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Protocol

Abstract
Introduction  A large treatment gap for common mental 
disorders (such as depression) exists in South Africa. 
Comorbidity with other chronic diseases, including HIV 
and diseases of lifestyle, is an increasing public health 
concern globally. Currently, primary health facilities as 
points of care for those with chronic disease provide 
limited services for common mental disorders. Assessing 
organisational readiness for change (ORC) towards 
adopting health innovations (such as mental health 
services) using contextually appropriate measures is 
needed to facilitate implementation of these services. This 
study aims to investigate the validity of the Texas Christian 
University Organisational Readiness for Change (TCU-
ORC) scale in the South African context. Subsequently, we 
will develop a shortened version of this scale. This study 
is nested within Project MIND, a multiyear randomised 
controlled trial that is testing two different approaches for 
integrating counselling for common mental disorders into 
chronic disease care. Although the modified, contextually 
appropriate ORC measure resulting from the proposed 
study will be developed in the context of integrating mental 
health into primary healthcare services, the potential for 
the tool to be generalised to further understanding barriers 
to any change being implemented in primary care settings 
is high.
Methods and analysis  We will establish internal 
consistency (Cronbach’s alpha coefficients), test-retest 
reliability (intraclass correlation coefficient) and construct 
validity of the long-form TCU-ORC questionnaire. Survey 
data will be collected from 288 clinical, management and 
operational staff from 24 primary health facilities where 
the Project MIND trial is implemented. A modified Delphi 
approach will assess the content validity of the TCU-ORC 
items and identify areas for potential adaptation and item 
reduction.
Ethics and dissemination  Ethical approval has been 
granted by the South African Medical Research Council 
(Protocol ID EC004-2-2015, amendment of 20 August 
2017). Results will be submitted to peer-reviewed 
journals relevant to implementation and health systems 
strengthening.

Background
South Africa, like high-income coun-
tries (HIC) and increasingly other low/
middle-income countries (LMIC), faces a 
burgeoning epidemic of non-communicable 
diseases including mental, neurological and 
substance use (MNS) disorders. Addressing 
this is a necessary priority for effective service 
delivery within the health sector.1 Not only 
do MNS disorders rank third in contribu-
tion to overall disability-adjusted life years in 
South Africa,2 but these disorders are associ-
ated with acquisition of communicable (eg, 
HIV) and non-communicable diseases (eg, 
diabetes)3 4 and contribute to morbidity and 
mortality associated with these conditions. 
Despite the burden of disease associated 
with untreated MNS disorders, the number 

Strengths and limitations of the study

►► The study leverages and contributes to an existing 
partnership between the research group and the 
Department of Health which enables collection of 
survey data from participants (health facility staff) 
who would otherwise be difficult to access.

►► The study methods enable a tangible output for 
health facility staff in the form of the short-form tool 
that can enable assessment of barriers to change in 
their contexts.

►► Collection of survey data from only the Western Cape 
province may limit generalisability, given that it is 
considered better resourced than most other prov-
inces. However, the planned Delphi process will in-
volve experts from various provinces in the country.

►► Reaching the required sample size may be challeng-
ing given the time constraints on health facility staff 
in South African primary health settings. A proactive 
engagement and follow-up plan with facility staff 
will be used to maximise the number of completed 
surveys collected.
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of people with untreated MNS disorders remains large 
in South Africa—less than a quarter of people living 
with these conditions ever receive any form of treat-
ment.5 6 This treatment gap is larger for MNS disorders 
such as depression and substance use disorders than for 
severe disorders (such as schizophrenia). For example, 
the median treatment gap across countries for schizo-
phrenia has been estimated at 32.2% compared with 
56.3% for depression.7 8 Given this variation, prioritising 
specific conditions that display the largest unmet need is 
warranted.

South Africa has made important progress towards 
the provision of accessible mental healthcare through 
the development of the comprehensive Mental Health 
Policy and Strategic Framework (2013–2020). In this 
policy, a task-sharing approach for delivery of mental 
health services through the existing chronic disease care 
platform in primary healthcare (PHC) is proposed as a 
potentially feasible way of reducing the mental health 
treatment gap for people with chronic diseases.9 10 In this 
approach, responsibility for screening for MNS disorders 
(eg, depression and alcohol use disorder, which can be 
common in those with other chronic diseases), delivery 
of brief counselling for these disorders and, if needed, 
referral to more specialist mental healthcare is devolved 
from mental health providers to non-specialist cadres of 
health workers such as non-specialist nurses and facili-
ty-based lay counsellors.10

There has been limited progress in implementing 
this integrated care approach, perhaps due to a lack of 
resources being directed towards this additional mental 
health service.11 This challenge is not limited to the 
mental health arena, since PHC facilities face many staff 
and other resource shortages that make implementation 
of any new service challenging. In addition, although the 
policy imperative for the roll-out of integrated mental 
health services exists,12 this integrated approach requires a 
new and ‘additional’ aspect to work for front-line workers 
in clinics, who may find this threatening or stressful.13 
Many individuals are resistant to change and the health 
system itself as an organisation valuing stability is resistant 
to change.14 Consequently, the degree to which organisa-
tions are ready for change to adopt new health services 
can be important predictors of whether these innovations 
are successfully adopted.15 16 It is within this context that 
the study of organisational readiness for change (ORC) is 
developing in health systems research.

ORC is a complex and multifaceted concept, for which 
several theoretical models and frameworks have been 
put forward. These identify key components of ORC 
including organisational dynamics, climate and culture, 
change processes and individual organisational member 
characteristics.17–19 ORC as defined by Weiner is a shared 
psychological state that relies on organisation members’ 
motivation to change (change commitment) and belief 
in their own capacity to change (change efficacy).18 
While ORC is a shared psychological state, it is depen-
dent on individual organisation members being willing 

and prepared for change, which is related both to charac-
teristics of the individual as well as to the organisational 
components of ORC (eg, whether there is an organisa-
tional culture supportive of change in general). ORC is 
also seen as varying according to the value placed on the 
change by organisation members, as well as their percep-
tions of the environment in which the change will take 
place (including existing tasks, availability of resources 
and contextual factors).18

There is particular interest in conceptualising and 
measuring ORC in the health sector as organisations in 
which a higher degree of ORC is present may support 
individual members in cooperating and persevering 
towards implementing a change,18 such as the adoption 
of a new service into routine practice. This in turn may 
lead to better service provision and subsequent health 
benefits to patients. With this conceptualisation of ORC, 
understanding barriers to ORC through organisations’ 
self-assessment,14 and intervening to address barriers,20 
is key to the sustainable adoption of new practices. The 
challenge is to find the best way of measuring ORC so that 
these barriers to change can be identified and addressed 
prior to implementing a new health service.18 21 22

Despite the drive to integrate MNS services into chronic 
disease care in LMICs, there has been little investigation 
of ORC in these settings. Questions about how to assess 
ORC accurately have hampered the study of organisa-
tional readiness for MNS services in LMIC health systems. 
There are a variety of well-developed scales for assessing 
ORC and other implementation factors in HIC contexts.23 
The Texas Christian University ORC (TCU-ORC) scale24 
is among the most widely used of the ORC scales, and has 
been tailored for use in health service research.20 A recent 
systematic review covering ORC measures specifically 
highlighted that only 7 of the 43 measures reviewed had 
evidence for their validity and reliability.25 It identified 
the TCU-ORC scale as having the strongest evidence for 
validity of all measures assessed. Studies in HIC contexts 
have shown that this measure has adequate internal 
consistency and good predictive validity for indicators 
of programme functioning, supporting the appropriate-
ness of this measure for identifying functional barriers to 
organisational change.24–26 This may be particularly rele-
vant in the South African context since barriers to adop-
tion of a new MNS service may not be specific barriers (eg, 
relating to the service itself), but rather general barriers 
related to the overall functioning of the facility. However, 
evidence in support of the TCU-ORC scale is HIC-specific 
and it is unclear whether the ORC items are relevant for 
LMIC contexts where resource allocation, leadership and 
other organisational dynamics within the public health-
care system are likely to be quite different from those 
in HIC settings. Although the TCU-ORC has been used 
in South Africa, with one study providing norms for this 
measure in the South African context,27 little is known 
about the measure’s psychometric properties in LMIC 
settings and South Africa specifically.27 Consequently, 
there is a need for contextually validating this measure. 
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Further, the TCU-ORC in its current form is lengthy 
and time consuming to complete, comprising 125 items. 
Among measures used in implementation research, 
more than 60 items can be considered lengthy23 and may 
lead to reduced response rates. While it is important to 
ensure that measures provide a depth of information 
across a broad range of ORC constructs, this should be 
balanced with the administrative burden longer measures 
may present to health managers. Measures that are brief 
and represent low administrative burden may be more 
feasible and acceptable for management staff in low-re-
source settings who are often drawn into clinical work 
due to high patient burden.28 Developing a shortened 
version of the ORC may therefore enhance feasibility of 
assessing ORC within the context of South African PHC 
facilities.29 The process described in this study therefore 
aims to enable a reduction of items in the measure, while 
retaining the ability to collect the essential information 
required to inform effective implementation of a new 
service, thus aiming to balance quality and brevity.

Methods
Study aim
The overall goal of this study is to contribute to the docu-
mented need for contextually adapted and validated 
measures for ORC assessment  (ORCA)24 as an area of 
development for implementation science in a middle-in-
come country context. More specifically, this study has 
two aims. First, the study aims to establish the internal 
consistency, test-retest reliability and construct validity 
of the long-form TCU-ORC questionnaire. Second, 
the study aims to develop a shortened version of the 
TCU-ORC that is feasible to use in South African PHC 
facilities. This can form a basis for assessing barriers and 
facilitators of adoption of new health interventions and 
guide the development of interventions to enhance the 
likelihood of effective implementation.

This study is nested within Project MIND, a multiyear 
study aiming to test two different approaches to service 
organisation for integrating counselling for depression 
and/or hazardous or harmful alcohol use into chronic 
disease care. Project MIND focuses on the provision of 
a facility-based lay counsellor-delivered programme for 
patients with depression and/or hazardous or harmful 
alcohol use who are receiving ongoing treatment for HIV 
or diabetes in the Western Cape province. Project MIND 
sites are 24 purposefully selected PHC facilities, with 
urban and rural representation.

Measures
This study will collect data from health managers and 
providers using three measures of ORC. All of these 
measures are self-report measures designed for use by 
healthcare staff and managers. The TCU-ORC scale is a 
comprehensive measure of ORC as it measures individual 
psychological factors and structural (health system) 
factors30 theoretically associated with ORC. It has four 

domains: Motivational Readiness for Change (33 items), 
Institutional Resources (31 items), Staff Attributes (31 
items) and Organisational Climate (30 items).24 Each 
item is scored on a five-point Likert scale ranging from 
strongly disagree to strongly agree.

To assess convergent validity, two other measures with 
similar items will be used—the ORCA31 and the Check-
list for Assessing Readiness for Implementation (CARI).32 
The ORCA comprises three scales assessing (1) strength 
of evidence for the change to be introduced, (2) quality 
of the organisational context and (3) capacity for organ-
isational facilitation of the change.31 There is some 
evidence for the overall reliability and factor structure 
of the ORCA; however, some of the subscales in the 
evidence scale have inadequate reliability and two of the 
ORCA subscales did not load significantly onto any of the 
three factor scales above.31 The CARI checklist includes 
assessment in eight key areas: organisational capacity, 
organisational climate or culture, staff capacity, system 
level capacity, functional considerations, senior leader-
ship, training and implementation plan.33 This second 
instrument was selected because it contains items that are 
broadly similar in content and wording to the TCU-ORC 
items although data on its psychometric properties remain 
to be published. In addition, relevant demographic and 
work-related data, including age, gender, education level, 
profession and time in profession, will be collected from 
participants to examine differential response to items.

Participants and procedures
Aim 1: assessing internal consistency, construct validity and test-
retest reliability of the TCU-ORC
Participants will be clinical staff from PHC facilities rele-
vant to the implementation of Project MIND, as well 
as staff responsible for facility management and opera-
tions. These would include facility managers, operational 
managers, family physicians, medical officers, chronic 
care nurses, mental health nurses (where present), 
subdistrict managers (eg, PHC Managers), facility-based 
counsellors (employed by local non-governmental organ-
isations) and their supervisors. We aim to secure partic-
ipation of 12 appropriately selected staff members from 
each facility (288 participants from 24 facilities). Partic-
ipants will be purposefully selected to complete the 
assessment, using the principle of maximum variation 
sampling to promote representation of the required 
health personnel cadres and management staff. If it 
is possible to recruit sufficient numbers for each staff 
category, we will explore areas of consensus or disagree-
ment on the ORC measure by analysing the data by role. 
Preliminary meetings will be held with facility managers 
from each facility to identify the relevant personnel. At 
a ‘readiness workshop’ that will introduce facility staff 
to the Project MIND trial, written informed consent to 
participate in this organisational assessment process will 
be obtained. Consenting individuals will then be asked to 
provide some contact information to facilitate follow-up 
before self-completing the demographic questionnaire 
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and three ORC questionnaires. They will be asked to 
complete the questionnaires after the workshop. One to 
2 weeks after the workshop, participants will be asked to 
recomplete the questionnaires to enable test-retest reli-
ability to be assessed. Participants will be offered a gift 
voucher to the value of R100 (~USD 10) to thank them 
for their time and participation.

Aim 2: Delphi process for questionnaire reduction
We will use a modified Delphi approach drawing on a 
panel of South African experts relevant to health system 
strengthening and organisational change to assess the 
content validity of the TCU-ORC items and identify 
areas for potential adaptation, cultural modification 
and item reduction. The Delphi method is well suited 
to measure adaptation34 and over the past decade has 
been used widely to gain expert consensus in health 
research.35–37

We will use snowball sampling to identify up to 30 
experts to participate in the Delphi process. Experts will 
be identified within three panels—Panel 1 Academics 
and researchers; Panel 2 Governmental service providers 
and Panel 3 Non-governmental service providers. We 
will approach academics from a variety of institutions 
and across different provinces of South Africa. Service 
providers approached will be from the national level, as 
well as provincial and district level within the Western 
Cape province. The expert panels will therefore be 
broadly representative of the various regions in the 
country and will consist of individuals with experience 
in health systems research and development, as well as 
health service delivery.

The Delphi approach will involve electronic surveys to 
assess experts’ opinions on the suitability of TCU-ORC 
items, providing anonymised reports on the aggregated 
opinion data to participants, and allowing participants 
to reassess (and modify) their judgements after receiving 
feedback on the group opinions in order to guide a 
consensus-building process on the content validity of 
the measure.38 39 The methods enable assessment of 
consensus between the panels, and points of divergence 
according to roles. During the surveys, experts will be 
asked to rate each item on the ORC according to its (1) 
relevance to chronic disease management in South Africa, 
(2) relevance to adoption of evidence-based practice, 
(3) relevance given health system resource constraints 
and (4) evaluability in South African PHC context. Two 
rounds of anonymous rating of the items and feedback 
on responses will be conducted. Any items achieving less 
than 70% consensus will be excluded.40 This stage will be 
followed by a face-to-face expert meeting incorporating 
nominal group methods to discuss findings from phases 
I and II of the study and how these can be combined to 
shorten the TCU-ORC assessment. The combination of 
these methods has previously been shown to be useful 
for adapting a multidomain, multi-item, US-developed 
primary care assessment tool for the South African 
context.40

Analyses
Analyses will follow the processes of similar validation 
studies.15 41 42 STATA statistical software will be used for 
analysis and modelling. Multiple logistic regression anal-
ysis will be used to examine the association of demo-
graphic characteristics with TCU-ORC scores. Internal 
consistency of the TCU-ORC and subscales will be 
assessed by calculating Cronbach’s alpha coefficients. For 
the retest sample, we will calculate the intraclass correla-
tion coefficient to determine the test-retest reliability of 
the various scales. To assess the convergent validity of 
the ORC, correlation coefficients will be used to give 
evidence for correlation between the ORC, ORCA and 
CARI measures. To evaluate the construct validity of the 
TCU-ORC, we will examine the factor structure with both 
exploratory and confirmatory factor analysis. First, prin-
cipal component analysis43 with oblimin rotation will be 
used to examine the generalisablity of the factor struc-
ture of the original questionnaire to the South African 
data. Principal axis factoring will then be conducted to 
give further evidence of the factor structure.43 Confirma-
tory factor analysis will be used to confirm whether the 
latent structure of the TCU-ORC identified in HIC is a 
good fit for the South African data.43 Structural equation 
modelling techniques will be employed and acceptability 
of model fit data reported.

Based on the findings from these analyses, and to fulfil 
the secondary aim of the study, a shortened version of 
the TCU-ORC scale will be developed. Loading of items 
onto factors will be assessed to guide decisions around 
the relevance of each item and whether to retain each in 
the shortened tool. Data analysis from the administration 
of the instruments and from the Delphi process will be 
integrated into an approach for shortening the existing 
TCU-ORC scale.

Discussion
For some years, there has been discussion of how to 
reduce the MNS treatment gap in LMICs. Much of this 
gap in middle-income countries such as South Africa may 
be due to a lack of mechanisms for practically rolling out 
what is set out in national mental health policy.44 This 
‘implementation gap’ challenge is not limited to the 
field of mental health and hampers progress in HIC and 
LMIC in a variety of areas of public health. Identifying 
and addressing barriers to implementation is required to 
reduce the implementation gap and it is in this specific 
niche that this study aims to contribute. Our future aim 
is to use the tool developed in this study to identify and 
address barriers to implementation for the health inter-
vention currently being assessed in the Project MIND 
trial.

The assessment of ORC as an avenue for addressing 
organisational roadblocks to implementation in health 
organisations is a relatively new but developing field of 
research in HIC. In LMIC, this area of research is in its 
infancy. Key learnings from the ORC literature from HIC 
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can be applied to hasten progress. This literature has 
identified the need to better assess ORC to identify and 
address barriers to implementation. The TCU-ORC has 
been identified as a potentially useful tool, and on face 
value it seems that the domains it measures are relevant 
for the South African healthcare context. For example, 
the motivation for change domain may be particularly 
relevant for use in this setting since PHC facility staff are 
constantly dealing with numerous competing priorities 
and challenges. As a result, the resolve to implement 
changes in relation to mental health services may be low. 
This would constitute an important barrier to adoption 
of a mental health intervention that, if identified, could 
be addressed before dedicating significant resources to 
implementation efforts. Resource and capacity constraints 
also may be significant obstacles to implementation of 
new services.45 The TCU-ORC institutional resources and 
staff attributes domains may therefore yield key infor-
mation on specific barriers or opportunities for imple-
mentation of such a service. Effective implementation 
efforts will need to harness available resources and skills 
and having a detailed picture of the resource and human 
capacity environment may be an important first step in 
this endeavour. It has also been suggested that organisa-
tions with more internally consistent staff ratings on the 
organisational climate domain have greater agreement 
among staff as to the functioning of the organisation and 
could be expected to be more likely to take on a change.14 
Items from this domain associated with support for the 
introduction of innovative practices in HIC contexts have 
included staff perceptions of greater need for improve-
ments, greater impact of the influence of staff on each 
other and a stronger sense of ‘organisational mission’.45 
The validation and contextual adaptation of this domain 
therefore may be important for understanding how 
primary healthcare organisations function, and whether 
their organisational climate enables change. This assess-
ment would be of relevance for integration of MNS 
services into chronic care, as well as for adoption of any 
new complex intervention.

Although there has been little effort to investigate ORC 
in relation to chronic disease care and the integration of 
MNS services into chronic disease care in LMICs, there 
is evidently no ‘one size fits all’ solution for improving 
ORC in PHC facilities. The contextually validated ORC 
scale generated from this study will enable assessment 
of health facilities’ strengths and weaknesses in relation 
to adoption of any new health practices, beyond the 
specific focus of MNS services. Lower mean scores on the 
ORC domains will indicate potential areas of weakness; 
higher mean scores will indicate potential strengths.46 
Understanding areas of good and poor performance will 
enable tailoring of implementation plans to address these 
strengths and weaknesses and consequently improve 
adoption and sustained implementation. Strategies to 
address barriers (eg, organisational culture barriers) may 
include providing information and effective participa-
tory training on the new intervention, inclusive decision 

making with participation and discussion of all involved 
and addressing any concerns raised by front-line workers.47 
An important critique of adoption of heath innovations in 
general, particularly in the Sub-Saharan African context, 
is that plans for sustainability of innovations are not put 
in place from the outset.48 Even in contexts where a new 
practice is readily adopted, ongoing effort is required 
to maintain delivery of innovative practices.44 Failing to 
understand PHC organisations’ ‘functional dynamics’14 
and to support the process of organisational change 
through addressing barriers to change can reduce the 
likelihood of the change being sustained. A contextually 
appropriate ORCA tool may assist in identification of 
factors required to promote sustainability.

The development of an abbreviated tool for assessing 
ORC in this context is a key contribution to the field. 
Tools that have many items and are time consuming 
to complete are not as feasible or acceptable for use in 
under-resourced healthcare settings and are likely to be 
underutilised by busy health managers and staff. While 
balancing breadth and quality of information collected 
against brevity will be critical, an abbreviated tool could 
be a useful addition for facility, operational and district-
level managers and others to ‘diagnose’ barriers to organ-
isational change for adoption of new health interventions, 
not limited to mental health interventions. Research and 
development in this field requires input from health 
service staff, as much as academic researchers, in which 
both groups can contribute to understanding how to 
promote effective implementation and sustainability.45 
The planned Delphi process in this study may be a first 
step for developing this partnership.

This study has the potential to contribute to reducing 
the gap between availability of evidence-based practice 
and its implementation in routine care in South Africa, 
with potential generalisability to other LMICs. In prac-
tical terms, identification of barriers to change may 
enable strategic utilisation of limited resources to improve 
service delivery. The field of health system organisational 
change in LMIC has been hampered by a lack of vali-
dated measures that can be used to diagnose barriers and 
evaluate the impact of interventions to enhance ORC. 
By validating and abbreviating an ORC measure for an 
LMIC context, this study therefore has the potential to 
make an important contribution to the field of organisa-
tional change in the South African health system. While 
this work is being nested within Project MIND and the 
planned implementation of MNS services in primary 
care, it has potential for application in a wide variety of 
innovations, since the potential organisational barriers 
and facilitators to change are not specific to the Project 
MIND intervention or to MNS services.

Despite the relevance of this work to the PHC system in 
South African, there are several challenges to the collec-
tion of organisational data in this context. Possibly most 
important may be enabling health staff to find the time to 
complete the questionnaires and to ensure an adequate 
sample size. Second, the surveys will be presented in 
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English. Some health staff may have difficulty under-
standing some of the questions if English is not their first 
language. However, the official business language for 
health service employees in the Western Cape of South 
Africa is English, and textual adaptations can be made 
to make survey items more readily understandable to 
health workers whose home language is not English. A 
further methodological issue is that the ORC measure 
data will be collected only from participants in the better 
resourced Western Cape province which may limit its 
generalisability to other less-resourced provinces. Delphi 
study data will however be collected from participants in a 
number of provinces across the country and may enhance 
relevance and utility of findings to health providers from 
other parts of the country.

It is also important to consider that the TCU-ORC is 
a single instrument, and as such does not assess the 
broad scope of factors that impact on implementation. 
Well-established implementation frameworks such as the 
Consolidated Framework for Implementation Research49 
underscore the importance of other factors, such as the 
characteristics of the intervention itself, the character-
istics of those who will receive and deliver the service 
and the implementation process. Efforts to enhance the 
implementation of MNS services in chronic disease care 
should bear these limitations in mind when examining 
barriers to implementation. In addition, this instrument 
measures readiness to adopt a service change in general, 
rather than readiness to adopt a specific change (such 
as the adoption of a new MNS service in chronic care). 
Existing evidence suggests that specific barriers to inte-
gration of mental health services in primary care (which 
would not be assessed by the TCU-ORC) may include 
contextual factors such as lack of mental health literacy, 
low prioritisation of mental illness, stigma towards service 
users with mental illnesses, low managerial and planning 
capacity, poor training and high levels of staff turnover 
among clinic staff.6 12 50 51 In addition to assessing ORC, 
an understanding of  these specific barriers will be key 
to supporting future integration of the task-shared MNS 
service. Additional tools and/or methods of assessment 
will be required to develop a full understanding of the 
likelihood of service implementation. Despite this caveat, 
assessing and addressing barriers to ORC as assessed by 
the TCU-ORC is an important first step to support the 
integration of MNS services into chronic care.

Ethics and dissemination
In this study, there should be minimal risks to partici-
pants. No data or biological samples will be collected 
from patients. There is a small risk that questions on the 
ORC scale could raise discomfort for participants should 
they touch on issues causing stress or conflict in the work-
place. Participation in the study will be voluntary and 
participants will be able to decline to participate. Partici-
pants will be provided with accessible information on the 
study and their participation. Informed consent will be 
sought from all participants in all aspects of the study. As 

participants will be health facility or district-level health 
staff, or academics and health system employees, the 
levels of literacy and education will be expected to be high 
enough to allow adequate understanding and comple-
tion of written consent forms. Participants will however 
be given a chance to discuss their participation prior to 
completing research instruments, or participating in the 
Delphi process. Anyone who does not wish to provide 
informed consent will be able to leave the study activity 
without negative consequences. Ethical approval for this 
study has been granted.

The close partnership with the Western Cape Depart-
ment of Health and the focus on a health systems 
approach within this study give potential for dissem-
ination throughout South Africa and other LMIC. The 
short-form ORCA tool as a tangible output of the study 
for use by health service managers will be a key tool to 
achieve this dissemination. Results of the study will be 
submitted to journals covering health systems strength-
ening and organisational change and implementation of 
evidence-based practices. Results will also be presented 
at national and international health systems and public 
health meetings.

Future work
Several areas for future research are indicated. First, we 
plan to use the data from the ORCA process to design 
interventions to address barriers to adopting task-shared 
mental health programmes in South African facilities. 
This intervention strategy has been used for building 
readiness for providing care for depression in PHC in 
HIC contexts.52 Second, we plan to use the ORC  short 
form, developed through the proposed study, to evaluate 
the effect of the intervention to improve ORC to provide 
mental health interventions.

Conclusion
While more flexible organisations (eg, small/medi-
um-sized, non-hierarchical organisations) may find it 
easier to adopt changes, organisations that are more 
stable and controlled (such as health service organi-
sations) may be better at ensuring sustainability of the 
services they offer.13 This presents both a challenge and 
an opportunity in that introduction of service innovations 
in these organisations may be challenging but they may 
have a great return on investment if sustained in the long 
term. This lends importance to the assessment of ORC 
in health service organisations using contextually valid 
measures, such as those proposed in this study. Building 
readiness for change by addressing barriers as identified 
by this assessment promises to be a challenging but worth-
while endeavour for the future.

Contributors  BM, CB-S and KS conceptualised the study. CL provided statistical 
support. PP-W advised on research processes for integration into the Project MIND 
trial. CB-S prepared the manuscript first draft. All authors edited and agreed on the 
final manuscript.



7Brooke-Sumner C, et al. BMJ Open 2018;8:e020539. doi:10.1136/bmjopen-2017-020539

Open Access

Funding  This work was supported by the joint-funded initiatives of the British 
Medical Research Council, Wellcome Trust and DFID (MR/M014290/1) as well as 
funding from the South African Medical Research Council. CB-S is supported by the 
South African Medical Research Council Intramural Career Development Fund.

Competing interests  None declared.

Patient consent  Not required.

Ethics approval  South African Medical Research Council Ethics Committee 
(Protocol ID EC004-2-2015,amendment of 20 August 2017) . 

Provenance and peer review  Not commissioned; externally peer reviewed.

Open Access This is an Open Access article distributed in accordance with the 
terms of the Creative Commons Attribution (CC BY 4.0) license, which permits 
others to distribute, remix, adapt and build upon this work, for commercial use, 
provided the original work is properly cited. See: http://​creativecommons.​org/​
licenses/​by/​4.​0/

© Article author(s) (or their employer(s) unless otherwise stated in the text of the 
article) 2018. All rights reserved. No commercial use is permitted unless otherwise 
expressly granted.

References
	 1.	 Patel V, Saxena S, Frankish H, et al. Sustainable development 

and global mental health--a Lancet Commission. Lancet 
2016;387:1143–5.

	 2.	 Bradshaw D, Norman R, Schneider M. A clarion call for action based 
on refined DALY estimates for South Africa. S Afr Med J 2007;97:40.

	 3.	 Whiteford HA, Degenhardt L, Rehm J, et al. Global burden of disease 
attributable to mental and substance use disorders: findings from the 
Global Burden of Disease Study 2010. Lancet 2013;382:1575–86.

	 4.	 Prince M, Patel V, Saxena S, et al. No health without mental health. 
The Lancet 2007;370:859–77.

	 5.	 Stein DJ, Seedat S, Herman A, et al. Lifetime prevalence 
of psychiatric disorders in South Africa. Br J Psychiatry 
2008;192:112–7.

	 6.	 Petersen I, Lund C. Mental health service delivery in South Africa 
from 2000 to 2010: one step forward, one step back. S Afr Med J 
2011;101:751–7.

	 7.	 Kohn R, Saxena S, Levav I, et al. The treatment gap in mental health 
care. Bull World Health Organ 2004;82:858–66.

	 8.	 Wainberg ML, Scorza P, Shultz JM, et al. Challenges and 
opportunities in global mental health: a research-to-practice 
perspective. Curr Psychiatry Rep 2017;19:28.

	 9.	 Mahomed OH, Asmall S, Freeman M. An integrated chronic 
disease management model: a diagonal approach to health system 
strengthening in South Africa. J Health Care Poor Underserved 
2014;25:1723–9.

	10.	 Doh SA. National mental health policy and strategic framework 2013-
2020. South Africa, 2013.

	11.	 Mugisha J, Abdulmalik J, Hanlon C, et al. Health systems context(s) 
for integrating mental health into primary health care in six Emerald 
countries: a situation analysis. Int J Ment Health Syst 2017;11:7.

	12.	 Schneider M, Baron E, Breur E, et al. Chapter 13: Integrating mental 
health into South Africa’s health system: current status and way 
forward. South African Health Review 2016:153–64.

	13.	 Alharbi TS, Ekman I, Olsson LE, et al. Organizational culture and 
the implementation of person centered care: results from a change 
process in Swedish hospital care. Health Policy 2012;108:294–301.

	14.	 Courtney KO, Joe GW, Rowan-Szal GA, et al. Using organizational 
assessment as a tool for program change. J Subst Abuse Treat 
2007;33:131–7.

	15.	 Helfrich CD, Blevins D, Smith JL, et al. Predicting implementation 
from organizational readiness for change: a study protocol. 
Implement Sci 2011;6:76.

	16.	 Hagedorn HJ, Heideman PW. The relationship between baseline 
organizational readiness to change assessment subscale scores and 
implementation of hepatitis prevention services in substance use 
disorders treatment clinics: a case study. Implement Sci 2010;5:46.

	17.	 Attieh R, Gagnon MP, Estabrooks CA, et al. Organizational readiness 
for knowledge translation in chronic care: a review of theoretical 
components. Implement Sci 2013;8:138.

	18.	 Weiner BJ. A theory of organizational readiness for change. 
Implement Sci 2009;4:67.

	19.	 Weiner BJ, Amick H, Lee SY. Conceptualization and measurement 
of organizational readiness for change: a review of the literature 
in health services research and other fields. Med Care Res Rev 
2008;65:379–436.

	20.	 Simpson DD, Dansereau DF. Assessing organizational functioning as 
a step toward innovation. Sci Pract Perspect 2007;3:20–8.

	21.	 Cresswell K, Sheikh A. Organizational issues in the implementation 
and adoption of health information technology innovations: an 
interpretative review. Int J Med Inform 2013;82:e73–e86.

	22.	 Rubenstein LV, Danz MS, Crain AL, et al. Assessing organizational 
readiness for depression care quality improvement: relative 
commitment and implementation capability. Implement Sci 
2014;9:173.

	23.	 Evans JM, Grudniewicz A, Baker GR, et al. Organizational 
capabilities for integrating care: a review of measurement tools. Eval 
Health Prof 2016;39:391–420.

	24.	 Lehman WE, Greener JM, Simpson DD. Assessing organizational 
readiness for change. J Subst Abuse Treat 2002;22:197–209.

	25.	 Gagnon M-P, Attieh R, Ghandour EK, et al. A systematic review 
of instruments to assess organizational readiness for knowledge 
translation in health care. PLoS One 2014;9:e114338.

	26.	 Rampazzo L, De Angeli M, Serpelloni G, et al. Italian survey of 
organizational functioning and readiness for change: a cross-
cultural transfer of treatment assessment strategies. Eur Addict Res 
2006;12:176–81.

	27.	 Bowles S, Louw J, Myers B. Perceptions of organizational 
functioning in substance abuse treatment facilities in South Africa. Int 
J Ment Health Addict 2011;9:308–19.

	28.	 Daire J, Gilson L. Does identity shape leadership and management 
practice? Experiences of PHC facility managers in Cape Town, South 
Africa. Health Policy Plan 2014;29(Suppl 2):ii82–97.

	29.	 Myers B, Petersen Z, Kader R, et al. Identifying perceived barriers 
to monitoring service quality among substance abuse treatment 
providers in South Africa. BMC Psychiatry 2014;14:31.

	30.	 Gagnon MP, Attieh R, Ghandour elK, et al. A systematic review 
of instruments to assess organizational readiness for knowledge 
translation in health care. PLoS One 2014;9:e114338.

	31.	 Helfrich CD, Li YF, Sharp ND, et al. Organizational readiness to 
change assessment (ORCA): development of an instrument based 
on the Promoting Action on Research in Health Services (PARIHS) 
framework. Implement Sci 2009;4:38.

	32.	 Barwick M. Checklist to assess organizational readines s (CARI) for 
EIP Implementation. Toronto, Ontario: Hospital for Sick Children 
Toronto, 2011.

	33.	 Austin MJ, Claassen J. Implementing evidence-based practice in 
human service organizations: preliminary lessons from the frontlines. 
J Evid Based Soc Work 2008;5:271–93.

	34.	 Mullen PM. Delphi: myths and reality. J Health Organ Manag 
2003;17:37–52.

	35.	 Jordans MJ, Chisholm D, Semrau M, et al. Indicators for routine 
monitoring of effective mental healthcare coverage in low- and 
middle-income settings: a Delphi study. Health Policy Plan 
2016;31:1100–6.

	36.	 Jorm AF. Using the Delphi expert consensus method in mental health 
research. Aust N Z J Psychiatry 2015;49:887–97.

	37.	 Maritz D, Hodkinson P, Wallis L. Identification of performance 
indicators for emergency centres in South Africa: results of a Delphi 
study. Int J Emerg Med 2010;3:341–9.

	38.	 Myers B, Govender R, Koch JR, et al. Development and 
psychometric validation of a novel patient survey to assess perceived 
quality of substance abuse treatment in South Africa. Subst Abuse 
Treat Prev Policy 2015;10:44.

	39.	 Geist MR. Using the Delphi method to engage stakeholders: a 
comparison of two studies. Eval Program Plann 2010;33:147–54.

	40.	 Bresick G, Sayed AR, le Grange C, et al. Adaptation and cross-
cultural validation of the United States Primary Care Assessment 
Tool (expanded version) for use in South Africa. Afr J Prim Health 
Care Fam Med 2015;7.

	41.	 Aarons GA, Glisson C, Hoagwood K, et al. Psychometric properties 
and U.S. National norms of the Evidence-Based Practice Attitude 
Scale (EBPAS). Psychol Assess 2010;22:356–65.

	42.	 van Sonsbeek MA, Hutschemaekers GJ, Veerman JW, et al. 
Psychometric properties of the Dutch version of the Evidence-
Based Practice Attitude Scale (EBPAS). Health Res Policy Syst 
2015;13:69.

	43.	 Yong AG, Pearce S. A beginner’s guide to factor analysis: focusing 
on exploratory factor analysis. Tutor Quant Methods Psychol 
2013;9:79–94.

	44.	 Docherty M, Shaw K, Goulding L, et al. Evidence-based guideline 
implementation in low and middle income countries: lessons for 
mental health care. Int J Ment Health Syst 2017;11:8.

	45.	 Fuller BE, Rieckmann T, Nunes EV, et al. Organizational readiness for 
change and opinions toward treatment innovations. J Subst Abuse 
Treat 2007;33:183–92.

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.1016/S0140-6736(16)00208-7
http://www.ncbi.nlm.nih.gov/pubmed/17691472
http://dx.doi.org/10.1016/S0140-6736(13)61611-6
http://dx.doi.org/10.1016/S0140-6736(07)61238-0
http://dx.doi.org/10.1192/bjp.bp.106.029280
http://www.ncbi.nlm.nih.gov/pubmed/22272856
http://dx.doi.org//S0042-96862004001100011
http://dx.doi.org/10.1007/s11920-017-0780-z
http://dx.doi.org/10.1353/hpu.2014.0176
http://dx.doi.org/10.1186/s13033-016-0114-2
http://dx.doi.org/10.1016/j.healthpol.2012.09.003
http://dx.doi.org/10.1016/j.jsat.2006.12.024
http://dx.doi.org/10.1186/1748-5908-6-76
http://dx.doi.org/10.1186/1748-5908-5-46
http://dx.doi.org/10.1186/1748-5908-8-138
http://dx.doi.org/10.1186/1748-5908-4-67
http://dx.doi.org/10.1177/1077558708317802
http://dx.doi.org/10.1151/spp073220
http://dx.doi.org/10.1016/j.ijmedinf.2012.10.007
http://dx.doi.org/10.1186/s13012-014-0173-1
http://dx.doi.org/10.1177/0163278716665882
http://dx.doi.org/10.1177/0163278716665882
http://dx.doi.org/10.1016/S0740-5472(02)00233-7
http://dx.doi.org/10.1371/journal.pone.0114338
http://dx.doi.org/10.1159/000094419
http://dx.doi.org/10.1007/s11469-010-9285-2
http://dx.doi.org/10.1007/s11469-010-9285-2
http://dx.doi.org/10.1093/heapol/czu075
http://dx.doi.org/10.1186/1471-244X-14-31
http://dx.doi.org/10.1371/journal.pone.0114338
http://dx.doi.org/10.1186/1748-5908-4-38
http://dx.doi.org/10.1300/J394v05n01_10
http://dx.doi.org/10.1108/14777260310469319
http://dx.doi.org/10.1093/heapol/czw040
http://dx.doi.org/10.1177/0004867415600891
http://dx.doi.org/10.1007/s12245-010-0240-6
http://dx.doi.org/10.1186/s13011-015-0040-3
http://dx.doi.org/10.1186/s13011-015-0040-3
http://dx.doi.org/10.1016/j.evalprogplan.2009.06.006
http://www.ncbi.nlm.nih.gov/pubmed/26245610
http://www.ncbi.nlm.nih.gov/pubmed/26245610
http://dx.doi.org/10.1037/a0019188
http://dx.doi.org/10.1186/s12961-015-0058-z
http://dx.doi.org/10.20982/tqmp.09.2.p079
http://dx.doi.org/10.1186/s13033-016-0115-1
http://dx.doi.org/10.1016/j.jsat.2006.12.026
http://dx.doi.org/10.1016/j.jsat.2006.12.026


8 Brooke-Sumner C, et al. BMJ Open 2018;8:e020539. doi:10.1136/bmjopen-2017-020539

Open Access�

	46.	 Hamilton AB, Cohen AN, Young AS. Organizational readiness in 
specialty mental health care. J Gen Intern Med 2010;25(Suppl 
1):27–31.

	47.	 Aarons GA. Measuring provider attitudes toward evidence-based 
practice: consideration of organizational context and individual 
differences. Child Adolesc Psychiatr Clin N Am 2005;14:255–71.

	48.	 Iwelunmor J, Blackstone S, Veira D, et al. Toward the sustainability of 
health interventions implemented in sub-Saharan Africa: a systematic 
review and conceptual framework. Implement Sci 2016;11:43.

	49.	 Damschroder LJ, Aron DC, Keith RE, et al. Fostering implementation 
of health services research findings into practice: a consolidated 

framework for advancing implementation science. Implement Sci 
2009;4:50.

	50.	 Marais DL, Petersen I. Health system governance to support 
integrated mental health care in South Africa: challenges and 
opportunities. Int J Ment Health Syst 2015;9:14.

	51.	 Saraceno B. Mental health: scarce resources need new paradigms. 
World Psychiatry 2004;3:3–5.

	52.	 Hunter DEK. Using a theory of change approach to build 
organizational strength, capacity and sustainability with not-for-profit 
organizations in the human services sector. Eval Program Plann 
2006;29:193–200.

http://dx.doi.org/10.1007/s11606-009-1133-3
http://dx.doi.org/10.1016/j.chc.2004.04.008
http://dx.doi.org/10.1186/s13012-016-0392-8
http://dx.doi.org/10.1186/1748-5908-4-50
http://dx.doi.org/10.1186/s13033-015-0004-z
http://www.ncbi.nlm.nih.gov/pubmed/16633441
http://dx.doi.org/10.1016/j.evalprogplan.2005.10.003

	Protocol for development and validation of a context-appropriate tool for assessing organisational readiness for change in primary health clinics in South Africa
	Abstract
	Methods
	Study aim
	Measures
	Participants and procedures
	Aim 1: assessing internal consistency, construct validity and test-retest reliability of the TCU-ORC
	Aim 2: Delphi process for questionnaire reduction

	Analyses

	Discussion
	Ethics and dissemination
	Future work

	Conclusion
	References


