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Abstract
Background
Clinical governance (CG) is among the different frameworks proposed to improve the quality of healthcare. Iran, like many other countries, has put healthcare quality improvement in its top health policy priorities. In November 2009, implementation of CG became a task for all hospitals across the country. However, it has been a challenge to clarify the notion of CG and the way to implement it in Iran. The purpose of this action research study is to understand how CG can be defined and implemented in a selected teaching emergency department (ED).

Methods/design
We will use Soft Systems Methodology for both designing the study and inquiring into its content. As we considered a complex problem situation regarding the quality of care in the selected ED, we initially conceptualized CG as a cyclic set of purposeful activities designed to explore the situation and find relevant changes to improve the quality of care. Then, implementation of CG will conceptually be to carry out that set of purposeful activities. The activities will be about: understanding the situation and finding out relevant issues concerning the quality of care; exploring different stakeholders’ views and ideas about the situation and how it can be improved; and defining actions to improve the quality of care through structured debates and development of accommodations among stakeholders. We will flexibly use qualitative methods of data collection and analysis in the course of the study. To ensure the study rigor, we will use different strategies.

Discussion
Successful implementation of CG, like other quality improvement frameworks, requires special consideration of underlying complexities. We believe that addressing the complex situation and reflections on involvement in this action research will make it possible to understand the concept of CG and its implementation in the selected setting. By describing the context and executed flexible methods of implementation, the results of this study would contribute to the development of implementation science and be employed by boards and executives governing other clinical settings to facilitate CG implementation.
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Background
The challenge of quality improvement in complex healthcare organizations
It has been noted that the quality of healthcare cannot be defined precisely [1]. As Donabedian hypothesized, a complex network of contingent and interacting factors make the concept of quality in healthcare [2]. Different definitions for healthcare quality and its dimensions have been issued in the related literature, based on diverse perspectives [3–6]. It is also generally accepted that the definition varies among policy makers, managers, professionals, and patients [7–9]. However, a number of models and methodologies have been introduced for suggesting initiatives, managing changes, and improving the quality of healthcare [10–12]. Despite similarities among the quality improvement models for healthcare organizations [13], various unsuccessful implementation attempts have been reported [14, 15].
Furthermore, healthcare organizations are complex systems, and much of their complexity is believed to be due to the presence of a diverse spectrum of staff and departments working in a hierarchical non-flexible structure wherein several professional groups with different objectives, activities, and subcultures provide healthcare services [16]. Therefore, a successful quality improvement method in a setting may fail in other settings due to different underlying factors [17]. Despite these challenges, the quality of healthcare remains as one of the most important worldwide concerns [18]. Many countries have considered the improvement of hospitals’ performance as a major policy agenda for their health system [19].

The introduction of clinical governance
In 1997, clinical governance (CG) was first introduced in England as a framework for improving quality of healthcare [20]. The England’s Department of Health defined CG as ‘a framework through which NHS organizations are accountable for continuously improving the quality of their services and safeguarding high standards of care by creating an environment in which excellence in clinical care will flourish’ [21]. Since then, in order to clarify the concept of the new framework, various health professions and disciplines have provided different definitions for CG and its core elements [22]. However, the ‘temple-like’ model of CG that comprises seven pillars and five substantial foundations seems to be the fundamental CG paradigm [23]. The famous seven pillars of CG—that have evolved somehow during the first years of the introduction of CG—are clinical effectiveness, clinical audit, risk management, patient and public involvement, staff and staff management, education and training, and use of information [23–25]. These pillars have been shown to be founded on five essential cornerstones that are: systems awareness, leadership, ownership, teamwork, and communication [23]. It is also widely accepted that an effective leadership is essential to drive cultural, structural, and systems change in order to guarantee successful implementation of CG [26, 27].
During the past years, a few countries have started to apply different definitions and strategies of CG in their health systems [28–30]. In 2009, the World Health Organization Regional Committee for the Eastern Mediterranean strongly advocated that member states use frameworks such as CG to assess and enhance the quality of their hospital services [19].

The challenge of CG implementation in Iran
Iran has strongly emphasized the provision of the high quality care in hospitals as one of the main goals of the country’s health system [31–34]. In this regard, there have been numerous attempts to apply quality improvement programs, such as Total Quality Management (TQM), clinical guideline implementation, internal audit, and staff education and training in Iranian hospitals [35, 36]. In November 2009, the Ministry Of Health and Medical Education (MOHME) regarded the previous experiences with quality improvement programs as ‘valuable’ but with problems, especially those associated with ‘diversity of committees established for quality improvement,’ ‘fragmentation of quality improvement processes,’ and ‘lack of a holistic view that led to dispersed operations.’ Then, CG was introduced as the accepted framework to improve quality of hospital care in Iran [Iranian health minister’s official letter No.388044, November 2009 (Persian)]. Afterwards, the MOHME issued the ‘seven pillars’ model of CG (previously mentioned) and required all hospitals across the country to plan and provide necessary infrastructures to implement CG in accordance with that model [37].
The implementation of the new framework has not been a straightforward process for Iranian hospitals. During the past two years, the MOHME has repeatedly highlighted the important issues, such as serious determination, consistent actions, holistic view, staff education, and quality culture development for successful implementation of CG in hospitals [the MOHME official letters No.45025, 92561, 106083, and 113205 (Persian)]. Nonetheless, our preliminary interviews with hospital executives and professionals showed that they believed ‘ongoing processes are not aligned with quality improvement’ in their hospitals [AH, Personal communications, workshop series on ‘essentials of clinical governance,’ different provinces of Iran, October 2010 to June 2011]. Additionally, it seemed that almost all of these key people had not well understood the concept of CG and the appropriate approaches to implement it.
In a one-day seminar on ‘operational strategies for implementation of CG in Iran,’ held by the MOHME, it was suggested that ‘ambiguity of ‘quality’ in health services,’ ‘complex interactions among different players in the health system,’ ‘satisfaction of patients and their involvement in designing and monitoring care,’ ‘allocation of resources,’ and ‘applying effective tools and techniques in the various steps of the implementation’ were among the most challenging strategic issues in the implementation of CG [unpublished seminar, Tehran, July 2010]. Experts at the Office of Hospital Management and Clinical Excellence (at MOHME) regard CG as a holistic approach to improve patient-centeredness and clinical dimensions of quality. However, they think that despite the available knowledge about other countries’ experiences in CG, a comprehensive study is required to clarify the CG concept and its implementation steps, as well as different roles and responsibilities in implementation scheme in Iran [AH, Personal communications, 2011].

Systems approaches
It is claimed that ‘systems approaches’ have emerged and evolved in response to uncertainty, diversity of problems, change, and increasing complexity in organizations [38, 39]. All systems approaches claim to be holistic in nature, but they differ in underlying assumptions, methodologies, and practical methods [38].
‘Hard’ systems approaches assume a situation as ‘a system’ with an agreed-upon framework and goals [40]. They try to build models in order to understand the system’s structure and interconnections [38]. Using these models, it would be possible to suggest interventions to optimize the system and improve the situation [38]. In contrast, ‘soft’ systems approaches perceive a situation far more complex and problematic than it can be realized as a distinct ‘system’ [40]. They consider various worldviews, values, and objectives in a ‘problem situation’ which is often related to social and cultural phenomena [40]. Soft systems approaches believe that a hasty attempt to frame a problem situation as ‘a system’ and an early application of optimizing models can result in a distortion of the real situation [38]. Instead, these approaches use their models to inquire into a situation, learn from inquiring, and make accommodations between different players to improve the situation [40]. Some authors consider a third type of systems approaches [39]. While holding almost similar assumptions to soft approaches, ‘critical’ systems approaches specially consider ‘power relations’ in problem situations [39]. It is then believed that hard systems approaches are often used for solving clear and specified technical problems, where soft systems approaches are appropriate for improving complex and ill-defined situations that require social and cultural considerations [38–40].

Study purpose and objectives
The purpose of this study is to understand how CG can be defined and implemented in an emergency department (ED). We considered an ED as our study setting, because these departments are believed to be complex environments that play an essential role in hospital care systems and need a special attention regarding quality improvement [41, 42]. Also, in Iran, the improvement of performance and quality of care in EDs has received great importance, so that it has become a prominent strategy for the development of Iran’s health system [34]. To achieve our purpose, we will follow four objectives in our selected setting: to deeply understand the situation regarding underlying issues of quality of care; to explore the views of stakeholders about changes and initiatives that may be proposed in regard to the quality improvement; to define some changes to improve the quality of care; and to reflect on methods that are to be applied in order to realize the three previous objectives.


Methods/design
The selection of our study methodology was guided by the idea of ‘complexity in healthcare organizations and how quality improvement can be approached in these settings’ [43, 44]. Because we considered ‘CG implementation in an ED’ as a complex problem situation, we selected Soft Systems Methodology (SSM) as the guiding methodology in this study to achieve our purpose.
Soft systems methodology
SSM is believed to be the most ‘theoretically-informed’ of the soft systems approaches [38]. Mingers and White suggested SSM as ‘the most widely used and practical application of systems thinking’ [45]. It has also been proposed as the best methodology to develop and implement interventions in different settings and levels of health systems [46, 47].
SSM, first introduced by Peter Checkland in 1981, is an inquiring/learning cycle that is being operated in form of an action research [48]. SSM user enters a problem situation with a clear framework of ideas (F), and a selected methodology (M). The user reflects on involvement in the action research so as to provide findings relevant to the F, the M, and the area of concern (A) in the problem situation [49]. The developed form of SSM consists of four basic activities: understanding a problem situation, including its cultural issues and power relations; building some ‘purposeful activity models’ relevant to the perceived situation in order to more inquire into the situation; comparing the models with the perceived situation, through a structured process of debate, to achieve ‘accommodations’ among different stakeholders with different perspectives, and find ideas that can improve the situation; and defining/implementing ‘culturally feasible and systemically desirable’ changes to improve the situation [50].
SSM itself is a set of purposeful activities planned to be implemented in order to inquire into the problem situation and improve it; so, in a single study, it is possible to use SSM in both designing the study process—‘SSM (p)’—and investigating its content—‘SSM (c)’ [51]. Therefore, we will use SSM to design our study methodology and fulfill our objectives.

Conceptual framework of the study
We conceptualized CG as a cycle of SSM (Figure 1). We regarded CG as a set of purposeful activities, based on the perceived situation as complex, designed to explore the situation and improve the quality of care in our selected setting. This set of purposeful activities will build the steps of our action research methodology. Therefore, CG implementation will conceptually be to carry out that set of purposeful activities (i.e., to accomplish our study methodology steps). We will be enabled to understand CG and its implementation by reflecting on involvement in this action research in our selected setting [49]. We will also consider the ‘quality of care’ as a concept constructed through interaction of stakeholders’ value judgments about different dimensions of care.[image: A13012_2012_Article_506_Fig1_HTML.jpg]
Figure 1
                          Clinical governance concept to be implemented in the selected setting.
                        





Our study has been started in accordance with the first step stated in Figure 1 in February 2012. It will be finished with ‘defining culturally feasible and systemically desirable changes to improve the quality of care’ through only one cycle of the action research (steps one to four in Figure 1) (See Additional file 1).

Selecting an ED for conducting the research
Initially, we limited our choices to EDs of the general teaching hospitals affiliated with Tehran University of Medical Sciences (TUMS). Then we focused on three candidate hospitals that provide residency training in emergency medicine. AH interviewed with the director of the CG Department of TUMS to preliminarily assess these candidates. To do this, the interviewer asked questions about ‘enthusiasm of the managerial group for doing something to implement CG,’ ‘readiness of key people to initiate changes,’ ‘availability of resources,’ and ‘organizational climate regarding communication and staff cooperation.’ After reviewing the results of the interview, the research team prioritized the three EDs in a consensus meeting. Subsequently, AH presented a summary of the study steps to chief executives and directors of the EDs of the three hospitals. AH also assessed their readiness to adopt the study protocol through separate interviews. Finally, the research team discussed on the results of these interviews and selected one ED by consensus to conduct the study through the following steps.

Step one: perceiving the situation regarding quality of care
SSM starts with exploring a problem situation by inquiring about key stakeholders, important issues, interconnected problems, behavioral patterns, cultural characteristics, and power relations in the situation. This exploration results in understanding of the problem situation [48, 50]. Therefore, in this step of our research, we will use a variety of methods to collect the relevant data and understand the situation as described below.

Interview with key stakeholders
We will conduct semi-structured interviews with key stakeholders regarding the quality of care. Interviewees will be selected purposefully from among the hospital’s chief executive and his assistants, the general manager, the matron, supervisor nurses, the director of the ED, attending physicians, emergency nurses, residents, patients, and the people who accompany patients in the ED. We estimate that there will be approximately 40 diverse interviews. Purposeful sampling of interviewees will be started with typical case sampling and continued with snowball sampling, considering the maximum diversity. To obtain a comprehensive account of the situation, we will also use other sampling strategies, such as ‘emergent sampling,’ selecting ‘confirming and disconfirming cases,’ and selecting ‘politically important cases’ [52]. All participants will be informed about the study objectives and methods (e.g., digital recording of interviews), and our ethical policy of voluntary participation and participants’ confidentiality. They will be asked to fill a consent form prior to the interviews. The interviews will be conducted according to an interview guide at an agreed time and preferably in the hospital (see the interview guide in Additional file 2). It is estimated that each interview last about one hour. We will digitally record all of the interviews after participants’ permission. All recorded interviews will be downloaded, labeled, and transcribed verbatim immediately. We may also take some handwritten notes during interviews.

Review of related documents
We will review all related documents that have been archived in the hospital during the previous two years. In this regard, all statistical reports, minutes of committee meetings, Directives, regulations, programs, guidelines, policies and procedures, and evaluation reports that are relevant to the quality of care in the ED will be included. We will start with convenience sampling of the documents and ask the key persons to continue with snowball sampling [52]. After obtaining permission from the holders, all of the selected documents will be reviewed at its archived location. We will take notes to extract the relevant data, with the guide of a sensitizing framework (see Additional file 3). The reviewers will also record their emergent interpretations during the review.

Observation in hospital committee meetings
Consulting with the coordinator of the hospital committees, we will attend relevant committee meetings to observe how the committee members engage in issues regarding quality of care. We will initially focus on ‘accident and emergency services committee,’ ‘mortality and morbidity committee,’ ‘infection control committee,’ ‘internal audit committee,’ ‘ethics committee,’ and ‘clinical governance committee’ meetings that are to be held during the five-month period estimated for the first step of our study. The attending researcher will act as a ‘complete observer,’ who is sensitive to data concerning the participants’ pattern of interaction as well as their roles, norms, and values. Meeting discussions will be digitally recorded with permission. All of the recordings will be downloaded, labeled, and transcribed immediately. The attending researcher will also take short notes during the observation and complete them immediately after the meeting.

Observation in the emergency department
We will observe how the healthcare providers in the ED will be involved in quality aspects of the care, if necessary, to confirm data gathered by the other methods described above. Therefore, the nature and amount of the previously collected data that need to be confirmed will determine the number of field observations and how these will be selected. We will be ready to select observation times from among all working shifts (morning, evening, and night) and also cover all ED areas, including ‘triage,’ ‘fast track,’ ‘critical care,’ ‘acute 1,’ and ‘acute 2’ areas. We will obtain permission for all observation sessions. The observer researcher will be a ‘complete observer’ who is sensitive to data regarding participants’ roles, norms, and values, as well as their interactions with each other, and with patients and accompanying persons. Each field observation session is estimated to last approximately two hours. The observer researcher will take short handwritten notes during the observations. He will also leave the field for short periods at intervals during the observations to record audio notes. These notes will be downloaded, labeled, transcribed, and compiled with handwritten notes to make the observation reports.

Construction of meaning
Because SSM acknowledges socially constructed realities [40, 48], we will use an iterative thematic analysis drawing on a constructivist grounded theory approach to analyze and interpret data [53]. All transcripts and handwritten notes will be read and coded independently by two researchers soon after the production. Closely related codes will be grouped into related categories. As the study continues, newer data, codes, and categories will be produced, compared constantly with the previous ones, and added to them. This process results in the categories to be modified and related into major emergent themes [53]. Codes, categories (subthemes), and themes will be discussed between the two researchers and verified by all other researchers.
As our focus of study directs our approach to data collection (i.e., to design the interview guide, to set the sensitizing concepts for review of documents and observations, and to select data sources), it will also direct the analysis and interpretation of the collected data. Therefore, the emergent themes and subthemes will carry the notions of ‘quality-of-care issues’ and ‘relevant actions and processes that construct those issues’ in the selected ED.
Themes will then be interpreted and presented, along with subthemes and their interrelations, to shape the perception of the situation regarding quality of care. The presentation will be in both a narrative form and a ‘rich picture.’ Rich pictures are effective tools used to achieve shared understanding among participants and form the debate about the issues of the situation [54]. It is recommended that rich pictures should reflect the most arguable issues from the stakeholders’ points of view [48, 50]. Therefore, during the study, we will repeatedly use a member-checking strategy to ensure that the emergent themes and the rich picture are in accordance with the participants’ ideas.

Step two: providing relevant ‘purposeful activity models’
Checkland believes that, in any given problem situation, there are various stakeholders with different worldviews, interests, and purposes [40]. Grounded on these different individual properties that are unique to a particular situation, each stakeholder assumes performing a definite set of ‘purposeful activities’ will achieve a specific goal and also improve the situation [48]. In SSM, these notional sets of human purposeful activities are used to build ‘conceptual models’ that are ‘relevant’ to the situation [50]. Based on the perceived situation, SSM user should ‘select’ several relevant sets of human purposeful activities [48]. To build the conceptual models, each selected notion should be clearly described by a ‘root definition’ and a ‘CATWOE’a[48]. A ‘conceptual model’ is then built accordingly [48, 50]. Conceptual models must have the characteristic properties of a ‘system’ (i.e., hierarchical structure, emergent properties, communication, and control) [48, 50]. Thus, each conceptual model should consist of some (usually five to nine) activities that are dependent upon each other, definition of measures of performance for the notional system, and monitor and control activities [48, 50].
In this study, according to the above instructions, we will build some conceptual models. Since the themes and subthemes (that emerge in step one) represent ‘quality-of-care issues’ and ‘relevant actions and processes that construct those issues,’ we will insightfully use them to select and describe relevant sets of purposeful activities and build conceptual models. According to Checkland, ‘no human activity system is intrinsically relevant to any problem situation’ [48]; therefore, although our conceptual models will be grounded in real world data, these models will be just insightful propositions for improving the quality of care, which should be tested among the study participants. In this regard, to achieve the purpose of modeling (in the next step), we will try to build a number of conceptual models. Because we will be focused on CG for quality improvement in the selected ED, all of our conceptual models will be subsumed under the rubric of ‘the relevant models of CG.’

Step three: seeking accommodations among stakeholders
Conceptual models built in SSM do not reflect actions of the real world [48]. In other words, activities contained in conceptual models are not to be executed identically in the real situation [48]. The models are only ‘intellectual devices’ used to further explore the situation, ‘surface’ different stakeholders’ interests and perspectives, seek accommodations among stakeholders, and learn about changes that can be made to improve the situation [50]. For this purpose, it is required to ‘compare’ conceptual models with the real situation through structured debates among stakeholders [48, 50].
In this step of our study, consulting with the hospital’s chief executive and the director of the ED, we will select a diverse combination of the previously interviewed participants to hold focus group discussions. Our criteria for selection will require that the group members be well-informed about the situation. They must also be willing to cooperate and have no obstacle for participation in the group. After selecting the group members, we will hold a briefing session to make them familiar with the concepts of ‘rich picture,’ ‘purposeful activity system,’ ‘root definition,’ ‘CATWOE,’ and ‘conceptual model,’ and how we are going to use them. The briefing session will be held in the hospital, and is estimated to last about one hour. Then, we will schedule focus group meetings and invite partcipants accordingly. If it will not be possible for a patient to attend the meetings, one of the researchers will play his/her role instead. We will use a guide to conduct the meetings. Group discussions will be focused on comparing the ‘conceptual models’ (i.e., the insightful propositions for improving the quality of care) with the ‘rich picture’ (i.e., the perceived situation regarding quality of care). To carry out the comparison, we will present the rich picture and one of the conceptual models to the participants and start asking some questions: ‘Is the proposed conceptual model relevant to the situation?,’ ‘Do the activities of the conceptual model ever take place in the real situation?,’ ‘How are they performed?,’ ‘How do you—participants—judge those activities?,’ ‘What can be really done to improve the situation?’ In order to more explore the situation and clarify participants’ viewpoints, we will continue by asking follow-up and probing questions [50]. It is estimated that each meeting will last about two hours. All conversations will be digitally recorded by permission. Short notes will be taken during discussions and completed soon after the meetings. We will also download and transcribe the recorded files.
During the debates, the participants’ views on ‘quality-of-care issues’ and ‘changes that may improve the quality of care’ will be further explored. Therefore, based on the participants’ accommodations, it will become apparent whether a given conceptual model and its included activities are really ‘relevant’ to the situation and can lead to finding changes. If the debate does not reach to an accommodation among participants, we will propose other conceptual models (previously built or to be built) in subsequent meetings. To build new conceptual models, we will analyze the data collected from the meetings, as was stated above (in ‘construction of meaning’). Newer themes will be constructed by continuous comparing of the emergent themes with the original ones. This process can lead to the modification of the rich picture, the emergence of newer relevant systems, and the formation of newer conceptual models.
For the purpose of this step to be achieved, the mentioned cyclic process may be repeated several times [48, 50]. Therefore, we cannot determine the number of focus group meetings. Nevertheless, based on the very complexity of the problem situation in this study, we think there will not be less than five or six meetings.

Step four: defining changes to improve the quality of care
The final purpose of the focus group discussions is to find changes that, from the perspectives of the participants, are ‘desirable’ regarding improvement of the quality of care, and ‘feasible’ concerning the current culture. During the debates, the participants’ worldviews will be contrasted with each other, so that accommodations can be made on what will be a change to improve the quality of care. Changes may be about structures, processes, and attitudes [48, 50]. As stated above, we will seek accommodations among stakeholders on which conceptual model and its included activities are really ‘relevant’ to the situation. Then, it will become possible to find changes through the process of ‘comparison.’ During this process, our criterion for defining changes is participants’ agreement with suggested change statements. We will then take those statements as defined changes to improve the quality of care in the selected ED.

Reflecting on the study as a whole
As stated earlier, the overarching purpose of this study is to understand how CG can be defined and implemented in an ED. We considered ‘CG implementation in an ED’ as a complex problem situation. Therefore, assuming SSM as a useful methodology in approaching this kind of situations, we used it to design the process of our action research study and inquire into its content. We conceptualized CG as a set of purposeful activities. We assumed implementing that set of purposeful activities (i.e., the conceptualized CG) as our study steps will yield two results: the quality situation of the selected ED will be explored; and the changes to improve the quality of care in the selected ED will be found.
During this action research, we will learn about CG and its implementation in the selected setting, through critical reflection on our assumptions [49]. In this regard, we will keep a descriptive journal of different aspects of the study, including how the sources of data will be selected; how data will be collected; what data will be collected; how data will be analyzed and interpreted; how conceptual models will be built; how conceptual models will be used; how focus group discussions will be conducted; how accommodations will be found; what influencing events will occur; and what contextual factors we will face. Reviewing the journal, we will also write analytic memos throughout the research process. We will use some sensitizing concepts to guide our memos, including complexity of quality improvement in the ED; accountability toward improving the quality of care in the ED; efficacy of SSM and the methods used in achieving our objectives; problems and obstacles to the implementation of the study steps; and modifications that need to be made to the study methods and processes. As memos develop over time, new hypotheses will be formed. This will lead to further thinking, searching for approving or disapproving data, and further memos [53]. Finally, putting the memos in the context, we will develop the emergent understanding of the whole study by narrative synthesis of the memos.

Ethical considerations
Ethics approval for this study was obtained from the Ethics Committee of TUMS. In order to gain access to the setting, the research team will follow all necessary legal procedures. We will obtain the letter of introduction from the hospital’s chief executive and provide it to the relevant authorities. Researchers will respect all stakeholders and their right to voluntarily participate in the study. All participants will be informed about the objectives of each study step, methods of participation, methods of data collection (e.g., digital recording of interviews and discussions), and protected confidentiality of the participants. We will ask them to fill a consent form prior to interviews and focus group discussions. We will also obtain necessary permissions for all field observation sessions.


Discussion
In the late 1990s, the England’s Department of Health introduced ‘clinical governance’ as a framework to make healthcare organizations ‘accountable for continuously improving the quality of their services’ [21]. The new framework was based on the NHS specific history, context, and conditions [23]. At that time, considering the underlying issues, CG was conceptualized as the ‘seven pillars’ standing on the ‘five solid foundations’ [23]. In 2009, the implementation of CG became mandatory for all hospitals in Iran. However, Iranian hospitals work in a different context. Therefore, it is expected that these organizations will face different governance issues in their way toward quality improvement.
In spite of the assumed similarities in decision-making processes in different countries, it is advocated that each country should consider its specific underlying situation in planning for the quality improvement [55]. Implementation of CG is subject to the same condition [56]. CG is a complex, dynamic, and strategic framework that requires a comprehensive understanding of existing issues in order to identify and facilitate appropriate processes for being effectively implemented [57, 58]. Taking these issues into account, it seems that the mere dissemination of the seven pillars of CG and some initiatives will not necessarily result in a successful CG implementation in Iranian hospitals. It is essential to develop comprehensive interventions to drive substantial changes [59, 60].
In recent years, systems approaches have been more advocated in health areas due to the need for better understanding of influential factors in healthcare environment and overcoming health systems’ complexities [55, 61–63]. But they are different in underlying assumptions, methodologies, and practical methods [38]. According to the ‘hard’ systems paradigm, the idea of CG can be captured in a model such as the ‘seven pillars’ model. Thus, CG implementation would focus on interventions that aim to strengthen the seven pillars in order to optimize ‘the system’ and improve the quality of care. In contrast, based on the ‘soft’ systems perspective, CG and quality improvement in a selected healthcare setting is a problem situation that requires to be explored in order to find relevant issues and appropriate interventions; thus, initially, no a priori model of CG is regarded as suitable for the given situation.
Using SSM as a problem structuring approach, we will do this action research as a vehicle to understand CG and how it can be implemented in the selected ED. We will record all events and research processes thoroughly, including how we will overcome obstacles in each study step. Thus, reflections on involvement in this study will make it possible to explain the following subjects in the selected ED: What issues need to be governed in order to improve the quality of care; what CG means; how CG can be implemented; and how SSM can be used to facilitate the implementation of CG.
It has been noted that description of contexts and operational challenges in quality improvement projects has a profound effect on the development of implementation science and the related initiatives [64]. Therefore, we intend to disseminate the results of this study focusing on ‘a thick description of contexts and complexities’ of quality improvement through CG implementation in the selected setting. The results can also be instructive for, and employed by, boards and executives governing other clinical settings to facilitate CG implementation.
This is also the first study in Iran’s health system that uses SSM as the guiding methodology. We anticipate that some issues regarding the organization’s culture (e.g., teamwork, open communication, and power relations due to professionalism) will be among our study challenges. Nevertheless, the researchers’ experience in qualitative methods, along with flexible use of SSM and its relevant ‘intellectual devices’ will help us overcome those challenges. Moreover, we hold the support of the management team in the selected ED.

Endnotes

aCATWOE is a mnemonic for Customers, Actors, Transformation process, Worldview, Owner(s), and Environmental constraints.
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