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ABSTRACT
Background: Leadership development is a strategy for improving national responses to HIV/AIDS. Th e University of the West Indies 
off ers the Caribbean Health Leadership Institute (CHLI) to enhance leaders’ eff ectiveness and responses to HIV/AIDS through a 
cooperative agreement with the Centers for Disease Control and Prevention. CHLI enrolls leaders in annual cohorts numbering 20–40. 
Objectives: To examine how CHLI infl uenced graduates’ self-understanding, skills, approaches, vision, commitments, courage, confi dence, 
networks, and contributions to program, organizational, policy, and systems improvements. Methods: Web-based surveys and interviews 
of graduates. Results: CHLI increased graduates’ self-understanding and skills and strengthened many graduates’ vision, confi dence, and 
commitments to improving systems. It helped graduates improve programs, policies, and systems by: motivating them and giving them 
ideas for changes to pursue, encouraging them to share their vision, deepening skills in areas such as systems thinking, policy advocacy, and 
communication, strengthening their inclusion of partners and team members, and infl uencing how they interacted with others. Training 
both HIV-focused and general health leaders can help both kinds of leaders foster improvements in HIV services and policies. Discussion: 
Learners greatly valued self-assessments, highly interactive sessions, and the opportunity to build a network of professional colleagues. 
Projects provided opportunities to address substantive issues and immediately apply learning to work. Leadership development evaluations 
in the United States have also emphasized the complementary benefi ts of assessment and feedback, skills development, and network 
development. Global leadership programs should fi nd ways to combine these components in both traditional face-to-face and distance-
learning contexts.

Keywords: Action learning, Caribbean, continuing education, HIV/AIDS, leadership, leadership development, program evaluation, 
public administration, public health, training

Background

Global leaders have identified leadership development as a 
key strategy for improving national responses to HIV/AIDS, 
but few evaluations have examined this approach.[1,2] In 
2007, the University of the West Indies HIV/AIDS Response 

Programme (UWI HARP) launched the Caribbean Health 
Leadership Institute (CHLI) through a cooperative agreement 
with the Centers for Disease Control and Prevention. CHLI 
aims to “enhance the skills and effectiveness of Caribbean 
leaders in the HIV/AIDS arena as well as in the Caribbean health 
sector as a whole” (http://www.gochli.org), and ultimately to 
improve the health systems’ capacities to respond to the HIV/
AIDS epidemic. The program is a partnership with the North 
Carolina Institute for Public Health. This evaluation describes 
the program’s impact on its graduates and on programs, 
organizations, policies, and systems.

Scholars and international bodies[1-5] recognize leadership 
as a vital component of organizational and system 
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capacity and central to the “system strengthening” needed 
to extend progress on HIV, malaria, tuberculosis, and other 
initiatives.[6-14] Strong leadership can improve antiretroviral 
treatment coverage[15,16] and the success of HIV-related non-
governmental organizations.[17] Public health leadership 
development programs in the United States have strengthened 
graduates’ knowledge, skills, self-awareness,[18-20] networks,[19-21] 
and activities,[20,21] while helping graduates foster changes 
in programs, organizations, policies, and systems.[19,21,22] 
A UNAIDS program in Nigeria improved teamwork,[23] while a 
study in Zimbabwe showed how using HIV funds to strengthen 
an MPH curriculum produced more graduates and additional 
trained personnel in HIV and other leadership positions.[24]

The Caribbean Health Leadership 
Institute

Since 2008, Caribbean Health Leadership Institute (CHLI) has 
enrolled both senior and emerging leaders in annual cohorts 
numbering approximately 20–40. Many work only with HIV/
AIDS, while others influence HIV work. The program aims to 
produce leaders with:
1. Commitment and vision for providing leadership with 

others in their organization, nation, and region as agents 
of system change;

2. Vision for how HIV/AIDS programs and systems, and 
general health systems, should be improved;

3. Improved skills, including team-building, negotiation, 

managing conflict, leading change, systems thinking, 
communicating with and coaching others, emotional 
intelligence, and time management;[25]

4. Increased self-awareness: understanding their strengths, 
liabilities, and customary approaches, and thereby, leading 
others more reflectively and effectively.[26]

These objectives reflect recent scholarship on the development 
needs of professionals[27] and leaders.[28] The program intends 
that graduates and their networks[29] will foster lasting 
improvements in health systems and organizations, and 
in HIV/AIDS policies, programs, and services in particular 
[Figure 1].

Program Structure and Learning Methods

The program begins with readings and assessment tools. 
Direct reports, peers, and supervisors rate participants’ 
competencies in a multirater assessment.[26] Participants also 
complete instruments which diagnose their approaches to 
change and teamwork. At the first 3-day retreat, participants 
attend seminars [Table 1] and form “action learning” teams of 
4–5 members from different countries to work on applicable 
system improvement projects,[30] such as “Integrating HIV 
Services into Primary Health Care,” aided by a mentor.

After the retreat, participants work on their team projects, 
complete readings, and participate in webinars. After 7 
months, they meet for another 3 days for seminars and 

Figure 1: Program evaluation logic model: Caribbean Health Leadership Institute
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discussions and project reporting. Participants then complete 
2 final months of project work, report results in a webinar, and 
attend a graduation ceremony by videoconference.

Methods

Participants

The first three cohorts included 75 participants (37% male, 
63% female) from 18 countries. The largest numbers were 
from Barbados (12 leaders), Jamaica (11), and Trinidad and 
Tobago (14), with the remainder from Anguilla, Antigua, 
Aruba, Bahamas, Belize, Cayman Islands, Curacao, Dominica, 
Grenada, Guyana, Montserrat, St. Kitts and Nevis, St. Lucia, 
St. Vincent, and the Grenadines and Suriname. Most worked 
for governmental public health units (56%), public (16%), or 
private (1%) hospitals, community-based or non-governmental 
organizations (11%), universities (9%), or international 
organizations (7%).

The current evaluation examined how CHLI influenced 
graduates’ self-understanding, skills, approaches, vision, 

commitments, courage, confidence, and networks, and 
their contributions to program, organizational, and systems 
improvements. The Institutional Review Board at the 
University of North Carolina at Chapel Hill reviewed and 
exempted this evaluation.

Data Collection

Two evaluators with training and experience in program 
evaluation, adult learning, and public health conducted the 
evaluation.

1-year follow-up survey with cohorts 1 and 2: The evaluators 
sent an email with a link to a 40-question on-line survey 
to all Cohorts 1 and 2 graduates 1 year after graduation. 
Questions examined CHLI’s contributions to skills, vision, 
networking, program organization, policy, and systems 
changes that graduates had fostered. The response rates 
were 68% (13/19) for Cohort 1 and 72% (18/25) for Cohort 2, 
or 70% (31/44) overall. There was no significant difference 
between the combined Cohorts 1 and 2 1-year follow-up 
survey respondents and all graduates from cohorts 1–2 with 
respect to country or type of employing organization, but 
more graduates who were women responded to the survey 
than men (P < 0.05).

Open-ended questions asked graduates to explain how CHLI 
influenced their skills or approach to leadership challenges, 
and to explain how CHLI had changed their “vision for [their] 
role as a leader.” The survey also asked if graduates could 
report a program or project change, HIV/TB-related and 
otherwise, that CHLI had helped them contribute to (Yes or No), 
and if so, to rate how much CHLI had helped them contribute 
to the change. Questions were asked about organizational 
changes, health policy (law) changes, and other health system 
changes. Respondents then described one such change and 
explained how CHLI contributed to it.

Graduation surveys for cohorts 2 and 3: Cohorts 2 and 3 
graduates completed a 23-question survey shortly after 
graduation, including questions about CHLI’s contribution 
to their leadership skills, vision, courage, and confidence. 
Confidence levels predict whether leaders will take on 
assignments,[31] initiate changes,[32,33] take risks, and how 
well they will perform under conditions of role ambiguity 
and constraint.[31,33] Graduates also described how CHLI had 
influenced their commitment to improving health systems 
and to provide an example. The response rate was 92% (23/25 
graduates) for Cohort 2 and 68% (21/31) for Cohort 3, or 79% 
(44/56) overall. There was no significant difference between 
the combined Cohorts 2 and 3 graduation survey respondents 
and all graduates from cohorts 2–3 with respect to country, 
type of employing organization, or gender.

Interviews with a sample of cohort 1 graduates: Two evaluators 
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Table 1: Caribbean Health Leadership Institute On-Site Retreat and 
Webinar Program Topics

HIV-Specific Topics Transforming Management of HIV Programs in the 
Caribbean
The Impact of HIV on Leadership

General Leadership Vision for Caribbean Health Leadership
Leadership Development
Leadership Models
Time Management
Lessons of Leadership from Senior Leaders
Introduction to Systems Thinking

Team and Staff 
Leadership

Consensus-Building
Providing Feedback: Situation, Behavior, Impact Model
Communication
Team-Building
Conflict Management
Emotional Intelligence

Leadership Assessments 
and Feedback

Change Style Indicator: Assessment/Seminar on 
Leading Change
Fundamental Interpersonal Relations Orientation: 
Assessment and Seminar
Multi-Rater (360-Degree) Assessment and Feedback

Learning Methods 
Practiced

Action Learning Project Preparation and Teamwork
Journaling and Reflection, Reading
Lifelong Learning Network

Req. book Gardner, J. On Leadership.
Required Readings - 
articles

Goleman, D. Leadership that Gets Results.
Kouzes, JM. Finding Your Leadership Voice.
Labarre, P. Do You Have the Will to Lead?
James, R. Changing From the Inside Out: Leadership 
Development in East Africa.
Wright, K et al. Competency Development in Public 
Health Leadership.
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interviewed 10 Cohort 1 graduates from diverse countries, 
professions, and organizations, including at least one member 
of each team. Interviews lasted 30–60 min and examined 
CHLI’s influence on graduates and the system changes they 
had contributed to. Interviewees also explained more about 
their team project reports and responses to open-ended survey 
questions.

Data Analysis

Quantitative and qualitative survey data were analyzed using 
Excel. An evaluator coded each open-ended survey response,[34] 
specifying how each response reflected the program’s major 
objectives and evaluation questions, such as certain skills 
gained. When they were interrelated, individual respondents’ 
answers to multiple survey questions were treated as 
narratives,[35] such as when a respondent explained how 
growth in understanding and vision led to certain actions and 
results. The evaluator identified themes in these responses 
and narratives[34] to construct answers to the study’s research 
questions.

Each interview was transcribed. An evaluator then coded[34] 
the interview data into categories related to the evaluation 
questions, using the software package Atlas.ti. The evaluators 
then used the interview data to provide more context and 
detail to the survey themes and narratives. The evaluators 
emailed to respondents copies of the narratives in which 
some evaluator interpretation had been required, asking 
respondents to verify that their narratives had been properly 
interpreted.[36] In all cases, respondents approved the 
narratives with minimal or no changes.

Results

Understanding, Skills, and Approaches to Leadership

Nearly all Cohort 2 and 3 respondents reported that CHLI 
had a moderate (33%), large (48%), or very large influence 
(14%) on their overall “development as a leader.” Majorities 
indicated that CHLI strengthened to a very large or large extent 
their understanding of their leadership style, strengths and 
liabilities, and their abilities to work effectively with other 
leaders [Table 2]. 24 of 43 respondents from Cohorts 2 and 3 
(56%) indicated that CHLI had strengthened to a very large or 
large extent their ability to lead teams. Fifty-two percent of 
Cohort 2 and 3 graduates reported that CHLI had strengthened 
to a very large or large extent their ability to lead major change 
efforts for systems and organizations, while about one-third 
reported that CHLI had strengthened this ability to a moderate 
extent [Table 2].

When asked to describe a major program impact on their 
leadership, over 50% of respondents explained that the 
program had increased their awareness of their strengths, 

liabilities, and leadership style, which helped them become 
more intentional about how they lead teams. A national HIV 
bureau director stated that as a result of CHLI’s assessments:
 I have since recognized my strengths and weaknesses and I 

am very conscious in the way I approach team leadership…. 
As a visionary I am more confident to promote change and 
advocate for enhanced services but the approach to doing this 
is less aggressive and confrontational and more inclusive and 
approachable.

A graduate who leads HIV training programs explained:
 I have become more strategic in my thinking and speaking. 

There are instances in which I am highly motivated to 
implement a change and would [previously] proceed to 
outlining my position and push[ing] for change. Now I will 
think through very carefully how to roll out the idea in a timely 
fashion.

Another 30% of respondents described how seminars, 
readings, and team project work had strengthened their skills 
and approaches to leading change, including problem-solving, 
negotiation, stakeholder analysis, partnership and coalition 
building, communication, and advocacy. These respondents 
frequently described improving their practice of systems 
leadership, including identifying partners and developing 
shared vision. A leader in an HIV-specific regional organization 
stated:
 I have begun approaching significant health issues as 

manifestations of system weaknesses and increasingly I seek 
to engage non-health partners in resolving them - [for example] 
tourism personnel in condom promotion.

Similarly, a project officer in a national HIV/AIDS ministry 
explained:
 Although I had been working with integration of HIV in[to] 

the general health care setting, it had been in a disorganized 
manner. The drive was to get it done rather than organize the 
implementation so as to have a standardized approach that 
can be replicated nationally. Working with my [project] team 
members has brought organization and a focused approach 
to the entire activity. The team approach has expanded the 
vision to be all inclusive of all relevant stakeholders.

Vision for Leadership

CHLI also was reported as a positive influence on graduates’ 
leadership vision, commitments and confidence. Twenty-seven 
of 41 Cohort 2 and 3 graduates (65%) reported that CHLI 
had strengthened to a very large or large extent their vision 
for their role as a leader. Thirty-five of 44 respondents from 
Cohorts 2 and 3 (79%) reported that CHLI had strengthened to 
a very large or large extent their commitment to “continuously 
growing” in their leadership abilities [Table 2]. Thirty-three 
of 44 respondents (79%) from Cohorts 2 and 3 perceived that 
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CHLI had strengthened to a very large or large extent their 
courage to step into leadership roles, while 32 of 44 (73%) said 
that CHLI had similarly strengthened their confidence in their 
leadership abilities [Table 2]. Twenty-six of 39 respondents 
from Cohorts 2 and 3 (66%) said that CHLI had strengthened 
to a very large or large extent their commitment to improving 
health systems related to HIV/TB [Table 2]. Twenty-nine of 42 
(69%) from Cohorts 2 and 3 reported that CHLI had similarly 
strengthened their commitment to improving health systems 
as a general goal of their leadership work. Some stated that 
they had already been committed before entering CHLI.

In related comments, 15% made statements which indicated 
that CHLI had strengthened their sense of identity as a leader, 
which they associated closely with greater vision, commitment 
or confidence to take initiative in their roles. For example, a 
county medical officer stated:
 [CHLI has influenced my vision for my role as a leader by 

influencing me] to not wait on others … to get things done 
or moving forward …. Additionally my personal vision has 
changed from just being a hard working civil servant to 
someone with leadership aspirations…. I now possess some 
appreciation of systems thinking and am embarking on 
improvement of our HIV thrust in my health region.

A national HIV/AIDS program officer described gaining from 
CHLI a vision of himself as “an invaluable member” of his 
nation’s policy-makers, which he linked to both seeking and 
being sought for opportunities to lead others:
 I now see myself as an invaluable member of the decision 

making process of national health policy. I have been able 
to seek new challenges as well as have the opportunities 
made available for the effective utilization of my skills as a 
leader. I also see myself as having an influence on the future 
development of Caribbean leaders not only in [my country] but 
the wider community.

As for general confidence, one graduate described how CHLI 
had given her confidence in how to improve her Ministry of 
Health’s community services branch:
 [Before CHLI] I felt overwhelmed and I was beginning to 

doubt that I could make a difference in the trajectory of the 
organisation. With the various tools that I was exposed to, 
my self-mastery has improved and I better understand what 
it takes to get results.

A national HIV/AIDS training program coordinator explained 
having “a greater confidence in myself and hence feel a greater 
ability to be a role model and leader” and noted that CHLI’s 
[multi-rater] assessment had “shown me that I have the capacity 
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Table 2: Caribbean Health Leadership Institute's impact on graduates’ self-understanding, abilities, vision, commitments, courage and 
confi dence

To what extent did CHLI strengthen your… Not at all A small extent A moderate 
extent

A large extent A very large 
extent

Meanscorea

n (%) n (%) n (%) n (%) n (%)
Understanding of Your Leadership

Understanding of your leadership style, strengths, and 
liabilities (n = 44)

0 (0) 0 (0) 7 (16) 23 (52) 14 (32) 3.16

Leadership Abilities
Ability to work effectively with leaders whose styles and ways 
of thinking may be different from your own (n = 44)

0 (0) 4 (9) 8 (18) 25 (57) 7 (16) 2.80

Ability to lead teams of others (n = 43)b 0 (0) 5 (12) 14 (33) 20 (47) 4 (9) 2.53
Ability to lead major change efforts for health systems and 
organizations (n = 44)

1 (2) 5 (11) 15 (34) 19 (43) 4 (9) 2.45

Vision and Commitment
Commitment to continuously growing in your leadership 
abilities (n = 44)

0 (0) 2 (5) 7 (16) 23 (52) 12 (27) 3.02

Commitment to improving health systems as a general goal 
of your leadership work (n = 42)b

1 (2) 3 (7) 9 (21) 16 (38) 13 (31) 2.88

Vision for your role as a leader (n = 41)b 0 (0) 4 (10) 10 (24) 17 (41) 10 (24) 2.80
Commitment to improving health systems related to HIV/TB 
as a goal of your leadership worka (n = 39)b

1 (2) 4 (10) 8 (21) 13 (33) 13 (33) 2.64

Courage and Confidence
Courage to step into leadership roles (n = 44) 0 (0) 4 (10) 7 (17) 20 (48) 13 (31) 2.95
Confidence in your leadership abilities (n = 44) 0 (0) 3 (7) 9 (20) 21 (48) 11 (25) 2.82

Connections with Other Leaders
Linkages with other leaders whom you can share ideas and 
mutual support (n = 44)

1 (2) 2 (5) 14 (32) 19 (43) 8 (18) 2.70

aMean calculated as follows: Not at all = 0; A small extent = 1; A moderate extent = 2; A large extent = 3; A very large extent = 4. bSample size (n) differs due to 
selective non-response to certain items. cResponse choices for this question also included “Not Applicable” (Cohort 2: 14%; Cohort 3: 5%)
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to deliver way beyond my present scope of work.”

About 19% of respondents explained that CHLI had given them 
a vision for leading teams in a more “inclusive” or participatory 
manner by identifying stakeholders and involving them in 
developing vision and goals. For some, this result was linked 
to CHLI’s emphasis on involving the stakeholders who shape 
the current system. An epidemiologist and planner explained:
 My vision as a leader has changed to … be more inclusive in 

decision making and consensus building. Previously if getting 
to consensus was proving difficult I would simply deal with 
the situation on my own; now I put the extra effort needed to 
reach consensus on the way forward…. I now feel the need to 
help others understand that where problems exist in service 
delivery or acceptance of programs that we need to examine 
the entire system….

A medical officer explained how he had enacted his new vision 
for inclusive leadership in the learning project by involving 
both the staff and target population in improving HIV service 
quality and access, explaining that “involvement” increases 
a “sense of ownership” and leads to more accessible and 
acceptable services.

Networking

The majority of graduates reported increases in linkages with 
other leaders with whom they could share ideas and support 
[Table 2]. Fifty-six percent (14/25) of Cohort 1 and 2 graduates 
had contacted a fellow graduate or others met through CHLI 
for input on a leadership matter, while 44% (11/25) had 
collaborated with another graduate on a leadership project 
within 1 year after graduation. A small group of graduates 
is developing an alumni association, but their work is being 
hampered by lack of time and technical communication 
problems.

Program and Organizational Improvements

The majority of Cohort 1 and 2 graduates reported program 
and organizational changes that CHLI had helped them 
contribute to (both HIV/TB and non-HIV/TB-specific). Two 
respondents described program changes. One physician, 
who heads a hospital infectious disease division, explained 
that since CHLI, with her clinical teams, she had “stressed 
teamwork, the involvement of relevant partners, peers, 
and decentralization from a centrally administered vertical 
program…. [Since] [i]t takes a team with a common vision to 
work effectively together.” Two others described how CHLI 
had influenced their role in developing new organizations or 
centers. One started a university-based pharmacy institute to 
offer continuing education (including on HIV-related topics), 
conduct research and advocate for policies. She explained:
 Attending CHLI sessions seeded the idea of forming an 

Institute to meet the needs of my profession in this way and 

provided the impetus and motivation to do it. [This Institute is] 
fundamentally important for the research base, development 
and future direction of pharmacy in the Caribbean.

Another respondent, an HIV leader with an international 
organization, described how CHLI spurred his effort to develop 
a new training center:
 As portrayed by CHLI, the role of leadership is to share one’s 

vision with others and I took the bold step to “sell” the idea 
of an [regional] HIV-related Training Center to others and it is 
selling well.

Others described improvements to existing organizations. A 
physician, who had recently been appointed Senior Medical 
Officer, gave two examples of how CHLI changed his leadership 
and hospital. First, as a result of learning proactive and 
personalized recruitment approaches in CHLI project work, he 
had recruited “at least ten” senior medical personnel and other 
junior staff to his hospital. He also firmly advocated keeping 
the hospital’s poorly attended HIV testing and treatment 
clinics rather than closing them, as his organization had been 
discussing, and improved them by deploying more of his newly 
available staff and by reducing patient wait times. As a result, 
he reported “The patient flow has been excellent.”

Another informant explained that after attending CHLI, she 
“reorganize[ed] the structure of the [her country’s national HIV/
AIDS] organization to better utilize the staff ’s skills and energies, 
in addition to providing incentives and motivation to staff…. 
The CHLI course … helped me to see the ‘bigger picture’ and 
gave me the ability to work at both the ‘macro’ and ‘micro’ levels 
in the organization. The change was important because poor 
organizational structure was affecting the quality and quantity 
of outputs.” By the time of the interview, this graduate had 
moved to a new job leading her country’s national press 
office, where she was taking every opportunity to publicize 
the country’s HIV/AIDS work:
 [CHLI] got me to see outside of the box, see the wider picture, 

to start seeing the different links and interconnections… [and] 
to see my work in a similar way whereby I’m not only looking 
at what I “have to do” … but actually trying to maximize the 
impact this organization can have.

Policy and Systems Improvements

Ten of 25 (40%) Cohort 1 and 2 graduates reported an HIV/TB 
policy change to which CHLI had helped them contribute, while 
10 of 24 (42%) who responded reported a non-HIV/TB-specific 
policy change to which CHLI had helped them contribute. 
Thirty-eight percent reported health system changes to which 
CHLI had helped them contribute (both HIV/TB and non-HIV/
TB-specific).

An HIV/AIDS Coordinator was working to prepare a National 
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HIV Strategic Plan before joining CHLI. During CHLI, she set 
out to get this plan passed and implemented. CHLI helped 
in two ways. First, based on CHLI discussions, she privately 
presented the plan to each member of the legislature, tailoring 
her presentations to each member’s “agenda” and interests. As 
a result, the Plan passed “in one sitting.” Second, she selected 
the multisectoral implementation team by assessing who 
would work well together.

The Sexual and Reproductive Health (SRH) program director 
in another country explained that due to CHLI’s emphasis on 
visionary leadership, he was “re-inspired” to “be a strategic 
visionary in … health leadership and management in [his 
country].” In response, he led efforts to integrate his country’s 
separate STI, HIV, and SRH units:
 I felt it was incumbent upon me to do everything within my 

power … to see how we could at least get some measure of … 
strategic movement for that integration…. Initial meetings 
were very favourable and we held a national joint meeting…. 
This was a first for me approaching joint leadership for agenda 
setting as well as program implementation to ensure greater 
synergy among departments.

He also formed an intersectoral work group to develop a 
national youth health policy:
 It was imperative that I utilize the skills that were enhanced 

during the training to begin multi-sector collaboration, a 
skill that I had not been very confident to lead previously. The 
fact that I was able to view myself and [my] leadership style, 
understanding strengths and weaknesses, allowed me to take 
the challenge and achieve positive successes.

Another graduate, who is a National AIDS Program Coordinator, 
explained that CHLI had given her “extra drive” and “impetus” 
to advocate integrating HIV and STI services in her country, 
which she believed would increase the sustainability of 
services. CHLI had helped her pursue this goal with a more 
effective style that respected the viewpoints of other leaders, 
rather than reacting angrily to other points of view.

Discussion

Graduates reported improved knowledge, skills, and practices 
related to CHLI’s major learning goals, including strengthening 
their self-understanding and reflective leadership, skills, 
vision and commitment to improving systems, and growing 
in leadership and confidence. CHLI also helped graduates 
improve programs, organizations, policies, and systems 
by motivating them and giving them ideas for changes to 
pursue, encouraging them to share their vision, deepening 
skills in areas such as systems thinking, policy advocacy, and 
communication, strengthening their inclusion of partners and 
team members, and influencing how they interacted with 

others. Prior evaluations of leadership programs in other 
countries have shown similar results.[22-26]

These learning outcomes reflect comprehensive models of 
leadership[25] and professional competencies,[27] including 
cognitive (e.g., knowledge of trends in integrating HIV and 
primary care services), functional (e.g., negotiating and 
communicating), personal or behavioral (e.g., being self-
aware and skillfully interacting with teams), and values/
ethical competencies (e.g., becoming visionary leaders for 
system change). Many graduates who worked in HIV/AIDS 
units explained how they had used their gains to improve 
them. Others, with wider responsibilities, made changes that 
benefitted HIV services, such as the hospital director who 
improved HIV clinics, the graduate who started a pharmacy 
institute, the communications director who publicized HIV 
initiatives, and the director who integrated STI, HIV, and 
SRH units. These findings reinforce earlier reports on how 
strengthening broader health systems and leadership can 
improve HIV services.[10-18]

Learners greatly valued the multirater and leadership 
style assessments, the highly interactive seminars, and 
opportunities for discussion at the on-site retreats and the 
opportunity to build a network of professional colleagues. 
The action learning projects provided opportunities to 
address substantive issues of interest to many learners, and to 
immediately apply learning to work. Leadership development 
evaluations in the United States have also emphasized the 
complementary benefits of assessment and feedback, skills 
development and network development. Global leadership 
programs should find ways to combine these components in 
both traditional face-to-face and distance learning contexts.

One limitation is the lack of a comparison group, although 
questions focused on constructs that CHLI was intended to 
influence, and asked graduates to explain results “in some 
detail” (to avoid unverifiable generalities) and to “explain 
how CHLI contributed.” The analysis looked for links to CHLI 
content and learning methods.[37] Another limitation is reliance 
on self-reports. Yet many interviewees described potentially 
verifiable changes in their activities, and most indicated they 
were willing to verify and expand on their survey responses 
by giving their names. Future evaluations should include a pre-
post design to more readily document results. More broadly, the 
authors sought outcomes to which CHLI “contributed,” rather 
than outcomes solely attributable to CHLI. CHLI is only one 
“force” among many which influence leaders and systems.[38]

Development programs can strengthen leaders and help them 
to function more effectively. Training both HIV-focused and 
general health leaders can help both kinds of leaders foster 
improvements in HIV services and policies. The CHLI staff will 
continue to develop leaders and track outcomes over several 
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years to examine the program’s long-term influence.
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