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ABSTRACT

Clinical governance frameworks are central to healthcare accountability across the Middle East (ME); however, their
translation into frontline clinical excellence remains underexplored, fragmented, and incompletely realised. A recurring
assumption in the literature treats the ME region's health systems as structurally homogeneous, which masks
implementation barriers that differ sharply by resourcing, sector, and organisational culture. This critical review
synthesises current literature on the interplay between clinical governance, healthcare quality, and patient safety culture,
focusing on ME health systems. Building on systems theory and high reliability organisation (HRO) principles, it
evaluates the structural and perceptual determinants of governance effectiveness. It examines the asymmetry between
high-resource Gulf Cooperation Council (GCC) systems and variable-resource non-GCC systems, the hierarchical
perception gaps documented between management and frontline staff, and the role of patient safety culture as the
mechanism through which governance structures translate, or fail to translate, into quality outcomes. Evidence was
appraised using the Mixed Methods Appraisal Tool (MMAT), and the review characterises the regional empirical base as
thin, uneven, and concentrated only in some countries.

Keywords: Clinical governance; Patient safety; Healthcare quality; Middle East; Gulf Cooperation Council, Quality of
Care.

How to cite this article: Mohamed HBY, Marzouk SY, Seoud AAAE., Clinical Governance Mechanisms and Contextual
Determinants of Healthcare Quality and Patient Safety: A Critical Review. Int J Drug Deliv Technol2026;16(7): 390-397.
DOI: 10.25258/1jddt.16.7.41

Source of support: Nil.

Conflict of interest: None

health systems behave as complex, adaptive networks in

INTRODUCTION

Delivering safe, high-quality care is a persistent challenge
that requires continuous adaptation within health systems.
Over the past two decades, healthcare quality management
has shifted from a focus on individual clinical competence
toward the accountability of the whole organisation, a shift
operationalised  through clinical governance: the
framework through which healthcare organisations are
held accountable for continuously improving their services
and safeguarding high standards of care!. The concept
originated in the United Kingdom following a sequence of
clinical failures, most prominently the Bristol Royal
Infirmary inquiry, that exposed the limits of profession-led
quality assurance and prompted a move toward statutory
corporate accountability?.

Structural governance policy alone does not guarantee
patient safety. Its effect depends heavily on the frontline
clinical environment and the prevailing safety culture, and

which rigid administrative policy meets friction when
applied to dynamic clinical realities’*. This distinction,
between governance as a documented structure and
governance as an enacted practice, organises the review
that follows.

Middle Eastern health systems are undergoing rapid
transformation, with initiatives such as Saudi Arabia's
Vision 2030 aiming to elevate system performance
through accreditation and digital infrastructure®. Yet a
recurring assumption in the literature treats the Middle
East as a monolithic context, overlooking the resource and
maturity divides between high-income GCC nations and
variable-resource  non-GCC  systems, alongside a
documented gap between leadership, which tends to view
governance structures optimistically, and frontline staff
experiencing implementation barriers directly®. This
review reframes clinical governance from a rigid
administrative policy into a contextually dependent health
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system intervention, and culminates in a synthetic
framework, the Clinical Governance Contextual
Implementation Framework (CGCIF), intended to

structure future empirical work rather than to stand as a
validated result.

METHODOLOGY

This article is a critical review in the sense defined by
Grant and Booth’: a review combining a structured,
purposive search of the literature with critical evaluation
and thematic synthesis, without the exhaustive,
reproducible search-and-screening ~ protocol  that
characterises a systematic review. This methodology is
stated explicitly to avoid overclaiming. Within the Grant
and Booth SALSA schema (Search, Appraisal., Synthesis,
Analysis), the search stage is purposive rather than
exhaustive, while appraisal, synthesis, and analysis are
applied in full.

Literature was identified through targeted database and
citation-tracing searches across peer-reviewed sources,
using terms combining clinical governance, patient safety
culture, and quality of care with regional qualifiers
including Middle East, Gulf Cooperation Council, and

individual country names. Reference lists of key articles
were examined for further relevant sources. Priority was
given to peer-reviewed empirical studies, systematic
reviews, and established theoretical frameworks.
Foundational theoretical sources predating the review's
core period, such as Donabedian® and Scally and
Donaldson', were retained regardless of date.

Primary empirical studies were appraised using the Mixed
Methods Appraisal Tool, version 20189, selected because
the empirical base spans qualitative, quantitative
descriptive, and quantitative non-randomised designs, and
this tool applies design-specific criteria within a single
instrument. Each study was rated against the two screening
questions and five design-specific criteria, with a cannot
tell category recorded where source reporting was
insufficient rather than resolved in the study's favour. This
appraisal, summarised in Table 1, informs the weight
placed on individual studies throughout the synthesis. In
the interests of transparency, a large language model-based
assistant was used during manuscript preparation to
support literature organisation, drafting, and reference
formatting.

Table 1. MMAT appraisal of the principal empirical studies informing the synthesis

Study Country MMAT Criteria met | Principal limitation
category (of 5)
Elsayed & Egypt Quant. non- 4 Nine-hospital ~ pre-post  design; no
Elzarka (2026) randomised concurrent control group
Bassiony et al. Egypt Quant. 3 Near-total population sample; instrument
(2024) descriptive validation history unreported
Abd Elhamid et Egypt Quant. 3 Non-probability quota sampling;
al. (2024) descriptive validated instruments a strength
Alsaedi et al. Saudi Arabia Quant. 4 Stratified sampling, 58% response;
(2025) descriptive nonresponse bias not assessable
Almuballi et al. | Saudi Arabia Quant. 3 Multi-region sample; analysis detail
(2024) descriptive limited in available text
Badr et al. Kuwait Quant. 3 Validated HSOPSC instrument; response
(2017) descriptive rate not clearly reported
Ebadi Fardazar Iran Quant. 3 Appropriate  readiness-survey  design;
et al. (2015) descriptive sampling detail limited
Behzadifar et Iran Qual. meta- 5 Registered protocol; strong
al. (2019) synthesis methodological transparency
Sadeghi- Iran Qualitative 4 Well-grounded interpretation; sampling-
Bazargani et al. analysis coherence underspecified
(2015)
Zakaria et al. GCC (multi- Qualitative 5 Single-city focus-group setting limits
(2023) country) transferability
Fitriani et al. Indonesia Quant. 4 Validated PLS-SEM; private, non-
(2024) (comparator) descriptive regional sample limits transfer
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Clinical Governance as a Complex Health System
Intervention

Clinical governance is best understood not as a linear
checklist of administrative tasks but as a complex
intervention that interacts dynamically with local
resources, leadership behaviour, and clinical workflow?.
Definitions have shifted accordingly, from the original
emphasis on organisational accountability! toward
formulations stressing that clinical professionals must be
the leading contributors to quality and safety, which
implies bottom-up engagement rather than top-down
compliance alone'’. Middle Eastern scholarship has
questioned whether a construct built for a nationalised,
single-payer system transfers cleanly to the region's more
fragmented public-private mix; one Iranian survey situates
clinical governance within a broader total quality
management tradition rather than treating it as a
freestanding British import!!, while a systematic review
reports poor awareness of the concept within Iranian
primary care specifically 2.

The construct is conventionally decomposed into seven
pillars: clinical effectiveness, risk management, patient
and public involvement, clinical audit, staff management
and development, education and training, and information
management'>!4, Its practical value, however, lies less in
any single pillar than in their integration'. Analysis of
clinician integration into hospital governing boards across
the English National Health Service found this specific
structural mechanism associated with measurable
improvements in organisational performance and patient
experience ', offering empirical grounding for the
leadership-integration logic the pillar model assumes but
does not itself test.

Clinical Governance Mechanisms and Their Limits

Clinical leadership and accountability

Leadership establishes the vision, allocates resources, and
bridges corporate management and clinical practice.
Integrating clinicians into governance structures improves
organisational performance and patient experience!®. The
principal limitation is a documented asymmetry of
perception: senior management frequently regards
governance as effective while frontline staff report
persistent systemic barriers®. This hierarchical optimism
bias is especially consequential in highly hierarchical
organisational cultures, and aligning leadership perception
with frontline reality remains an underexamined problem
in Middle Eastern settings specifically.

Risk management and incident reporting

Proactive identification, analysis, and mitigation of
clinical risk depend on reporting systems that staff will
actually use. Robust reporting is associated with a mature
governance climate, but only where staff can report near-
misses without fear of reprisal®. Across much of the
region, reporting mechanisms remain punitive rather than
restorative, driving errors underground; a Dbaseline
assessment in Kuwaiti private hospitals found fear of
blame the single largest barrier to incident reporting

among nursing staff!®, and a regional systematic review
concluded that non-punitive reporting environments
remain the exception rather than the norm!”. How systems
transition from a blame-oriented to a restorative reporting
culture under varying resource constraints is not well
evidenced.

Clinical audit and organisational learning

Clinical audit standardises care pathways but requires
sustained behavioural change to alter practice, and that
change depends on organisational learning capability
rather than on the audit cycle alone. A meta-synthesis of
qualitative studies of clinical governance implementation
across Iran found that infrastructure introduced without
corresponding investment in staff capability and
institutional learning routines consistently failed to
translate into sustained practice change's. This maps onto
the distinction between single-loop learning, localised
procedural adjustment, and double-loop learning, deeper
cultural and cognitive shift, which recurs throughout the
governance literature®.

Contextual Determinants of Governance Effectiveness
Imported governance structures encounter regional friction
that changes their effectiveness. Four contextual
determinants recur across the reviewed evidence, and each
is grounded in specific regional findings rather than
asserted in the abstract.

Macro-regional resourcing is the most visible. High-
resource GCC nations possess the capital to implement
advanced health information systems and pursue
international accreditation, while variable-resource non-
GCC nations more often direct governance toward basic

compliance  under financial and infrastructural
constraint'®?’. Resource availability thus moderates
whether governance operates proactively or only

reactively. Governance maturity and organisational
learning capability form a second determinant: hospitals
with high learning capability adapt governance to local
workflow, whereas low-maturity organisations treat it as
box-ticking, with the consequences the Iranian meta-
synthesis documents'®. Public and private sector dynamics
form a third: private hospitals are frequently driven by
market competitiveness and patient retention, whereas
public hospitals contend with higher volumes and
bureaucratic inertia that complicate localised safety
initiatives, though this contrast is inferred by comparing
across studies rather than tested within one and should be
treated as provisional. Digital health maturity forms a
fourth determinant, treated separately below because it
conditions the operation of the other three rather than
sitting alongside them.

Digital health governance as an enabling infrastructure
The fourth determinant merits fuller treatment than the
others, because it conditions whether the remaining three
can be acted upon at all. Clinical audit, risk tracking, and
performance monitoring, the operational core of the
governance pillars described above, are all data-dependent
functions; where the underlying record is incomplete,
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fragmented, or of uncertain accuracy, governance retains
its formal structure while losing its evidentiary basis. Work
on clinical data quality in electronic health records across
Saudi Ministry of Health facilities frames this directly,
arguing that administrative policy, informatics systems,
and documentation practice jointly determine whether
recorded clinical data can support the audit and quality-
improvement functions governance assumes'®. On this
account, data governance is not a technical adjunct to
clinical governance but a precondition of it.

This dependency creates a specific vulnerability in rapidly
digitising  systems. Capital investment in health
information infrastructure can outpace the workforce
capacity required to operate and interpret it. Focus-group
work with health informatics, nursing informatics, and
revenue-cycle professionals across GCC countries

describes eHealth career pathways as poorly defined,
academic curricula as unstandardised between countries,
and formal recognition of digital health competencies as
inconsistent  between  industry and  universities,
notwithstanding region-wide digital transformation
programmes”'. Read alongside the awareness variation
documented among clinical staff in a Saudi medical city?,
this suggests that the constraint on digital governance
maturity in higher-resource Gulf settings may lie less in
system procurement than in the human capability to
convert system output into governance action. The
implication for the framework proposed below is that
digital maturity should be understood as a composite of
infrastructure and workforce capability rather than as
infrastructure alone, and that measuring it through system
availability alone would likely overstate readiness.

Table 2. GCC versus non-GCC health systems: governance-relevant contrasts

Feature

GCC systems (higher resource)

Non-GCC systems (variable resource)

Primary focus

Advanced accreditation (e.g. JCI), digital

Basic compliance, resource optimisation

pipeline still maturing

transformation
Infrastructure | Maturing digital health systems, high capital | Fragmented information systems, budgetary
investment constraint
Adoption Accreditation-linked infrastructure investment | Ministerial ~directive or insurance-reform
driver mandate
Workforce High reliance on expatriate clinical talent; | Retention and brain-drain challenges

Adoption pathways across the region reflect these
determinants rather than a single shared model. Iranian
implementation proceeded through ministerial directive
from the mid-2000s; Egyptian implementation began only
in October 2022, tied to national health insurance reform
and accreditation mandate????; and Gulf implementation

has proceeded chiefly through accreditation-linked digital
infrastructure  investment!®. These three divergent
pathways are shown in Figure 1. Table 2 summarises the
contrast at the heart of this review's critique of regional
homogenisation.

Three divergent pathways to clinical governance adoption in the Middle East

IRAN — ministerial directive
Top-down mandate from mid-2000s;
filtered through existing total quality
management tradition

-

GULF (GCC) — accreditation-driven
Accreditation-finked digital infrastructure
investment; workforce pipeline still

maturing (approx. 2018 onward, ongoing)

2005 2010

UK origin (late 1990s)
Scandal-driven statutory refarm;
| predates the regional timeline

No single regional adoption model: trigger, timing, and drivir

L ]
4

2015 2020 2025

EGYPT — insurance-reform trigger
Began Oclober 2022, tied to national
health insurance reform and mandatory
accreditation

istittion diffel ss systems

Fig.1 Three divergent pathways to clinical governance adoption across Middle Eastern health systems.

Patient Safety Culture as the Operational Engine
Governance mechanisms provide infrastructure; patient
safety culture provides the operational engine that

determines whether infrastructure changes behaviour. The
literature is consistent that administrative frameworks fail
without psychological safety. High reliability organisation
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theory, developed from aviation and nuclear power,
describes how organisations sustain safety in complex,
high-risk environments through a collective preoccupation
with failure and deference to frontline expertise over
hierarchical rank?*; these principles have become a
reference point for healthcare safety improvement. The
establishment of a just culture, one ensuring the absence of
unjust blame and punishment, is among the strongest
correlates of a robust governance climate?. The deference-
to-expertise principle is where high reliability organisation
theory meets the regional evidence most directly, and least
comfortably. A systematic review of factors shaping
patient safety culture in Saudi Arabia reports that steep
hierarchical structures discourage junior clinical staff from
raising concerns with senior colleagues®®, the precise
inverse of the flattened authority gradient the theory
presumes. Communication openness, in other words,
cannot be treated as a free-standing cultural attribute that
organisations may adopt at will; where professional
hierarchy is culturally entrenched, it is a structural
constraint on the safety culture that governance depends
upon, and the same hierarchy that suppresses upward
reporting also produces the leadership-frontline perception
gap described earlier in this review.

The mechanism connecting governance to outcomes
appears to run through this cultural layer rather than
around it. A structural equation model of 416 healthcare
workers across two accredited private hospitals found that
clinical governance climate had no statistically significant
direct effect on quality of care once patient safety culture
was entered as a mediator; the direct path was non-
significant while the indirect path through safety culture

was strong and significant, a pattern interpreted as full
mediation?’. Although that sample is Indonesian and
private sector, the finding aligns with regional evidence. A
comparative study of fifteen performance indicators across
nine Egyptian hospitals before and after governance
implementation found improvements in administrative
efficiency, laboratory throughput, bed occupancy, and
length of stay, arriving alongside significant increases in
hospital-acquired pneumonia and readmission, with no
change in patient or staff satisfaction’?. Governance
reshaped administrative process well before, and in some
respects at the expense of, the safety outcomes it was
intended to protect, precisely the pattern a mediated model
predicts when governance is introduced faster than safety
culture can mature.

The Clinical Governance Contextual Implementation
Framework

The preceding synthesis supports a conceptual model, the
Clinical ~ Governance  Contextual  Implementation
Framework (CGCIF), in which clinical governance
mechanisms function as structural antecedent, patient
safety culture as operational mediator, and quality of care
as outcome, with the four contextual determinants
identified above, macro-regional resourcing,
organisational learning capability, sector, and digital
maturity, moderating the strength of the pathway. CGCIF
is explicitly a synthetic model. It is assembled from
thematic patterns converging across the studies reviewed
here, not validated through primary data collection
designed to test this configuration, and it is presented as a
structuring hypothesis for future work rather than as an
established result. The framework is shown in Figure 2.

Contextual determinants (moderators)

Macro-regional resourcing - Organisational learning capability
Sector (public / private) - Digital health maturity

R e

o IR

= T me—

Clinical governance 5 Patient safety b Quiality of care
mechanisms culture

Leadership - risk management

Psychological safety - just culture

Safety, effectiveness,
timeliness, patient-

audit - information systems communication openness centredness
T
\ A
Structire Process Qutcome
~

direct path ¢' — attenuated or non-significant once safety culture is modelled

Pathway pasitions correspond fo the Donabedian structure-process—outcome triad

Fig.2 The Clinical Governance Contextual Implementation Framework (CGCIF).

Its logic is a direct descendant of the Donabedian
structure-process-outcome  triad’,  with  governance
occupying the structure position, safety culture the process
position, and quality of care the outcome position,
extended by an explicit layer of contextual moderation that

the original triad does not specify. It shares premises with
the World Health Organization health systems framework,
which treats governance as one of several foundational
building blocks®®, though CGCIF narrows scope to a
single mediation chain rather than a whole-system model.
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It differs from the tradition underlying the Agency for
Healthcare Research and Quality Hospital Survey on
Patient Safety Culture, which treats safety culture as a
terminal outcome, by repositioning safety culture as
mediator; this repositioning is the framework's specific

theoretical claim. It parallels the SQUIRE reporting
guidelines in insisting that context, mechanism, and
outcome be kept analytically distinct. Table 3 sets out
these relationships.

Table 3. CGCIF positioned against established frameworks

Framework Core logic Relationship to CGCIF
Donabedian triad Structure shapes process; | Direct lineage; CGCIF substitutes governance,
(1988) process shapes outcome safety culture, and quality, adding contextual

moderation
WHO health systems | Six interacting building blocks | Shared premise that governance is foundational;
framework determine system performance CGCIF narrows to one moderated mediation chain
AHRQ HSOPSC Safety culture as a | CGCIF repositions safety culture as mediator, its
tradition multidimensional outcome central theoretical claim
SQUIRE guidelines Report context, mechanism, and | Shared insistence on analytic separation of
outcome as distinct structure, process, outcome, and context

Note. The table shows theoretical lineage only; it does not
claim comparative empirical testing of CGCIF against
these frameworks, which has not been conducted.

Three practical implications follow for Middle Eastern
health system leaders. First, governance policy alone
cannot directly improve outcomes; it must first cultivate a
frontline safety culture, so investment in psychological
safety and non-punitive reporting should precede or
accompany, rather than follow, structural reform. Second,
the success of that mediation is contextually conditioned: a
robust policy introduced into a low-resource, low-digital-
maturity environment is unlikely to generate a safety
culture, which argues for contextual readiness assessment
before blanket policy roll-out. Third, because the
perception gap between leadership and frontline staff is
itself a documented barrier, mechanisms that flatten
communication and measure alignment between
managerial and frontline views of governance may yield
greater returns than further revision of administrative
policy.

Operationalising and Testing the Framework

Because CGCIF is proposed rather than demonstrated, its
value depends on whether it can be specified precisely
enough to be tested and, in principle, falsified. Three of its
elements are already measurable with instruments
validated and applied within the region, which lowers the
barrier to a first empirical test. Clinical governance climate
can be captured through the Clinical Governance Climate
Questionnaire, developed and psychometrically assessed
for this purpose?® and subsequently applied in Egyptian
and comparator hospital settings?’. Patient safety culture
can be captured through the Hospital Survey on Patient
Safety Culture, for which Arabic-language adaptations
have been applied across Kuwaiti, Saudi, and wider Arab
settings'®!7. Organisational learning capability, the least
standardised of the four moderators, would require either
an existing learning-organisation instrument or items

derived from the barriers identified in the Iranian meta-
synthesis'®.

Measurement of the outcome variable deserves closer
attention than it has generally received, because it
determines whether a mediation result can be believed.
Where clinical governance climate, patient safety culture,
and perceived quality of care are all elicited from the same
respondents, in the same instrument, at the same moment,
the resulting path coefficients are inflated by common-
method variance, and an apparent mediation may partly
reflect shared perceptual source rather than a substantive
causal chain. This limitation applies to the structural
equation evidence on which the mediation argument
advanced above rests most heavily?’. A stronger design
would pair the two self-reported constructs with
independently recorded outcome data of the kind used in
the Egyptian pre-post comparison, including healthcare-
associated infection rates, readmission, and length of stay
drawn from hospital records rather than from the survey
itself?2. Retaining a perceived-quality measure alongside
recorded indicators would additionally allow the
divergence between the two, which the Egyptian findings
suggest may be substantial, to be examined directly rather
than assumed away.

Sampling determines whether the moderators are testable
at all, since a determinant cannot function as a moderator
in a sample where it does not vary. A single-country study
cannot test macro-regional resourcing, and a single-sector
study cannot test the public-private contrast; both would
collapse the framework to its mediation core. A minimally
adequate design would therefore stratify across at least
two GCC and two non-GCC health systems, with public
and private facilities sampled within each, prioritising the
countries this review identifies as absent from the current
facility-level evidence base. Such data are inherently
nested, with staff clustered within units, units within
facilities, and facilities within national systems, so
clustering should be modelled explicitly rather than
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ignored; treating nested responses as independent would
understate standard errors and overstate the precision of
any moderation estimate.

Analysis would follow the moderated-mediation logic the
framework implies, estimating the governance-to-culture
and culture-to-quality paths alongside the attenuated direct
path, with multigroup comparison across the sampled
systems. One preliminary step is easily overlooked and
consequential here. Before latent means or path
coefficients are compared across countries, measurement
invariance should be established at configural, metric, and
ideally scalar levels®®; without it, apparent differences
between GCC and non-GCC systems may reflect
divergent interpretation of the instrument rather than
genuine difference in the underlying construct. This
concern is not hypothetical about the constructs at issue.
The reviewed evidence indicates that items concerning
non-punitive response to error and willingness to raise
concerns behave differently where professional hierarchy
is steep?®°, which is precisely the condition under which
non-invariance would be expected.

Finally, a cross-sectional test, however well specified,
cannot establish the temporal ordering the framework
asserts. A staged design measuring the constructs before a
governance reform and at defined intervals afterwards
would speak directly to whether early administrative gains
eventually convert into safety gains, the single-loop and
double-loop question left unresolved by the current
evidence. Recent and forthcoming implementation
programmes across the region offer natural windows for
such work. These requirements are demanding, involving
multi-country ethical approval, translation and back-
translation, and negotiated facility access, and no single
study is likely to satisfy all of them; the framework is
nonetheless specified here in sufficient detail that partial
tests of individual paths remain informative.

RESEARCH GAPS AND FUTURE DIRECTIONS

The most consequential gap this review exposes is not a
matter of interpretation but of evidence coverage, and it is
itself a finding. Of the primary empirical studies
identified, the regional base is concentrated in Iran, Egypt,
Saudi Arabia, and Kuwait; no facility-level primary study
was identified from the United Arab Emirates, Qatar,
Oman, Bahrain, Jordan, or Lebanon, aside from multi-
country work addressing regional policy ambition or
workforce structure rather than facility-level outcomes?'].
Claims about GCC or Gulf governance patterns therefore
rest substantially on Saudi Arabia standing in for a six-
country bloc, and should be read as extrapolation rather
than as an averaged regional finding. This absence sets a
clear agenda: comparative studies explicitly contrasting
GCC and non-GCC governance outcomes, rather than
treating the region as uniform.

Three further gaps follow. The perception asymmetry
between leadership and frontline staff is repeatedly
described but rarely made the object of a designed
intervention; studies that flatten communication structures

and measure resulting alignment are needed. Digital
governance integration remains under-evidenced, with
health information systems often siloed from clinical audit
rather than feeding it. And no identified study measures
clinical governance, patient safety culture, and quality of
care concurrently within a single Middle Eastern sample,
which means the mediation pathway central to CGCIF,
and to the wider argument of this review, is assembled
from separate strands of evidence rather than tested whole.
Prospective, longitudinal designs capable of establishing
temporal order, and of observing whether -early
administrative gains eventually convert into safety
improvement, are the priority for the field. CGCIF is
offered as one structure for that work.

CONCLUSION

Clinical governance is a vital framework for accountability
and continuous quality improvement, but the evidence
indicates that importing governance models into the
Middle East without contextual adaptation is unlikely to
deliver frontline clinical excellence. Understanding
governance as a complex intervention, sensitive to macro-
regional resourcing, digital maturity, sector, and
organisational learning, allows policymakers to design
more resilient systems than a uniform administrative
template would produce. Patient safety culture is the
mandatory conduit through which governance structures
become quality outcomes; where that culture is neglected,
governance risks optimising administrative process while
leaving, or even worsening, the safety outcomes it was
meant to protect. The central task for regional health
systems, and for the research agenda that should inform
them, is to move from administrative compliance toward
the frontline cultural change that governance ultimately
depends upon.
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