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Abstract
Background  Nursing homes face a critical need for competent healthcare professionals to deliver high-quality care. 
Focusing on clinical leadership is crucial for equipping healthcare professionals with the skills necessary to manage 
complex care needs, collaborate effectively within multidisciplinary teams, and improve care quality in nursing 
homes. Developing clinical leadership fosters professional growth and enhances healthcare professionals’ ability 
to tackle the challenges unique to the nursing home environment. However, the concept of clinical leadership in 
nursing homes remains poorly defined and investigated. This study aimed to explore and define influencing factors 
for the development of clinical leadership within healthcare professionals in nursing homes.

Methods  A qualitative study was conducted in Flanders, Belgium, using semi-structured focus group interviews 
(n = 5) with healthcare professionals (n = 41), including nurse assistants, licensed practical nurses, registered nurses, 
occupational therapists, recreational therapists, psychologists, and gerontologists. Interviews were audio-taped, 
transcribed, analysed and interpretated by using a thematic analysis based on descriptive phenomenology.

Results  Clinical leadership development within healthcare professionals’ hinges on four pivotal themes: (1) 
Cultivating an empowering working environment that fosters open feedback, encourages peer learning, and 
champions a stimulating learning climate. (2) Nurturing a supportive leadership style in formal leaders that 
exemplifies role modeling, accessibility, and a coaching approach. (3) Elevating well-developed professional identity 
through targeted training, experience, and a talent-oriented work approach. (4) Fostering team dynamics marked by 
commitment, collaboration, support, and trust.

Conclusions  The study’s findings on the influencing factors for clinical leadership development should be actively 
applied in nursing homes and guide the creation of targeted training programs and leadership development 
initiatives. Awareness of these factors are crucial to optimise and to support the development and implementation of 
clinical leadership in nursing homes in an attempt to reduce the workforce shortages.
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Introduction
Nursing homes play a pivotal role in responding the 
needs of older individuals experiencing significant age-
related declines. These facilities provide essential care 
and support, enabling residents to lead lives consistent 
with their aspirations for well-being and quality of life. In 
Flanders, a nursing home is defined as a residential care 
facility (public or private) where, in an adapted infra-
structure and within an organisational structure, care and 
support are offered in a home-replacing environment to 
older persons with complex care and support needs, who 
reside there permanently [1]. In 2021, approximately 70 
000 older persons were living in a Flemish nursing home 
with an average age of 87 years and of whom 84% had a 
severe care dependency [2].

Nursing homes, characterised by a resident population 
predominantly comprising older persons with complex 
care needs, stand apart from other healthcare settings. 
Their distinctive nature as complex working environ-
ments underscore the pressing requirement for the 
recruitment of competent healthcare professionals to 
ensure the delivery of high-quality care [3]. The World 
Health Organisation (WHO, 2022) recently empha-
sised the imperative for governments and nursing home 
managers to address this need by (1) equipping health-
care professionals with empowering competencies to 
effectively respond to the changing healthcare system; 
(2) strengthening the development of self-regulated and 
continuous competency development and (3) safeguard-
ing the well-being of the workforce. Existing evidence 
underscores the impact of effective leadership on achiev-
ing the WHO’s goals and statements [4–6]. Leadership is 
recognised as a key factor in healthcare and crucial for 
delivering high-quality nursing home care [7, 8]. Engage-
ment in both formal and informal leadership practices 
can effectively address these challenges, yielding numer-
ous positive outcomes for residents (e.g. improved health 
outcomes) [9], healthcare professionals (e.g. continuous 
competency development) and organisations (e.g. healthy 
workforce) [6].

While substantial research has been conducted on 
clinical leadership, the concept remains unclear [5]. Ini-
tially, the term ‘clinical leader’ was exclusively applied 
to healthcare professionals working in an acute hospital 
setting. Furthermore, clinical leadership was narrowly 
associated with the job-profiles of nurses who provide 
day-to-day care, acting as role models who influence, 
motivate and inspire others based on their values and 
beliefs, despite lacking formal authority for such influ-
ence [10, 11] Although existing evidence in the literature 

primarily focuses on clinical leadership in nursing, pre-
vious studies have indicated that any healthcare profes-
sional within a multidisciplinary team can adopt the role 
of a clinical leader [11]. These individuals, often willing to 
act as informal leaders, are working at all levels of an organ-
isation [12]. It is important to distinguish them from formal 
leaders, whose leadership is based on their formal position 
within a group. Formal leaders are assigned to be leaders 
as part of their role in an organisation and having a job to 
organise and direct group members to meet the goals of the 
organisation, team, or unit [13].

The concept and role of clinical leadership have gained 
recognition in hospitals; however, research on clinical 
leadership in nursing homes is scarce and underexplored. 
In a previous study, the concept and characteristics of 
clinical leadership in nursing homes were described, pro-
viding a clearer understanding of these clinical leaders as 
passionate healthcare professionals who provide person-
centred care, demonstrate strong communication skills, 
and engage in lifelong learning. They are clinical experts, 
visionary, committed, resilient, and responsive, and they 
play a crucial role in strengthening multidisciplinary 
team-based care [14]. In the literature review presented 
by Enghiad [5], it is indicated that ambiguity surrounds 
the concept of clinical leadership, encompassing both the 
formal role of ‘management’ and the broader notion of 
‘leadership.’ Recent emphasis on clinical leadership has 
shifted towards informal leadership exhibited by nurses 
at the bedside, where personal and professional values 
align with clinical actions. Notably, most research in this 
domain has primarily focused on nurses, revealing a sig-
nificant gap in studies involving multidisciplinary health-
care professionals [5]. To address this gap, it is crucial to 
focus on designing and implementing interventions that 
enhance the structures, processes, and outcomes in nurs-
ing homes [15].

The imperative to implement effective clinical leader-
ship in hospitals and nursing homes goes beyond enhanc-
ing work environments; it is crucial for fostering healthy, 
functional, and supportive conditions for healthcare pro-
fessionals [16]. Extensive literature in the hospital set-
ting highlights the positive impact of clinical leaders on 
teams, resulting in improved outcomes for patients, staff, 
and the organisation. Clinical leaders play a vital role 
in ensuring positive and necessary outcomes for resi-
dents, such as health outcomes [9, 17, 18], as well as for 
healthcare professionals, supporting continuous compe-
tency development [4, 5, 16]. Furthermore, their influ-
ence extends to organisational benefits, encompassing a 
healthy workforce and the cultivation of an innovation 
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culture [19]. Recognizing these positive effects, research-
ers propose that a targeted focus on clinical leadership 
could potentially address the prevalent recruitment and 
retention challenges in which nursing homes are cur-
rently being faced with [4, 5, 16].

Unfortunately, as a consequence of these retention 
challenges, formal leaders in nursing homes can’t provide 
specific support to implement clinical leadership in their 
organisation. Primarily, it is the responsibility of formal 
leaders to identify the characteristics of clinical leader-
ship in healthcare professionals [20]. Simultaneously, 
healthcare professionals themselves should be aware of 
their leadership competencies. Specialised interventions 
are required to support this awareness because the most 
limiting factor for developing clinical leadership compe-
tencies is that individuals in these roles rarely recognise 
their own leadership potential [21]. Healthcare organisa-
tions should implement mechanisms that promote clini-
cal leadership and provide opportunities for potential 
clinical leaders to pursue both professional and personal 
growth [20].

Yet developing characteristics linked to clinical lead-
ership does not appear to be evident, as numerous fac-
tors influence the development of clinical leadership 
competencies in healthcare organisations. Casey et al. 
[22] identified the following facilitators as key elements 
of a supportive work context to develop nurses’ clini-
cal leadership: motivation, recognition of contributions, 
teamwork, mutual respect, organisational support and 
inclusiveness. Chavez and Yoder [10] classified influenc-
ing factors of clinical leadership into three categories: 
integrative collaborative healthcare teams, professional 
nursing competence, and structural empowerment. In 
contrast to the sparse literature on influencing factors, 
more is known about the barriers impeding the develop-
ment of healthcare professionals. Some of these barriers 
include educational deficits (poor preparation for a lead-
ership role, deficiencies in nursing curricula, participa-
tion in poorly designed clinical leadership programs); 
task assignment challenges (lack of incentives, poor 
communication, role conflicts, rejection of leadership 
roles, lack of vision and/or commitment); lack of confi-
dence, weak interdisciplinary relationships, resistance to 
change and poor teamwork [16]. Healthcare profession-
als must cultivate a professional identity as clinical lead-
ers. According to Fitzgerald [18], professional identity 
for physicians involves a process where the development 
incorporates the traits, values, and norms of the profes-
sion. This concept can be applied to healthcare profes-
sionals in the development of clinical leadership.

Given the beneficial effects of clinical leadership on 
residents, healthcare professionals and organisations, as 
well as the challenges inherent in nursing homes (such 
as the complex care needs of residents, the intricate 

working environment, and the demand for competent 
healthcare professionals), the aim of this qualitative study 
is to answer the following research question: “What are 
the key factors influencing the development of clinical 
leadership among healthcare professionals in nursing 
homes?”

Materials and methods
Design
We conducted a qualitative study in Flanders (Dutch 
speaking Region in Belgium) using semi-structured 
focus group interviews and a thematic analysis approach 
based on descriptive phenomenology [23]. The descrip-
tive phenomenology was used to gain an in-depth under-
standing of the participants’ experiences and perceptions 
related to clinical leadership, particularly since clinical 
leadership in nursing homes is a relatively new concept. 
Descriptive phenomenology was chosen to capture the 
essence of these lived experiences by focusing on how 
participants perceive their context for developing clini-
cal leadership. This study complies with the Standards for 
Reporting Qualitative Research (SRQR) [24]. The Ethical 
Committee of Ghent University Hospital, in association 
with Artevelde University of Applied Sciences, assessed 
that, according to the principles set out in the Declara-
tion of Helsinki, a formal application to approval from 
the Ethical Committee was not required for this study. 
All participants signed an informed consent form prior 
to participation, ensuring they were fully aware of the 
study’s purpose and their rights. Participants did not 
receive any incentives for their involvement.

Context
Belgium has three levels of government, the Federal, 
Regional, and Linguistic Community Division level, each 
endowed with different responsibilities. Three distinct 
regional administrations are responsible for the organisa-
tion of nursing homes (Flanders, Walloon, and Brussels). 
They can range in size, from those with fewer than 50 
beds to those with capacities exceeding 150 beds. More-
over, nursing homes can be found in either rural or urban 
areas, and they adhere to diverse funding models.

Participants
All licensed nursing homes in East (n = 198) and West 
Flanders (n = 161) were contacted, using the registered 
mailing address of the government website of the nurs-
ing home [25]. The main investigator (SN) sent an e-mail 
with the objectives of the study and a request to for-
ward this email to potentially interested candidates who 
met the inclusion criteria: Dutch-speaking healthcare 
professionals employed in nursing homes in East and 
West Flanders. Nursing home staff who did not directly 
provide care to residents, such as kitchen workers and 
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housekeeping assistance, were excluded. Interested 
healthcare professionals were asked to send an email with 
an intent of their interest to participate in the study to the 
main researcher (SN).

Data-collection
Semi-structured focus group interviews were conducted 
to facilitate discussion among healthcare professionals 
about clinical leadership in nursing homes. Opting for 
focus groups in qualitative research proved invaluable, 
fostering a synergistic process where participants, in a 
relaxed setting, shared and reflected on their thoughts 
and experiences. This interactive approach refined indi-
vidual viewpoints to a deeper level, yielding unique 
insights not attainable through individual interactions. 
Furthermore, focus groups are appropriate for explor-
ing the context surrounding healthcare professionals’ 
experiences with clinical leadership in nursing homes 
[26]. Before the start of the focus group interviews, two 
researchers (SN and EC) developed an interview guide 
during several brainstorm sessions (Table 1). To get a rich 
view on participants experiences, open-ended and non-
directive questions were used [23].

The focus group interviews were organised between 
November 2019 and January 2020. The first three inter-
views were organised at Artevelde University of Applied 
Sciences (Ghent), the other two interviews at one of the 
participating nursing homes (Ghent). Each focus group 
was led by the main researcher (SN) who was trained 
in qualitative research techniques. The first focus group 
was organised with a senior researcher (EC) to guarantee 
the quality of the procedure. Each focus group followed 
a similar twofold procedure. After obtaining informed 
consent, the semi-structured interview guide was used 
(see Table  1). Participants were first asked to think of a 
colleague whom they look up to in their role as health-
care professionals. Secondly, they were asked to give a 
description of this colleague’s personal characteristics, 
defined as typical or noticeable qualities of someone 
(Cambridge Dictionary, n.d.). Finally, printed cards with 
characteristics of a clinical leader in hospital and primary 
care as stated by Mannix et al. [16] were laid out on a 
table. The participants were invited to choose and discuss 
relevant clinical leadership characteristics of healthcare 

professionals in nursing homes. Next, participants were 
asked to appoint influencing factors to develop clinical 
leadership in the context of a nursing home. Each focus 
group interview was audio recorded.

Data-analysis
A qualitative content and thematic analysis was chosen 
and the different phases and stages of theme develop-
ment were followed [27]. First, in the initialisation phase 
each focus group interview was transcribed at verba-
tim and anonymised, meaning that the main research-
ers (SN, EC) removed any identifying information. The 
two researchers (SN, EC) independently and inductively 
read the transcribed focus group interviews line-by-line, 
highlighted meaningful units, coded the different units 
in an Excel file and wrote reflective notes. They used an 
open coding with in vivo codes, meaning that codes were 
formed based on the words used by the participants to 
ensure an open-minded approach. Second, in the con-
struction phase the two researchers reflected on the 
coding process and compared the similarities and differ-
ences to assign the codes to categories in relation to the 
research question (Table  2). A third researcher (PDV) 
provided advice throughout the process of thematic 
analysis of the data. Third, in the rectification phase the 
two researchers (SN, EC) distanced themselves from the 
data by gaining advice on the data from a third researcher 
(PDV) and by performing a member check by present-
ing a summarised analysis to three participants who cor-
roborated the author’s interpretations of the data. This 
resulted in an in-depth analysis of the data that allowed 
the naive understanding of the data to evolve into a com-
prehensive understanding with all data reunited into 
meaningful themes. Data saturation was achieved after 
the analysis of the fifth focus group. During the finalisa-
tion phase, the researchers (SN, EC) developed a writ-
ten narrative by describing and connecting the various 
themes, categories, codes and quotes, providing compre-
hensive responses to the research question.

Results
In total five focus group interviews were organised. In the 
first round, three interviews were conducted, involving 
a total of 19 participants. A second recruitment round 

Table 1  Interview guide applied during the semi-structured focus groups
Opening question
Consider a colleague whom you “look up to” in his or her role as a healthcare professional. This may be someone who acts as a role model for you.
Questions to appoint influencing factors to develop clinical leadership in the context of a nursing home
- What do you think is necessary for healthcare professionals to take up their role as clinical leaders in the nursing home?
- What are influencing factors to develop clinical leadership in the context of a nursing home?
Closing questions
- Do you have anything else to add?
- Is there anything else you would like to say about the content of this focus group?
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proved necessary to enhance participant diversity, result-
ing in two additional focus group interviews with 22 
participants. A total of 41 multidisciplinary healthcare 
professionals, encompassing nurse assistants, licensed 
practical nurses, registred nurses, occupational thera-
pists, recreational therapists, psychologists, and geron-
tologics, were recruited for participation in the focus 
groups (Table  3). The European Qualification Frame-
work (EQF) was used to explain the educational level of 
healthcare professionals (The council of the European 
Union, 2017) (Table 4). Among the participants, 25 (61%) 
healthcare professionals held informal leadership roles, 
while 16 (39%) healthcare professionals held formal lead-
ership roles. Participants exhibited considerable variation 
in age, function, and years of experience. The nursing 
homes where they worked varied in size, location, and 
financial model. Interview durations ranged from one 
and a half to two and a half hours.

The analysis of the focus-interviews revealed 4 themes: 
(1) empowering working environment, (2) supportive 
leadership style of the formal leader, (3) well-developed 
professional identity and (4) fostering team dynamics.

Empowering working environment
First and foremost, participants stated that the empow-
ering working environment required an open feedback 
culture characterised by encouragement, positive rein-
forcement and a willingness to address conflicts openly. 
In this open feedback culture, it is important to approach 
colleagues positively, exemplified by expressions of 
appreciation and affirmation.

“That we don’t take those strong figures, those role 
models for granted, so they can be also positively 
empowered…” (FG3).
“Conflict resolution. Sometimes there are conflicts 
that have been going on for some time and then they 
can affect your employees.” (FG4).

Furthermore, a subset of participants underscored the 
significance of establishing a stimulating learning culture 
within the team. Key components identified included 
encouragement, supportive foundations, opportuni-
ties for growth, motivation for exploration, and a col-
lective sense of responsibility. Participants highlighted 
the transformative impact of fostering an environment 
that encourages fresh ideas, challenges, and continuous 
learning. The following quotes illustrates the scope of 
responses:

“I also think it’s important to give employees a lot of 
freedom. If they are not given freedom, they cannot 
have wings.” (FG3).

In
 v

iv
o 

co
de

s 
(D

ut
ch

)
Ca

te
go

ry
 (D

ut
ch

/ E
ng

lis
h)

Th
em

e 
(E

ng
lis

h)
Co

lle
ga

’s 
ke

nn
en

; c
om

pe
te

nt
ie

s v
an

 p
er

so
ne

el
 h

er
ke

nn
en

; c
om

pe
te

nt
ie

s v
an

 p
er

so
ne

el
 m

oe
te

n 
he

rk
en

d 
w

or
de

n;
 d

ui
de

lij
ke

 ta
ak

ve
rd

el
in

g;
 e

en
 g

e-
m

en
gd

e 
gr

oe
p 

co
lle

ga
’s;

 e
ve

nw
ic

ht
 b

ew
ar

en
 tu

ss
en

 m
ed

ew
er

ke
rs

; g
er

ic
ht

 n
ad

en
ke

n 
"w

ie
 z

et
 ik

 w
aa

r i
n"

; G
ez

am
en

lij
ke

 ta
ke

n 
ui

tv
oe

re
n;

 v
er

sc
hi

lle
nd

e 
pe

rs
oo

nl
ijk

he
de

n 
in

 te
am

Co
m

pl
em

en
ta

ir 
te

am
 (C

om
pl

e-
m

en
ta

ry
 te

am
)

Fo
st

er
-

in
g 

te
am

 
dy

na
m

ic
s

Co
ns

ta
nt

e 
in

 h
et

 te
am

 h
eb

be
n;

 e
en

 g
oe

d 
pl

ek
je

 in
 h

et
 te

am
 h

eb
be

n;
 g

ro
te

 b
et

ro
kk

en
he

id
; s

te
un

 k
rij

ge
n 

va
n 

el
ka

ar
; v

er
tr

ou
w

en
sb

an
d 

he
bb

en
Be

tr
ok

ke
nh

ei
d 

(E
ng

ag
em

en
t)

Co
m

m
un

ic
at

ie
pr

ob
le

m
en

 o
m

w
ill

e 
va

n 
ta

al
; D

iv
er

sit
ei

t v
an

 m
ed

ew
er

ke
rs

 (3
2 

na
tio

na
lit

ei
te

n)
D

iv
er

sit
ei

t b
in

ne
n 

ee
n 

te
am

 
(D

iv
er

sit
y w

ith
in

 a
 te

am
)

M
en

se
n 

di
e 

ko
m

en
 e

n 
ga

an
 (v

er
lo

op
 in

 e
en

 te
am

); 
N

aa
st

 h
et

 te
am

 st
aa

n;
 o

nd
ui

de
lij

ke
 ta

ak
ve

rd
el

in
g;

 o
nv

ol
do

en
de

 in
ge

w
er

kt
 z

ijn
; o

pg
el

ei
d 

pe
rs

on
ee

l 
ve

rt
re

kt
; s

fe
er

 b
in

ne
n 

ee
n 

te
am

; t
e 

w
ei

ni
g 

be
sc

hi
kb

ar
e 

zo
rg

ve
rle

ne
rs

; V
er

an
de

rin
ge

n 
in

 te
am

 (i
nv

al
le

rs
, v

lin
de

rs
, …

); 
Ve

rlo
op

 in
 e

en
 te

am
: k

or
td

ur
en

de
 

ve
rv

an
gi

ng
en

G
eb

re
k 

aa
n 

ee
n 

ge
ol

ie
d 

te
am

 
(L

ac
k o

f a
 w

el
l-o

ile
d 

te
am

)

G
eb

re
k 

aa
n 

aa
nw

ez
ig

he
id

 v
an

 v
er

pl
ee

gk
un

di
ge

; g
eb

re
k 

aa
n 

er
va

rin
g;

 G
eb

re
k 

aa
n 

go
ed

 o
pg

el
ei

d 
pe

rs
on

ee
l; 

ge
br

ek
 a

an
 st

an
dv

as
tig

he
id

 in
 e

en
 te

am
G

eb
re

k 
aa

n 
ee

n 
st

an
dv

as
tig

 
te

am
 (L

ac
k o

f a
 st

ea
df

as
t t

ea
m

)
An

de
re

n 
m

ee
ne

m
en

 in
 n

eg
at

ie
ve

 sp
ira

al
; N

ee
rw

aa
rt

se
 sp

ira
al

 in
 te

am
; n

eg
at

ie
f b

eï
nv

lo
ed

en
; N

eg
at

ie
f b

ew
us

tz
ijn

 v
an

 le
id

er
sc

ha
p;

 N
eg

at
ie

ve
 d

en
ke

r; 
ne

ga
tie

ve
 sf

ee
r i

n 
te

am
; t

eg
en

 z
in

 g
aa

n 
w

er
ke

n
N

eg
at

iv
ite

it 
(N

eg
at

vi
ty

)

Po
sit

ie
ve

 v
oo

rb
ee

ld
en

Ro
lm

od
el

 (R
ol

e 
m

od
el

)

Ta
bl

e 
2 

(c
on

tin
ue

d)
 



Page 7 of 13Nachtergaele et al. BMC Health Services Research         (2024) 24:1169 

“I think we have to put more effort into a learning 
environment in the workplace” (FG3).

In the context of a stimulating working environment, 
participants unanimously emphasised the importance of 
giving healthcare professionals time and space to grow, 
allowing them to experiment and contribute ideas. Some 
participants identified being mandated by the team as 

a key catalyst for fostering clinical leadership and are 
granted to assume informal leadership roles.

Furthermore, some participants argued that formal 
leaders and colleagues must allow healthcare profession-
als to take responsibility and develop as informal clinical 
leaders. One participant described it as follows:

“If there is a vision or a mindset in the organisation 
that healthcare professionals are allowed to take up 
that mandate, informally then… then they are going 
to thrive in that.” (FG2).

Participants unanimously agreed that sufficient staffing 
levels, also called a complete staff, are essential for health-
care professionals to develop their clinical leadership.

To promote clinical leadership development and 
enhance the retention of healthcare professionals, par-
ticipants proposed a strategic approach of prioritizing 
conscious recruitment practices and establishing a robust 
intake policy.

Table 3  Demographic characteristics of the participants of the focus group interviews
Characteristics Focus group 1

(n=5)
Focus group 2
(n=5)

Focus group 3
(n=9)

Focus group 4
(n=9)

Focus group 5
(n=13)

Total
(n=41)

Duration of the focus group 1h 43min 1h 44min 1h 46min 53min 1h 18min 7h 24min
Sex
  Men (n,) 0 0 8 0 4 12 
  Women (n) 5 5 1 9 9 29 
Age (years)
  <35 (n) 2 4 2 2 8 18
  35-44 (n) 1 0 4 3 2 10
  45-54 (n) 0 0 2 1 1 4 
  >55 (n) 1 1 2 1 2 7
Work experience (years) (yrs)
  <3 (n) 0 2 0 1 3 6
  3-5 (n) 0 1 1 1 3 6 
  6-10 (n) 2 0 1 0 3 6
  >10 (n) 3 2 7 7 4 23
Educational degree (EQF)
  Post-secondary education (EQF 4) (n) 0 1 1 4 10 16
  Graduate education (EQF 5) (n) 0 0 0 2 1 3
  Bachelor’s degree (EQF 6) (n) 3 2 6 2 1 8
  Master’s degree (EQF 7) (n) 2 2 2 1 1 8
NH sise (bed capacity, n)
  <50 (n) 0 0 0 0 0 0  
  50-100 (n) 0 0 1 0 0 1  
  100-150 (n) 0 1 4 0 0 5  
  >150 (n) 5 4 4 9 13 35 
Financial model
  Non-profit (n) 2 0 2 0 13 17 
  Private NH (n) 2 5 3 9 0 19 
  Public NH (n) 1 0 4 0 0 5 
Location
  Urban (n) 4 5 3 9 13 34 
  Rural (n) 1 0 6 0 0 7 

Table 4  Overview of participants’ healthcare professions, 
educational degree and corresponding education level (EQF 
level) [28]
Healthcare profession Educational degree EQF level
Nurse assistants Post-secondary education EQF4
Licensed practical nurses
Recreational therapists

Graduate education EQF5

Registered nurses
Occupational therapist

Bachelor’s degree EQF6

Psychologists
Gerontologists

Master’s degree EQF7
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“As a team, if someone new is starting, you have to 
accommodate that person a little bit. Because if 
you leave them to their own devices, their first day 
already, they won’t feel comfortable” (FG5).

However, barriers to clinical leadership development 
were identified, including (1) time pressure including 
insufficient time and attention to identify clinical lead-
ership, limited time for extra attention for resident care 
and insufficient space for creativity. In addition, chal-
lenges arise from (2) overwhelming workload such as 
administrative pressure, high general workload, intense 
care needs of residents, high work pace, stress and staff 
shortages.

“Because those care needs have risen so much in 
recent years, there is little time to do anything extra 
for residents.” (FG3).

Supportive leadership style of the formal leader
The participants unanimously recognised the signifi-
cant influence of the formal leaders’ leadership style on 
the development of informal clinical leaders within the 
department. As one participant noted:

“The leadership style is very important. You have 
to be able to recognise capabilities and get them to 
think about possibilities.” (FG1).

Participants expressed the need for formal leaders to 
serve as role models, embodying exemplary behavior to 
foster clinical leadership development. Accessibility and 
presence were highlighted as crucial attributes, with par-
ticipants expressing concerns about limited leadership 
presence, as illustrated by one participant in the follow-
ing quote:

“…we have some weeks, for example, where we only 
have our head nurse for two days of the week. That is 
really too little.” (FG5).

A coaching approach, wherein the manager understands 
the team dynamics, coaches teams and discerns indi-
vidual growth opportunities, was identified as pivotal for 
clinical leadership development. One participant articu-
lated the essence of this coaching approach as follows:

“I also think, but that is also up to the head nurse, 
that he or she will say ‘hey, I’ve seen you do this, 
you’re doing it really well’. Can’t we do that more 
often?” (FG5).

To foster the development of clinical leadership, partici-
pants stressed the necessity for formal leaders to focus 
on vision by creating a departmental vision and ensuring 
that it is seamlessly aligned with the nursing home’s over-
arching vision.

“For example, vision of the future, I think they are 
absolutely not concerned with that in our work-
place.” (FG1).
“…you should have an overall vision, but you should 
have the freedom to be allowed to create your own 
vision of your department” (FG3).

Barriers identified by participants included: (1) a man-
agement-oriented culture characterised by excessively 
rigid rules and structures, and (2) a top-down leadership 
approach. Some participants indicated that this authori-
tative management style frequently hindered the devel-
opment of clinical leaders. One participant expressed it 
as follows:

“…if you are too strict with your rules and structures, 
you also prevent healthcare professionals from doing 
more.” (FG1).

Well-developed professional identity
Participants highlighted the significance of possessing 
a well-developed professional identity and being sur-
rounded by colleagues who share this attribute as crucial 
influencers in the development of clinical leadership.

Education emerged as indispensable for professional 
identity development, with participants emphasizing the 
importance of ongoing training in communication and 
comprehensive education for healthcare professionals to 
effectively cultivate clinical leadership skills. One partici-
pant articulated the importance of education as follows:

“I do think that is important that at school, social 
skills or a bit of psychology or dealing with people in 
a team, that does help in practice.” (FG5).

Moreover, participants indicated that fostering clini-
cal leadership development could be facilitated through 
a talent-oriented work approach. This approach involves 
assessing healthcare professionals’ interests and recog-
nising their talents, a crucial step in establishing their 
professional identity as clinical leaders.

“It is also nice as an employee to be recognised in the 
things that you do well and if you are then indeed 
given the opportunity to further develop the things 
that you like and do well.” (FG1).
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A well-developed professional identity was found to 
depend on healthcare professionals’ dedication and genu-
ine passion for their work, as evidenced by their commit-
ment and enjoyment. In addition, boosting self-confidence 
was identified as a crucial factor enabling healthcare pro-
fessionals to perform their professional roles with con-
fidence and contribute positively to their professional 
identity.

“When you have just entered the field, I think it is 
not so easy to be a role model. If people are less confi-
dent, they will take up less clinical leadership.“(FG2).

Despite these positive influences, there was a general 
consensus among participants that a limited professional 
identity among healthcare professionals served as a bar-
rier to assuming a clinical leadership role. Factors such as 
limited motivation, fear of failure, a lack of entrepreneur-
ial spirit and reduced job satisfaction were associated 
with challenges in communication skills and discomfort 
in taking on clinical leadership roles. Additionally, strug-
gling with demanding personal circumstances, feeling 
uncomfortable and having lower self-confidence, were 
cited as hindrances to stepping outside one’s comfort 
zone and developing into clinical leaders.

“Some colleagues underestimate themselves, express-
ing doubts like ‘I can’t do that,’ yet I believe in their 
capabilities.” As highlighted in the quote of FG5, hin-
dering factors often stem from personal struggles: 
“Personality and situation do matter because some-
one may have so much on their mind, privately, that 
it just can’t be added.”

Fostering team dynamics
All participants unanimously agreed on the importance 
of fostering team dynamics in the healthcare setting for 
the development of clinical leadership. When asked to 
elaborate, participants highlighted the importance of 
having ‘a team where healthcare professionals have a high 
level of commitment and work collaboratively towards 
common goals’.

“…if everyone pulls the same rope, you will get fur-
ther.” (FG1).

A complementary team, characterised by knowing col-
leagues, recognising staff competencies, establishing a 
clear division of tasks and maintaining a balanced mix of 
personalities in a team, was deemed integral for facilitat-
ing clinical leadership development.

“Indeed, I think it’s important in team to actually 
recognise the capabilities of team members and see 
that as a leader as well” (FG1).

Active engagement in the team ensures that team mem-
bers consistently find their place within the team, fos-
tering a sense of belonging. Engaged team members not 
only enjoy their work, but also support and inspire their 
colleagues, building mutual trust and a supportive con-
nection within the team. This engagement, as described 
by one participant in the following quote, is a crucial 
aspect of effective teamwork:

“Indeed, in a team, you have those colleagues who 
hold things together like that, the glue. This is some-
one who is happy, joyful which actually also makes 
them a little… how should I put it? Gluing the group 
together so that you do have a positive vibe.” (FG5).

However, participants also identified barriers, such as the 
lack of a well-oiled and steadfast team, which impedes 
the development of clinical leaders. Factors like a con-
stant influx and departure of team members, an unclear 
division of tasks and inadequate onboarding processes, 
hinder clinical leadership development. The departure 
of trained staff, fluctuations in team dynamics and insuf-
ficient availability of healthcare professionals contrib-
ute to a challenging team environment, undermining 
the cohesion and stability needed for clinical leadership 
development. The absence of healthcare professionals on 
the labour market, coupled with a lack of experience and 
inadequately trained staff, is a barrier to the development 
of clinical leadership, exacerbated by the general lack of 
a steadfast team. Consequently, healthcare professionals 
frequently serve as temporary replacements or transient 
individuals (“butterflies”), lacking full integration into 
the unit. This again directly impacts the team’s prevailing 
atmosphere, as was indicated by a participant in the fol-
lowing quote:

“Replacements, butterflies, they don’t know the unit 
very well. They are not part of the team and do not 
cooperate like the other members, which sometimes 
makes it difficult.” (FG1).
“…we are actually constantly looking for employees, 
but we just don’t find them.” (FG3).
“It also depends a bit on how far the steadfastness of 
the team is” (FG5).

Negativity within a team poses an additional hindrance, 
as healthcare professionals influenced by pessimistic sen-
timents, compelled to work against their will, or trapped 
in a negative spiral can contribute to an unfavorable team 
atmosphere.
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“Some colleagues tend to think critically, but unfor-
tunately, it often takes a negative turn.” As expressed 
by FG1, “this negativity can create a downward spi-
ral within the team.”
To counteract negativity, participants in the discus-
sion proposed the importance of having positive role 
models within teams.”

Therefore, to counteract negativity, participants sug-
gested that observing positive role models in teams is 
helpful.

According to FG1, “observing positive behaviors in 
the collaborative setting, especially through perform-
ing joint tasks in multidisciplinary teams, can make 
it easier to engage someone as a role model.”

Moreover, some participants stated that high diversity in 
values and norms among team members appears to have 
a hindering effect. This diversity, stemming from varia-
tions in age generations, cultural backgrounds, or even 
language barriers, may create challenges within the team 
dynamic, hindering the cultivation of clinical leadership.

Discussion
This qualitative study, conducted in Flanders (Belgium), 
aimed to explore and define influencing factors on clini-
cal leadership development within healthcare profession-
als in nursing homes. The analysis of five focusinterviews 
with 41 participants from seven different healthcare dis-
ciplines revealed four themes, defined as groups or clus-
ters of essential influencing factors on clinical leadership 
development in the context of a nursing home: (1) an 
empowering working environment, (2) a supportive lead-
ership style of the formal leader, (3) a well-developed pro-
fessional identity and (4) fostering team dynamics.

Currently, there is little evidence on factors that influ-
ence healthcare professionals’ growth into clinical lead-
ers in nursing homes [11]. Our study supports the model 
described by Cook [29], emphasizing the vital role of the 
working environment in clinical leadership development. 
It aligns with the external environment by highlight-
ing empowerment, open feedback, peer learning, and a 
stimulating learning climate. Additionally, our findings 
identify practical aspects of a leadership style, empha-
sizing formal leaders as accessible role models who use 
a coaching approach. This complements the focus of 
Cook on the leader’s experience. Professional identity, 
shaped by training and experience, aligns with the inter-
nal environment, emphasizing beliefs and values held by 
clinical leaders. Positive team dynamics, characterised 
by commitment, collaboration, support, and trust, add 
a team-oriented dimension to both internal and external 
environment elements in the model described by Cook. 

Our study also identifies specific barriers, such as a man-
agement-oriented culture, top-down leadership, a lack of 
professional identity, and challenges within team dynam-
ics, contributing practical insights to clinical leadership 
development in nursing homes and enriching the theo-
retical framework of Cook [29]. However, to our knowl-
edge, no research has been conducted in nursing homes 
which makes the results of this study unique and neces-
sary for healthcare professionals in nursing homes.

Nevertheless, evidence can be found regarding the dif-
ferent influencing factors individually and brings us to 
some points of discussion.

The first influencing factor is an empowering work-
ing environment which implies, according to the par-
ticipants, an open feedback culture, peer learning, and a 
stimulating learning climate. These findings are in accor-
dance with findings by McCaughey et al. [30] showing 
that Magnet designated hospitals, who receive special 
designations for creating excellent nursing practice envi-
ronments and providing excellent patient care, make 
investments in the clinical leadership development of 
their nursing staff [30]. Engaging in an open feedback 
culture appears to influence the development of clini-
cal leadership. This is consistent with published research 
which indicates that nurses need training with a focus 
on conflict resolution and effective communication [4, 
11, 28]. Providing healthcare professionals the opportu-
nity for growth aligns with the principles of structural 
empowerment, a concept recognised in organisations 
that grant employees access to essential resources for 
their work. Introducing peer mentors seems to facilitate 
this process [10, 11]. In addition, structural empower-
ment influences the degree to which employees perceive 
the power to accomplish their work and influences col-
laboration, coordination, and achievement of patient care 
goals [10]. Next, working within a poor-staffed environ-
ment and experience a lack of time and a high workload 
were already described as barriers to develop clinical 
leadership [11]. Also, the national shortages of nurses, 
fiscal constraints, trends toward less skilled nurses and 
an absence of well evaluated models of care were seen 
as posing barriers to develop clinical leadership [11]. To 
date, research has predominantly examined the impact of 
the work environment on nurses, often within the hospi-
tal context [5, 11].

The second influencing factor, the supportive leadership 
style of formal leaders significantly shapes the develop-
ment of clinical leadership among healthcare profession-
als. Participants in our study underscored the pivotal 
role of formal leaders in guiding diverse healthcare pro-
fessionals toward organisational goals, emphasizing the 
impact of their style on the competency development 
of informal clinical leaders. This alignment with trans-
formational leadership principles, where leaders inspire 
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collective success, forms the basis for clinical leader-
ship development and education [6, 17]. This evidence-
based theory is particularly relevant in the complexity 
of care and the use of multidisciplinary teams. Adopt-
ing a relational leadership style optimises the healthcare 
work environment and empowers all healthcare profes-
sionals, not solely nurses [9]. Additionally, employing a 
coaching leadership style aligns with findings emphasiz-
ing the vital role of interrelationships, recognition, trust, 
and support for effective leadership [11]. Our research 
reveals that a commitment to a management-oriented 
culture is detrimental to the development of clinical 
leadership. This alignment with the findings of Boamah 
et al. [4] emphasises the need for a transformative shift 
in leadership conceptualisation, placing frontline staff 
and clinicians as integral components of the leadership 
team within organisations. Drawing insights from Mag-
net designated hospitals, which employ structures like 
shared governance involving healthcare professionals in 
decision-making, our study underscores the importance 
of creating empowering work environments that improve 
professionals’ skills, knowledge, and expertise to influ-
ence practice [10, 11]. Nursing homes managers, by pro-
viding leadership, support, and strategies for a healthy 
work environment, can potentially prevent adverse 
health effects among staff through their effective leader-
ship [6].

Third, the well-developed professional identity of 
healthcare professionals can be shaped, based on partici-
pants’ experiences, through targeted training, experience, 
and a talent-oriented work approach. This is consistent 
with previously conducted concept analysis indicating 
that professional competence is required of healthcare 
professionals and it is an antecedent of clinical leader-
ship [10]. This professional competence can be achieved 
by effective integration of knowledge, skills, individual 
abilities, and judgment [10, 11]. Our research under-
scores the significance of a talent-oriented approach to 
work. However, the existing literature on the influence of 
talent-oriented working and its connection to the lack of 
professional identity and clinical leadership development 
remains limited. Notably, Stanley and Stanley’s review 
[11] is one of the few sources indicating that a lack of self-
confidence and experiencing burnout can indeed impact 
the development of clinical leadership.

Finally, the fostering team dynamics that prevail in 
a team can impact the development of clinical leader-
ship and is marked by commitment, collaboration, sup-
port, and trust. Akin to our study, it is crucial to invest 
in a cohesive team with clearly defined tasks to prevent 
role conflicts arising from ambiguous role boundaries 
[11]. These conflicts emerge from the requirement of 
bedside health professionals to remain clinically focused, 
while being required to take on management functions 

and tasks. This leads to tension between their values 
and beliefs that were focused on quality patient care and 
the need to move away from the bedside and deal with 
staffing and resource issues that negatively impacted on 
their time or attention to direct client/patient care [11]. 
Thereby, healthcare professionals should clearly com-
municate how clinical leadership is understood within 
their department and the respective responsibilities 
which belong to the role of clinical leadership [5]. Next, 
mirroring our study, nursing shortages pose challenges 
in assembling cohesive and resilient teams, acting as 
potential barriers to the development of clinical leader-
ship [11]. Finally, diverse cultural backgrounds working 
together in clinical settings caused by the global mobil-
ity of the workforce is seen as a limiting factor within our 
research while research from Mannix et al. [16] cultural 
perspectives of clinical leadership could also enrich our 
knowledge and understandings.

This study is the first to examine the influencing fac-
tors associated with the development of clinical leader-
ship within healthcare professionals in nursing homes. 
It is important to note certain limitations within this 
study. The most important limitation is the fact that the 
participating group represented only a small percentage 
of all healthcare professionals working in nursing homes 
in Flanders. Participants in the first three focus groups 
were mainly formal nurse leaders and middle manage-
ment experts. However, in the two last focus groups 
we expanded the group with healthcare professionals 
working more directly at the bedside in the same nurs-
ing homes, yet no major differences in themes addressed 
during the focus groups were found. Participants volun-
teered for the study, which could introduce biases based 
on their motivation. Nevertheless, healthcare profession-
als were reached in all hierarchical levels of the organ-
isation. Next, the diversity of healthcare professionals in 
our focus groups, including those with varying levels of 
training, was intentional to reflect the composition and 
dynamics of a typical nursing home team but might be a 
factor influencing the results. The gap in clinical leader-
ship education at lower levels (EQF4, EQF5) may affect 
the development of clinical leadership. Despite this, clini-
cal leadership was unanimously recognized across all 
professional groups.

Because of the small sample size and specific context of 
nursing care in Flanders, the generalisability of the results 
may be limited. Additional research is essential to explore 
and implement concrete programs aimed at developing 
clinical leadership and optimizing influencing factors. 
Subsequent research should focus on (1) how different 
structures and formal leadership styles impact the devel-
opment of clinical leadership roles, performance, and 
outcomes and (2) evaluating the effect of these programs 
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on healthcare professionals’ job satisfaction and the over-
all quality of care provided.

Conclusions
This study succeeds in unravelling the influencing factors 
that shape the development of clinical leadership among 
healthcare professionals in nursing homes in Flanders, 
Belgium. The results provide a comprehensive answer 
to the research question: “What are the key factors that 
influence the development of clinical leadership among 
healthcare professionals in nursing homes?” Participants 
from multiple healthcare professions and organisational 
levels identified multiple influencing factors clustered in 
four themes: (1) an empowering work environment, (2) 
a supportive leadership style of the formal leader, (3) a 
well-developed professional identity, and (4) fostering 
team dynamics. By identifying these influencing factors, 
subsequent research should focus on the development 
of targeted tools that foster awareness and facilitate the 
design of tailored interventions. This approach allows 
healthcare professionals to effectively evaluate and 
improve their own contexts.
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