10-19 years, or more than 20 years). Managerial roles
were measured by identifying the role (area manager,
operational manager, head of unit, or other) and were

Excluded because unreachable
Invalid email (n=60)

Off duty (n=6)

Sick or on parental leave (n=23)
Completed service (n=21)

Received by functional mailboxes (n=17)
Referral to other individuals (n=11)
Total (n=138)

Declined to participate (n=27)

Initial responses that did not complete the
survey (n=244)

No response (n=908)

Total (n=1179)
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Table 1 Socio-demographic and organization characteristics

Variables Frequency (%) Mean score
(range; SD)
Age 49.8 years
(25-73;9.8)
Gender
Women 228(82.3)
Men 49 (17.6)
Level of education
Compulsory or high school 9(3.2)
College/university 261 (94.2)
Other 7(2.5)
Core profession
Care or nursing assistant 13(4.7)
Social worker/counselor 86 (31)
Occupational therapist 10 (3.6)
Physiotherapist 8(2.9)
Nurse 17 (6.1)
Other 143 (51.6)
Years of managerial experience
0-1 year 9(3.2)
2-5 years 43 (15.5)
6-9 years 36 (13.0)
10-19 years 84 (30.3)
More than 20 years 105 (37.9)
Current workplace
0-1 year 49 (17.7)
2-5 years 107 (38.6)
6-9 years 51(184)
10-19 years 41(14.8)
More than 20 years 29 (10.5)
Number of clients 292
(0-14000; 1356.8)
Positions
Managers of managers 49 (17.7)
Managers directly overseeing 240 (86.6)
staff
Number of employees 54
(0-1500; 124.9)
Type of organization
Regional level 18 (6.5)
Municipality level 245 (88.4)
Private level 14 (5.1)
Services
Habilitation 41(12)
Personal assistance 82 (24)
Residential care 215 (64)
Primary service area
Urban area, >200 000 48(17.3)
inhabitants
Suburban area, >40 000 88(31.8)
inhabitants
Suburban area, > 15 000 81(29.2)
inhabitants
Rural area, <15 000 inhabitants 60 (21.7)
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recoded to a two-category variable (managers directly
overseeing staff or managers of managers). Type of orga-
nization (regional, municipal, or private) and service pro-
vided (habilitation, personal assistant, or residential care)
were measured using three-category variables. Finally,
the primary service area was measured as a four-category
variable based on population size (urban area>200 000
inhabitants, suburban area>40 000 inhabitants, sub-
urban area>15 000 inhabitants, or rural area<15 000
inhabitants) (Table 1).

The TCU-ORC

The TCU-ORC survey [35] was used to measure man-
agers’ perceptions of their organization’s readiness for
change regarding the implementation of interventions
within disability healthcare. The TCU-ORC comprises
four key domains: Motivation for Change, Resources, Staff
Attributes, and Organizational Climate. Each domain
contains 20 multiple scales and 115 items to measure
organizational readiness. Each item is rated on a 5-point
Likert scale, ranging from “Strongly disagree” (1) to
“Strongly agree” (5). The scores range from 10 to 50 for
each scale, with a midpoint of 30. Scores above 30 indi-
cate stronger levels of agreement, while scores below
30 indicate stronger levels of disagreement. The Moti-
vation for Change domain includes the scales Program
Needs, Training Needs, and Pressure for Change (i.e., to
what degree managers perceive the organization’s need
for guidelines and training, and where the pressure to
change comes from). The Resources domain covers the
scales Offices, Staffing, Training, Equipment, and Inter-
net Access (i.e., physical infrastructure such as facilities,
staff patterns, and training, along with IT resources). The
Staff Attributes domain includes the scales Growth, Effi-
ciency, Influence, Adaptability, and Satisfaction, provid-
ing insights into the workforce’s capacity for change and
innovation within the organization. The Organizational
Climate domain covers the scales Mission, Cohesion,
Autonomy, Communication, Stress, Change, and Lead-
ership, reflecting the overall organizational mission and
goal to promote the identification of needs and facilitate
change processes to improve service functioning. In the
original validation study by Lehman et al. [36], the TCU-
ORC showed good internal consistency reliability across
its domains and scales. The Cronbach’s alpha coefficients
(x) for the main domains were as follows: Motivation for
Change: a=0.84, Resources: a=0.76, Staff Attributes:
a=0.72 and Organizational Climate: a=0.82. The TCU-
ORC survey has adequate validity and reliability [37] and
has been widely used in multiple studies and settings,
especially in the United States, to assess organizational
readiness for implementing new practices and interven-
tions [38, 39]. In Sweden, the TCU-ORC has been used
in studies on middle managers, operational staff in social
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care, and personnel at private, municipal, and state insti-
tutions [40, 41]. The TCU-ORC questionnaire used in the
present study was translated into Swedish in 2009 [42].
The use of the TCU-ORC questionnaire in this study was
mandatory.

Open-ended questions

Two open-ended questions were included at the end of
the questionnaire, with space for answers. These ques-
tions focused on potential challenges and opportunities
in implementing interventions within this context. The
qualitative data served as complementary, in-depth infor-
mation to the primary quantitative data. By incorporat-
ing interview quotes and categories, it provided context
and richer insights into managers’ perceptions of their
organization’s readiness. The first question addressed
managers’ experiences with factors enabling the imple-
mentation of interventions, while the second focused on
their perceptions of barriers. These questions were not
mandatory.

Data analysis

Statistical analysis

Firstly, a bivariate analysis (a one-way analysis of vari-
ance [ANOVA] and a correlation analysis for categori-
cal and continuous variables, respectively) was used to
examine the statistical relationship between the socio-
demographic and organization characteristics (indepen-
dent variables) and the TCU-ORC responses (dependent
variables). Tukey’s range test was conducted to interpret
the statistical significance of the difference between the
means selected for comparison. Secondly, separate lin-
ear regression models that included all variables signifi-
cant at the bivariate level were developed to examine the
relationship between a dependent variable and one or
more independent variables. To assess the assumption
of normality in the linear regression analysis, residu-
als were evaluated graphically using quantile—quantile
(Q-Q) plots and analysed for skewness and kurtosis. The
residuals showed no substantial deviation from the refer-
ence line, and skewness and kurtosis remained within the
commonly accepted+2 range, indicating no significant
departure from normality. Multicollinearity was assessed
using the variance inflation factor (VIF), with all values
remaining below 10, confirming the absence of multicol-
linearity. All statistics were conducted using SPSS Ver-
sion 29 [43].

Qualitative analysis

We used a content analysis with an inductive approach
inspired by Granheim and Lundman [44], with a manifest
analysis, and stayed close to the text in order to describe
the visible and obvious in the text. The first author (AG)
started by coding the open-ended comments in the
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qualitative data and grouping them into categories. The
comments from the respondents were already brief and
condensed, so we combined the condensing of mean-
ing units with the coding. AG and MM independently
created categories by putting several sub-categories
together. The sub-categories and categories were then
discussed between the two authors until consensus was
reached. The final step involved quantifying how many
comments were in each category, in order to enhance and
support the structure of the analysis, in line with Krip-
pendorft’s approach to content analysis [45]. This enabled
us to identify the most common categories raised by the
respondents and detect unusual or unexpected patterns
that may require further investigation, potentially lead-
ing to new insights or research questions. NVivo software
was used for the qualitative analysis [46].

Results
Sample characteristics
As shown in Fig. 1, among the 1456 managers who were
invited to participate, 277 responded to the survey, giv-
ing an overall response rate of 19%. Representation from
municipality organizations (n=245; 88%) was predomi-
nant, followed by regional (n=18; 7%) and private organi-
zations (n=14; 5%). We received responses from various
locations throughout Sweden, suggesting a wide geo-
graphical spread. All 277 responses were complete with
no missing data.

The majority of respondents were women (82.3%) with
a college or university degree (Table 1). They came from
various professions, although most were social work-
ers or counselors with over 10 years of work experience.
Most of the managers who had another core or primary
profession (named “others,” 51.6%) were behaviorists,
social pedagogues, human resources specialists, econo-
mists, political scientists, speech therapists, or teachers.
However, the time worked at the current workplace was
diverse, ranging from 1 year to more than 20 years. The
number of clients served ranged from 0 to 14 000, and
the number of employees managed varied from 0 to 1
500. Most managers held the position of “head of unit”
Additionally, more than half the managers were manag-
ers of both personal assistance and residential care ser-
vices. A total of 11 managers were managers of all three
services (habilitation, personal assistance, and residen-
tial care). The primary service areas were suburban areas
with >40 000 inhabitants, closely followed by suburban
areas with >15 000 inhabitants.

TCU-ORC domains

The study found high scores (>30) on the overall TCU-
ORC survey, indicating that the managers perceived a
high level of ORC and favorable conditions for imple-
menting interventions. This was particularly the case
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Table 2 TCU-ORC scores
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Domains Scales Managers of managers Managers over-
Mean score (SD) seeing staff

Mean score (SD)
Motivation for Change 3162 (5.4) 31.68 (6.4)
To what degree managers perceive the organiza- Program Needs 2943 (7.3) 31.11(8.9)
tion’s need for guidelines and training, and where Training Needs 31.25 (7.0) 30.90 (8.1)
the pressure to change comes from. Pressures for Change 3417 (7.2) 33.04 (7.8)
Resources 3949 (4.0) 37.86 (4.4)
Focuses on assessing the adequacy of institution- Offices 39.80 (8.4) 3749 (9.6)
al resources that support organizational functioning Staffing 35.71(5.7) 3468 (6.9)
and change implementation Training 36,57 (64) 3203 (82)
Equipment 4195 (4.8 40.99 (5.4)
Internet 4340 (4.1) 4410 (3.8)
Staff Attributes 4231 (3.7) 40.85 (4.0)
Highlights the assessment of the characteristics, ~ Growth 39.51 (6.0) 36.79 (7.5)
skills, and attitudes of staff members that contrib- Efficacy 4241 (43) 4177 (5.1)
ute to an organization’s readiness for change Influence 4354 (4.6) 42.92 (5.0)
Adaptability 42.09 (4.5) 4159 (4.9)
Satisfaction 44.01 (5.5) 41.20 (6.6)
Organizational Climate 3769 (2.9) 35.63 (4.3)
Assesses the overall work environment and cul- ~ Mission 3792 4.7) 35.00(7.1)
tural aspects of an organization that can influence  Cohesion 3830 (6.1) 36.38 (6.3)
its readiness for change. Autonormy 3967 (46) 37.38(6.5)
Communication 3824 (5.7) 3540 (7.8)
Stress 3049 (7.0) 33.01(94)
Change 40.73 (5.8) 39.13(64)
Leadership 3848 (4.3) 33.10(82)
Total 37.78 (2.1) 36.51(2.5)

TCU-ORC The Texas Christian University Organizational Readiness for Change

Table 3 Multiple regression standardized coefficients (3) on background questions for the Motivation for change domain and its scales

Dependent variables Domain

Scales

Motivation for Change

Program Needs

Training Needs Pressure for Change

Sex (F/M) -0.151%*
-0.173**
0.242%**

Tenure
Personal assistance services
Residential area (<40.000/>40.000)

-0.133%
-0.293%** -0.141%
0.233%* 0.195%**
0.183**

*p <0.05, **p <0.01, and ***p <0.001

within the domains Resources, Staff Attributes, and Orga-
nizational Climate. A low score (<30) on scales such as
Program Needs and Training Needs in the Motivation for
Change domain indicated that the managers perceived
little need for program improvements and training. The
results in Table 2 show that the total mean TCU-ORC
score was 36.68, suggesting the managers had a generally
positive perception of their organization’s readiness for
change across the sample. In the Resources domain, the
Internet scale had the highest mean score. The Training
Needs scale in the Motivation for Change domain had the
lowest mean score.

Overall, managers of managers tended to rate their
organization’s implementation readiness more highly
than managers overseeing staff directly. The multiple-

regressions follow-up analyses including univariate sig-
nificant variables showed few significant associations
between the full TCU-ORC, domains, and scales and
the socio-demographic and organization characteris-
tics. However, there were significant differences between
variables such as organization type, managerial level,
tenure, client/employee ratios, and the four TCU-ORC
domains (Motivation for Change, Resources, Staff Attri-
butes, and Organizational Climate). Below, we summarize
significant differences within the four domains (Tables 3,
4, 5 and 6).

Motivation for change
Overall, the Motivation for Change domain was rated
more highly among female managers in personal
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Table 4 Multiple regression standardized coefficients (3) on background questions for the Resources domain and its scales
Dependent variables Domain Scales

Resources Staffing Training Equipment Internet
Managers of managers 0.138* 0.223%**
Private organization 0.149* 0.152* 0.133*
Residential care -0.145* -0.141*

*p<0.05, **p<0.01,and ***p <0.001

Table 5 Multiple regression standardized coefficients (3) on background questions for the Staff attributes domain and its scales

Dependent variables Domain Scales

Staff Attributes Growth Efficacy Influence Adaptability Satisfaction
Managers of managers 0.145* 0.135% 0.173**
Age 0.165** -0.161*
Tenure 0.133* 0.157**
Habilitation service 0.140%

*p<0.05, **p<0.01, and ***p <0.001

Table 6 Multiple regression standardized coefficients (3) on background questions for the Organization climate domain and its scales

Dependent variables Domain Scales

Organization Climate Mission Cohesion Autonomy Communication Stress Leadership
Managers of managers 0.207%** 0.149% 0.200** 0.142* 0.158** 0.273%%
Residential care -0.158** -0.155** -0.169** -0.177** -0.129*% 0.124*
Tenure 0.194**
Number of employees -0.172%*

*p <0.05, **p<0.01, and ***p <0.001

assistance services who had been at the same organiza-
tion for a shorter tenure (Table 3). A similar pattern was
observed for the scales within the domain, except that the
Pressure for Change scale was rated more highly among
managers in areas with >40 000 inhabitants. Thus, man-
agers with shorter tenure in personal assistance services
tended to respond more highly within the Program Needs
scale, especially regarding the need to improve communi-
cation among staff. Similarly, those with a shorter tenure
reported a higher rating within the Training Needs scale
regarding new laws or regulations. Finally, the Pressure
for Change scale was rated more highly among managers
for personal assistant services. This was the only scale in
this domain that showed significant gender and city size
differences, with females and those in larger cities having
higher ratings.

Resources

Managers of managers overseeing large numbers of
employees compared with managers directly overseeing
staff, as well as the managers working in private organi-
zations compared with those working in municipal and
region organizations, perceived their organization to
have a higher degree of adequate resources (Table 4).
Regarding the specific scales in the Resources domain,
there were no significant associations related to Offices.
However, significant associations were observed among
the scales Staffing, Training Resources, Equipment,

Availability, and Internet access. That is, managers in
private organizations rated their Staffing and Equip-
ment scales more highly than managers in municipal and
region organizations. The highest scores were found for
the Staffing scale, which measures whether the staff have
the skills they need to do their jobs, and for the Equip-
ment scale, which indicates whether computers are avail-
able. Residential care facilities had lower ratings within
the Equipment and Internet scales compared with habili-
tation and personal assistant services.

Staff attributes

Managers of managers were the only predictor for the
Staff Attributes domain (Table 5), particularly for the
Growth and Satisfaction scales. The highest scores were
within the Growth scale, which indicates whether the
workplace encourages and supports professional growth,
and the Satisfaction score, which indicates whether
managers feel appreciated for the job they do and like
the people they work with. Moreover, older managers
gave higher ratings for their organization on the Growth
scale and lower ratings on the Adaptability scale. Man-
agers with more years of professional experience rated
the Efficacy and Adaptability scales higher than manag-
ers overseeing employees directly. The highest rating for
the Efficacy scale came from managers with the necessary
skills to conduct their duties effectively, and the highest
score for the Adaptability scale came from managers who
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Table 7 Categories and subcategories of the open-ended survey questions

Categories Sub-categories Quantified data within categories
n (%)
Categories and sub-categories of factors enabling implementation
Organizational prerequisites Workplace culture 7(3.6)
Manageable staff groups 5(.6)
Trust-based leadership 32(16.6)
Solution-focused participation 32(16.6)
Support functions 15(7.8)
Competence and commitment Knowledge and competence 12 (6.2)
Training efforts 7(3.6)
Motivation and engagement 52 (27)
Resources and conditions Financial resources 4(2.0)
Communication and collaboration 17 (8.8)
Time 9 (4.6)
Categories and sub-categories of barrier factors for implementation
Organizational challenges Comprehensive decision paths 7(3.0)
Complex processes and lack of support 41(17.8)
Collaboration problems 6(2.6)
Competence and change Knowledge and competence 18(9.3)
Resistance and fear 35(15.2)
Workload 14 (6.0)
Lack of time 33(14.3)
Financial and personnel resources 48 (20.8)
Communication and trust Lack of communication 10 (4.3)
Lack of trust 18 (9.3)

Enabling factors were cited 192 times and barrier factors 230 times within the categories

could adapt quickly when needed to shift focus. Managers
of habilitation services gave the highest rating for the
Influence scale, with the maximum score coming from
managers that frequently shared their knowledge or ideas
with other staff.

Organizational climate

Managers of managers rated Organizational Climate
more highly than managers directly overseeing employ-
ees. Managers from habilitation services gave the high-
est Organizational Climate ratings, followed by those
from personal assistance services, while managers from
residential care services gave their organizations the low-
est rating (Table 6). For the Mission scale, managers of
managers rated their organization’s clarity of goals and
mission more highly than managers directly oversee-
ing employees. The lowest score for clarity of goals and
mission was given by managers from residential care
services. The highest score within the Mission scale
was given by managers who felt that their duties were
clear and related to the overall goals. Managers of man-
agers with fewer employees rated the Cohesion scale
higher, compared with managers directly overseeing a
larger staff, particularily within the residential care ser-
vices. Managers who rated their organization highly on
the Cohesion scale largely agreed that their staff mem-
bers were always quick to help each other when needed.

Within residential care, managers of managers also rated
the Autonomy and Communication scales more highly
than managers directly overseeing staff. The highest
scores on the Autonomy scale were given by managers
who felt that their managers fully trusted their profes-
sional judgment; the highest scores on the Communica-
tion scale came from managers who believed their staff
could always ask questions and express concerns. Resi-
dential care managers directly overseeing staff were the
only managers that gave a high rating for workload and
stress. The only predictor for the Leadership scale within
the Organizational Climate domain was the respondents
being managers of managers, suggesting that these man-
agers felt their management was good and their decisions
were well planned. The highest score within the Lead-
ership scale came from managers who considered that
their staff participated in making long-range plans for the
workplace.

The results of responses to the open-ended questions

A total of 179 respondents (65%) answered the non-
mandatory open-ended questions about enabling and
barrier factors for implementation (Table 7). The analysis
of enabling and barrier factors highlights critical organi-
zational factors that influence implementation. Below is
a summary of the key findings, categorized into enabling
and barrier factors, and example of quotes.
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Several enabling factors were identified for the imple-
mentation of interventions. From a managerial per-
spective, enabling a sense of pride in the workplace
and fostering a positive work environment are essen-
tial factors for a successful implementation. A sense
of pride increases job satisfaction, and a positive work
environment is characterized by good relationships
between colleagues and empowering leadership. Man-
agers showing confidence in their staff and being sup-
portive enhance implementation success. To achieve
this, it is important to have reasonable staff-to-work
ratio to allow time for meetings, preparations, and dis-
cussions about implementation to foster a trust-based
leadership.

Information, time, time to listen, positive spirit, to
show confidence in the staff that they can do this.
That I, as a manager, show that I am involved and
supportive. (Municipal respondent)

Furthermore, managers need to offer relevant training,
guidance, and opportunities for collegial learning and
ensure adequate financial resources for implementa-
tion. Managers also emphasized the need to involve staff
in decision-making processes and in solution-focused
participation.

Participating employees. Good cooperation between
manager and employees. Management and employ-
ees. Different forums for employees to work on the
development of the operation. Time and resources.
Good working environment. (Municipal respondent)

Furthermore, even if the managers’ highligted staff
involvement they also stressed the need for employ-
ees to show wmotivation and engagement in work
which appeared to enable the implementation of
interventions.

Staff who take great personal responsibility for find-
ing out relevant information, learning new things,
and sharing with each other. Great interest in con-
tinuing education and further education—in the
areas you are interested in yourself. A lot of time is
set aside for meetings with colleagues, supervision,
etc. (Regional respondent)

Conversely, barrier factors that can hinder implemen-
tation is complex processes in a bureaucratic apparatus
(municipal administration).

The organization’s shortcomings, such as the hierar-
chy, bottlenecks, unclear goals, long decision-making

« »

paths, lack of knowledge *.” (Municipal respondent,).
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Management systems that do not talk to each other
so there is a lot of duplication. Poor implementa-
tion of systems in the operations that cause concern.
Poorly updated devices (Municipal respondent).

Furthermore, difficulties in creating collaboration across
organizational boundaries, high workload and staff turn-
over, lack of communication and anchoring of decisions
for implementation, and managers who lead remotely
or implement changes too quickly without bringing
employees along resulting in resistance and fear for
implementation.

Unless those who are to perform and be involved
have time to be shown by the manager in peace and
quiet at a training or meeting. It never goes well
when the responsibility is placed on staff to show
each other "in everyday life." Everyone must have
time to be shown around and have things explained
so everyone is on board. Things that are thrown into
the operation never turn out well, and it arouses
resistance. (Municipal respondent)

Finally, a lack of financial and personnel resources was
highlighted as a significant barrier.

Economy. In the assistance services, it is becoming
more and more difficult to maintain the high qual-
ity desired at all levels, (...) There will soon be no
opportunities for development in the area. (Private
respondent)

Combining TCU-ORC and open-ended question data

To complement the TCU-ORC data, the two open-ended
questions highlighted enabling and barrier factors for
organizations’ readiness to implement interventions.
The enabling categories identified by managers in their
responses to the open-ended questions—specifically,
trust-based leadership, staff involvement, and motiva-
tion and engagement—support the TCU-ORC results.
For example, the TCU-ORC measures Organizational
Climate, which includes communication, autonomy,
and openness to change—elements that may be cru-
cial for fostering trust-based leadership [39]. Addition-
ally, the TCU-ORC'’s focus on Staff Attributes, including
the scales Growth, Efficacy, and Influence, relates to an
enabling factor identified in the responses to the open-
ended questions: namely, involving staff in the imple-
mentation process. Furthermore, the enabling factors of
motivating and engaging staff can be related to the Moti-
vation for Change domain, which includes the organiza-
tion’s overall need for guidelines and training as factors
that may impact staff’s motivation for change. Simi-
larly, the barriers identified in the open-ended question
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responses, including complex processes, lack of support,
resistance, and time and resource constraints, correspond
to the findings from the TCU-ORC. In the same way,
The Organizational Climate domain evaluates an orga-
nization’s clarity of mission, where a lack of clarity could
relate to barrier factor of complex processes. Lack of sup-
port, another barrier to implementation, could relate to
the Resources domain, which includes skills, knowledge,
and education, as weaknesses in these areas could indi-
cate a lack of support. Resistance to change can be spe-
cifically related to the degree to which staff are open
for change within the Organizational Climate domain.
Lastly, identified barriers such as resource constraints are
also reflected within the Resources domain under Offices,
Equipment, and Internet access. In summary, the qualita-
tive data from the open-ended questions complemented
and clarified the quantitative results obtained from the
TCU-ORC survey.

Discussion

To the best of our knowledge, this is the first national
study examining managers’ perceived ORC regarding the
implementation of interventions within disability health-
care. The findings from the TCU-ORC data and the open-
ended questions reveal a complex interplay of enabling
and barrier factors for implementation readiness. Key
enabling factors included trust-based leadership, staff
involvement, motivation and engagement, aligning with
existing research that emphasizes the importance of
leadership support and employee engagement in foster-
ing a readiness for implementation, this observation was
particularly evident in other hospital settings [17, 19].
Qualitative studies have also highlighted the role of lead-
ership [47], and for example within primary care trust in
management, and perceived need for change in shaping
managers’ perceptions of organizational readiness [20,
28]. Conversely, barriers to implementation encompassed
complex processes, lack of support, resistance, and lack
of time and resources, challenges identified within other
hospital settings [48].

The study also highlighted the influence of individual
managers’ characteristics, such as gender, age, tenure,
and experience, on perceptions of ORC.

For example, female managers, those with shorter
tenures, and those living in larger cities reported feel-
ing greater pressure for change and the need for addi-
tional guidance and training. These findings have several
implications for ORC. Female managers may perceive a
greater need for support when implementing new inter-
ventions [49], highlighting the importance of provid-
ing tailored resources to enhance their readiness for
change. These findings may be related to broader soci-
etal trends, such as the “glass cliff” phenomenon, where
women are more likely to be appointed to leadership
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positions during challenging times [50]. This can be due
to a lack of support and mentorship [51], work-life bal-
ance challenges [52], the impact of organizational culture
on women’s experiences in leadership roles, and the fact
that women often face higher performance standards
and more negative evaluations than their male counter-
parts [53]. However, it is crucial to approach this inter-
pretation cautiously, as the relationship between gender
and leadership challenges is complex and influenced by
many factors. Additionally, the difference in sample sizes
between female and male respondents is an important
factor to considered when interpreting and generalizing
the results. The added complexity of being a manager in a
larger urban area could contribute to this perceived pres-
sure, as urban healthcare systems often face unique chal-
lenges due to population density, diversity, and resource
demands [54].

Furthermore, managers with many employees and
working in a private organization perceived greater
resource adequacy and staff skills compared with manag-
ers with many employees in municipal and regional set-
tings, suggesting that funding structure and resources
allocation mechanisms significantly impact ORC.
These findings is consistent with literature showing that
resources availability is a key predictor for successful
implementation [55]. Private organizations might have
more flexibility in resource allocation, while public-sec-
tor organizations may face more budgetary constraints
[56]. Additionally, private organizations compete in the
market for resources and therefore may have greater
economic incentives to reduce costs and operate effi-
ciently and effectively. This market pressure may influ-
ence managers incentives to maximize organizational
performance and effectiveness, potentially allowing more
flexibility in decision-making in the private sector com-
pared with the public sector [57].

The study also revealed the importance of managerial
level and specific role challenges. Managers of managers
reported greater professional growth and job satisfaction
compared to managers directly overseeing staff, indicat-
ing that the increased responsibilities and broader scope
of such roles can influence ORC. The managerial level is
crucial for ORC as managers serve as key drivers, com-
municators, and supporters of change initiatives [19],
significantly influencing employee attitudes and behav-
iors [58]. Job satisfaction plays a vital role in changing
readiness, with satisfied employees being more likely to
support and less likely to resist change, perceiving its
benefits more positively. These findings align with other
research studies on job satisfaction and professional
growth in general [59, 60].

Age and experience were found to play a significant
role in shaping managerial perspectives for ORC. Under-
standing managers’ age and experience is essential for
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assessing organizational readiness for change, as these
factors significantly influence the change process. Older
managers often exhibit greater readiness for change in
terms of knowledge [61]. To support this, disability orga-
nizations can develop management strategies that lever-
age the strengths of different ages and experience profiles
while addressing potential resistance through targeted
interventions and intergenerational collaboration. Older
managers value professional growth more than a willing-
ness to try new ideas. More experienced managers felt
that they had necessary skills and could adapt quickly.
These findings suggest that age and experience differently
influence managerial attitudes and skills [62]. That is,
experience builds confidence in one’s skills and adaptabil-
ity, while age shifts one’s focus to personal growth rather
than innovation.

The study also highlighted specific challenges for resi-
dential care managers. Compared with managers of
managers, the managers directly overseeing staff noted
increased workload and stress, while perceiving less staff
collaboration, communication, which could affect the
readiness for implementation. This difference could be
related to the unique challenges of managing care ser-
vices, particularly considering the COVID-19 pandemic.
The nature of residential care work may present specific
challenges in terms of workload and stress management,
in line with other studies examining burnout in residen-
tial aged care managers [63]. Increased workload and
stress for residential care managers directly overseeing
staff can significantly impact their ability for readiness, as
they may struggle to provide the necessary support and
guidance to staff during change. The perception of less
staff collaboration, communication, and involvement in
implementation indicates potential barriers for readi-
ness [64]. The pandemic may have added new stressors
and complexities to an already demanding work environ-
ment, potentially making staff more resistant to changes.

The enabling and barrier factors, together with the
individual managers’ characteristics suggests a strong
framework for understanding the complex interplay of
factors for readiness. However, it is crucial to consider
contextual factors [65] when examining enablers and
barriers, as they can significantly impact ORC regarding
the implementation of interventions in disability health-
care. This underscores the need for tailored approaches
that address specific challenges while leveraging sector
strengths. Future research should focus on comparative
analyses to identify best practices for enhancing imple-
mentation readiness.

Determinants within Weiner’s theory of organizational
readiness for change

Weiner’s theory posits that organizational readiness
is determined by the organization members’ shared
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belief in their collective ability to implement change,
the value they assign to the change, and their belief that
resources exist to support the change [16]. This study’s
findings relate to Weiner’s theory, highlighting several
key aspects that are supported by the results. Although
Weiner focuses primarily on the organizational level, the
findings from the present study highlight how individual
factors such as gender, tenure, and age influence percep-
tions of readiness. This suggests that readiness may be
better conceptualized as a multilevel construct involving
interactions between both individual and organizational
components.

The identified enablers and barriers in this study imply
that readiness is not static but is a dynamic process that
can shift over time as contextual factors change. Weiner’s
theory could be expanded to incorporate this temporal
dimension. Furthermore, the importance of trust-based
leadership in enabling readiness goes beyond Weiner’s
focus on organizational structures, suggesting that lead-
ership style and behaviors may play a more central role
in shaping readiness than originally theorized. The
emphasis this study’s findings place on motivation and
engagement as key enablers suggests that the psychologi-
cal/motivational components of readiness may deserve
greater attention in Weiner’s theory.

While Weiner acknowledges the importance of
resource availability, our findings on lack of time and
resource constraints as major barriers suggest that
resource availability may be a more critical factor than
portrayed in Weiner’s original theory. The identifica-
tion of resistance as a key barrier suggests that it may be
valuable to incorporate resistance more explicitly into
the conceptualization of readiness. This addition would
acknowledge the significant role resistance may play in
hindering change efforts. The influence of contextual
factors found in this study implies that readiness may be
more context-dependent than Weiner’s general model
suggests, since different interventions or organizational
contexts may require unique considerations when assess-
ing readiness.

Limitations and strengths

The study’s response rate of 19% is relatively low, which
raises concerns about potential non-response bias and
the representativeness of the sample. The TCU-ORC is a
long survey, consisting of 115 items. Its extensive length
may have deterred participation and led to abandon-
ment by respondents who found it too time-consuming
to complete. Poorly timed survey distribution may also
have reduced participation: The survey was sent out dur-
ing a holiday period, which probably decreased the like-
lihood of potential respondents engaging with it. Asking
managers to provide the email addresses of other man-
agers may have created a risk of selection bias, as the
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managers could have chosen to provide contact infor-
mation only for colleagues they have a good relationship
with or who they believe will give positive responses—
potentially causing the study to miss out on valuable
insights from managers with different perspectives. Nev-
ertheless, we wanted to reach out broadly to the organi-
zations to avoid missing any potential respondents. The
opinions expressed by the managers in the qualitative
(second) phase of the study may have been influenced
by the awareness of this topic when they carried out the
quantitative (first) phase of the study [66]. A further lim-
itation is that few responses were received from regional
organizations. However, this can be explained by the
fact that only 21 regions provide habilitation services in
Sweden.

Despite these limitations, several factors suggest that
this study still provides valuable insights. The good
geographic distribution of responses across Sweden
indicates that the sample may still capture a diverse
range of perspectives. The lack of missing data sug-
gests that the participants who did respond completed
the survey fully, enhancing the quality of the collected
data. The combination of quantitative and qualitative
data provides a more comprehensive understanding of
the subject matter [67]. Nevertheless, it is important
to interpret the findings cautiously because nonre-
sponse bias cannot be fully ruled out, and comparing
the results of this study with those from similar studies
is prudent in order to assess the generalizability of the
findings.

Conclusion

This study provides valuable insights into the factors
influencing ORC regarding the implementation of inter-
ventions in disability services. Our findings revealed
that managers’ perceptions of readiness are shaped by a
complex interplay of personal, organizational, and con-
textual factors. The study also identified critical enabling
factors such as trust-based leadership, staff involvement,
and adequate resources, as well as barriers including
complex processes and resistance to change. By employ-
ing a mixed-methods approach, this study provided a
comprehensive and nuanced understanding of ORC
regarding the implementation of interventions within
disability healthcare, ultimately contributing to more
effective implementation strategies and improved care
for individuals with disabilities.
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