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Abstract
Purpose – This paper aims to explore users’ perceptions of whether the Leadership Development Impact
Assessment (LDI) Toolkit is valid, reliable, simple to use and cost-effective as a guide to its quality
improvement.
Design/methodology/approach – The Canadian Health Leadership Network codesigned and
codeveloped the LDI Toolkit as a theory-driven and evidence-informed resource that aims to assist health-care
organizational development practitioners to evaluate various programs at five levels of impact: reaction,
learning, application, impact and return on investment (ROI) and intangible benefits. A comparative
evaluative case study was conducted using online questionnaires and semistructured telephone interviews
with three health organizations where robust leadership development programs were in place. A total of
seven leadership consultants and specialists participated from three Canadian provinces. Data were analyzed
sequentially in two stages involving descriptive statistical analysis augmented with a qualitative content
analysis of key themes.
Findings – Users perceived the toolkit as cost-effective in terms of direct costs, indirect costs and
intangibles; they found it easy-to-use in terms of clarity, logic and structure, ease of navigation with a
coherent layout; and they assessed the sources of the evidence-informed tools and guides as appropriate.
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Users rated the toolkit highly on their perceptions of its validity and reliability. The analysis also informed the
refinement of the toolkit.
Originality/value – The refined LDI Toolkit is a comprehensive online collection of various tools to
support health organizations to evaluate the leadership development investments effectively and efficiently at
five impact levels including ROI.

Keywords Leadership development, Toolkit, User experiences, Evaluation

Paper type Research paper

Introduction
Effective leadership is essential in promoting a positive culture, enhancing the quality of
care, improving patients’ outcomes and ensuring the success of health-care organizations
(Sfantou et al., 2017; Dickson and Tholl, 2020). To this end, health-care organizations have
invested in leadership development (LD) initiatives and programs to build capacity and
effectiveness at the individual, team and organizational levels (Dickson and Van Aerde,
2018).

LD programs and initiatives used in different health-care settings vary in terms of the
length, cost and objectives. As a result, the evaluation of the programs was frequently
reported as complex and challenging often failing to connect to key outcomes (Phillips et al.,
2015a). Specifically, the literature highlights the difficulty of measuring the impact of
complex interventions (Streatfield and Markless, 2019; Davys et al., 2017; Dave et al., 2021;
Moldoveanu and Narayandas, 2019; Hopkins, and Meyer, 2019) and on moving beyond
process-type of evaluation (Dave et al., 2021; Davys et al., 2017). Challenges include but are
not limited to the lack of evaluation skills and resources for organizations (Davys et al.,
2017), a paucity of rigorous evaluations of LD programs to use as comparisons (Joseph-
Richard and McCray, 2022) and difficulty in quantifying the return on investment (ROI) for
programs (Day et al., 2021). Also critical is the need for more comprehensive multimethod,
multilevel, systematic and robust evaluations including a focus on outcome and impact
(Collins and Denyer, 2008; Dave et al., 2021; Jeyaraman et al., 2018; Newstead et al., 2020;
Njah et al., 2021; Wallace et al., 2021). This ongoing challenge was also stressed in a King’s
Fund review, which highlighted the lack of literature on the effectiveness of the LD
programs and called for the need for evidence-based approaches to ensure ROI (West et al.,
2015).

To address these gaps, the Canadian Health Leadership Network (CHLNet), a coalition of
40þ organizations (called Network Partners) who gather to build health leadership capacity
and capabilities across Canada, developed a toolkit of resources, tools and guidance to
facilitate organizational efforts to determine the impact and effectiveness of a wide variety
of LD initiatives at different levels of evaluation.

CHLNet leadership development impact toolkit
The development of the LDI toolkit
In 2015, CHLNet initiated a project to design and develop a centralized LDI Toolkit. In the
process of CHLNet’s consultations and presentations to its network partners [1], it becomes
clear that the ROI in LD is neither known nor clear for Canadian health-care organizations.
Without such data, investment in LD programs is difficult to procure. Thus, the CHLNet’s
LDI Toolkit was developed to adhere to the following criteria: evidence-based, simple to use,
customized to different clients and programs and cost-effective. Because most organizations
invest in LD to improve individual leadership capability and build collective leadership
capacity in an organization aimed at creating healthy workplace cultures (Dickson and
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Tholl, 2020), the toolkit focused on leadership both at the individual (leader) development as
well as organizational (leadership) development, something that is often not done in LD
evaluations (Wallace et al., 2021).

The toolkit was developed in three stages. First, the Research and Evaluation group took
on the role of a steering group. They appointed project team leads and the leads then
engaged other experts from member partner organizations as required. A deep dive into the
literature on leadership development, evaluation of education programs, and methodologies
relative to determining the ROI of leadership development programs was undertaken to
inform the framing of the project (https://chlnet.ca/ldi-toolkit-2). Second, the Research and
Evaluation group commissioned a study undertaken by the Centre for Health Innovation at
the University of Manitoba to “scope out” the dimensions of such a project (Jeyaraman et al.,
2018). This work helped the project team to design a schema for the toolkit that became the
focus of its development. Third, the CHLNet project team partnered with the ROI Institute of
Canada, which provided advice, guidance and additional materials that were used to
augment resources. Toolkit was developed using the Phillips ROI MethodologyTM: Levels of
data and guiding principles (Phillips et al., 2015a, 2015b). The toolkit was designed for online
access for member partners only.

The content of the LDI toolkit
The LDI Toolkit illustrates four main steps, including laying the foundation, assessing
outcomes, evaluating impact and determining ROI to elucidate the evaluation process of LD
programs. Each step includes guidelines, templates, tools, downloadable sources and
exemplars of the implications of tools. Figure 1 outlines the LDI Toolkit steps with the tools,
which are organized under each step. The examples of the instruments include the validated
and reliable tools (e.g. ISA Engagement Scale and Organizational Empowerment Scale) and
the tools (e.g. the ROI Institute’s Level of Data and Evaluation and Methods to Convert
Impact Measures to Monetary Values) adapted from the ROI Institute Canada, which have
been field tested and validated (ROI Institute Canada, 2022). Features which differentiate the
LDI Toolkit from other existing toolkits and resources are: its logical format and navigating
web pages based with concise information rather than a document with information
overload; its user-friendly focus including instructions, tools and examples for all levels of
impact evaluation levels specific to health care; and supporting users by the availability of
consultation with the ROI Methodology specialist for complex LD programs. Figure 1
provides an overview of the components of the toolkit.

The evaluation of the LDI toolkit
The toolkit evaluation and refinement was an iterative process that occurred through twomain
pathways. The evaluation of the toolkit began from the start of the LDI Toolkit development in
an evolving and enduring manner. Once the toolkit was designed, CHLNet subsequently
commissioned a formative evaluation of its utility – i.e. did it meet the criteria established by
the project team? To do so, the toolkit was evaluated by expert users, which is the focus of this
study. Prior to users’ evaluation, the toolkit was reviewed by the Research and Evaluation
Working Group comprised of field experts using a consensus approach to assess content
validity (Crawford and Kelder, 2019), and then it became available online on the CHLNet
website with the involvement of a web designer. The evaluation of the LDI aimed to:

� evaluate the properties of the LDI Toolkit to determine whether the toolkit is
perceived elegantly simple, valid, reliable and cost-effective; and

� guide the refinement of the toolkit.
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To assess whether the toolkit goals were achieved, the assessment focused on five levels of
data collected during the implementation of a program, including 1) reaction, 2) learning,
3) application, 4) impact and 5) ROI and intangible benefits (Phillips et al., 2015a; Phillips
et al., 2015b; ROI Institute Canada, 2022).

Methodology
Amultimethod comparative evaluative case study of user experiences was conducted using self-
administered questionnaires and semistructured interviews (Aberdeen, 2013; Fletcher et al., 2015)

Figure 1.
Overview of
leadership
development impact
toolkit components
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in three health organizations across three Canadian provinces where robust leadership
development programs were in place. Users’ and stakeholders’ perspectives have been
taken into account in the literature to address the ease of use (Connell et al., 2021), cost-
effectiveness (Jones Rhodes et al., 2018; Feldman et al., 2020), validity (Connell et al., 2021;
Lusiana et al., 2011) and reliability components (Eliasson et al., 2021; Møller and Wiberg,
2020).

To be included in the study, pilot sites: could be any association representing health
professionals in a province, or any provincial health services authority in Canada that:

� planned to make substantial investments into LD programs between 2017 and 2018;
� aimed to evaluate the impact of the LD programs; and
� volunteered to use the toolkit to measure outcomes and impacts of their LD

programs and provide feedback.

Site and program information
Three sites in three provinces in Canada: Nova Scotia, Saskatchewan and British Columbia,
met the criteria for selection. In the pilot sites, for each respective target group, as noted
below, varied interventions were used (see online supplementary Table S1) via different
delivery strategies (i.e. classroom-based sessions, individual and group coaching sessions,
e-learning, triad learning, action learning projects and online collaborative virtual
platforms). Class size and mix of participants (health professionals, level of leader) varied
widely among the sites and included:

� 24 physicians with different specialties and different backgrounds from different
regions;

� 59 existing and aspiring managers, directors, physician leaders and program team
leads who sought experiential learning and stretch opportunities to enhance
personal leadership and maximize their potential within teams; and

� 48 managers who were within the first 18 months of their initial appointments.

Data collection
Data collection was carried out in two phases in the Spring and Fall of 2018. A total of seven
leadership consultants and specialists, who had master’s level degrees and additional
leadership/management related certifications and engaged with LD programs planning and
evaluation, were involved with the collection of data across the two phases after their virtual
orientation sessions and using the online toolkit.

Phase 1: The first-round data collection was conducted between April and May 2018;
data were collected using a questionnaire administered via telephone interviews, taking up
to 90min.

To establish face validity and content validity, the questionnaire was developed based on
a literature review and eight expert ROI steering group member consultation and pretesting.
The questionnaire included 40 Likert-scaled (10-point) [2] open-ended questions and
subquestions that were divided into five main sections:

(1) characteristics of the site and program in which the toolkit were used.;
(2) perspectives on the validity and reliability of the toolkit;
(3) perspectives on the ease of use of the toolkit (i.e. clarity, logic and time required to

understand the toolkit and if an assistant was required);
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(4) views on the cost-effectiveness, including direct costs, indirect costs [3] and
intangible benefits, [4] compared with: the cost of hiring a consultant and the time
that they would have spent to find, to learn and to use alternative tools; and

(5) overall evaluation and feedback.

Phase 2: The second round of mixed methods data collection was carried out in Fall 2018.
The same participants in one site were available to take part in Phase 2, whereas
participants of the two other sites differed from the first round. A modified version of the
Phase 1 questionnaire was used to ensure that the questions are measuring the properties of
the toolkit over time and applicability when it was used to assess the LD programs at higher
impact levels.

Data analysis and synthesis
Data were first analyzed based on demographic information regarding each site and its
programs, and with attention to the objectives of the study: perspectives on validity,
reliability, ease of use and cost-effectiveness of the LDI Toolkit. Likert data were analyzed
descriptively using mean values, frequency, percentage and cumulative frequency
distribution of the measures gathered in the surveys. Data were graphically depicted across
the three participating sites for interpretation.

The qualitative analysis was performed through an iterative content analysis process.
To this end the interviews were audio recorded and transcribed verbatim. The coding
process began after the first interview was transcribed. Upon completion of coding for all
transcripts, we then developed themes within and across the cases. Two types of themes
were involved, emerging (e.g. all in one place, well-organized online format) and priori
themes (e.g. time invested in understanding the toolkit, challenges users experienced). We
then created overarching themes for each perceived quality dimension of the toolkit and
areas that required further improvement.

The results of each phase were distributed among the ROI Steering Group team.
Frequent meetings were held with team members to discuss the results and make effective
and collective plans through brainstorming to refine the toolkit and its evaluation.

Ethical considerations
Participants voluntarily took part in this study and provided consent for the audio recording
before the commencement of the data collection. Data collection was conducted at the time
per suggestion by leadership consultants. Participants’ quotes are presented anonymously
and only aggregated quantitative data are reported to ensure confidentiality. Data related to
the LD programs are presented with no identity information. In consultation with the
University of Ottawa Research Ethics Board, it was deemed that a review was not required
given the evaluative nature of the research.

Findings
Project participants
Figure 2 shows an equal number of participants in the two phases of this study who identify
as men or as women in the LD programs in one site but a higher number of women in the
other two sites than men. One participant recognized this imbalance as its recruitment pool
contained a high number of nurses, who themselves disproportionately identify as women.
Regardless of varying distribution, all participants stated that gender was not a criterion for
participation in the study.
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Toolkit features used
In general, the organizations invested in LD programs to improve individual leadership
capability and collective leadership capacity in the organization. Table 1 shows the tools
chosen by the pilot sites to evaluate the LD programs. The pilot sites chose to use the toolkit
to measure the impact of the program specifically to:

� measure the effectiveness of the components of the program, to be able to continue
in subsequent years;

� make continuous improvements in the program content/delivery;
� forward results to the stakeholders; and
� help their organization develop.

Analysis of two rounds and types of data collected address two overarching areas: the
evaluation of the toolkit and the aspects of the toolkit requiring further refinement identified
through low scores on the Likert-scale data and the qualitative data that provide specific
suggestions for improvement.

Evaluation of the LDI toolkit
Decisions to use the LDI Toolkit were influenced by two main attributes: its
comprehensiveness and the quality of the tools it encompassed.

The perceived comprehensiveness of the toolkit. The toolkit provides guidance helping
the user to assess the process of evaluating the programs effectively and systematically in
that it:

� guides users in identifying different types of information (e.g. indicators,
intangibles);

� guides users in constructing their customized measurement plan and evaluation for
the used programs;

� contains a guide to help users to identify, select and use the most appropriate tools;
� provides users options to find, choose and use questions that they may need to

develop a tailored approach;
� equips users to collect data throughout the program and after completion of the

program;
� encourages leaders to get involved with the program; and
� presents tools that could be used for each desired impact level, including level 1

(reaction and planned action), level 2 (learning and confidence), level 3 (application
and implementation), level 4 (business impact) and level 5 (ROI), and intangibles.

Figure 2.
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While the pilot sites collectively intended to evaluate all the impact levels, the sites
individually varied in their preferred impact levels to measure. Organizations most desired
to measure level 4 (all three sites) followed by level 5 (two of the sites).

The outcomes showed that despite the primary desires, the total number of tools selected
by all the sites collectively were most for level 3 (application), then followed equally for level
1 (reaction) and level 4 (impact). These tools consisted of the reaction questionnaire, self-
assessment application, action plan, level of the data evaluation framework, developing
objectives, follow-up questionnaire, reaction questionnaire, leadership development
questionnaire and the program alignment tool.

Overall, participants felt that the tools they had selected to evaluate their complex
programs, including learning modules, mentorship, coaching, individualized programs
failed to evaluate the desired levels of impact in particular level 4 impact. The perceived

Table 1.
Example of measures
used by the sites
based on five
evaluation levels of
Phillips ROI
MethodologyTM*

Level of evaluation Examples of measures selected

Level 1
Reaction and planned action

� Overall satisfaction with each learning module
� Overall satisfaction with the Leadership Program
� Reaction toward the training program
� The value of the action plan

Level 2
Learning

� Learning new knowledge/skills in each learning module

Level 3
Application

� Taking action toward their personal learning goals, including:

– Ability to use knowledge/skills from each learning module

– Percentage of participants who applied knowledge/skills

– Ability to use coaching skills

– Ability to use conflict management skills

– Ability to lead effective teams

– Ability to use systems thinking concepts

– Extent to which participants were equipped to lead, support
and engage others in change in the context of their work

� Completing a meaningful change throughout the program
� Implementing action plan

Level 4
Impact

� Achieving effective change leadership practices organizationally
� Increasing personal leadership capacity in their workday through

dealing with conflict proactively
� Increasing engagement and problem-solving in huddles and

interactions with staff
� Creating capacity in their workday

Level 5
ROI

� Calculating ROI

Note: *ROI Institute Canada (2022)

LHS



benefits were also extended to its potential ability to speed up the evaluation process and
allow the pilot sites to identify which aspects of the program require enhancement.

The perceived quality dimensions of the toolkit. The quality of the toolkit was appraised
on the four dimensions including users’ perceptions on its validity, reliability, ease of use
and cost-effectiveness. Users reported that the LDI Toolkit was effective in the process of
program evaluation at various levels.

Perceptions of the validity of the toolkit. In this context, user perspectives about the
validity of the toolkit were explored subjectively on whether the evaluation tools are sound
concerning true value, construct soundness and content appropriateness (Figure 3):

� Perspectives on true value refer to the extent that toolkit users agree that the tools
appear to measure the LD program outcomes and impacts. All participants
consistently ranked an 8 on the 10-point Likert scale. Pilot sites qualified their rating
by stating that the toolkit appears to measure LD program outcomes and impacts
due to the toolkit layout, which contains ample content, extensive rich examples and
extensive questionnaires within each level.

� Perspectives on construct soundness refer to the extent that toolkit users agree
that the tools measure what it claims to measure. A mean score of 9 on the 10-
point Likert scale was identified. Participants liked that there are various data
collection options in the toolkit, which allowed users to choose an appropriate tool
for a specific context; however, participants identified challenges related to
assessing changes in leadership capability and converting capability data to
monetary data.

� Perspectives on content appropriateness refer to the extent that which toolkit users
agree that the tools are appropriate, considering the aim of the toolkit. While one site
scored a 5, two other sites scored a 10 on the Likert scale because the toolkit
contains the tools to measure impacts and outcomes of the LD programs, develops a
customized measure for the evaluation of LD programs and met their specific needs
for certain tools.

Figure 3.
User perspectives on
true value, construct

soundness and
content

appropriateness of
the LDI Toolkit
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Perceptions of the reliability of the toolkit. Perceptions on reliability refer to the extent to
which toolkit users agree about the reproducibility of a measure in the same population.
Participants commented that the findings were expected to be accurate as tools are evidence-
based and described the toolkit as a source of reproducible tools. All participants across all
sites consistently reported they would use the same tools in the same way to evaluate
another similar program. Two aspects were further particularly explored:

(1) Perceptions on consistency refer to the extent that the toolkit was perceived in
terms of the interrelatedness of the items in the toolkit. The mean of the
participants’ scores on the internal consistency of the toolkit on the Likert scale
was 7.6.

(2) Perceptions on responsiveness refer to the extent that the toolkit was perceived to
be useful for monitoring changes in outcomes over time. The mean score was 8 on
the Likert scale. Participants of two sites rated and perceived that the tools are
sensitive to change; however, in one site, the participant could not answer this
question because they had not measured anything more than once.

Perceptions of the ease of use of the toolkit. All participants consistently responded with an
8 for their perceptions about the toolkit as a simple, elegant and user-friendly resource. As
noted earlier, the respondents’ perspectives on ease of use of the toolkit were further
assessed based on three subcriteria, including clarity, logic/structure and ease of navigation.
As Figure 4 shows, the highest mean score on the Likert scale was 8.6 for the clarity of the
toolkit. Themean score of the two other criteria, logic/structure and navigation, was 8.3.

Analysis of the qualitative data revealed two overarching criteria of the ease of use of the
toolkit: (1) its structure and function and (2) its contents. Participants overtly expressed five
key attributes related to the structure of the toolkit, which makes it user friendly: (1) the clear
layout of the design, (2) the logic of the interface, (3) the flow of the components, (4) the use of
hyperlinks and (5) the labels for documents/tools. As one user in British Columbia stated:

The Toolkit overview on the right-hand column of the page makes navigation quite easy to go out
and back to different parts of the Toolkit. The Downloadable Evaluation Resources at the bottom

Figure 4.
User perspectives on
clarity, logic and ease
of use of the LDI
Toolkit across three
sites
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of the overview section is great to see all the links on one page without having to go in and out to
get to them.

The content of the LDI Toolkit makes it simple and elegant and helps users in determining
needed measures or questions. It includes:

� a variety of tools and perception of toolkit as a one-stop shop for all resources;
� the succinct description;
� the straightforward/simple content;
� the clear description/introduction for each section;
� the helpful information;
� the comprehensive content; and
� the general guidance.

Perceptions of the cost-effectiveness of the toolkit. In general, the cost-effectiveness analysis
was reflected in the participants’ general perceptions, in addition to specific cost-
effectiveness parameters: direct costs, indirect or productivity costs, as well as intangible
factors. (Figure 5).

Participants’ general perceptions. In general, participants perceived the toolkit as worth
the effort, as they only needed to invest a couple of hours to understand the toolkit; and it
provides tools that help them save time. The mean number of hours that were invested for
the understanding of the toolkit was 4.3 h. All participants stated that this amount of time
was not excessive. As one respondent stated: “So, putting a couple of hours upfront
wouldn’t be excessive.” The mean hours provided for assistance was 1.2 h. Assistance was
provided by the ROI expert from the ROI Institute Canada and was fourfold: to offer users
advice and feedback, to help them in thinking through the toolkit, to help them to identify
and develop customized measures for different levels and to provide themwith examples.

Perceptions on direct costs referred to participants’ views on the time that was used to
learn and to practice the LDI Toolkit, as opposed to the cost of hiring a consultant firm to do

Figure 5.
User perspectives on

cost-effectiveness
analysis of the LDI
Toolkit across three

sites
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the work. When comparing the direct cost of time used to learn and to use the toolkit versus
the cost of hiring a consultant firm to do the work, the mean of the Likert scores on the direct
cost-effectiveness of the LDI Toolkit was 9.3. The major reasons for their rating on the direct
cost-effectiveness of the LDI Toolkit were as follows: The toolkit:

� provides a comprehensive suite of tools;
� eliminates the need to hire a consultant;
� includes an element of efficiency; and
� allows users to gain familiarity with it over time, which may potentially improve the

effectiveness of the toolkit.

In addition, the mean of the Likert scores of respondents’ opinion on direct costs for the time
used to learn and use the LDI Toolkit versus the time to find, understand and use alternative
tools from other sources was 8.3. Participants’ responses included: “the toolkit saved time,
as all tools were available in one place.”

Perceptions on indirect costs, as another aspect of cost-effectiveness, refer to views on the
extent that learning and using the toolkit influenced the level of productivity as compared to
the time they used their traditional approaches to find out the tailored tools to evaluate the
used LD program. It was ranked as a 10, a 7 and a 4, with a mean of 7 by the three pilot sites.
It was noted that increased productivity is due to the simplicity and the ease of use of the
toolkit, requiring less time to learn. Participants in two sites, however, qualified their ratings
with references to the time that was invested in learning the LDI Toolkit, as it interfered
with other areas of their work, and it temporarily slowed down the LD program process.

Perceptions on intangibles, as another parameter of cost-effectiveness analysis, refers to
views on the potential benefits that are associated with the use of the LDI Toolkit, including
the level of satisfaction, level of stress, a sense of organizational commitment and level of
teamwork as compared to their subjective feelings prior to using the toolkit to evaluate their
used LD programs [5] (Figure 6). Of these four intangibles, the mean of Likert ranking scores
for the level of satisfaction, level of stress, a sense of organizational commitment and level of
teamwork were 8.5, 5.2, 5.2 and 3.5, respectively. With a mean of 8.5, the level of satisfaction
was the highest mean level of intangible benefits using the toolkit. The perceived

Figure 6.
User perspectives on
the intangible
benefits of using the
LDI Toolkit across
three sites
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satisfaction was frequently linked to the Toolkit attribute as “one-stop to all of the
downloadable resources.” In general, self-related benefits (the level of satisfaction and stress)
were more dominant than the organization-related benefits (level of teamwork and a sense of
organizational commitment).

Despite the assessment that the toolkit was found to be logical and easy to follow overall,
some areas were perceived as requiring further clarifications, and in other areas deemed as
too detailed or theoretical, requiring simplification.

Refinement of the LDI toolkit
The refinement process was calibrated with the second objective of the case study, which
aimed to guide the toolkit improvements in such that it perceived more simple, valid, reliable
and cost-effective. In general, we used three strategies during the refinement process:
enhancing the simplicity of the toolkit, refining the users’ guide and creating a service
registry.

Increasing simplicity. Respondents’ feedback suggested that the toolkit can be made more
straightforward and more user-friendly in at least four ways. First, more simple language
could facilitate toolkit use; reducing the amount of theoretical information could help make it
easier to understand. Second, content mapping of the LDI Toolkit can give users a visual
overview of the LDI Toolkit. Third, reducing the number of steps (links) could expedite
reaching the desired tools. Fourth, greater consistency in language could help users to
navigate efficiently through the toolkit. To achieve some of these goals, we both simplified
the language, offered further examples, tools and explanation of the key aspects of the
content. A diagram was also created to illustrate a big picture along with the pertinent
information about the evaluation process,

Refining the user’s guide. Respondents’ feedback suggested that to improve the
usefulness and ease of use of the toolkit, the user’s guide should clearly explain what the
tool is and how to use it. To improve the users’ guide, further instructions and examples
were added (for instance, for converting data to monetary data). A frequently asked question
section was also created to address comments and technical questions that were not related
to the structures and content of the LDI Toolkit. This section is also intended to serve as a
quick reference to provide guidance for users. A virtual and instructive session was added to
the toolkit, covering three main sections:

(1) the main steps taken in the development process (i.e. scoping review, toolkit
design, the results of the case study and the refinement process);

(2) the four main stages of evaluation included in the toolkit; and
(3) the two types of supportive approaches available for the users.

Creating a registry of users and a repository of projects. Users also suggested creating a
supportive approach to promote and facilitate collaboration, learning and sharing of
knowledge and experiences. To address deficiencies observed, a registry and repository of
projects were designed to help organizations seeking mentor/mentee relationships by
providing insight and guidance regarding evaluating their leadership improvement
programs. Such learning opportunities may effectively and efficiently accelerate the
evaluation process in an organization (Conlon, 2004).

Discussion
This comparative case study was motivated by the need to examine users’ perception of the
ease of use, and cost-effectiveness of a novel LDI Toolkit. Essentially, the LDI Toolkit is a
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theory-driven and evidence-informed source that aims to assist health-care organizational
development practitioners to evaluate various LD programs at five levels of impact. The
process of toolkit development and evaluation was aligned with the suggestions provided in
a systematic review (Yamada et al., 2015) that toolkits should be constructed based on
theory and evidence and rigorously evaluated to identify factors contributing to their
effectiveness and uptake (Yamada et al., 2015). This study provides promising results in
support of the LDI Toolkit. The toolkit was used by leadership consultants and specialists
from three organizations that used varied LD programs. Users needed tools to measure the
effectiveness, outcomes and impacts of the multifaceted initiatives among target groups
with varying proportions of gender distribution. Experts provided their perspectives on the
quality dimension of the toolkit and areas that required further improvement. Notably,
participants reported that the toolkit provided the guidance and tools to evaluate their
programs effectively and systematically. The full effectiveness of the toolkit emerged as the
ability of the toolkit to evaluate the LD programs systematically and efficiently at multiple
levels and to determine which area requires improvement subsequently. This finding is
similar to previous studies wherein effectiveness was discussed as a criterion for success;
and as a means to: provide tools tailored to the needs of the users, facilitate effective use of
evidence across a variety of health-care settings and enable users to identify challenges
surrounding the provision of care (Dunne et al., 2015; Davis et al., 2017, Yamada et al., 2015).

At face value, users also rated the toolkit highly for their perceptions on the true value,
construct soundness, content appropriateness and responsiveness and described the toolkit
as an accommodating and appropriate source of evidence-based tools and guides with a
coherent layout. The need for valid tools for leadership development assessment was
presented as a substantive gap in a recent systematic review (Crawford and Kelder, 2019).
Our study, thus, adds evidence to address this gap. We argue that the quality aspects are
fundamentally related to rigorous methods that underpin the toolkit development by means
of drawing on the empirical evidence (Jeyaraman et al., 2018), the LEADS in a Caring
Environment leadership capabilities framework (Dickson and Van Aerde, 2018) and the ROI
Methodology (Phillips et al., 2015a; Phillips et al., 2015b; ROI Institute Canada (2022) and the
collaboration of field experts.

The ease of use of the toolkit was highly rated and corresponded to the clarity, logic and
ease of navigation. Data also explicitly referred to content and the structure of the toolkit.
Sridhar et al. (2021) revealed that ease of use is a determinant for toolkit uptake, and its
absence was described as a salient barrier to toolkit use. This study adds to and supports
the rising body of evidence on the characteristics that make a tool easy to use and the
likelihood of acceptance of the toolkit in health-care organizations.

Users perceived cost-effectiveness as also an essential characteristic of the toolkit. The
benefits corresponded to reducing the direct costs (owing to the consultant firm expenses
and time costs), indirect costs (owing to improving productivity level) and intangibles
(owing to increasing the level of satisfaction). Cost-effectiveness has been explicitly
addressed in the context of the program evaluation process; the evaluation costs can
contribute to draining resources from the program itself (Killion, 2008). As toolkit was best
rated for being efficient by using fewer resources (i.e. time, consultant) in program
evaluation, the findings could be of interest to policymakers in health-care organizations.
However, the impact of using the toolkit on the sense of organizational commitment and
level of teamwork was rated low by one site. We expect the evaluation of the refined toolkit
may lead to a different view.

Overall, the toolkit was supported by users for the above three qualities. In line with
these attributes’ merits, a recent systematic review showed that barriers might hinder

LHS



toolkit uptake consisted of but not limited to time restrictions, costs, difficulty to use and
dissatisfaction with the toolkit’s content (Hempel et al., 2019). The iterative refinement
process suggests that the continuous supports tailored to organizations’ needs likely
increases a toolkit’s uptake (Mudge et al., 2020).

Originality/practical implications
The evaluation and recommendations identified from this study informed the refinement
process of the LDI Toolkit. The refinement process thus offers insights that can inform the
design and development of future toolkits. This study can be used as evidence to introduce
the LDI Toolkit to those seeking a comprehensive toolkit to evaluate LD programs
supported by users in terms of their perceptions on the ease of use, cost-effectiveness,
validity and sensitivity to change. The toolkit is available online and adapted for health-care
organizations that use various LD programs based on their structures, priorities and end
goals and desire to assess different impact levels (Dickson and Tholl, 2020).

Limitations and areas for future research
Participants in this study were credible leadership consultants involved in planning,
implementing, monitoring and evaluating the various LD programs in health-related
organizations to strengthen the data’s corroboration and tackle potential biases.
Nevertheless, the current study was subject to somemethodological limitations.

First, there are limits to the generalizability of the findings due to the small sample size,
and insight was not obtained in international contexts. Second, there was an unavoidable
concern regarding the level of program evaluation that the pilot sites had carried out; only in
one site, the ROI measurement was underway after the effects of the LD program had been
isolated. The third limitation is related to the finding of quality aspects of the toolkit reflects
how these characteristics appeared to experts who used the Toolkit. While the subjective
views of the toolkit users were crucial in understanding the toolkit attributes and the areas
which required refinement, objective measurement of psychometric properties of the toolkit
may yield different results. These limitations suggest new areas for future research in
health-related organizations. Research is thus warranted to assess the psychometric
properties of the toolkit using a statistical analysis approach. Cost-effectiveness analyses in
health-care organizations can also be designed to assign a monetary value to the outcomes
using the toolkit. Future research can tease out the merits of the LDI Toolkit in supporting
generalization within the broader health care context by involving a wide target audience at
the national and international levels.

Notes

1. CHLNet is a social enterprise of 40þ organizations called “network partners” who gather around
health leadership founded on the twin principles of trust and reciprocity. Members cut across
jurisdictions, policymakers, academics, health associations, regional health authorities, patients
and health disciplines. Part of our work is to reduce duplication and share emerging leadership
practices for 21st-century care. In addition to many opportunities to dialogue in engage, network
partners, meet twice a year at semi-annual network partner roundtables. Visit www.chlnet.ca to
learn more.

2. A higher value on a 10-point Likert scale (ranging from 1 to 10) represented a higher degree of
participant’s agreement with the statement.
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3. Indirect costs were referred to as the sense of productivity and the respondents’ perspectives of
the time they spent and the extent to which the process of learning and using the toolkit
influenced the level of their sense of productivity.

4. Intangible benefits were referred to as their level of satisfaction, level of stress, a sense of
organizational commitment and level of teamworking.

5. The corresponding question was:

Please rate, on a scale of 1–10, the extents of intangible benefits of using the Toolkit, outlined
below, with (1) indicating the lowest level and (10) indicating the highest level. Please provide
specific comments/examples.

Level of your satisfaction

Level of your stress

A sense of organizational commitment

Level of teamworking
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