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Background: In many Indian states, public health programs are led by clinicians without formal training in leadership and manage
ment, limiting their effectiveness. To tackle this, Uttar Pradesh’s Department of Medical, Health, and Family Welfare initiated a Public 
Health Management and Leadership (PHML) training program for the Level 4 (mid-career) medical officers. This program aims to 
enhance the leadership and management skills necessary for these officers to support them transitioning to administrative roles.
Methods: The training focused on essential competencies such as leadership, communication, team building, fiscal management, and 
public health problem-solving. It included in-person sessions and mentored practicum, utilizing experiential learning and problem- 
solving group projects. Kirkpatrick’s model was used to evaluate participants’ reactions, learning outcomes, and behavior change. 
Feedback was analyzed using descriptive statistics across 12 training domains, while pre- and post-training test scores were compared 
using paired t-tests in Stata 18 to measure learning improvements. Participant interviews provided additional insights.
Results: Participants reported high satisfaction with the learning environment and methods but faced challenges in applying 
management concepts, citing limited contextual input and faculty interaction. Learning outcomes showed moderate improvement, 
with average test scores rising from 53.3 to 59.6 (p = 0.003). They successfully applied a structured problem-solving framework in 
practicum projects and created action plans for public health challenges. Participants recommended adding topics on financing, 
procurement, human resources, and hospital management to support them in performing their core functions. Barriers to applying 
learned concepts included human resource constraints, limited autonomy, gender stereotypes, and lack of recognition.
Conclusion: Emphasizing leadership competencies, experiential learning, and mentored practicum holds promise. However, custo
mizing the curriculum to UP’s specific context, ensuring sufficient training time, focusing on core management functions, and 
addressing organizational barriers are vital. Integrating these recommendations into blended training that enhances core managerial 
skills and leadership development can strengthen workforce capabilities.
Keywords: public health leadership, management training, experiential learning, healthcare system strengthening, LMICs

Introduction
Health systems are dynamic, complex, and need to adapt to the ever-changing landscape of demographic, epidemiologic, 
and social transitions. Adapting to these challenges in resource-constrained settings necessitates highly skilled, adaptive 
public health leaders.1,2
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Leadership and management training for program managers in Low and Middle-Income Countries (LMICs) is 
recommended as a key governance strategy to achieve the Universal Health Coverage.3 Such training programs support 
in developing skills for collaborative and inclusive leadership,2,4 prioritizing cross-cutting abilities to promote “systems 
thinking, communicating persuasively, change management, information and analytics, problem solving, and working 
with diverse populations”.4–6 Albeit few such leadership and management trainings programs are offered in LMICs,7 

when implemented, they have positively influenced health system performance compared to settings where managers 
lack such training.8,9

Within India specifically, in many states, individuals trained as clinicians are often tasked to lead public health 
programs and hospitals without appropriate training in public health, leadership, and management. This gap in training 
can hinder their ability to effectively navigate the complex challenges faced by the healthcare system and implement 
necessary reforms. The Government of India has recognized the scarcity of appropriate skill development training as 
a critical issue. The 2017 National Health Policy stresses human resource development, leadership, and governance to 
strengthen the country’s healthcare system.10 It advocates for focused training programs to enhance leadership and 
management skills among public health professionals in decision-making roles at various levels, emphasizing compe
tencies like strategic planning, problem-solving, communication, and stakeholder engagement.

Institutions such as the Indian Institute of Health Management Research (IIHMR), the National Institute of Health and 
Family Welfare (NIHFW) in New Delhi, All India Institute of Medical Sciences (AIIMS) in Delhi, the All-India Institute 
of Hygiene and Public Health (AIIHPH) in Kolkata and International Public Health Management Development Program 
by the Post Graduate Institute of Medical Education and Research, Chandigarh offer trainings on essential aspects of 
leadership and health management7. However, not all state governments have universally adopted these courses for 
training its public health officials; there remains scarcity of formal leadership and management training within the public 
health sector before assuming senior positions in the state health departments.

Uttar Pradesh(UP), India’s most populous state, with an estimated 235 million people, represents 17% of the 
country’s population. It is among the most socio-economically disadvantaged states, with a predominantly rural popula
tion, comprising over 76%.11,12 The state grapples with numerous public health challenges, with its health indicators 
often lagging behind national averages. The Maternal Mortality Ratio of 167 per 100,000 live births for UP is 
significantly higher than the national average of 97 per 100,000 live births; Under-five mortality rate is 32 (per 1,000 
live births) for India while the same for UP is significantly high at 43 per 1,000 live births13 Moreover significant 
geographic and socio-economic inequalities are observed in the coverage of essential services.12 Despite a substantial rise 
in public health spending in UP from 2013 to 2018, government audits have revealed that the public health facilities at 
the primary and secondary care levels perform poorly on productivity, efficiency, service quality, and clinical care 
capacity.14 Several of these health facilities are managed by medical officers and there are governance disparities in 
public health system, contributing to ineffective implementation of public health policies and programs in specific 
districts of the state.15 One potential reason for this is UP lacks mandates for health workers to receive public health 
training, including leadership and management skills, limiting medical officers’ ability to perform essential public health 
functions and professionally manage public health services.16

Recognizing the urgency to address these gaps, the state government aims to equip its public health workforce to 
address these challenges through enhanced training initiatives. One such initiative, the Public Health Management and 
Leadership (PHML) training program started by the Government of UP(GoUP), targets mid-career or Level 4 medical 
officers with approximately 20 years of experience. Previous studies on public health management and leadership 
training programs in India have identified several issues, such as trainings lacking competencies identification for 
practicing public health practitioners in government health systems,16 being too theoretical, underutilizing institutional 
partnerships, or lacking clear career trajectories post-training.17

In response, the GoUP PHML training design was an attempt to actively address these concerns. The central idea of 
the training was to equip learners with leadership and management skills and their practical application rather than 
theoretical concepts. Additionally, there was a clear intention to build partnerships with academic institutions specializing 
in training for leadership, management, and public health. Furthermore, the GoUP planned to assign participants to state 
or district health leadership positions after the training.
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By empowering mid-level public health practitioners, the program strives to drive improvements in Uttar Pradesh’s 
healthcare system. Equipping Level 4 medical officers with leadership and management competencies would increase 
their ability to perform essential public health functions, manage public health services and better govern public health 
facilities. In the long term this training is expected to overcome productivity, efficiency, service quality gaps within UP’s 
health system. We aim to document the fundamental components of the PHML training program and discuss the findings 
from the assessment of two pilot batches of training mid-level medical officers who participated in the capacity-building 
initiative. The findings from this study will inform the scale-up of the PHML training program to reach approximately 
2,550 mid-level medical officers across UP. Furthermore, insights gained from this training program can serve as 
a valuable resource for the design and implementation of similar initiatives aimed at strengthening leadership and 
management competencies among public health professionals working at the state, district, and sub-district levels in other 
Indian states or comparable LMICs. By sharing the lessons learned and best practices from the PHML training program, 
this study contributes to the growing body of knowledge on effective capacity-building strategies for public health 
leaders in resource-constrained settings, ultimately supporting the development of resilient and responsive health 
systems.

Material and Methods
PHML Training Details
The PHML training pilot aimed to enhance mid-career medical officers’ competencies in DOMHFW-UP, preparing them 
to transition from clinical to administrative leadership roles and drive change in UP’s health systems.

Training was led by UP State Institute of Health and Family Welfare (SIHFW), the government agency responsible 
for training programs for public sector medical officers in the state. The training was launched in partnership with two 
academic institutions: the Indian Institute of Management Lucknow (IIML) and the Johns Hopkins Bloomberg School of 
Public Health (BSPH). UP SIHFW’s local expertise ensured program alignment with UP’s health landscape. IIM 
Lucknow in conjunction with BSPH contributed to content development based on identified competencies. Key topics 
included team building, organizational strategy, change management, effective communication, decision-making, and 
leadership. BSPH further integrated crucial public health concepts into the training, covering topics like problem-solving 
and analysis, partnerships, collaboration, and systems thinking in public health.

The learning objectives of the PHML training were:

1. Appreciate and recognize personal leadership style and leaderships’ role in driving teams and organizational 
performance.

2. Develop a range of leadership skills and behaviors including developing self, high performing teams, and 
organizations.

3. Lead and commit to a workplace challenge project for the mentored leadership phase of the training.

Training Design
Adult learning theories are crucial in shaping the design and implementation of educational programs, including those for 
healthcare professionals. Various forms of adult learning theories have been used in past for health care professionals 
ranging from instrumental-behavioural, experiential, humanistic, transformative, social, motivational, reflective, and 
constructivist learning theories. PHML training required empowering learners to identify, reflect on their own leadership 
styles, challenge and change their embedded attitudes and assumptions. Therefore, training design was based on 
experiential learning model.18 Experiential learning is a form of instrumental learning where people gain knowledge 
and skills through hands-on experiences, reflection, forming ideas, and testing those ideas in real-world settings, creating 
a continuous cycle of deep learning.18 We also referred to the “Full Range Leadership Model(FRLM)” that covers 
a spectrum from low to high engagement for leading. It emphasizes that a leader can use both transactional and 
transformational leadership styles as needed, which, while distinct, are meant to complement each other.19 The select 
public health competencies were drawn from the core competencies to support workforce development and performance 
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management in the Indian context identified by Bhandari et.al.16 The content and modules were structured in a matrix 
format, guiding individuals to first understand, manage, and lead themselves before advancing to managing teams and 
organizations.

The training curriculum wascollaboratively crafted by UP SIHFW, IIM Lucknow, and BSPH faculty, targeted skill 
development in various areas including self awareness, team building, leadership, communication, entrepreneurship, and 
innovation, fiscal management, systems thinking and problem-solving in public health. It comprised eleven structured in- 
person sessions and a mentored practicum. Employing experiential learning methods, sessions included a mix of didactic, 
participatory discussions, skill building sessions, case studies, and peer learning. Each session involved reflective 
exercises, surveys and peer-based feedback for learning leadership competencies. During the mentored phase, partici
pants worked in groups to identify public health problems, devise solutions, and create resource-sensitive action plans 
that include activities based on available human and financial resources to optimize efficiency and effectiveness. See 
Supplementary File 1 for further details on the competencies and learning activities.

A total of 57 (ie, pilot batch 1 = 27 and pilot batch 2 = 30) medical officers attended the pilot training batches. To 
select participants, the GoUP invited nominations from all 75 districts in UP. Training participants were selected based on 
predefined criteria, requiring a minimum of five years of remaining service and a proven track record of excellence in 
clinical or responsible for public health programs.

The group had a balanced representation of districts, gender, as well as individuals involved in leading or managing 
public health programs and clinicians overseeing health facility administration. The participants were finally selected to 
represent different districts (UP is divided into 75 districts and 18 divisions). The first and second batches included 
participants from 32% and 24% of the state’s districts, respectively, There were 46 males and 7 females, about half of the 
participants held leadership positions in public health program administration or management, focusing on the imple
mentation of national health programs at the regional and district levels. These leaders play a crucial role in the success 
of public health programs, overseeing large health workforces and ensuring effective delivery of public health services. 
The remaining participants managed clinical services at the district or block level within the UP health department. This 
diverse sample provided a wide range of perspectives and experiences during the training. The inclusive approach 
enhanced the applicability and generalizability of the results by closely representing the Level 4 doctors who were most 
likely to benefit from or participate in such training programs.

The PHML training was divided into three phases. The initial phase included six days of interactive in-person 
sessions that incorporated interactive and reflective learning activities focused on leadership and management skills. 
Sessions on systems thinking and problem solving were led by UP SIHFW and BSPH faculty, while IIM Lucknow 
conducted the remaining sessions. Participants also worked in groups to identify public health challenges in UP, which 
they would collectively address during the subsequent mentored practicum through a structured problem solving process. 
They defined the problem, identified affected populations, magnitudes, timeframes, and root causes.

During the next three-month mentored leadership phase, participants collaborated in groups of five to address 
problems previously identified during Phase 1. They conducted Strength, Weakness, Opportunities, Threats (SWOT) 
analyses, proposed managerial solutions based on a set criterion, and formulated action plans detailing responsibilities, 
actions, locations, timelines, and implementation methods. Mentors from UP SIHFW, IIM Lucknow, and BSPH provided 
guidance as necessary. Plans were reviewed by a group mentor for feedback, encouraging participants to apply new 
knowledge and learnings from the training.

In the final phase, a one-day post-training summit at IIM Lucknow was organized, during which participants 
presented their action plans from the practicum to senior DoMHFW officials. After completing the summit, participants 
received certificates of completion from UP SIHFW, BSPH, and IIM Lucknow.

Training Assessment
The specific objectives of the training assessment were to understand learners’ initial feedback on their training, their 
perspectives regarding the training’s relevance within the UP health system, confirm their knowledge improvement, 
collect viewpoints on the mentored practicum, assess how learners are integrating the training inputs in their work 
environments and identify areas for enhancing future training based on these insights. To meet these objectives, we used 

https://doi.org/10.2147/JHL.S484478                                                                                                                                                                                                                                                                                                                                                                                                                                                          Journal of Healthcare Leadership 2024:16 572

Singh et al                                                                                                                                                                            

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=484478.docx


the Kirkpatrick training assessment model,20 a standardized approach for gauging the training effectiveness of several 
health training initiatives. The assessment focused on the first three of the suggested four levels of training assessment. 
The first level, “Reaction”, assesses how much participants appreciate, engage with, and perceive the training’s relevance 
to their work. The second level, “Learning”, measures improvement in participants’ knowledge, gained from the training. 
Level 3, “Behavior”, captures participants’ reported application of the learned material in their job roles. Due to the pilot 
training program’s timelines and scope, it was not possible to assess comprehensively the Results or the long-term 
organizational impact of the training.

A mixed-methods approach was used to assess the training components. Following the completion of the six-day 
training, participants from both pilot batches completed a feedback survey form utilizing a 5-point Likert scale, ranging 
from 0 for poor to 5 for excellent. This form collected information on participants’ perspectives regarding different facets 
of the training, encompassing the overall design, course structure, learning materials, faculty communication, sufficiency 
of residential facilities, and other parameters. The feedback obtained through the training Feedback Form aided in 
evaluating participants’ reactions to the training.

To verify whether participants acquired the required knowledge from the training program, multiple-choice quizzes 
based on the training content were administered at the beginning and end of the training, scoring a maximum of 100 
points. The behavior component within the Kirkpatrick model was evaluated by reviewing the action plans developed by 
participants at the conclusion of their three-month mentored practicum.

Additionally, six to eight weeks after the training, we conducted qualitative semi-structured, in-depth interviews with 
learners from both pilot batches. All 51 candidates from the two pilot training batches were eligible for the interviews 
and were requested to participate at the end of the six days in-person training. One investigator (AM) reached out to 
participants by phone or Email to schedule interviews. All participants who confirmed appointments for the virtual 
interview were interviewed. Interviews continued with new participants until data saturation was reached, ensuring no 
new themes emerged. Informed oral consent was obtained and interviews were conducted by investigators (SS) and 
(AM) in the local language (Hindi) via Zoom. The interviews centered on comprehensive reactions from the participants 
regarding the training, its relevance to their work, training application in work settings (leadership behaviors adopted 
after the training), experience with the mentored practicum, suggestions for improvement, scale-up strategies, and 
identification of any potential barriers affecting learning application. Supplementary File 2 includes the in-depth inter
view guide used for the interview. We achieved data saturation after interviewing 23 participants.

Analysis
We used descriptive statistics to analyze the training feedback from the participants. Mean scores were calculated for 
each of the 12 training parameters across all participants, with higher scores indicating greater satisfaction in the training 
domain. All quantitative analyses for tracking the learning improvements based on the pre- and post-training quizzes 
were performed using Stata 18. We used paired t-tests to assess the statistical difference in pre- and post-training mean 
test scores among participants. The in-depth interviews conducted in Hindi were transcribed verbatim and translated into 
English. The transcripts were then coded using both deductive codes established a priori from the interview guide and 
inductive codes identified through a close reading of all transcripts. Following the established coding system, thematic 
analysis of the interview transcripts was conducted using the MaxQDA version-22 software.

Ethics Statement
This study was determined not to be human subject research by the IRB at the Johns Hopkins Bloomberg School of 
Public Health (JHSPH) (FWA FWA00000287). The DoMHFW, GoUP, approved the training, and all nominated 
participants were informed about the training methods and assessments before the initiation of the training. In-depth 
interviews were conducted after training, once participants returned to their work settings. Informed oral consent was 
obtained before the virtual interviews, which were chosen for participants’ convenience. The consent was recorded on an 
audio recorder and in the investigators’ notes. Oral consent was approved by the JHSPH IRB.
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Results
Combining both the pilot training batches, 46 male and 7 female participants attended the training program. About half of 
these individuals occupied leadership roles in administration or program management, while the other half were overseeing 
or were responsible for clinical services within the UP health department. The first and second batches of training 
participants had representation from 32% and 24% of the districts, respectively, out of the 75 districts in UP (See Table 1).

In this section, we describe findings from three stages of Kirkpatrick’s model: (1) reaction, (2) learning, (3) behavior. 
Here, we also delineate participants’ insights and recommendations for improving the training, potential scale-up 
strategies, and for addressing barriers affecting the application of learning.

With regard to the “reaction” domain, the satisfaction of the participants with the overall training design was high 
(Mean score > 4). Among the 12 training domains, participants indicated the highest satisfaction with onboarding and 
lodging, staff courtesy, presentation effectiveness, and course coordination (Mean scores >4.4). Conversely, mean scores 
were found to have been slightly low for domains related to concepts and course material clarity. See Figure 1

Participants expressed high satisfaction with the PHML training, noting it as their first systematic capacity-building 
experience for leadership and management. Despite prior clinical training and national program orientations, they 
mentioned that efforts to enhance administrative skills were limited. All participants appreciated the conducive learning 
environment at IIML, citing courteous faculty and engaging training methods. The training enhanced their self-awareness 
and realistic goal-setting skills, taught them structured problem-solving and effective communication, and emphasized 
team cohesion. See Table 2 on participants’ reactions to training.

Participants suggested increasing the training duration and incorporating more examples and case studies from the 
public sector to clarify concepts better. A participant shared:

“Sharing successful models or ideas from public sector contexts, or from other low-income countries would have added more 
value than corporate sector examples, as they don’t directly apply to our public hospital settings. We function in a wholly 
different atmosphere from corporate settings” (Participant: 231026IDIHA) 

Some participants felt that allocating more time to specific topics and enhancing interaction with the faculty could have 
improved the clarity of concepts. As one participant suggested:

“I have a small suggestion to share. Despite having ample interaction with everyone, including the faculty members, I felt…. the 
interaction was slightly less. It would have been beneficial to have an activity or exclusive session during the six days, where we 
could all sit down with the faculty members of IIML and engage in an open conversation…….For example, if we had queries, 
approaching it not as a traditional teacher-student relationship but more as a peer or colleague, could have provided a different 
learning experience…” (Participant: 231026IDIAH) 

We assessed learning improvement by comparing pre- and post-training test scores. Overall, quiz test scores among 
training participants improved by 6.26 points from an average score of 53.31 before the training to 59.56 after the 
training (p = 0.003). Scores improved by 8.30 points for the first batch (p = 0.001). While the test score improved by 4.29 
points for the second batch, the difference was not statistically significant (p = 0.205). For those in clinical roles who 
attended the training, test scores also improved by 6.19 points after the training, from 54.13 to 60.31 (p = 0.010). For 

Table 1 General Demographic of Participants

Characteristic Number of  
Participants

%

Gender Male 46 86.8
Female 7 13.2

Job Category Administrative/Programatic 27 51

Clinical 26 49
Districts covered (out of 75) Batch 1 24 32

Batch 2 18 24
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individuals in managerial roles, the change in test scores increased from 52.50 before the training to 58.36 after the 
training, but the difference of 5.86 was not statistically significant (p = 0.069).

At the behavior level, each group (Batch 1 = 5 groups and Batch 2 = 5 groups) was able to apply the structured 
problem-solving process learned from phase 1 and could identify gaps and root causes of their identified problems 
utilizing standard quality assurance tools like Ishikawa/Fishbone Diagram. At the end of the practicum, participants also 
proposed implementable solutions responsive to current and additional financial resources to address the identified 

Figure 1 Participant Feedback Mean Scores Across 12 Training Domains.

Table 2 Participants’ Reactions to Training

Participant Coded Themes Quotes

231130IDIKN Unique experience “I would say that, in my opinion, this government-sponsored training initiative 

has been the best, and for the first time, such an excellent training has been 
organized in collaboration with an international institute.In my 24 years, I might 

have attended around three hundred and fifty training courses. Among those, 

this training was quite exceptional…”

231019IDIAA Good learning environment “So, this was one thing that faculty was genuinely nice and compassionate. The 

best part of the training was how they made us feel comfortable Physical 
comfort….I am talking about the residential training was comfortable Because 

usually when we go to different training, it is so uncomfortable passing even 

a day”

231019IDIAA Skills to develop realistic goals and nuance to 

communicate pragmatic expectations

“This approach provides more flexibility and freedom to plan realistically rather 

than striving for unattainable targets. This training instilled confidence, allowing 
us to discuss and communicate realistically with our seniors, stating what is 

achievable this year and the next”

231028IDIAH Participatory methods and peer to peer 

learning

“This was the second aspect I enjoyed—the company of my fellow participants 

and their diverse experiences in their respective fields. Some were managing as 

nodal officers, some as deputy CMOs, ACMOs, and so on. Getting exposure to 
different fields and interacting with them was very enriching”.

(Continued)
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problems. Supplementary File 3 outlines the problems recognized by ten groups from the two pilot batches and the 
suggested solutions.

After the three months of training, all groups presented their action plans specifying responsibilities, actions, 
locations, timelines, and implementation methods to the DoMHFW leadership, and faculty members from IIML and 
BSPH.

Participants not only applied their learning through the practicum project but could also integrate PHML knowledge 
into their professional contexts. Post-training, some participants shared they adopted incremental, results-driven health 
program management, used empathy-driven communication to motivate frontline workers, emphasized teamwork using 
training messages, and utilized training material to train colleagues in leadership and management communication.

“As you must know, there was Mission Indradhanush (immunization campaign) ongoing for the past three months. Many 
families were hesitant to take the vaccine, and numerous issues arose. So, what I did was tackle them piece by piece. I focused 
on the most result-oriented tasks, targeting the tougher pockets first to yield better outcomes rather than prioritizing other areas 
initially. Secondly, there are certain time-sensitive matters that need immediate attention, while others can be addressed later. 
This approach made it systematic, allowing for microplanning and gradual progress. We’re steadily moving forward….”  
(Participant: 231019IDIAA) 

“Video clipping of Mandela was shown to us in the PHML training, and the faculty’s way of teaching was quite different. And 
after I returned, I trained my district level officers and took 3 hours lecture on what I had learnt from the PHML training. I gave 
them training on leadership management related communication”. (Participant: 231130IDIAI) 

Participants discussed challenges and suggested improvements for future PHML training batches, emphasizing careful 
participant selection, extended and tailored training, diverse faculty, and access to data for problem-solving. They 
endorsed current topics but recommended additional ones for better performance in core functions like financing, 
procurement, human resources, and hospital management. Many stressed the importance of understanding financing 
dos and don’ts, attributing this to procurement fears.

Table 3 summarizes participants’ perceived challenges and suggestions for improvement.
Beyond the direct challenges of PHML training, participants also reflected on the barriers to applying what they 

learned, stressing the need for long-term systemic reforms in the UP health systems. Four types of barriers emerged that 
hindered their learning application: (1) human resource constraints, (2) limited autonomy, (3) gender stereotypes, and (4) 
a lack of recognition and incentives for high performers (See Figure 2).

Table 2 (Continued). 

Participant Coded Themes Quotes

231026IDIUH Long term goal setting and resource sensitive 

action plans

“The faculty discussed how to plan for even the smallest things, how to work 

with limited resources, and still achieve your goals. Their foresight and approach 
to working with limited resources impressed me greatly”

231023IDILI Team cohesion “Another important aspect is team cohesion. We learnt to multitask, segregate 
work effectively, delegate and understand each team member’s perspective to 

allocate tasks more efficiently”

231026IDIAS Self -awareness “In those five to six days of training, it was really beneficial. We learned about 

ourselves, our characteristics, our strengths, and weaknesses. There were 

exercises like identifying if we are like a turtle, eagle, or lion, and it helped us 
understand our qualities and where we could improve”

231026IDIAH Structured problem solving “It helped us understand at which levels problems are arising. We learned 
a methodology: create a fishbone diagram to identify causes, then solve them. 

All these teachings were helpful in our job, as a leadership and administrative 

officer”
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Discussion
Similar to other training programs,7,21,22 the assessment of the two pilot batches used the standard Kirkpatrick’s training 
evaluation framework and mixed methods approach. Analyzing the first three levels of Kirkpatrick’s model could yield 
valuable insights into the program. We could identify several key strengths of the PHML training.

First, the PHML training marked a shift in the training paradigm, moving away from traditional clinical capacity 
building or national health program orientations to exposure to disciplines mastered by institutions outside the health 
sector.

Second, several competencies covered in the training program were evidence-based and drawn from specific training 
needs of the practicing public health professionals in UP.16 The curriculum (Supplementary File 1) included key 
competencies around understanding self, communication, personal and professional accountability, ethical behavior, 
financial management, change management, team building promotion, cross-sectoral and stakeholder collaboration, 

Table 3 Perceived Challenges and Participants’ Recommendations for PHML Training Improvement

Training Aspect Perceived Challenges Suggestions for Improvement

● Participant 
selection

● Lack of interest and participation for some 
participants

● Deliberate participant selection based on service conduct, 
interest in managerial roles and PHML training

● Training duration ● Six days insufficient for in-person training ● Increase duration to 10–15 days. 
● Consider two rounds of training of one week each. 

● Allocate more time for faculty interaction. 

● Additional time for sessions on financing personal, 
professional, and social accountability, and communication.

● Training 
curriculum

● Corporate sector focus, examples predominantly 

from private sector

● Tailored curriculum focused on UP public health system. 

● More case studies from government health sector from India 

and other LMICs

● Additional topics ● Insufficient coverage of topics for routine 

administrative functions

● Include topics for 

● Human resource management – Service/cadre 
management rules, recruitment policies, transfer/leave policies 

● Financial management- Procurement norms, tendering 

process 
● Hospital management- Hospital administration, executing 

annual maintenance contracts on roles aligning with the 

hospital managers/administrators. 
● Stress management techniques-To manage day to day 

stressors in work settings

● Training site and 
faculty mix

● Low involvement of trainers from the government 

health system

● Hybrid model of training 

● SIHFW-UP as a site for scale-up. 

● Mixed pool of faculty encompassing- 
● Faculty from SIHFW-UP 

● Volunteer experts. 

● Experienced administrators 
● Management experts from IIML or other management 

institutions

● Mentored 
practicum

● Group members collaboration 

Delayed assignment of mentors 

Limited data access leading to abstract problem- 
solving Mismatched expectations of the training 

participants and faculty.

● Early assignment of mentors 

● Most practicum work must be covered during the in-person 

training. 
● Access to data, pre-identified problems 

● Allow participants to identify solutions requiring systemic 

changes.
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problem-solving, and the application of systems thinking approaches. These competencies have been emphasized in other 
global and Indian public health leadership competency toolkits.23–28 Competencies for entrepreneurship, innovation, and 
operations management were additions incorporated by the IIML.

Third, all participants praised the learning environment and training methods, including experiential learning, 
participatory techniques, peer-to-peer learning, and skill-building for problem-solving. Previous studies advocate transi
tioning from rigid curricula to experiential methods with mentoring.29 Action learning, promoting collaborative problem- 
solving, is effective for senior leadership training.30 The PHML training incorporated all these approaches, including 
virtual group mentoring during the practicum. Post-training, participants demonstrated collaborative problem-solving, 
could apply learned behaviors in real-world settings, and trained their other staff on PHML competencies.

Fourth, albeit modest, PHML training improved participants’ knowledge, with scores increasing by 6.26 points from 
an average of 53.31 before to 59.56 after. These findings align with similar leadership training assessments in India,31 

indicating that short residential programs effectively enhance leadership knowledge in public health professionals.
However, the PHML training assessment also revealed certain challenges related to knowledge improvement. The 

insufficient time allocated for specific topics contributed to a lack of clarity of concepts. Moreover, the predominant use 
of case studies from the private health sector may have further impeded participants’ full engagement with the training 
topics and hindered their thorough absorption of the material.

The assessment also uncovered unmet training needs for Level 4 medical officers, particularly in essential areas of their 
core managerial functions. This includes human resource administrative rules, basic human resources management, perfor
mance management, procurement, contracting processes, budgeting, and the management of public-private partnerships. 
Enhancing proficiency in these areas would improve Level 4 medical officers’ overall managerial capacity. These topics have 
been covered in other leadership trainings in India, LMICs31,32 and have also been endorsed as crucial leadership skills for 
health services managers by the Global Consortium for Healthcare Management Professionalization.33,34

In LMICs, health programs are decentralized, making local leaders directly accountable for services and resources.35 

They must establish diverse partnerships, and excel in stewardship, oversight, and monitoring.36 However, leadership and 
management training in LMICs often lack these competencies, are sporadic,37–39 and focused on specific diseases rather 

Figure 2 Barriers emerged that hindered their learning application.
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than the broader skills needed for effective healthcare leadership.36 Our study’s insights on training strategies, compe
tencies, learning methods, and participants’ recommendations for strengthening core health functions could serve as 
useful guidance for other states in India and comparable LMICs when designing leadership and management training 
programs for public health professionals in government roles. However, we acknowledge that these findings might be 
specific to the context of UP and this training program. Therefore, we recommend conducting a pilot training to validate 
the results before applying them to other healthcare systems.

Recommended Training Model
Participants’ suggestions informed the creation of a scalable training model for Level 4 medical officers to be 
implemented by DoMHFW-UP; a two-phased blended training model was proposed.

Phase 1: Health Service Management and Leadership Foundation Program
Phase 1 will span six days and be conducted internally at SIHFW-UP for all Level 4 medical officers in UP. The program 
will include a diverse faculty from UP’s management institutions and the public health system, to cover leadership, core 
human resource and financial management functions, and administrative skills tailored to UP’s context. Emphasis will be 
on building individual leadership styles and applying proven solutions to address UP’s health systems challenges.40,41 

The mentored practicum will be integrated within these six days, allowing dedicated time for problem-solving projects 
and mentor-trainee interactions.

Phase 2: Advanced Public Health Leadership Program
Phase 2, will take place at IIM-L, more intensively focusing on leadership development40,41 to address complex 
public health issues. It will emphasize competencies like problem-solving, change management, entrepreneurship, 
conflict management, and organizational leadership. Personalized mentoring and practicum projects integrated into 
participants’ work settings may be offered. Phase 2 will occur six months after Phase 1, targeting a select group of 
Level 4 medical officers. These candidates will be identified using a “composite performance index” based on 
Phase 1 knowledge scores and colleague feedback. A stringent selection process will ensure only motivated 
candidates participate, addressing disengagement concerns highlighted from the pilot batches’ assessment.

Overcoming Barriers to Learning Application
Participants emphasized the challenge of limited autonomy and resource constraints in public sector leadership, 
which has been noted in other related literature to the public sector.42,43 These issues highlight the need for 
concurrent focus on existing systemic reforms alongside training initiatives, to enable a holistic leadership 
performance. Peer collaboration and an integrated leadership approach, blending transactional and transformational 
behaviors, are other suggested strategies to support leaders in resource-limited settings and can be tried to nurture 
public health leaders in UP. Transactional leadership manages immediate issues with defined processes, while 
transformational leadership encourages experimentation and challenges the status quo.44 Measures tackling gender 
stereotypes, adapting organizational systems to support women leaders, and financial or non-financial incentives to 
reward high-performing leaders also look necessary to obtain full gains from the leadership training program 
at UP.

Limitations
While this study was useful in assessing immediate learning outcomes and identifying recommendations for strengthening 
the PHML training, it could not analyze Level 4 Results from Kirkpatrick’s model that determine if the training could achieve 
broader, longer-term organizational goals. Measuring the impact of training on Level 4 is complex due to difficulties in 
establishing causal links. Using a 360-degree feedback evaluation as a proxy for long-term results has been successful in 
other settings.22 Future studies can evaluate the proposed new training model’s long-term impact by combining the four 
levels model with experimental research design. Additionally, studies on assessing leadership training programs underscore 
the significance of cultural factors both within and outside organizations. As we learnt from this study itself that participants 
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identified barriers to applying their learning that are closely intertwined with the region’s cultural context. In a hierarchical 
culture, limited support and resources restrict autonomy, leading to participant frustration and diminished training effective
ness. Gender stereotypes also limit women participants’ opportunities to apply their learning, hindering inclusive leadership 
development. Furthermore, in a context that does not rewards meritocracy, individuals may feel their innovative efforts are 
undervalued, which discourages engagement and motivation to effectively apply training insights. Therefore, using a cultural 
perspective to evaluate the proposed leadership development program model in UP could also deepen insights into how 
culture, context, and situations influence leadership effectiveness. This approach has the potential to provide valuable insights 
for advancing both research and practice of leadership development.45

Conclusion
The evaluation of the PHML training program in UP offers insights into enhancing leadership and management 
among mid-level public health professionals. The focus on leadership competencies, experiential learning, and 
mentored practicum shows promise in improving skills. However, customizing the curriculum to UP’s context, 
ensuring ample time for key topics, and addressing learning barriers in the organizational environment are crucial. 
Integrating these recommendations into a scalable, blended training model can strengthen the Department of 
Medical Health and Family Welfare’s efforts in enhancing public health workforce capabilities and foster a more 
resilient health system. Additionally, assessing the long-term impact and broader public health implications of this 
training with feedback for improvements will provide a more comprehensive perspective on the program’s 
contributions.
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