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Abstract
From conceptualization to application and evaluation, research is conducted in a context of increasing complexity of disciplines,
goals, communities, and partnerships. Researchers often are challenged to demonstrate the rigor of their methods and results to
audiences with diverse backgrounds and disciplinary expertise. This article illustrates the benefits of using mixed methods
approaches in research designed to address issues in complex research projects. It outlines the implementation of a private,
public, and academic partnership, where scientific merit of methods and results was a critical foundation to the development of
public policy. The overall goal of the Public Health Leadership Competencies Project (the Project) was to identify public health
leadership competencies that could apply to public health practice across the country. This research demonstrates how mixed
methods research in public health might be of perceived benefit to complex projects. The Project included challenges and
opportunities through multiple phases of data collection and participation of members from each of the seven disciplines in public
health (i.e., public health dentists, physicians, dietitians, and nurses, as well as epidemiologists, health promoters, and environ-
mental health inspectors). The discussion addresses challenges of a national project, the complex organizational framework within
which we were directed to work, and the lessons associated with using multiple sources of data.
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Public health research incorporates both quantitative and qua-

litative paradigms with a common goal for improved health

equity at the population level. Each public health discipline has

a different history grounded in different research paradigms

(Rutty & Sullivan, 2010). For instance, environmental health

and health inspection rely heavily on traditional epidemiology

(Cushing, Morello-Frosch, Wander, & Pastor, 2015), whereas

nursing has a strong background in the development and use of

qualitative methodologies (Holloway & Wheeler, 2010). The

very nature of public health research requires mixed methods

capable of bridging contrasting paradigms and disciplinary per-

spectives (Harrits, 2011).

The debate over what constitutes a mixed methods research

continues (Johnson, Onwuegbuzie, & Turner, 2007). The work

plan developed for the Public Health Leadership Competencies

Project, hereafter called the Project, involved the use of the

following definition: ‘‘Mixed methods studies can either com-

bine methods from different paradigms or use multiple meth-

ods within the same paradigm, or multiple strategies within

methods’’ (Thurston, Cove, & Meadows, 2008, p. 3). A grow-

ing body of literature strongly supports the use of mixed

methods as appropriate and necessary for research quality

(Ivankova & Kawamura, 2010). Much has been written (e.g.,

Johnson & Onwuegbuzie, 2004; Weir & Fouche, 2015) about

research designs that involve the use of mixed methods

research approaches in order to investigate complex problems,

such as those in health care and public health. One challenge of

mixed methods, however, is methodological congruence

(Richards & Morse, 2013; Thurston et al., 2008). Maintenance

of methodological congruence requires deliberate strategies to

ensure that all the elements of the research design fit, from

research question to sampling, recruitment, data collection,

data analysis, and rigor strategies as well as ethical consent.

Strategies such as purposive changes (i.e., revising sampling
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techniques due to low participation rates, using Internet tech-

nology when face-to-face data collection is not possible) and

consistency of standards help maintain methodological congru-

ence. Fletcher and Marchildon (2014) argue that ‘‘trustworthi-

ness can be enhanced by presenting a clear ‘decision trail’ that

describes the appropriateness of the [research method] for the

particular problem under study and for the research proce-

dures’’ (p. 2). Herein lie key considerations when designing a

multiphase project such as discussed in this article. For exam-

ple, how to create opportunities and use standards for clearly

documenting a decision trail, and how to establish deliberate

maintenance of research standards to triangulate research

results and to support trustworthiness for both researchers and

practitioners need to be addressed (Fink, Kosecoff, Chassin, &

Brook, 1991; Powell, 2003; Richards & Morse, 2013). Other

key considerations of mixed methods research designs are:

the relative timing of when each method is carried out (concur-

rently or sequentially) and the emphasis accorded to each com-

ponent for addressing the purpose of the study (whether the

components are equally weighted or whether one is primary

and the other secondary). (Curry et al., 2013, p. 119)

Guest (2013) argues that mixed methods research designs

should focus on points of intersection, that is, a clear identifi-

cation of where, how, and why data intersect. In fact, Guest

(2013) calls ‘‘diagramming critical for the accurate and cogent

description of complex study designs’’ (p. 146). A focus on

process and points of intersection within a mixed methods

research design provides means of accurately describing the

study and identifying critical checkpoints along a study’s pro-

gression. These checkpoints may correspond with markers

along a decision trail and also signal opportunities for iterative

reflection and verification.

Tracy (2010) presents a model for quality in qualitative

research through eight Big-Tent criteria for excellence in qua-

litative research. These comprise a ‘‘worthy topic, credibility,

sincerity, meaningful coherence and ethical research’’ (p. 837).

Morse and Niehaus (2009) describe the point of interface as

‘‘the position in the research process in which the two compo-

nents meet’’ (p. 55). Employing a mixed method research

design is more than simply using two or more research

approaches or parts thereof in a single study. It is the point of

interface of those approaches and the consequent integration of

the results of the various components in the research that makes

the study a mixed methods research design.

Research Design and Method

The study design and methods presented in this article were

used in the Project, with the aim of articulating leadership

competencies for public health practice in Canada. Core com-

petencies exist for public health in Canada (Public Health

Agency of Canada [PHAC], 2008) and discipline-specific com-

petencies also exist; however, a need has been recognized for

leadership competencies specific to public health practice. In

2013, a request for proposals to undertake a national, consulta-

tive investigation to identify leadership competencies common

to all public health disciplines was issued by the PHAC, for

which our funder was the successful applicant.

The partnership developed for the Project included con-

tractual sponsorship from the PHAC with the Community

Health Nurses of Canada, Canadian Institute of Public

Health Inspectors, and Manitoba Public Health Managers

Network. Academic partners were contracted to complete

much of the Project, which was guided by the input of an

Expert Advisory Committee (EAC) and Project Steering

Committee (PSC), consisting of members in leadership roles

in each of the seven disciplines. An important feature of the

Project was the team structure that made available multi-

disciplinary expertise and diverse methodological strengths

among members. The training, research, and practice exper-

tise of members included public health, population health,

psychology, community health, sociology, primary care,

education, anthropology, epidemiology, and qualitative

research methods. In each Project phase, a lead investigator

was chosen who was supported by other members as appro-

priate. The team also was supported by a professional tran-

scriptionist and a professional editor.

Table 1 represents the elements of the Project designed to

support congruence and to elucidate points at which reflection

and decisions regarding Project progress were made. The table

summarizes the components of the research design for the

Project and the research questions(s) for each phase. The four

phases focused on existing literature (literature review),

national input (survey), public health leaders’ feedback (focus

groups), and building consensus regarding leadership compe-

tencies (modified Delphi method). There was also an ongoing

integrated knowledge translation (KT) strategy, and Project

evaluations (midpoint and summative). Each of the phases was

granted ethical approval from the Conjoint Health Research

Ethics Board at the academic partners’ University.

Phase I: Literature Review

Guided by the research questions noted in Table 1, the objec-

tive of Phase I was to identify what was documented in the

published and grey literature about leadership competencies,

leadership qualities, and the enablers and barriers to public

health leadership (Arksey & O’Malley, 2005; Onwuegbuzie

& Frels, 2016). The perceived benefit of the literature review

for the Project was to establish a common foundation of under-

standing among the stakeholders. Published literature was

identified using electronic databases (i.e., MEDLINE,

CINAHL, EMBASE, Global Health, Business Complete

[EBSCO], and PsychINFO) and key words that included lead-

ership, leader, public health, community health, competencies,

and discipline names. Resources were limited to those in Eng-

lish or French printed from 1995 to 2013. Original research,

systematic reviews, and meta-analyses were included. Existing

networks, such as the Project’s EAC, were used to identify and

to retrieve grey literature.
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Tools from the National Collaborating Centre for Methods

and Tools were used to evaluate the strength of the literature

(Vollman, Thurston, Meadows, & Strudsholm, 2014a), but less

robust works were included if they generated helpful insights or

otherwise informed analysis. A three-phase charting process

was used to assess articles, capturing the process via Excel™
spreadsheets. In the first instance, after a calibration exercise,

two research assistants independently assessed 3,228 citations.

Of those citations, 750 were retained. Next, after the calibration

exercise, the retained abstracts (N ¼ 750) underwent a closer

examination for relevance, and 414 citations were retained.

Full-text articles then were retrieved for the 414 articles and

indexed according to country of origin, primary specialty area/

discipline, study type or design, brief summary, and reviewer

comments. Of the 414 articles, 139 peer-reviewed articles were

identified as focused on leadership in public health. The full

texts of the 139 published articles and 68 works from the grey

literature were coded and analyzed using NVivo™ software,

guided by a framework recommended by the PSC (see Bazeley

& Jackson, 2013 for information on the use of NVivo for data

analysis and management).

Desirable personal characteristics of leadership in the liter-

ature were coded for personal qualities; knowledge, skills, and

behaviors; and tasks and activities. Enablers to public health

leadership were classified as personal, organizational, commu-

nity, or system level enablers. Barriers also were coded as

personal, organizational, community, or system level barriers.

The United States, United Kingdom, and Canada combined

to account for three quarters of the retained literature. The most

common topic and discipline represented in the literature was

public health leadership (n¼ 43) and public health nursing (n ¼
41). The qualitative analysis revealed the following themes: the

theoretical nature of the leadership competencies literature; con-

flation of the concepts of management and of leadership; how

leadership and teamwork interface; how public health affects

health outcomes; little mention of equity in the literature; gender

bias toward men in the literature; and a lack of clarity about the

performance or outcomes of effective leadership.

Phase II: Online Multidisciplinary Survey

The next step was to understand what leadership characteristics

(i.e., knowledge, skills, and behaviors), enablers, and barriers

were most relevant to public health professionals in Canada

(Strudsholm, Vollman, & Thurston, 2014). The intended ben-

efit of the survey for the overall Project was to capture a snap-

shot of the views of the public health workforce nationally.

The survey was developed using FluidSurveys™ software

and based on the results of Phase 1, including lists of knowl-

edge areas, skills, behaviors, enablers, and barriers identified in

the literature. Participants were asked to rank the top 5 items in

each list. The opportunity for comments was available in all

components of the survey. An online consent form that

included a link to the survey was distributed widely via

Table 1. Project Components and Associated Questions.

Component of Research Design Research Question

Phase I
A literature review of the published and grey literature on leadership

competencies for public health
� What is the extent of the literature on leadership

competencies for public health?
� What literature exists regarding characteristics, enablers, and

barriers for public health leadership?
Phase II

An online survey targeted at all seven disciplines to identify their
priorities for leadership competencies

� What are the top five knowledge, skills, and attributes of
leaders?

� What are the top five enablers and barriers to public health
leadership?

Phase III
Focus group webinars with nominated leaders in public health in

Canada from the seven disciplines and from all geographic regions
in Canada

� To what degree do public health professional leaders agree or
disagree with the results of the online survey?

� Should anything be added to leader characteristics, enablers
or facilitators, and barriers for public health leadership?

Phase IV
A modified Delphi method using experts in public health and

leadership to converge toward consensus regarding the draft
competencies for leadership in public health

� What is the degree of agreement among nominated public
health leaders across Canada regarding leadership
competencies for public health practice in Canada?

Integrated Knowledge Translation (KT)
Reports to partners throughout the Project including an environmental

scan report containing a summary and interpretation of the data
from the first three phases with draft competencies proposed

� How do the results of the multiple phases compare?

Evaluations
Evaluability assessment established a plan for a mid-point and final

evaluations of the Project using key informant interviews,
document review, and survey methods

� To assess context, process, and outcomes of the Project

Strudsholm et al. 3



e-mail to the membership of seven public health professional

associations, remaining live for 2 months, from November 20,

2013, to January 20, 2014.

Responses were collected from all seven disciplines from

across Canada. There were 821 total responses to the online

survey. One third of respondents reported having worked in

public health for more than 20 years. The greatest proportion

of respondents was frontline workers (42%), 25% identified as

‘‘first line management’’ or ‘‘middle management,’’ and 9%
identified as ‘‘senior administration.’’ The characteristics of

leaders, barriers, and enablers of leadership that were most

often ranked in the top five are in Table 2.

Quantitative analysis showed that participants identified a

unambiguous set of top five characteristics for each list, within

which two or three statements were clearly the most important

statements. Participant comments did not identify any gaps and

affirmed that the choices provided in the survey were compre-

hensive. Recommendations from the research group, based on

the online survey results, comprised development of a glossary

of terms with robust definitions; avoidance of conflation of

leadership with management in the Project; and leveling of the

competencies across a hierarchy of leadership expertise, (i.e., at

novice, intermediate, and advanced levels in public health).

The literature review and online survey provided a foundation

of existing knowledge regarding public health leadership com-

petencies in Canada. Further clarification of the results of

Phases I and II then was sought in Phase III through focus

group discussions.

Phase III: Focus Group Discussion

The Phase III objective was to assemble responses from recog-

nized leaders in public health about the results of the online

survey (Table 2) and to capture details about the context of

public health leadership. Data collection was undertaken using

a focus group technique (Meadows, Strudsholm, Vollman,

Thurston, & Henderson, 2014). Participants for the focus

groups were nominated by members of the EAC as being

experts in public health. The 92 nominees were from across

Canada and worked at all levels of the public health hierarchy.

Four focus groups were planned, originally with the intent that

each group would consist of one or two disciplines in public

health. Although it was recognized that recommendations for

focus group sample sizes varied from 6 to 12 participants

(Baumgartner, Strong, & Hensley, 2002; Johnson & Christen-

sen, 2013; Krueger, 2000; Langford, Schoenfeld, & Izzo,

2002), for practical reasons, it turned out that groups of six to

eight were more feasible for planning across Canada’s multiple

time zones.

Recruitment for each focus group was undertaken through

an e-mail invitation to nominees that briefly described the

overall Project and provided a summary of the online survey

results. A copy of the University-approved consent form also

was sent with the invitation. When agreement to participate

was confirmed, a tally of preferred times was conducted and

the one chosen by the majority was selected. All those who had

agreed to participate were then notified of the scheduling of

their focus group. The day before the scheduled focus group, a

reminder was sent to participants along with a request to review

the summary points beforehand.

Informed consent was obtained orally at the beginning of

each focus group. The focus groups used Chorus Call™ tech-

nology to support visuals through Power Point slides to com-

municate results from the online survey, and a conference call

center for the audio portion. The technology audio recorded all

of the focus groups. Members of the Project EAC participated

in pilot tests of the focus groups in order to ensure that issues

that might arise during data collection could be addressed

beforehand.

Recruiting participants was a key challenge for this phase.

In spite of sending follow-up reminders and receiving signed

consent forms from those who stated that they would partici-

pate, each focus group had members who did not show up. As it

became apparent that the number of participants was going to

be low, the research team decided to invite all nominees again

and added a fifth focus group. A total of 27 people participated

from a sample of 92 nominees (29%). Although some focus

groups had as few as three participants, discussion was lively

and included suggestions for additions to the lists of top five

characteristics of leaders as well as questions for clarification

of some of the summary points. Standard methods of qualita-

tive data analysis included identifying codes in each line or

sentence, combining codes into categories, and identifying

themes in the data (Charmaz, 2014; Crabtree & Miller, 1992;

Downe-Wamboldt, 1992; Miller & Crabtree, 1994; Morse &

Field, 1995; Simons, Lathlean, & Squire, 2008; Thurston et al.,

2008). Because all members of the team had previously used

QSR NVivo10™ software, the tool was used to support data

management and analysis. The software provides a platform for

multiple team members to access and to comment on the anal-

ysis: it posed a clear advantage because our team was located in

diverse geographical locations during the focus group phase.

Our research assistant who was new to the Project at this

phase and who brought an outside perspective undertook the

initial coding. Summaries based on this coding then were

reviewed by two other team members. This was followed by

team meetings and further coding to discuss initial results

(Thurston et al., 2008). We compared the results of the focus

group discussions with those of the online survey as part of the

process. As we moved to interpretation, the team meetings

continued, including reflection from additional reading of the

transcripts, disciplinary perspectives, and drawing on relevant

literature. As part of the final interpretations and report writing,

we explored congruence of the Phase III results with those of

Phases I and II. Because the team remained geographically

dispersed (from Africa to northern Canada), Internet technol-

ogy (i.e., Skype™) also was an important resource to the Proj-

ect. In each focus group, the participants stated that the

organizing framework used (Table 2) to categorize competen-

cies was an impediment rather than a furtherance to under-

standing the identified competencies. There was much

discussion about differences among personal, occupational,
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and macro-level facilitators and barriers, with issues includ-

ing personal agency raised. Participants identified competen-

cies that needed to be added to those in the survey results and

requested clarifications to some items. Particular concern was

stated by focus group participants that knowledge of critical

social theory was not identified as a necessary factor in the

competencies. The issue of participants’ perspectives was

raised in a team discussion noting that focus group

participants were recognized by peers as representing high-

level public health personnel, whereas the online survey had

the highest percentage of response from frontline public

health personnel.

The results of the focus group phase of the Project illustrated

a general agreement of participants with the top five character-

istics in each list that was generated in the online survey;

revealed a need for more clarity in articulating the top five

Table 2. Top Five Public Health Leadership Characteristics, Enablers/Facilitators, and Barriers for Public Health Leadership.

Characteristics of Leaders in Public Health

Knowledge Areas Skills Behaviors

1. Population and public
health

2. Determinants of health
3. Values and ethics
4. Health demographics

and outcomes
5. Inequality, inequity, and

social justice

1. Communicates clearly and transparently
2. Supports, empowers, builds capacity
3. Has systems/critical thinking skills
4. Builds consensus, mobilizes, has negotiation/

mediation skills
5. Uses evidence-based decision making

1. Serves as a catalyst; builds partnerships,
coalitions, and capacity; and shares leadership

2. Is accountable
3. Demonstrates drive, motivation, forward

thinking
4. Engenders rapport and trust
5. Models and mentors

Barriers to Public Health Leadership

Personal Organizational Macro-level

1. Colleagues and team
members who are
overloaded, overwhelmed,
unresponsive, self-
interested, passive

2. Organizational context
and setting; lack of trust in
the organization

3. Lack of political power;
lack of political skills to
influence policy

4. Lack of mentoring; lack of
education or training;
limited opportunities for
continuing education

5. Underutilization of
evidence to inform
decision making both in
strategy and developing
performance indicators

1. Organizational structures that do not align
with professional values and priorities

2. Competition between clinical care and
public health mandate

3. Absent culture of improvement; lack of
organizational support for evidence-based
practice and barriers to evidence uptake

4. No dedicated time for leadership (including
time for training and health promotion
work)

5. Unclear mission; misalignment of goals,
objectives, and incentives

1. The public health sector is a small part of the
larger health care system with competition
between curative and preventative activities

2. Outcomes of diminished funding; challenges
for adequate funding of public health
infrastructure, including technology

3. Lack of supportive legislation in some areas;
legislation and public policy that affect
population health outcomes

4. Sustainability of programs and efforts in the
public health sector

5. Low visibility of public health practitioners

Enablers to Public Health Leadership

Personal External

1. Are empowering; enable
others by providing strong,
unwavering support

2. Are champions for public
health principles, actions,
and interventions

3. Are responsive and
accessible

4. Are able to engender trust
5. Have credibility, are

opinion leaders

1. Organizations that value leadership at all levels and acknowledge, recognize, and take advantage of
its formal and informal leaders

2. Organizations that foster trust through ongoing and transparent communication
3. Sustainable funding at system and community levels to maintain community engagement and

population health programs
4. Mentorship and succession planning; professional development and networking support
5. Organizational empowerment of leadership vision; strategic and tactical support for the vision (e.g.,

built-in support for vision in organizational planning and performance indicators)

Strudsholm et al. 5



characteristics; questioned whether some of the enablers and

barriers were really two sides of the same coin; and expressed

serious concern with the organizing framework. As a conse-

quence, the team investigated alternative frameworks for clas-

sifying the competencies and generated recommendations to

address ambiguities. We also recommended that a glossary of

terms accompany any future work on the Project.

Phase IV: Modified Delphi Process

The desired outcome of the modified Delphi process was a set

of leadership competencies for public health practice that rep-

resent the shared opinion of public health professionals across

seven public health disciplines in Canada. The intended benefit

of the modified Delphi process was to engage leaders in public

health with the leadership competencies. Phase IV addressed

the question: ‘‘What is the degree of agreement among nomi-

nated public health leaders across Canada regarding leadership

competencies for public health practice in Canada?’’ Specifi-

cally, the Delphi process engaged a panel of public health

experts in a facilitated reflection on the results of work under-

taken thus far in the Project and the meaning of public health

leadership in Canada as put forth by PHAC:

Leadership is described in many ways. In the field of public

health it relates to the ability of an individual to influence,

motivate, and enable others to contribute toward the effective-

ness and success of their community and/or the organization in

which they work. It involves inspiring people to craft and

achieve a vision and goals. Leaders provide mentoring, coach-

ing and recognition. They encourage empowerment, allowing

other leaders to emerge. (PHAC, 2010, { 28)

The Delphi process is a flexible group facilitation tech-

nique that uses an iterative multistage process. It is designed

to transform opinion into group consensus through several

rounds of structured questionnaires or surveys (Hasson &

Keeney, 2011). In this Project, the Delphi panelists were

asked to participate in three Delphi rounds in which they

completed an online survey designed to collect both qualita-

tive and quantitative data. In each round, an e-mail invitation

was sent to each panelist and included a consent form and

link to the online survey. Informed consent was implied by

willing participation in the survey.

The Delphi survey presented a set of draft leadership com-

petencies for public health practice. Each item in the survey

contained a description of a competency statement followed by

a 5-point Likert-format scale that allowed panelists to indicate

the strength of their agreement regarding whether the compe-

tency is required to meet the accepted definition of public

health leadership. Between each round, the competency state-

ments were revised based on qualitative and quantitative anal-

ysis of the ratings and comments received from the panelists.

Competency statements with which less than 80% of the pane-

lists agreed were revised to reflect their comments and sugges-

tions. In subsequent Delphi rounds, the panelists were

presented with the revisions and were asked to rate the revised

competency statements.

The Delphi panelists were recruited from the membership of

each of the associations representing the seven participating

disciplines and other public health professionals as identified

by the Project’s EAC. The aim was to recruit at least 10 pane-

lists from each discipline, with 73 panelists being recruited in

total (Wall, Strudsholm, Vollman, & Betker, 2015). Participa-

tion rates varied throughout the Delphi: 71% (n¼ 52) in Round

1, 74% (n ¼ 54) in Round 2, and 66% (n ¼ 48) in Round 3.

After three rounds of the survey, the Delphi panelists achieved

consensus on all of the 49 competency statements that were

presented. After Round 1, seven competency statements were

revised. After Round 2, one competency statement was revised.

No revisions were required after Round 3, because consensus

had been achieved among the panelists.

Once the Delphi process had been completed, including a

report of the results to the PSC, the data collection role of

this Project was complete. The next steps will be for the

Project leaders to determine a knowledge transfer and dis-

semination plan. This plan will guide the process of disse-

mination among the seven disciplines of public health in

Canada across the country and across the many levels of

public health practice.

Integrated KT Strategies

The integrated KT strategies consisted of several reports

throughout the Project. A primary example was the Environ-

mental Scan report. The objective of this report was to deter-

mine how the results from the Project’s Phases I to III

compared (Table 1). The intended benefits of this KT strategy

were to foster stakeholder engagement and to support a com-

mon understanding of the Project’s progress.

To synthesize the results of the three phases of the Project,

team members first mapped the top five characteristics, skills,

and behaviors from the literature review. Then, members

reviewed the additions and clarifications brought forward from

both the online survey and the focus group discussions. In some

instances, the additions resonated with the 10 statements orig-

inally included as the online survey options. In other instances,

new viewpoints emerged that required further investigation. At

this point, another search of the literature was undertaken to

ensure that the most up-to-date material was included (it had

been a year since the review was initially conducted) and to

interrogate any new concepts that had arisen during the Project

(Vollman, Thurston, Meadows, & Strudsholm, 2014b).

It became evident that the organizing framework provided

to the team at the outset of the Project (knowledge, skills,

behavior, enablers, and barriers) was not robust enough to cap-

ture characteristics of leadership competencies. The notion of

framing the competencies in terms of who leaders are (i.e.,

what they bring with them to the practice of leadership such

as affective skills), the breadth of leaders’ knowledge (i.e., in

addition to the public health knowledge, such as change man-

agement, creative, and critical thinking [cognitive] skills), how

6 International Journal of Qualitative Methods



leaders perform their roles (i.e., how they act to engender trust,

to communicate, and to lead change), and the outcomes of

leadership (i.e., motivation and inspiration that enable public

health work to be successful) was deemed more appropriate.

This allowed us to take into consideration the broader social

context in which public health leaders work and to de-

emphasize the individual characteristics foregrounded by the

framework.

Because successful public health work is measured not only

by population health status but also by reduction in inequity,

we assessed the PHAC (2010) definition of leadership in public

health and found it wanting with regard to the ultimate outcome

of public health leadership. Our recommendation was that

PHAC should amend its definition of leadership in public

health to include the desired outcomes of public health leader-

ship (i.e., equity, social justice, engagement; Vollman et al.,

2014b).

As our analysis in the environmental scan advanced, lead-

ership competencies for deliberation in the Delphi process were

drafted. It was noted that in order for the public health sector to

communicate across the health care system, with reference to

leadership, it needs to use familiar language. Therefore, a

broadly based organizing framework would be beneficial. A

Canadian leadership competency framework had been located

during the literature search; and when compared to the results

of Phases I–III, there was overlap. As a result, the LEADS

model (Canadian College of Health Leaders, 2013) was recom-

mended to frame the competencies for leadership in public

health. This recommendation was intended as a means to

improve cross-sector communication and to reduce competi-

tion, a major concern raised in Phases I through IV of the study.

Further, the public health community might contribute to the

LEADS framework by providing specific public health exam-

ples for discussion and by supporting public health leadership

development in a multisectoral context.

Evaluations

The research design included evaluation at two points in the

Project. The first was designed to provide a midterm evaluation

to give feedback on reaching the objectives of each of the

phases reported here. The second evaluation is ongoing and

designed to assess the final outcomes of the project as outlined

in Table 1. The evaluations also represent vital sources of

information that provide feedback to the funders, EAC, and

PSC regarding the current state of knowledge, expectations and

attitudes toward the content, and the development process of

public health leadership competencies.

The plan for evaluation of the Project began with what is

referred to as an evaluability assessment (EA; Casebeer &

Thurston, 1995; Davies & Payne, 2015; Wholey, Hatry, &

Newcomer, 2010) at the beginning of the Project. The intended

benefit of the EA was to reach agreement on goals and objec-

tives of the Project and what an evaluation would support. The

lead academic partner reviewed the research proposal for the

Project, the logic model prepared by the applicants, and the work

plan produced early in the Project development. Based on these,

a description of the Project was written that included stake-

holders, the governance structure, key definitions used, the goal

and objectives, underlying assumptions in the logic model, and

processes described as part of the Project. Some inconsistency in

terminology was identified and a recommendation to change the

end goal of the Project was made. A meeting was held via

teleconference with the PSC that included representatives of the

three partner organizations, the Project consultant, and the lead

academic partner. The goal of this meeting was to gain consen-

sus on the topics in the EA report. Consensus was achieved,

including the goal change, and the elements of the EA became

the introduction to the evaluation proposal.

The evaluation was designed to be participatory; thus, a

proposal was drafted and circulated to the PSC for comments

and suggestions that were later incorporated. The evaluation

questions investigated the effectiveness of the Project manage-

ment or governance structure for engaging the seven disci-

plines and whether the short-term and intermediate objectives

of the Project were met. It was divided into two stages so that

an interim assessment of the Project would be made and the

leaders could use the information to make any changes in gov-

ernance or engagement strategies that were central to meeting

the Project goals.

As indicated earlier, the EA assisted in clarifying the Project

in the early stages. Another outcome of the EA was clarifica-

tion of the academic partner roles vis-à-vis some of the Project

phases. The first phase of the evaluation methodology involved

use of document review and telephone interviews with the key

stakeholders representing the PSC and the seven disciplines.

The interim evaluation reported on the importance of

strategic communication with various disciplines as a means

of getting stakeholders ‘‘charged up about this exciting work’’

so that they in turn, could ‘‘charge up others’’ and contribute to

the Project’s momentum and eventual uptake of competencies

(Henderson, Thurston, & Strudsholm, 2014, p. 9). The Project

could benefit with a clearer definition of what was expected

from the discipline representatives on the EAC to address role

ambiguity among the representatives. Regular, and ideally in

person, consultation was identified as means with which start

conversations about ‘‘what are you going to do with these

competencies’’ (Henderson et al., 2014, p. 8). Such conversa-

tions were regarded as important means to secure long-term

stakeholder investment and Project uptake. Overall, the evalua-

tion results suggested that continued support of meaningful

engagement with EAC was essential in order for the Project

stakeholders to gain in-depth knowledge about processes, a

more comprehensive understanding of project’s progression,

and to support uptake of competencies.

The final evaluation is currently in progress, involving docu-

ment review, survey, and telephone interviews with all members

of the PSC and EAC. The interviews for the final summative

evaluation are in process at the time of writing. Once the results

are collated and report drafted, it will be circulated to the PSC.

Discussion of the report resulting from a teleconference will serve

as additional data for the final evaluation report.
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Discussion

The mixed methods research design used in the leadership

Project was necessary in order to address the complex character

of leadership in a multifaceted public health context. One of the

key elements of public health is improved health equity at the

population level; therefore, equity among the seven disciplines

was viewed by the academic partners as a principle to be upheld

in the design. This principle, in addition to the research questions

under examination, demanded a carefully planned mix of data

collection strategies and their attendant techniques for each

Table 3. How Mixed Methods Research in the Project were a Benefit.

Component of Research Design Intended Benefit Observed Benefit

Phase I
Mapping of disciplinary and Public Health

Agency of Canada (PHAC) competencies
A literature review of the published and grey

literature on leadership competencies for
public health

To establish common ground among
stakeholders by:
� Identifying commonalties across

disciplines
� supporting a shared understanding

about what is and is not currently
known about the topic

� establishing a shared vocabulary
and definition of terms

Identified lack of identification of and/or clarity on
leadership competencies in public health

Identified the Project’s assumptions:
� Competencies comprise knowledge, skills,

and abilities
� Leadership competencies can be learned

Supported development of a shared vocabulary
� Identification of the need for a glossary of

terms
� Seized opportunity to correct conflation of

the terms ‘‘leadership’’ and ‘‘management’’
Phase II

An online survey targeted at all seven
disciplines to identify their priorities for
leadership competencies

To capture a snapshot of the public
health workforce’s opinion that
included the scope of public health
practice

Received input across the country, from all PH
disciplines, at all levels of organizations, at all
points across career trajectories

To ensure practitioners were engaged
in the Project

Phase III
Focus group webinars with nominated leaders

in public health in Canada from the seven
disciplines and from all geographic regions in
Canada

To capture details about context of
leadership competencies for public
health.

Gained insight into the breadth of public health
practice by capturing local issues with regard to
leadership competencies across the country

Phase IV
A modified Delphi method using experts in

public health and leadership to converge
toward consensus regarding the draft
competencies for leadership in public health

To engage leaders in public health with
the leadership competencies

Received national input, from all PH disciplines, at
all levels of organizations, at all points across
career trajectories

Integrated Knowledge Translation (KT)
Several reports throughout project
For example, a final synthesis report containing

a summary and interpretation of the data
from the first three phases, with draft
competencies proposed

Foster stakeholder engagement and
accountability
� Formalize stakeholders’ input by

including their feedback before the
final report

Served as checkpoint for degree of stakeholder
engagement and accountability
� Identified where additional clarification

needed in reports

To support common ground among
multiple stakeholders

Developed platform for shared understanding of
the Project’s progress and recommendations:
� LEADS Framework for leadership

competencies
� ongoing support of a glossary of terms

(shared vocabulary)
Evaluations

Evaluability assessment (EA) establishing a plan
for a mid-point (discussed in this article) and
final evaluation of the project using key
informant interviews, document review, and
survey methods to assess context, process,
and outcomes

EA to reach agreement on goals and
objectives of the project and what an
evaluation would support

A formal evaluation can help keep multiple
stakeholders on track

Midterm evaluation to provide feedback
on reaching objectives

EA limited projected outcomes and scope of
project, clarified goals, and objectives and logic
model

Final evaluation to provide lessons for
future projects and way forward to
meet long-term goals

Allowed key stakeholders to speak openly to RA,
providing feedback that might not be shared at
EAC or PAC

Final evaluation ongoing
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phase of the Project. Methodological congruence was essential

to the Project, as was methodological purposiveness (Richards &

Morse, 2013). McDaniel, Lanham, and Anderson (2009) have

noted that research proposals are the recipes that are submitted

for review and funding; once researchers are in the field, the

proposal serves as a compass as the everyday circumstances and

the context of field work is negotiated; therefore, the proposed

Project evaluation that began with an EA rather than assuming

agreement on what it would accomplish was an essential part of

the Project, as was the integrated KT.

The multiphased research design was considered a benefit to

the complex nature of the Project. Not only were the multiple

phases required to address the long list of research questions

(Table 1); each phase also was intended to benefit the Project’s

stakeholders’ interests in different ways. Table 3 compares the

intended and observed benefits of each phase of the Project.

Challenges in this Project were abundant—in no small part

relating to the fact that public health in Canada brings together

seven disciplines. Throughout the study, busy health practi-

tioners were asked for participation (whether for the online

survey or the focus groups). At times, practitioners were asked

to reflect on their work and the guiding principles, values, and

ethics that are not often explicitly articulated. One of the chal-

lenges for public health leadership identified from the results

was the frequent work overload and burnout among public

health professionals. Although public health personnel

expressed excitement about the Project, that excitement did not

always translate into participation.

Miller, Crabtree, Harrison, and Fennell (2013) identify the

advantages of a fully integrated mixed methods research

model, wherein all activities—including resource allocation

and sharing, project and measure design, data collection, anal-

ysis, interpretation, dissemination, and so forth—require colla-

boration by and active engagement of every member of the

research team. This is illustrated throughout our study, among

other approaches to mixed methods research by Bowers et al.

(2013) in the context of health services research. The Project

team’s varied backgrounds drew together a number of lenses

that allowed us to examine data and to develop interpretations

that integrate several disciplinary perspectives. Continual mon-

itoring of phases of the Project and a detailed work plan

ensured that budgeted resources—both time and money—were

available as needed. All team members were cognizant of the

imperative to meet timelines to facilitate the cumulative phases

of the Project. The EAC and PSC members were frequently

updated with regard to progress of the phases as an important

feature of transparency of the Project. Regular communication,

including reminders of deadlines, fostered collaboration and

engagement.

Neither the literature, nor the survey, nor the focus groups

provided a complete picture of leadership competencies for

public health practice. Different data sources investigated dif-

ferent theoretical and experiential sources, offering a rich anal-

ysis of competencies in a specialty field. Through iterative

reflection on the analyses undertaken to this point, adoption

of a more suitable framework occurred. The LEADS

framework reflected an attempt to present a more parsimonious

organization of both competencies and context of public health

leadership through three prongs: personal qualities (both affec-

tive and cognitive), process competencies (actions), and out-

comes (positive workplace culture). The Delphi phase of the

Project was intended to refine further our understanding of

leadership competencies.

The challenges of this national, complex, multidisciplinary

Project were well served by the use of a mixed methods

research design. The study provided a responsive research

strategy that could reach a national, diverse, and busy popula-

tion of public health professionals. Furthermore, the design

supported integrated KT among Project partners. The Project

was flexible enough to meaningfully incorporate consequent

knowledge development. Mixed methods provided an alterna-

tive to rigid approaches that confine researchers to single para-

digms (Harrits, 2011). The Project design supported a dynamic

research approach that parallels the dynamic reality of public

health practice in Canada.
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