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Introduction: The provision of quality services to patients in healthcare facilities
requires effective clinical leaders who will transcend their technical expertise and
coordinate and direct patient care through clinical leadership roles. Clinical
leadership refers to using clinical experience to provide direction, inspire and
promote values and vision, and promote quality clinical care. However, there is a
limited understanding of the challenges faced by clinical leaders within HIV care
systems in Kenya. This study explored the views of healthcare providers on clinical
leadership challenges in HIV care highlighting the sources and consequences.
Methods: We conducted an exploratory qualitative study between December 2019
to May 2020 marked by COVID-19 involving (n = 22) healthcare providers who were
purposively sampled to participate in in-depth interviews in the AMPATH-MTRH HIV
facility in Eldoret, Kenya. Ethics approval was granted, and participants consented to
participation and audio-recorded interviews. All data that were collected from
participants were de-identified and kept in a confidential format to protect
participant anonymity. A thematic analysis approach was used to analyze data and
Nvivo v.12 software was used for data management.

Results: Participants identified three broad themes that described clinical leader
challenges in an HIV facility including (1) supply-side challenges, a shortage of
resources, staff welfare, and team dynamics; (2) demand-side challenges,
unmet patient expectations, lack of appreciation by the patients, lack of
additional gains and incentives, financial constraints, and stigma; (3) health
system challenges, rigid health system structure, lack of management support,
unavailable services in the facility. These challenges negatively impacted
healthcare providers’ performance including clinical leaders’, compromised
patient care, and created inefficiencies in the HIV care system.

Conclusion: The results provided important insights from the perspectives of
healthcare providers. They show that in HIV care systems, clinical leaders are
faced with diverse challenges that emerge from the supply, demand, and
health system sides that affect patient care and system performance.
Healthcare system leaders can strengthen management support systems and
leadership training for clinical leaders to improve HIV care provision as well as
provide career growth opportunities for clinical leaders to maximize their
expertise in improving HIV care and system performance.
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1 Introduction

In healthcare organizations, clinical leaders play important
roles in providing leadership to enhance patient care and health
system performance (1-3). However, clinical leadership has
received limited attention in low- and medium-income countries
(LMICs) due to the cultures,
constrain leadership practice (4). Clinical leadership is described

norms, and structures that
as the use of clinical experience to provide direction, inspire and
promote values and vision, and promote quality clinical care to
ensure the needs of the patients are prioritized within the
organization’s aims and delivery (5). Similarly, it is defined as a
distinct and emergent phenomenon resulting from the dynamic
interactions within a healthcare system that requires high clinical
competency to produce optimal care by having the purpose and
qualities of delivering change in the quality of direct patient care
(6). The definitions highlight both the capacity and experience of
clinical leaders. In the context of this study, we refer to clinical
leadership as the role of clinicians with competency and
experience to provide care and perform leadership and
management roles to see that services to HIV patients are
effective and satisfactory and meet the goals of the HIV care
system. A recent study established that clinical leaders in HIV
primary care facilities provide strategic direction, ensure resource
allocation, interconnect health systems, provide supervisory
oversight roles, and oversee research to enhance patient care,
which their

clinicians’ contribution to improve HIV care and enhance

requires strengthening capacity to maximize
responsive health systems (7). It is important to include
clinicians at all levels of the organization’s leadership from the
chief executive officer (CEO) to managing a small clinic to
ensure the clinical environment operates in a safe, good-quality,
and effective way to meet the needs of the patients (5). However,
ineffective clinical leadership at the frontline can have a stark
consequence on the quality and outcomes of care (8). Clinical
leadership has been perceived to promote integrative and
proactive care through the facilitation of interdisciplinary
collaboration (9). In Kenya, the use of distributed leadership to
examine clinical leadership was important in analyzing middle-
level leadership. Distributed leadership refers to a shared
approach to leadership, where leadership responsibilities are
distributed across multiple actors within a healthcare system. For
example, in Kenyan county hospitals, this model highlights the
role of middle-level clinical leaders, such as doctors and nurses,
in influencing their peers, coordinating care, and adapting
leadership practices to local contexts (4). In addition, during the
COVID-19 pandemic, the establishment of a hospital leadership
structure was effective and efficient in determining preparedness
and response strategies for the COVID-19 pandemic in Kenya
(10), underscoring the importance of leadership at all levels of
management including clinical leadership at the operational level
to respond to public health pandemics. However, there is
insufficient data on whether clinical leadership challenges in an
HIV care system could affect HIV patient care and system
improvement. In an aged facility, clinical nurse leaders who had
more than 10 years of experience and older than 50 years had
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higher levels of self-confidence in clinical leadership roles (11)

indicating an understanding of the clinical environment.
However, there is scarce literature on the clinical leadership
contribution to HIV care particularly in Kenya.

Although clinical leaders play important roles in healthcare
organizations, there are leadership challenges associated with
their roles. For example, in Kenyan hospitals, clinical leadership
is challenged by contextual factors such as cultures, norms, and
structures that influence how clinical leadership is practiced (4).
This would inform the structure of clinical leadership and the
experience of the clinical leaders such as doctors, clinical officers,
and nurses, who take on leadership roles within hospital
departments and in navigating the dynamics within the hospital
contexts. In Nigeria, participants perceived the involvement of
clinicians in organizational leadership roles as having little to no
benefit for patient care or their professional success. The
perception contributed to a lack of motivation for clinicians to
pursue leadership roles, which in turn affected healthcare
delivery. In addition, the lack of leadership training in medical
curricula left clinicians unprepared for management roles, further
limiting their influence on healthcare delivery (12). This would
then create gaps in day-to-day healthcare service delivery. In the
context of HIV, the challenges that impede leadership in
collaborative governance include divergence of representation and
participation in terms of obtaining consensus toward a common
purpose, managing different personalities, time management to
collaborative process, and leadership incapacities, all of these
create unique challenges to the leaders (13). In addition, while
effective clinical leadership principles integrate relational,
personal, clinical, and evidence-based practice and optimal care
management (14), however, its effectiveness may vary across
contexts due to factors such as staffing, resources, and patient-
provider dynamics. In Nigeria, the clinical leadership in labor
wards does not necessarily work differently from those in other
countries, but the clinical leadership challenges, such as power
differentials, limited interdisciplinary  collaboration, and
inadequate leadership training (12), may differ based on the local
healthcare systems and workforce capacity. In South Africa,
challenges to effective clinical leadership in labor wards stem
from organizational barriers such as hierarchical structures,
dynamics within the care environment, low staff capacity to
fulfill clinical leadership roles, and the dual burden of clinical
and managerial responsibilities (15). These findings correspond
with views reported in studies in high-income settings for
example clinical leaders lacked leadership training and credentials
to assume leadership positions and the structure of their practice
was a source of leadership challenges (16), hence presenting
difficulty in balancing the needs of the specific patient, client
group, or service with the overall needs of the organization and
managing tensions and coping with uncertainty and adapting to
changing situations (17). Moreover, clinical leaders without
proper training may have difficulty navigating the dynamics of a
health system, establishing leader-provider-patient relationships,
and making informed decisions regarding patient care.

A clinical leadership study found that although clinical leaders

may possess clinical leadership qualities for clinical practices, they
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may not possess the characteristics associated with traditional
managerial practice such as being visionary, having control, and
being creative (18), and this could highlight a source of
disconnect between clinical and managerial skillset that would
impact patient care. When clinical leadership challenges are not
addressed, they are likely to affect patient care and health system
efficiency (15). In Zambia, for example, the negative influences of
leadership practices were associated with providers’ burnout,
demotivation, frustrations, carrying out tasks carelessly, working
in fear, and compromised quality of care to patients (19).
It could also increase clinical leader stress levels and enhance
patient negative outcomes. In a study in a resource-limited
setting, clinical leaders were in a dilemma in providing the best
patient care due to insufficient resources and perceived higher
staff workload and frustration (20). This would also compromise
the quality and delivery of patient care through increased wait
times, limited access to essential treatment, and lower patient
satisfaction (21). A scoping review of the impact of clinical
leadership in advanced practice roles outcomes in healthcare
revealed a paucity of objective evidence of the impact of
advanced practitioners’ clinical leadership on patients, staff,
or organizational outcomes (22), indicating insufficient evidence of
the extent of integrating clinical leadership in advanced practice
roles. This would also create a challenge to healthcare institutions
on how to leverage clinical leaders’ expertise to improve the
quality of patient care and may hinder efforts to allocate resources
and streamline healthcare processes to enhance health system
performance. While substantive literature has utilized quantitative
methods to examine clinical leadership in different contexts, a few
studies have explored the challenges that clinical leaders encounter
in HIV contexts, the sources of the challenges and consequences
to HIV care, and the health system performance.

In recognition of the less documented challenges in HIV
literature, this study aimed to explore the perspectives of
healthcare providers regarding the challenges faced by clinical
leaders in the care of people living with HIV/AIDs and considers
their
consequences to HIV care and health system improvement. The

the sources of clinical leadership challenges and

study posed the following research question:

1. What are the clinical leadership challenges in HIV care systems
as perceived by healthcare providers?

2 Materials and methods
2.1 Design and setting

We conducted an exploratory qualitative study from December
2019 to May 2020 that involved one-to-one in-depth interviews with
healthcare providers working in the Academic Model Providing
Access to Healthcare (AMPATH). We selected this approach to
explore providers’ perspectives on the challenges of clinical leadership
in an HIV care system, and this was shaped by our professional
backgrounds and prior experience in healthcare settings. Throughout
the study, we remained reflexive about how our assumptions,
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professional backgrounds, and positionalities could influence data

collection, interpretation, and interactions with participants.
AMPATH is a consortium of institutions in Kenya including Moi
University, College of Health Sciences, Moi Teaching and Referral
Hospital, and Universities from Northern America. AMPATH
provides comprehensive HIV care to the population living in
Western Kenya and provides support to more than 600 Ministry of
Health Facilities in 15 counties in Western Kenya. The AMPATH
system is organized into five units of care provision referred to as
“modules”; Modules 1-3 serve the needs of adult patients, Module 4
serves the children, and Module 5 serves the needs of adolescents
(23). The study period coincided with the onset and initial spread of
the COVID-19 pandemic, a time when clinical leaders and
healthcare providers had increased levels of panic, anxiety, and stress
in providing emergency response to address the COVID-19
pandemic alongside managing existing HIV care, hence providing a
dual health crisis that shaped the experiences and emotional context

of both participants and researchers.

2.2 Sampling and recruitment

The study included healthcare providers of different cadres
(clinicians, nurses, counselors, social workers, patient retention
officers, and pharmacists) who were working in the AMPATH
facility. At the time of this study, there were 50 healthcare
providers in the facility who worked under the clinical leaders in
the facility, and we only sampled those serving in Modules 1-3
for adult patients. Each module was headed by a clinical leader
who provided clinical and leadership roles. Before we conducted
the in-depth interviews, we sought approval from the AMPATH
facility by presenting our
approached 25 healthcare providers using purposive sampling

research permits. We initially
and conducted interviews until we reached data saturation at 22
participants including one pharmacist, 14 clinical officers, five
nurses, and two counselors. Purposive sampling is a non-
probability method that allows the selection of participants with
specific information (24, 25), in this case, to answer our research
question on the perceived clinical leadership challenges with the
highlighted source, and consequences to HIV care and system
improvement. Our purposive criteria included providers with
over 1 year of experience in HIV care provision under the
supervision of a clinical leader to ensure that the views obtained
were directly relevant to the specific clinical and leadership
challenges in the HIV setting. We also included providers with
diverse professional backgrounds, both male and female of
different cadres to ensure the inclusion of diversity in
perspectives and participants who were willing to participate in
the study voluntarily to ensure the richness and meaningfulness
of the collected data. We remained reflexive throughout the
recruitment process, particularly regarding our positions and
familiarity with the AMPATH setting because these dynamics
may have influenced participants’ willingness to engage with the
study and the openness of their responses. We were also mindful
of potential power relations and professional hierarchies within
the facility that could affect how participants perceived the
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purpose of the research or their ability to speak freely. To address
this, we emphasized voluntary participation and established
rapport to support a safe space for honest dialogue (26).

2.3 Data collection

The interviews were conducted by two members of the research
team, FC and JW, who had prior experience in community and
stakeholder engagement and qualitative research. At the time of
the study, FC held an MSc in International Health Research
Ethics (Bioethics) and had previously conducted qualitative
research in both community settings and among healthcare
professionals. JW is a public health expert and has a PhD in
Health Behavior and extensive experience in qualitative research.
The healthcare providers consented to the in-depth interviews
that were done in a room that was identified for the study within
the HIV facility to protect privacy and confidentiality and to
allow the participants to process information. The authors
ensured that the data collection procedures and analysis were
transparent and simple to ensure consistency and rigor
throughout the study. This was achieved by conducting a pre-
interview session to ensure the data collection tool was
appropriate to collect accurate data. Throughout this process, we
remained conscious of how our identities as researchers, some
health

participants’ responses. In line with (26), we emphasized mutual

with familiarity with the system could influence
respect and mitigated power dynamics through open dialogue
and reassuring the voluntary nature of participation in the study.
We developed an interview guide with semi-structured questions
that were derived from the research question to obtain clear
responses from the participants on the perceived clinical
leadership challenges in an HIV care system, highlighting the
of the their

consequences to HIV care and health system improvement. We

sources clinical leadership challenges, and
also included participant demographics. The in-depth sessions

were audio-recorded on participant consent and took at most 1 h.

2.4 Data management and analysis

Data analysis was guided by a thematic approach (25, 27). First,
the audio-recorded interviews were transcribed verbatim by FC and
then translated and verified by two authors (FC and JW) with
qualitative backgrounds as accurate to ensure rigor and
consistency in the analysis. We adopted the six steps outlined by
Braun and Clarke (55) including familiarization with the data,
generating codes, searching for themes, reviewing themes,
defining and naming themes, and locating exemplars. First, all
the authors (FC, AK, MK, VB, VN, and JW) read the transcripts
for familiarization to understand the richness of the data. The
transcribed data were then imported to the NVivo software v.12
for initial coding and managing data ideas and queries. Then,
two authors (FC and JW) developed the initial codes to organize
the data into meaningful categories that were used to identify

recurrent and related themes. The codes with coded data were
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then reviewed collaboratively by all authors to identify broader
patterns in the data and grouped similar codes that defined the
potential themes. The themes were then refined by all the
authors to ensure they were accurate, clear, and distinct,
provided valuable insights into the research questions, and
represented the data. Any duplicate ones were removed, and a
final codebook was developed that informed the final write-up of
the report supported by illustrative quotes from the data (28-30).
Throughout the research process, we engaged in reflexive (26)
sessions  to examine our

team debriefing continuously

assumptions and potential biases and the potential for
interpretative subjectivity. In this, all authors reviewed the coded
data to minimize individual biases and strengthen the credibility
of the findings to maintain analytical rigor. It also helped us
remain aware of how our interpretations were shaped by our

positionalities and supported transparency in theme development.

3 Results
3.1 Participant demographic characteristics

There were 22 (88%) participants in the study. Most were
clinical officers (14; 63.6%), followed by nurses (55 22.8%),
counselors (2; 9.1%), and a pharmacist (1; 4.5%). Males (12;
54.5%) were slightly more than females (10; 45.4%), earned a
monthly income exceeding 500$, and had over 1-year experience
providing HIV care with an average age of 41-50 years as shown

in Table 1.

3.2 Themes and summary of the findings

The study results are organized around three broad themes that
were derived from the research questions: perceived challenges of
clinical leadership in an HIV care system that are perceived to
emerge from the providers (supply side), the patients (demand

TABLE 1 Participant demographic characteristics.

‘ Participant characteristics

Total participants 22 (88%)

Gender

Male 12 (54.5%)
Female 10 (45.4%)
Profession

Clinical officers 14 (63.6%)
Nurses 5 (22.8%)
Counselors 2 (9.1%)

Pharmacist 1 (4.5%)

Monthly income

(>500%) 22 (88%)

Experience

>1 year in HIV care 22 (88%)

Age

(41-50 years) 22 (88%)
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side), and those from the health system side that are linked to the
execution of clinical leader roles and responsibilities in an HIV
primary healthcare facility. The findings also highlight the
sources of perceived clinical leadership challenges and illuminate
the consequences to patient care and health system performance.

3.3 Clinical leadership challenges

3.3.1 Supply-side challenges

3.3.1.1 Resources shortage

Participants highlighted the shortage of resources as a key
challenge to the clinical leader which included a shortage of staff
and a lack of some commodities and supplies. In their view,
understaffing led to a high patient ratio against the number of
staff in the various departments which would present a dilemma
to the clinical leader in scheduling tasks and responsibilities
among the few staff across departments and could cause poor
planning leading to critical care gaps. This may also create
inefficiency in providing HIV care. At the time of this study,
AMPATH Plus was facing a budget cut from the donor United
States Agency for International Development (USAID) which led
to staff layoffs. As a result, it created negative consequences on
sustained HIV care for example patient retention in HIV care. In
addition, there were times when the staff could be on annual
leave, were transferred to other departments, or could have fallen
sick, and there was no one to cover for them. This led to long
waiting hours in service provision to the patient and unmet
objectives of the clinical sections where the leader heads.

Challenges are human resource challenges in terms of
personnel, that is why I was telling you at the moment we
don’t have support staff who have been helping us in making
phone calls to patients. You see we are dealing with HIV
clients and some definitions like if a patient misses to come
after 28 days, you term/call/define that as a loss to follow-up
(LTFU), so you need to follow up cases. So, peers have been
helping us in terms of follow-ups. (CO1)

So currently, the challenges we are facing now, we have the
issues of budget cuts, staff are being laid off, there are the
issues of anxiety so that even those who have not received

their termination letters are not stable, are not stable because

you are not sure if you are going to be the next. (CO3)

In addition, a shortage of essential supplies and equipment was
perceived as a resource challenge that constrained the clinical
leader in executing clinical functions. This included stock-outs of
drugs, inadequate machines, or even the machines available being
out of order and needing some repair, which resulted in
dwindling donor funding. In this case, the clinical leader would
be required to make tough decisions in allocating scarce
resources that will oversee the running of the clinic.

Then there are also the necessary resources, in terms of tools of

work that are mostly not adequate. A client may need some
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services but you are unable to offer them because you do not
have the necessary resources. (NR1)

I would say sometimes we don’t have the essential equipment
to do our work because maybe because of the budget cut,
maybe sometimes we lack funds to go for maybe how will
I call, fieldwork or trace patients or maybe assist patients,
you know like you can be sick but you have other underlying

social issues, eh, economic issues but we cannot come in and

she cannot like to support us with us may be budget. (CO2)

A commonly identified challenge was financial constraint
which was viewed to impede the clinical leader in discharging
daily clinical and leadership functions. Participants noted that a
lack of or limited financial adequacy resulted in staff layoffs. This
created a high anxiety among staff who were still in the system
and were engaged on contractual terms since they were not sure
of their job security and stability the leader at the operational
level is expected to advocate for them but the leader had no
control because it was a high-level decision made by the
top leadership.

I think the major challenge is still financing. Because at some
point, you might need a few things here and there but it is
leader in a certain

beyond your control even as a

department. (CO4)

For the challenges, for the financial constraint and all that.
There are those that we can and those that we can’t handle.
You know this is a donor program and there are decisions

that a made beyond the facility management level. (NR2)

3.3.1.2 Staff welfare

The participants noted that clinical leaders experienced leadership
challenges in managing competing tasks such as high workloads
among staff because the HIV clinics were always busy and
attending frequent departmental meetings, hence leading to
clinical leaders due to

pending assignments for the

time constraints.

Leadership comes with challenges, it can never lack challenges
because maybe there are competing tasks, some of the
challenges, you want to finish this, you look at your diary
you have a lot to cover within maybe a short time, so
competing tasks is the major challenge I can talk about. (CO6)

The workload is just too much, just like the example I had
given you. If you come in the morning, you are attended to
nicely, but if you come by mid-morning, you find an
irritated healthcare practitioner who is tired. (CO5)

It was noted that a lack of motivation for staff in terms of low
salary and job security was a challenge due to low pay and high
workload that created a challenging work environment for the
clinical leaders through balancing the needs of patients and staff
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and encouraging them to be productive. As a result of demoralized
staff, it affected the quality of the care services provided and
team dynamics.

And also, the allowances are low, the salaries are low, and you
can’t leave because you don’t have any other job. So, you just
want although we are not well motivated and the workload is
so much. So, by the end of the day, you get a demoralized
workforce. (CO5)

A lack of proper training in leadership skills, for example,
strategic leadership and management and response to emergencies
like the COVID-19 pandemic, affected service delivery. Some of
the leaders who held management positions without leadership
training ended up struggling in discharging leadership and clinical
roles, and this affected quality service provision. In addition, the
lack of proper training and capacity building of the care providers
was noted to affect quality service provision. Furthermore,
participants noted a lack of support from the management in their
career progression to improve their leadership skills and acquire
new expertise in medical practices to remain competent in their
field, enhance continuous improvement, lead teams effectively, and
provide high-quality patient care.

Another thing is lack of training. You know, as a leader, you
need to attend most of the leadership training so that you
can equip yourself with knowledge. So sometimes we raise
for leadership training but we are not sponsored or
supported in a way. (CO7)

When you look at things like emergencies, you will realize that
probably you don’t have much staff trained in emergencies so
people might feel that their patient was not treated well in that
hospital compared to how they would have been treated in
another hospital. (CO4)

One of the challenges that our leaders face is lack of support.
Lack of support from the management above him, especially
when it comes to training. Maybe you are told that there are
no funds. (CO5)

3.3.1.3 Team dynamics

It was further noted that team dynamics was a challenge to the
clinical leader in terms of diversity in the characteristics of the
staff. For instance, the age difference between the leader and staff
members led to some misunderstandings hence impacting
decision-making regarding patient care.

Also, sometimes age is a factor. Some people may be senior to
the leader by age and the leader may find it so embarrassing to
put them in a corner and fix them and have different results.
(P1)

In addition, the clinical leaders experienced disrespect and a
lack of cooperation or teamwork from some team members due
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to the leadership approach of the leader, presenting interpersonal
challenges that undermine effective leadership and teamwork
within the health system. Other providers delay in submitting
their section reports, hence affecting the smooth delivery of the
services in the care system and overall decision-making.

A leader is someone who should be reliable to the team, but
sometimes the team might take advantage of your goodness
or might take advantage of the respect that you have for
them and think that is a weakness, which is not really and
I am trying to talk to my team and tell them that not
because I respect you does not mean that I am not firm

enough to expect results. (P1)

Sometimes you get a staff member who is not punctual, doesn’t
want to perform his or her responsibilities, so you have to
make sure that they perform according to their duties and
job description and if the worse comes to the worst, then
you can report to the supervisor so that they can take up the

necessary action. (CO7)

Difficulty in the management of the integrated services was a
that to provide
coordination and communication between different departments.

challenge required the leader effective

We have challenges whereby we need to involve other cadres
such as nutrition, social work, being a leader to whom we air
our issues as care providers, he usually faces challenges. (CO8)

3.3.2 Demand-side challenges

Participants viewed unmet patient expectations as a challenge
to the clinical leader. They noted that some patients had diverse
needs that the clinical leader and the providers had no control
over. In this case, the leader is required to provide an update
about the affected patients and develop appropriate strategies to
address the unique needs of the patients, hence facilitating a
smooth patient process to receive quality care that meets
their expectations.

Different patients have different needs. Sometimes it is difficult
to make it universal for all patients and yet the complaints

could be from one of two patients. (O5)

Providers noted further that there was a lack of appreciation
from the patients for the services they received, and this triggers
stress and emotional strain on the clinical leader and the staff
because they feel demoralized if their efforts to provide quality
care are not appreciated.

Sometimes the patient, he or she cannot appreciate what our
staff does. Sometimes there are complaints that they are not
getting quality healthcare, they are delayed, they have so
many complaints and they direct them to the leader. (NR3)
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In addition, patients complained about delays in service
provision due to long queues, and this presents a leadership
challenge of managing patient dissatisfaction.

People might feel very devastated when they are in line waiting
for the services and they might think this hospital is bad and
it’s been a long time, you can even die in the queue, but
when you look at it keenly, maybe it could be a systemic
issue where you don’t have enough staff. (CO4)

Participants noted that both the patients and healthcare
providers were dynamic in character, and it would pose a
challenge to the clinical leader in managing the ever-changing
dynamics within an interactive HIV care system which might
complicate management within teams and ensure quality patient
care provision.

Challenges do not come from one point or side. It could be that
the challenges come from patients. We care providers also
cause them, for example, pressure from care providers in
terms of patient load. (CO8)

Furthermore, participants mentioned that there was a stigma
related to being an HIV/AIDs patient. This affected the health-
seeking behavior of the patient whereby they would fear and feel
ashamed of seeking treatment and medication.

If we look at the social bit of it, there is stigma for HIV and
however much the team could do a lot to support and
ensure that the patient gets the best HIV care, number one is
they ensure that the patient is identified and tested. But
because of stigma, it is not easy for them to come for testing.
Having clients who have already been introduced to ART is
sometimes hard because of the economic circumstances,
stigma, change of location, this being a town and other
challenges. (NR2)

3.3.3 Health system-side challenges

The structure of workflow and way of operation in the facility
emerged as a challenge to the efficient and quick service provision
in the health facility as the clinical leader will strive for efficient and
timely service provision to the patient through coordination as
asserted by one of the care providers:

By system breakdown I mean, ideally, we are supposed to come
in the morning then we see patients, the nurses help to triage
the clinicians with the patients, send the patients to the
pharmacy, so if the nurse is not there, the system will not
work because ideally, the patients should start from the nurse
to triage to the clinicians, so sometimes or like the computer,
the IT people if we having problems with the computer, the
IT people don’t come. So those are some of the challenges

that T usually see the leadership going through. (CO10)
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Participants noted a lack of appreciation and recognition by the
management for the targets being met by clinical leaders in the
departments they are heading. As a result, it diminishes work
morale and job satisfaction and affects overall work performance.

Then another thing, we feel that the management does not
appreciate what we do. It does not appreciate the targets that
we meet. It's just that you meet this target, they bring
another target. You meet this, they bring another target, not
appreciating what you already did. (CO5)

Participants noted that some services were not available at the
facility due to a lack of equipment and specialists. They expressed
concerns about a lack of political will at a higher level and poor
health system management in providing the necessary resources.
This would possibly make clinical leaders work difficult in
coordinating the provision of comprehensive HIV care and could
lead to service provision gaps that may compromise the quality
of patient care.

When you look at the healthcare system in Kenya, let’s not say
it is a national problem, but a national healthcare system issue.
I may point out that probably the political influence, in a way,
has affected the healthcare system because people have
different challenges and probably the areas were not well. Let
me not say balanced, but you cannot compare the healthcare
system in a national referral hospital like MTHR to a county
referral hospital. (CO4)

Participants viewed a challenge in communication breakdown
when clinical leaders are passing information to the junior staff,
due to long processes in the health system that are bureaucratic,
causing delays in the procurement process that lead to delays in
sharing important information that will inform service provision
to the patients. It will also negatively influence teamwork and
communication and potentially compromise clinical decision-
making and the overall quality of patient care.

But the most glaring challenge is that being below somebody
else that you may depend on several issues like procurement,
like staff employment, and so forth. Your hands may be tied.
You may come on the ground and find that people are
overwhelmed and you need staff, but you see that the process
of hiring staff is very long and your people are tired on the
ground. You may need something to assist you in the service
delivery, your people are asking for it, but by the time you
get to the procurement, it may even take months and that is
also a challenge. It may pull down your efforts while trying
to bring out something better. (NR2)

4 Discussion

Our study presents findings that describe the challenges facing
clinical leaders while providing clinical and leadership functions in
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the HIV care system from the perspective of healthcare providers.
Through semi-structured interviews with 22 healthcare providers,
their views were explored using a thematic approach to answer the
research questions. Overall, participants perceived clinical leaders
to experience challenges that emerge from the supply, demand,
and the health system. Putting these factors into context is
important in informing leadership interventions that will enhance
the effectiveness of HIV care provision in HIV care systems.

4.1 Overall challenges

Participants perceived inadequate funding as a challenge that
impedes clinical leaders in providing clinical and leadership
functions by compromising healthcare quality. Consistent with
current literature, health financing has been highlighted as a
challenge in improving healthcare operations and patient care
(31). The findings further highlighted the stigma related to being
an HIV/AIDs patient that makes patients feel socially excluded.
This affects patients’ health-seeking behavior, hence making
them feel ashamed of seeking treatment and medication.
that
experienced stigma and HIV literacy as factors that contributed

Previous studies reported consistent results patients

to a lack of engagement in care (32).

4.2 Supply-side challenges

On the supply-side challenges, the study findings highlight the
shortage of resources including shortage of staff and lack of
commodities and supplies as an impediment to providing quality
HIV care to the patient by the provider. This highlights the
linkage between resource deficits to broader systemic issues such
as strain on healthcare providers that cause burnout and decreased
productivity which impact HIV patient outcomes. As a result, it
calls for innovative approaches to resource mobilization and
management to enhance the overall HIV system effectiveness. The
study findings concur with previous studies that cited inadequate
resources such as supplies, staff, and drug stock-outs which
contribute to poor leadership (33-35). Similarly, there was a
shortage of finance, materials, and supplies as a leadership
challenge (20, 36). As a result of the patient high volume,
providers experienced a high workload suggesting the need for
increased capacity to handle the numbers. In the literature, a study
suggested having administrators assume leadership positions to
lessen the workload on the leader (37). Similarly, the providers
perceived their leaders to feel demotivated in their leadership roles
due to the low pay that comes with additional responsibility.
Ideally, the more the responsibilities, the higher the pay, and this
was on the contrary as perceived by the providers. This indicates a
perceived disconnect between increased responsibilities and
compensation hence impacting the effectiveness of clinical leaders
in taking the lead in their responsibilities. A similar study in
Nigeria provided a contrary view that involving clinicians in
organizational leadership roles was non-beneficial either for
patient care or their professional success and therefore it bore
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irrelevance to the self-esteem and profession of clinicians.
Similarly, leadership was not seen as a benchmark for clinical
practice (12). In addition, clinical managers were reluctant to take
up leadership as a career; hence, they felt some discomfort that
could trigger conflict between providing patient care and
leadership at the same time (38).

Our findings concurred with previous literature that a lack of
capacity building in leadership skills for clinical leaders to deliver
their practice was a challenge (16). It is possible to say that when
clinical leaders have insufficient training, they are less likely to
manage HIV care services and address existing and emerging
challenges in the provision of HIV care, for example, managing
provider—patient relational dynamics. Consistent with previous
literature, clinical leaders in the labor ward, formally appointed
clinical leaders, struggled to balance managerial and clinical
leadership roles (15). This would be difficult in providing effective
clinical practice because the clinical leaders would require diverse
leadership attributes and capacities to drive innovative HIV care,
hence the need for flexible career growth and development
opportunities.
training in Nigeria was not embedded in the core curricula of

Consistently, the leadership and management

clinical leaders, hence the available options for the clinician were
external making it difficult to focus on the practical experience of
(12). that
communication is not only an asset in clinical leadership roles in

daily challenges A previous study emphasized
coordinating tasks and consultation (39), but it is also considered
a key factor in building relationships and delivery of quality
medical care in a healthcare setting (40). Contrary to this finding,
our study indicated that miscommunication was a challenge to the
clinical leader, specifically in passing information to the junior
staff, and acknowledged the bureaucratic nature of the facility
when procuring materials for service provision. This leads to
inefficiency in disseminating important information for decision-
making, potentially leading to delays, errors, and even
misunderstandings in service delivery (41). Consistent with this
finding, a study identified poor communication among patients
and nurses where care providers dominate the process hence
neglecting patient needs and concerns (42, 43). In the HIV facility,
participants perceived that the clinical leader faced challenges
related to team dynamics such as staff layoffs and age differences
which led to misunderstandings and enmity between the leader
and staff. The issues increase stress disrupting the provision of
HIV care and require clinical leaders to identify the challenges to
understand how the dynamics can be mitigated (15, 44). Similarly,
leading and managing teams in an evolving situation is a
challenge (45). This was contrary to a previous study where
clinical leaders treated team members with respect and facilitated a

conducive work environment (46, 47).

4.3 Demand-side challenges

Our findings established that unmet patient expectations made
some patients become difficult patients because of their diverse
needs that the leaders and providers have no control over. The
possible interpretation may be attributed to patient-provider
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relational dynamics and facility management’s ability to provide
adequate resources that could limit or reduce patient frustrations
and dissatisfaction with HIV care. For example, when patients are
not satisfied, they tend to get disappointed (21, 48). Moreover,
balancing the needs of the patient with those of the
organization, as does the degree of focus on the frontline or
corporate leadership presents a challenge (17). A study further
highlighted that clinicians used available strategies to meet
patient expectations by setting goals and using diagrams, fact
sheets, and web links for educational and health literacy
among patients (36). While clinical leadership is dependent on
developing an honest, open, transparent, person-centered
relationship between patients, careers, and significant others
(8), there is however insufficient literature that discusses
patient-provider relational dynamics from a clinical leadership
perspective. Our study found that providers perceived some
patients to lack a sense of appreciation for the client service
they received and they complained about service delays, long
queues, and a lack of incentives. It highlights a disconnect
between the quality of care and patient expectations. We also
believe there is a huge disconnect of transition from a
previously organized-funded system that provided incentives
with a new care system that does not provide due to funding
shortages, creating dissatisfaction and a negative perception of
the facility thereby creating poor relationships in the
health system.

4.4 Health system-side challenges

In our study, providers perceived a rigid organizational structure
as a challenge to the clinical leaders’ operations particularly when
there is no proper coordination of tasks and the appropriate
technology to support the operations. The possible argument is
that probably the type of leadership and management is a top-
down approach and the clinical leaders lack opportunities to
exercise full control of their clinical and leadership functions,
hence possibly creating inefficiencies in patient service delivery, for
instance, clinical leaders may struggle in allocating tasks that are
aimed at patient and health system improvement. Furthermore,
without management support on all aspects supporting patient
care, it makes it difficult for the clinical leader to perform duties,
underscoring the importance of a supportive organizational
structure and leadership framework to optimize healthcare
delivery. Previous studies have cited similar challenges such as
complex organizational structures characterized by centralization
and bureaucracy and other contextual factors such as regulations
and programs (49). In Uganda, verticalized HIV programming has
been sustained by rising HIV client loads and external HIV
funding systems (50). Our findings further revealed a challenge in
the management of integrated services particularly when the
patient requires multiple attention for different cases in various
departments due to the complex nature of the health system that
requires collaboration and effective communication among leaders
to meet the diverse needs of the patients. In addition, some
essential services in the facility were unavailable due to a lack of
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equipment and specialists, highlighting a gap in the healthcare
infrastructure. Previous studies acknowledge health system factors
influence patient care (51, 52). Similarly, a qualitative study found
that health systems hardware and software factors such as
inadequate infrastructure to protect privacy, delayed opening time,
and inflexibility in visit schedules, influenced patient
disengagement among lost to follow-up (LTFU) patients (53).
Furthermore, health system factors

providing quality HIV care (54).

constrain  providers in

4.5 Implications for practice

Our study findings provide evidence for the need for health
system leaders to address the existing clinical leadership
challenges that improve clinical practice and the provision of
HIV care in HIV primary healthcare systems.

4.6 Strengths and limitations

The strength of this study was the rich qualitative views from
the providers who have been interacting with their leaders. They
were able to describe the challenges their leadership experienced,
hence increasing confidence in the findings. Moreover, the in-
depth views provide a clear picture to the leadership and
management of the challenges that the clinical leaders face and a
chance to address them. Our findings also are similar to previous
studies leaders; the
difference is that we interviewed them on leadership challenges

concerning challenges facing clinical
facing clinicians in an HIV care system.

The limitations of this study include the narrow lens on
comparing the results with other clinical leadership challenges, but
we specified that these involved views of the providers. In
addition, we only obtained the views of the healthcare providers in
an HIV setting, limiting the views of the clinical leaders in
leadership positions who could have provided different views and
experiences on leadership challenges. This study was conducted
during the COVID-19 pandemic, and there is a possibility that the
providers experienced emotional and psychological distress which
could have influenced their responses hence potentially leading to
biases and underreporting of certain clinical leadership challenges.
Moreover, due to increased workload, providers’ priorities may
have changed affecting their availability and willingness to
participate in the study. There were difficulties in accessing the
participants in the facility due to restricted access and safety
concerns which delayed interviews and affected the diversity of
participants. Furthermore, our interpretation of the findings could
have been influenced by our disciplinary and cultural
backgrounds. We acknowledge that our focus on participant
perspectives may stem from our continuous engagement in
participatory research. To address this, all the authors critically
engaged in different perspectives during data analysis to present a
balanced understanding. These reflexive views enhanced the
transparency and trustworthiness of our study and aligned with

best practices in the qualitative research of Olmos-Vega et al. (26).
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5 Conclusion

The results from the study illustrate that in HIV care
systems, clinical leaders are faced with diverse challenges that
emerge from the supply, demand, and health system sides that
affect patient care and system performance. These include
resource shortages, unmet patient expectations, and system
inefficiencies such as lack of management support that create
operational challenges and strain clinical leaders’ capacity to
provide quality HIV care. This provides a forward-thinking
approach to the healthcare facility leadership and management
to address these challenges with innovative strategies that
include strengthening management support systems and
leadership training for clinical leaders to improve HIV care
should be

opportunities to participate in strategic leadership decisions

provision. Similarly, clinical leaders given
based on their hands-on experience in leadership at the

micro level.
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