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Abstract
Background
Knowledge about the development of organizational readiness for implementation (ORI) is limited. ORI, referred to as the willingness and capacity of all relevant stakeholders to change practice, is critical for increasing the adoption rate of evidence-based practices and improving implementation outcomes. However, no methodology currently guides ORI’s enhancement or addresses differences in readiness needs across an organization. This study used the transtheoretical model (TTM) as a framework for classifying a well-established compilation of implementation strategies into three readiness stages: pre-contemplation, contemplation, and preparation.

Methods
A modified Delphi method was used to establish consensus among a panel of purposefully selected research and field implementation experts. The Delphi process involved three rounds of online questionnaires. The third round also included a live video discussion to clarify definitions in an effort to increase consensus among experts.

Results
Of the 73 strategies reviewed, the experts identified 75% (n = 55) as relevant for pre-implementation and reached a high-level agreement on the assignment of 7% (n = 5) of the strategies to the pre-contemplation stage (ORI-1), 25% (n = 18) to the contemplation stage (ORI-2), and 52% (n = 38) to the preparation stage (ORI-3). Several strategies were identified as relevant to more than one stage.

Conclusions
Participating experts were able to reach high-level agreement on the relevance of specific sets of implementation strategies to each of the three ORI stages. The lowest number of strategies was assigned to ORI-1 and the highest number to ORI-3. Given the overlap of strategies across ORI stages, there is a need to better understand the specific utilization of such strategies at different stages. Future studies are needed to empirically evaluate the relevance and applicability of this expert-informed typology based on implementers’ experiences in the field.
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Contributions to the literature

	Organizational readiness for implementation improves the adoption rate of health and rehabilitation practices. However, knowledge is limited as to how organizational readiness may be enhanced prior to implementation.

	In this study, a panel of research and field implementation experts identified strategies relevant for readiness development and organized them into three stages occurring pre-implementation: pre-contemplation, contemplation, and preparation.

	This study informed the development of a systematic framework for addressing different readiness needs across an organization. The results improve our understanding of how pre-implementation strategies may be used to increase the adoption of evidence-based practices and improve health and rehabilitation outcomes.




Background
Organizational readiness for implementation (ORI) is a complex construct encompassing both the willingness and perceived capacity of stakeholders across an organization to engage in adopting a new practice [1–5]. ORI significantly impacts the adoption rates of evidence-based practices [6–12], which lead to improved health and rehabilitation services [13]. Organizational-level factors influencing ORI include organizational climate and resources [14], while individual-level factors constitute attitudes, commitment, and self-efficacy to execute the change [1, 2]. Multiple assessment tools have been developed to measure different aspects of ORI at the individual and collective levels across an organization [15–19]. However, it is unclear how readiness may be enhanced when found insufficient to ensure successful implementation.
Given this gap, there is a need to determine which implementation strategies could be most helpful prior to implementation and to plan for their systematic utilization. The Expert Recommendations for Implementing Change (ERIC) project collated a list of 73 strategies defined by leading experts in implementation science [20]. Follow-up studies have organized this list of strategies into sub-categories related to their primary function (e.g., support clinicians) [21] or the contextual barriers they address (e.g., available resources) [22]. However, these follow-up studies have not specified the optimal timing for using each strategy, nor do they identify which strategies are relevant for readiness development.
The functional classification of implementation strategies was first combined with a temporal measure by Bunger et al. [23], who found that many strategies were used throughout implementation as ongoing activities, but their utilization differed between pre-implementation and active implementation phases. Specifying the pre-implementation utilization of discrete strategies and their expected readiness outcomes could inform a methodology for ORI development and add to these strategies’ usability [24].
The transtheoretical model (TTM) [25] is a framework developed to support individuals in changing persistent behaviors, such as drug and alcohol abuse [26–28], smoking [29, 30], and gambling [31]. The TTM was adapted to facilitate organizational change [32], including changes in policies and practices in various organizations [33–40]. This model focuses on changing interest, attitudes, and beliefs of individuals within the organization regarding an expected change, therefore aligns with current definitions of organizational readiness for change [1, 2]. The TTM is comprised of five stages of behavioral change: (1) pre-contemplation, (2) contemplation, (3) preparation, (4) action, and (5) sustainment. Individuals within an organization may proceed through these stages at a different pace as they embrace and sustain a behavioral change related to their work practice. Recent studies have demonstrated the usability of the TTM as a framework for organizing implementation strategies [5, 39]. Using this framework to organize the comprehensive and widely used list of ERIC strategies offers a systematized approach to ORI development and adds specificity to the ERIC strategies.
The purpose of the current study was to construct a stage-based typology of ORI development strategies taken from the ERIC Project. Our goal was to reach a consensus among a group of implementation experts on strategies relevant for pre-implementation and their stage classification into the TTM readiness stages—pre-contemplation, contemplation, and preparation. A modified Delphi process [41] was used to build the experts’ consensus and reach an initial ORI typology.
Methods
Delphi participants
A panel of implementation experts was recruited to participate in a three-round modified Delphi process. The experts represented two groups: (1) research experts, selected from a review of the Implementation Science Journal between the years 2009–2020, and (2) field experts, selected from a pool of implementation leaders from the community mental health (CMH) field known to the authors. The inclusion criterion for research experts was that they had published two or more peer-reviewed articles in the last 10 years specifying a model or a framework related to organizational readiness, stages of implementation, or strategies for implementation. Field experts included administrators and implementation consultants with at least 10 years of experience in leading implementation efforts of one or more evidence-based practices in the CMH field. The participants were recruited only from the USA to allow better coordination during the consensus-building process.
Nineteen research experts and 11 field experts were identified. Eight of them were excluded as they collaborated on research or field projects with other, more senior participants on the list. Thus, an email describing the study, expected tasks, and timeline was sent to 22 identified experts—17 researchers and five field experts. Eleven of the research experts and all five field experts agreed to participate in the study. The research experts represented different health-related fields (e.g., public health, health policy, behavioral health, children’s mental health) and included two panelists who developed a theory, or a framework related to organizational readiness, four who developed models related to stages of implementation, and five that focused their research on strategies for implementation. A full list of the panelists and their affiliations can be found in the “Contributors” section.
Modified Delphi process
The Delphi method is widely used in health research to develop consensus on group opinion [41]. Delphi methods are usually used to address complex, large, multidisciplinary problems where knowledge is incomplete or when uncertainty and lack of evidence exist [42, 43]. The modified Delphi method aims to reach agreement among a group of experts on a set of selected items [41, 44], rather than elicit agreement about an open question, which is the focus of the original Delphi process [45]. We chose to use the modified Delphi process since the ERIC compilation of strategies provides a pre-defined set of items. In addition, this version of the Delphi method typically improves the response rate and provides a solid grounding for previously developed work [44]. The modified Delphi method has been used in several projects to define constructs and processes related to implementation [15, 20, 46–48]. It is considered a highly efficient method to promote conceptualization in the implementation science field [49].
In this study, the modified Delphi process included three rounds to develop consensus among the experts on the categorization of ERIC implementation strategies into ORI stages. The experts were not given the opportunity to add or modify strategies to avoid another consensus process related to these changes. The first two rounds were conducted individually, using an online questionnaire; the third round involved a video conference of all the panelists, followed by another individual questionnaire. The panelists had 2 weeks to complete each round with a week break between the submission deadline and the launch of the next round. The rapid turnaround was designed to maintain participants’ engagement and reduce attrition [50]. The overall process took less than 3 months, with the first round released on June 1, 2020, and the third round completed on August 20, 2020. Consistent with the literature [51], we set a 60% agreement threshold, which represented the majority of votes, to determine high-level agreement among the participants at each round. Medium- and low-level agreements were set to 30–59% and under 30%, respectively. The consensus-building process was designed like a funnel, offering more granularity from one step to another (see Fig. 1). The high-level agreement served as the inclusion criterion into the typology. The medium-level agreement was only used in round 2 to identify strategies agreed by the experts as relevant during pre-implementation but lacking consensus regarding their stage-classification. .
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Fig. 1Flowchart of the Delphi process


The study was exempted by the Boston University Charles River Campus Institutional Review Board. Nevertheless, participant confidentiality was maintained in the survey rounds to avoid any pressure between co-panelists, as well as to guarantee the same weight for all participants’ responses [45]. The participants were only exposed to each other in the final round during the video conference discussion.
Round 1
A link to an online questionnaire was emailed to all the participants via Qualtrics, a secure survey platform. The panelists were asked to identify strategies they perceived as relevant for pre-implementation from the full list of the ERIC strategies (N=73); definitions for these strategies were included [20]. Participants were asked to check off one category in which they perceived the strategy to be most relevant: (1) pre-implementation, (2) during implementation, or (3) pre- and during implementation. Participants were provided with the definition for each stage: Pre-implementation was defined as “when members of the organization are considering changing their practice or preparing to engage in the implementation activities (e.g., evaluating the need to change, weighing the cost and benefits, and planning).” During implementation was defined as “when members of the organization are actively engaged in changing their practice or acquiring a new practice (e.g., training, supervision, problem-solving, and dissemination activities).” At the end of this round, strategies endorsed by the majority of the participants (≥60%) as relevant for pre-implementation only, or both pre- and during implementation, were compiled together and carried forward to the second round.
Round 2
The online questionnaire was revised to include only strategies that were carried over from the previous round. Participants were asked to indicate which stages were relevant for each strategy, or no stage at all (none category). The stages were defined based on the TTM definitions [52] as follows: ORI-1. Pre-contemplation—members of the organization have no awareness of the new practice or feel no pressing need to change their existing practice. Strategies to help members consider the new practice relate to generating inspiration for the change, anxiety about maintaining the status quo, communicating information about the change and how it can improve the organizational success and climate, or displaying strong leadership commitment to the change; ORI-2. Contemplation—the benefits of changing the practice are recognized but are still outweighed by the potential risks or costs. Strategies to be used in this stage mostly relate to clarifying or modifying personal values and goals with respect to the change initiative; ORI-3. Preparation—interest and motivation for changing the practice have been established, and people are ready to create a plan or take small steps toward launching implementation activities. Strategies in this stage mostly relate to planning the implementation process, encouraging involvement, and empowering members of the organization to take key positions in the implementation process.
Strategies that reached a high-level agreement (≥60%) for all ORI stages to which they were assigned were included in the final typology. Strategies that reached a medium-level agreement (30–59%) in at least one category were carried forward to the third round to develop better consensus about their assignment.
Round 3
The final round consisted of two steps aimed at building consensus around the assignment of strategies with medium-level agreement and finalizing the ORI typology. First, a 90-min live video conference was conducted using the Zoom platform to clarify and refine the decision process related to strategy classification. The participants were presented examples of strategies representing four different types of disagreement: (1) high-level agreement on one stage and medium-level agreement on other stages; (2) medium-level agreement on all ORI stages; (3) a mix of low- and medium-level agreement; and (4) medium-level agreement on the none category. Using these examples, the experts engaged in a structured discussion in which they reviewed the ORI stages, agreed on specific issues related to the decision process, and received guidance before the final classification task.
Second, a third and final questionnaire was sent via email containing all the medium-agreement level strategies that were carried over from round 2. Experts were asked to assign the strategies again to each ORI stage independent of their responses in the previous round. Strategies from round 2 with high-level agreement in all assigned stages were then combined with strategies that reached a high-level agreement in round 3 to create the final typology.
Results
Sixteen panelists completed round 1, 15 completed round 2, and 13 completed round 3. The balance between research and field experts was maintained as two research experts and only one field expert dropped out.
Round 1
The panelists sorted the 73 implementation strategies listed in the ERIC project into three categories of pre-implementation, during implementation, or both. Of the 73 strategies, the experts identified 55 (75%) as relevant to pre- and during implementation. Of the remaining 18 strategies, six (33%) were deemed relevant only during implementation, and twelve (67%) did not reach the agreement threshold for pre- and during implementation. These 18 strategies were excluded from further discussion. The 55 strategies considered relevant for pre-implementation were carried over to the next round.
Round 2
Of the 55 strategies relevant for pre-implementation included in this round, five (9%) reached a high-level agreement as relevant to pre-contemplation (ORI-1), 19 (35%) to contemplation (ORI-2), and 47 (85%) to preparation (ORI-3). All the strategies assigned to pre-contemplation or contemplation with a high-level agreement were assigned to at least one other stage. Twenty-three (42%) strategies reached a high-level agreement for all stages for which they were allocated. Three of them were assigned to pre-contemplation, 10 to contemplation, and 21 to preparation. For example, “Develop a formal implementation blueprint” had a high-level agreement for preparation, and “Conduct needs assessment” had a high-level agreement for both pre-contemplation and contemplation. All 23 strategies that reached a high-level agreement were considered for inclusion in the ORI typology.
Twenty-eight strategies (51%) reached a high-level agreement for one stage and a medium-level agreement for another. For example, “Use data experts” had a high-level agreement as relevant for preparation, but a medium-level agreement for contemplation. Four more strategies (7%) reached only a medium-level agreement for one or more category. None of the 55 strategies included in this round had only low-level agreement. Thus, all 32 strategies with inconsistent or medium-level agreement were carried over to round 3 to determine their final allocation.
Round 3
Participants in the live discussion generated three main guidelines regarding the conceptualization of intervention strategies used in different ORI stages. (1) The strategies should be viewed in the context of implementing relatively new practices, which present more readiness challenges, and not in the context of scaling up already disseminated interventions, for which there is usually more acceptance. (2) Some pre-implementation strategies are related to the external context (e.g., policy) or the intervention design (e.g., the “packaging” of the intervention); therefore, they are not relevant for organizational readiness development and should be assigned to the “None” category. (3) Some strategies can be used in different ways (like funding/contracting) at different stages, depending on the system in which the organization operates. Such strategies can be assigned to more than one stage, given the aim of developing a typology of strategies for people to choose from, based on their local needs or system structure.
At the end of the third round, 25 of the 32 strategies (78%) reached a high-level agreement in one or more stages (2 for pre-contemplation, 8 for contemplation, 17 for preparation) and were included in the final typology. Of the 25 strategies that reached a high-level agreement in this round, 14 (44%) retained their high-level allocation from the previous round and 11 (34%) had a shift in their allocation. Of those 11 strategies, four (36%) moved their high-level agreement from one stage to another (e.g., “Assess for readiness and identify barriers and facilitators” moved from preparation to contemplation). Six strategies (55%) shifted from high-level agreement in two stages to only one stage (e.g., “Conduct educational outreach visits” was previously assigned to both ORI-1 and 2, and after round 3 was only assigned to contemplation). One strategy (9%) had a high-level agreement added in another stage after having only one in the previous round (“Use an implementation advisor” was previously assigned to preparation and in this round was added to contemplation as well). The four strategies with only medium-level agreement in the previous round kept their status, and three more strategies were either removed from pre-implementation or their level of agreement decreased. Those seven strategies (21.5%) were eliminated from the typology.
Final typology
Of the 73 implementation strategies identified by the ERIC project, the final expert-informed typology included 48 (66%) strategies deemed relevant to enhancing ORI prior to implementation. This typology was comprised of the 23 strategies from round 2 and the 25 strategies from round 3 that reached high-level agreement. The distribution of the 48 strategies was as follows: five strategies in pre-contemplation (10%), 18 in contemplation (37%), and 38 in preparation (79%). Some strategies were assigned to more than one stage. Four out of five strategies (80%) in pre-contemplation were also relevant to contemplation (e.g., “Conduct local consensus discussions”). Nine out of 18 strategies (50%) in contemplation were also relevant to preparation (e.g., “Build a coalition”). Only one strategy reached a high-level agreement in all three stages: “Conduct educational meetings.” Table 1 presents the strategies that reached a high-level agreement at the end of the Delphi process related to their stage-assignment. A more detailed presentation of the results for each classification category can be found in the Supplement 2 document.
Table 1Final ORI typology


	ORI-1
Pre-contemplation
	ORI-2
Contemplation
	ORI-3
Preparation

	Unique to this stage
1. Develop educational materials
Overlap with ORI-2
2. Conduct local consensus discussions
3. Conduct local needs assessment
4. Inform local opinion leaders
Overlap across all stages
5. Conduct educational meetings
	Unique to this stage
1. Assess for readiness and identify barriers and facilitators
2. Conduct educational outreach visits
3. Fund and contract for clinical innovation
4. Identify and prepare champions
5. Identify early adopters
6. Visit other sites
Overlap with ORI-1
7. Conduct local consensus discussions
8. Conduct local needs assessment
9. Inform local opinion leaders
Overlap with ORI-3
10. Access new funding
11. Alter incentive/allowance structures
12. Build a coalition
13. Promote adaptability
14. Recruit, designate, and train for leadership
15. Shadow other experts
16. Use advisory boards and workgroups
17. Use an implementation adviser
Overlap across all stages
18. Conduct educational meetings
	Unique to this stage
1. Centralize technical assistance
2. Change accreditation or membership requirements
3. Change physical structure and equipment
4. Change record system
5. Create new clinical teams
6. Create or change credentialing and/or licensure standards
7. Develop a formal implementation blueprint
8. Develop an implementation glossary
9. Develop and implement tools for quality monitoring
10. Develop and organize quality monitoring systems
11. Develop disincentives
12. Develop resource sharing agreements
13. Distribute educational materials
14. Involve patients/consumers and family members
15. Make billing easier
16. Make training dynamic
17. Model and simulate change
18. Obtain formal commitments
19. Place innovation on fee for service lists/formularies
	20. Prepare patients/consumers to be active participants
21. Promote network weaving
22. Revise professional roles
23. Stage implementation scale up
24. Tailor strategies
25. Use data experts
26. Use data warehousing techniques
27. Use train the trainer strategies
28. Work with educational institutions
Overlap with ORI-2
29. Access new funding
30. Alter incentive/allowance structures
31. Alter patient/consumer fees
32. Build a coalition
33. Promote adaptability
34. Recruit, designate, and train for leadership
35. Shadow other experts
36. Use advisory boards and workgroups
37. Use an implementation adviser
Overlap across all stages
38. Conduct educational meetings




Discussion
This study aimed to facilitate the adoption of new practices by developing a typology of pre-implementation strategies to address ORI enhancement. We used the TTM as the theoretical framework to break down the construct of organizational readiness into a stage-based process. Using a modified Delphi method, we built consensus among implementation experts regarding the classification of the ERIC strategies into three readiness stages: pre-contemplation (ORI-1), contemplation (ORI-2), and preparation (ORI-3). The experts identified 48 strategies as relevant for pre-implementation readiness development and specified which strategies were most appropriate for each ORI stage.
The study confirms that implementation strategies can be linked to specific readiness stages, as defined by the TTM, and aligns with the recommendation to develop guidelines for tailoring implementation strategies from the ERIC compilation [20]. Our typology may be used in conjunction with the ERIC compilation to inform the selection and utilization of specific strategies to address readiness needs in a directed and practical way. Other attempts to categorize and specify the utilization of the ERIC strategies have lacked a temporal dimension [21, 22, 53]. We have addressed this gap by providing a process-based approach that distinguishes between pre-implementation and during implementation phases as well as provide steps to be taken prior to implementation. Future studies may replicate our work to specify strategies from the ERIC compilation relevant during active implementation and sustainment to complete the association between all five stages of the TTM and the ERIC list.
Furthermore, the TTM provides a framework to address the critical psychological aspects of attitudes and beliefs towards the change. While those implementing a new approach may include “early adopters” or those eager to implement an innovation [54], a larger proportion of people fall into the pre-contemplation and contemplation stages when introduced to a new change process [32, 55]. Although several researchers have emphasized the importance of individuals’ positive attitudes and beliefs as antecedents to organizational readiness [4, 56–58], specific strategies for enhancing these attitudes and beliefs have been previously unaddressed [4, 17, 59]. The conceptual structure of pre-contemplation, contemplation, and preparation provides a refined view of the different psychological barriers and readiness needs that can more accurately direct enhancement efforts. Linking readiness needs with discrete strategies can help respond to deficits identified in readiness assessments. For example, the TCU-ORC [60], the most established readiness measurement tool [17], includes measures related to individuals’ awareness of pressures for change. If this assessment reveals lack of knowledge and understanding of the need to change, pre-contemplation strategies can be used to address it. Focusing on the psychological barriers of individuals in organizations at the early stages of pre-contemplation and contemplation can increase the number of engaged participants in the preparation and action stages, leading to a greater positive impact on the change process.
While our typology contains specific sets of implementation strategies for each ORI stage, the number of strategies assigned to ORI-3 was much larger than the number of strategies assigned to ORI-1 and ORI-2. Two explanations might help clarify this difference between stages. First, it may be easier to operationalize and measure preparation-related strategies than contemplation and pre-contemplation strategies due to their more practical nature. For example, “Distribute educational materials” describes a concrete task, while “Identify early adopters” is more generic and calls for more specification as to how it should be done.
Another explanation lies in how the strategies are described. It has been recognized that the implementation strategies listed in the ERIC compilation vary in their level of specificity [20, 22, 23, 53]. This variability makes it difficult to compare the number of strategies in one stage with another, as it is possible to have fewer but more broadly defined strategies in one stage, and a greater number of more specific strategies in another stage. A similar concern was raised by several panelists in our study, regarding their ability to uniquely classify some of the strategies involving multiple activities that span across stages. Further investigation showed that these broad strategies were mostly assigned to ORI-1 and ORI-2, while the strategies assigned to ORI-3 were more concrete. To resolve the unbalanced distribution of strategies and create a similar degree of specificity across strategies, we suggest that future work focus on breaking down some of the broad strategies in ORI-1 and 2. For example, “Conduct needs assessment,” appearing in ORI-1 and ORI-2, can be divided into “Assess client needs,” which is more relevant for establishing the need to change practice during ORI-1, and “Assess staff needs for support,” which may be more appropriate in ORI-2. To date, studies related to implementation strategies have mostly focused on clustering “small” strategies [20, 21]. More information is needed on how “broad” strategies can be dismantled to make them more specific. Exploring the utility of this typology in the real world will provide valuable information about how strategies can be divided or collapsed.
The overlap of strategies between stages may also be attributed to the broad nature of some of the strategies. However, another possible explanation for the overlap is the experts’ decision to assign strategies to more than one stage, if needed. Several experts argued that some of the strategies could be used differently, depending on the context in which the change process occurs. For example, “Inform local opinion leaders” was assigned to both ORI-1 and 2 with the notion that it can be utilized in both stages, depending on local opinion leaders’ role, impact, and relationship with the organization. The panel decided that since the typology could be utilized in a wide range of organizational contexts, it would be better to assign strategies to multiple stages and allow implementers to “pick and choose” based on their fit with the local setting. Future studies could help clarify the circumstances in which same strategies are used for different stages.
Our confidence in the results is limited to the experts who agreed to participate in the study. The experts we identified as relevant to our topic that could not participate might have provided other perspectives or strengthened our results even further. Avella [45] states that typical Delphi panels range between 10 and 100 members and usually consist of two or three expert groups, depending on the relevant stakeholders to provide input on the research question. While our panel represented diverse perspectives from both academia and the field, additional implementers representing frontline roles could have provided valuable user experience [61]. Additionally, our panel included only US-based experts and did not account for geographical or cultural representation. This approach may have downplayed the impact of cultural differences on the structure of the typology. While the choice of limiting our panel to US experts helped us overcome the technical challenges of time differences and language obstacles, the lack of international input may limit the generalizability of the typology. Future studies should strive to create panels reflecting more diverse geographic and cultural contexts for implementation, using focus groups rather than large-scale discussion meetings to accommodate different time zones, cultural differences, and professional backgrounds.
Another limitation of the study is that our list of implementation strategies included only those identified in the ERIC project and did not include additional strategies that might be missing in the literature. The ERIC compilation of strategies is the most comprehensive list to date. It includes a definition for each strategy that was established in a consensus-building process involving a large panel of implementation experts. We deliberately avoided asking the experts in our study to offer additional strategies beyond those listed in the ERIC compilation to refrain from needing another process of agreement on strategies and their definitions that might not be consistent with the ERIC list. One potential next step would be to conduct a field study to elicit additional implementation strategies and how they were used relative to the TTM stages. Additional work can be done to identify other refinements and sub-constructs already suggested for the ERIC compilation (e.g., [21, 22, 53]) to include them in the typology and provide a more holistic view of current knowledge.
The results from this study provide an initial framework to systematically address ORI enhancement, with the goal of positively impacting the adoption rate of evidence-based practices. Further refinement and development of pre-implementation strategies, specifically those addressing pre-contemplation and contemplation, could help increase ORI levels in organizations that might otherwise avoid joining an implementation project.
Conclusion
This study was an initial effort to specify the possible utilization of implementation strategies along stages of readiness development. The typology constructed in the study presents a framework with greater specificity concerning how the ERIC project strategies can be used to support the implementation outcome of organizational readiness for implementation. However, while the participating experts were able to agree on distinct sets of strategies suitable for each ORI stage, further specificity is needed, especially for strategies that affect attitudes and beliefs in the pre-contemplation and contemplation stages. It is also important to test this typology in the field, both as an exploration of its utility and as a way of understanding more about the different uses of similar strategies across ORI stages.
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