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ABSTRACT
Background The Dutch healthcare inspectorate 
publishes its inspection frameworks to inform both 
the public and healthcare providers about regulatory 
procedures and in the hope that publication will motivate 
healthcare providers to improve quality and comply 
with standards. This study explores the consequences of 
publishing these frameworks for the regulation of quality 
and safety in healthcare.
Methods We selected recently published inspection 
frameworks used in three healthcare settings: nursing 
home care, dental care and hospital care. We conducted 
37 interviews with 39 respondents (healthcare 
professionals, managers, quality officers, policy advisers 
and inspectors) and explored their awareness of and 
experiences with these frameworks. We held a group 
interview with three inspectors to reflect on our findings. 
All data underwent thematic content analysis.
Results We found that the institutional infrastructure 
of a sector plays an important role in how an inspection 
framework is used after publication; particularly the 
presence and maturity of quality improvement work in 
the sector and the inspectorate’s grip on a sector matter. 
Respondents mentioned differences in framework use 
in organisational contexts, particularly relating to scale. 
In some organisations, the framework served as an 
accountability mechanism to check if quality meets basic 
standards, while in other organisations professionals 
adopted it to stimulate discussion and learning across 
teams.
Conclusion Publication of inspection frameworks might 
result in quality improvement work, and in particular 
contexts could be used as a regulatory strategy to target 
quality improvement in a healthcare sector. For this, it is 
important that regulators consider the capabilities and 
possibilities for learning and improving within a sector.

INTRODUCTION
In most healthcare systems, healthcare 
regulators have an important responsi-
bility to monitor the quality of care.1 2 The 
expectation is that inspections will impact 
positively on the quality and safety of care, 

although there is little direct evidence of 
the effectiveness of external inspections 
on quality of care within organisations.3–6 
A recent report from the King’s Fund 
explored the impact of regulation and 
identified ways in which regulation might 
impact provider performance before, 
during and after inspection: for example, 
healthcare providers might anticipate an 
upcoming inspection and make changes in 
practice, become aware of specific quality 
and safety concerns raised during inspec-
tions, and might initiate broader organ-
isational developments, reflection and 
analysis following the inspection.7 Such 
reactions might positively affect health-
care quality but can also have unintended 
effects. Previous research into the impact 
of National Health Service inspections in 
England showed that healthcare providers 
sometimes game inspections; inspection 
scores are elevated around the time of an 
announced inspection without producing 
a long- lasting effect.8 Strategic behaviour 
by healthcare providers might also result 
in the negligence of quality aspects that 
are not included in these inspections.9 In 
this study, we focus on the impact before 
inspection, that is, on the impact of the 
inspection frameworks regulators use.

In the Netherlands, the Dutch Health 
and Youth Care Inspectorate is becoming 
increasingly transparent about their 
working procedures. These include 
inspection frameworks, which list the 
legislation and professional standards on 
which healthcare providers are assessed 
during inspections. Regulators in other 
countries, such as the Care Quality 
Commission in England, also publish 
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inspection frameworks.10 By publishing these frame-
works, the Dutch inspectorate informs the public 
and providers about regulatory procedures. At the 
same time, the inspectorate hopes that the framework 
publication might serve as an incentive for healthcare 
providers to improve quality and comply with stan-
dards, regardless of whether the healthcare provider 
will be inspected or not. Hence framework publica-
tion is intended to impact quality improvement in 
all healthcare providers, not just those inspected. As 
the capacity for inspections is limited and it is hard 
to prioritise inspections based on surveillance data of 
healthcare providers, it seems important for regulators 
to come up with additional strategies to target quality 
improvement in healthcare sectors.11 12

Little is known, however, about the consequences of 
making inspection frameworks public, and the extent 
to which healthcare providers are aware of and use 
these frameworks for quality improvement. In this 
study, we explore the consequences of publication of 
inspection frameworks, with the objective of gaining 
insight into their function in regulating quality and 
safety in healthcare.

METHODS
Setting
Our study focuses on regulation in the Netherlands. 
In the Dutch healthcare system, healthcare professions 
are responsible for setting professional standards. The 
government develops general legislation for quality 
and safety of care, often consulting professional and 
provider associations.13 The role of the inspectorate 
is to supervise quality and safety of both healthcare 
organisations and individual healthcare professionals, 
by checking whether organisations and professionals 
comply with professional standards and legislation.14 
The inspectorate uses two approaches: incident- based 
supervision following incidents and complaints in 
healthcare, and risk- based supervision focusing on 
specific themes or type of providers. The inspectorate 
uses the available standards and legislation to design 
inspection frameworks that are used during inspec-
tions. These frameworks focus on specific themes or 
risk areas, such as radiology in dental care or operating 
theatre hygiene, and multiple frameworks are used 
within sectors. In general, the inspectorate conducts 
their inspections unannounced. They do announce 
forthcoming inspection rounds on specific themes, indi-
cating that they will make a number of unannounced 
visits in the upcoming months. The inspectorate drafts 
a report for each organisation it has inspected, as well 
as an overall report on the theme. These reports are 
also published. The expectation of the inspectorate is 
that inspections will drive compliance and stimulate 
quality improvement as non- compliance is pointed out 
to providers, and that subsequent reports of inspec-
tions and the overall report will inform and motivate 
a sector to further improve on the inspected themes.

Study design
As we were interested in the underlying mechanisms 
and processes of inspection frameworks post publica-
tion, we adopted an exploratory qualitative approach. 
We opted for maximum variety, and in consultation 
with the inspectorate selected three frameworks that 
differed in context, design and method of publication.15 
These were frameworks on quality of nursing home 
care, radiology in dental care and infection prevention 
in hospital care. All were published in 2017 and subse-
quently used for inspecting a select number of health-
care providers. Table 1 describes the three frameworks.

Data collection and analysis
We used purposive sampling to conduct semistruc-
tured interviews with managers, quality officers and 
healthcare professionals from healthcare organisa-
tions, policy advisers from professional associations, 
and healthcare inspectors.16 The topic list for our 
interviews was based on a literature scan conducted 
for the research project and included (1) awareness of 
and attitude to the inspection framework, (2) how the 
framework was used in practice, (3) its influence on 
compliance to norms and quality work, and (4) inter-
action between providers, professionals and associa-
tions on the one hand and the inspectorate and inspec-
tors on the other (online supplemental appendix 1).

We held 37 interviews with 39 respondents. table 2 
gives an overview of interviewees from each setting. 
Two researchers experienced in conducting qualitative 
research (J- WW, IW) led the interviews, which were 
recorded and transcribed verbatim. All participants 
provided verbal consent before the interviews, which 
were held between June and September 2018. Two 
researchers (J- WW, IW) used thematic analysis to iden-
tify overarching patterns in our data.17 Throughout 
the analytical process the coding template was adapted 
and a third researcher (RAB) was consulted to discuss 
and review identified themes. After analysing all inter-
views, the first two researchers held a group interview 
with one inspector from each setting. The goal of this 
group interview was to reflect on our findings with 
the three inspectors and gain a better understanding 
of the similarities and differences between settings. 
The group interview took place in November 2018 
and was structured and analysed around the identified 
themes. All transcripts were coded using  Atlas. ti V.8.

RESULTS
The main themes that emerged from our data relate to 
the development of inspection frameworks, the uptake 
of a framework once published, how the inspection 
framework contributes to quality improvement in 
practice, and experiences with the frameworks during 
inspections.

Development of inspection frameworks
Three issues seem crucial to the inspectorate in 
designing inspection frameworks. First, the framework 
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must be grounded in the law or professional stand-
ards, to ensure it is legally watertight. Second, the 
framework must have social legitimacy. The inspec-
torate consults professional associations or experts put 
forward by professional associations during the frame-
work development. This consultation serves as a check 
on the selected and prioritised standards and enhances 
the legitimacy of the framework. Third, a framework 
should be pragmatic and should include important 
current quality issues. The inspectorate prioritises 
standards in their frameworks. This means that a 
framework is a selection of professional standards and 
not a complete overview of all relevant standards.

We’re all practical. We know it’s our goal to do 
an inspection in one day. You could also make a 
framework that will take you four days. So we try to 
develop a manageable framework and that means it 
won’t include many things. (R17: inspector, nursing 
home care)

The assessment method in the frameworks differs. 
Some contain standards that are assessed dichoto-
mously (positive/negative), while others include stand-
ards that leave room for interpretation and nuance in 
applying a four- point assessment scale. Departments 
consciously make room for interpretation and nuance 
when developing frameworks. For nursing home care, 
the decision to use an assessment scale came from the 
aim to stimulate the organisational learning process of 
organisations while keeping its context in mind.

We use a four- point scale so that we can show nuances 
and [we] also incorporate the nursing home’s context 
in our judgement. So maybe two providers have 
the same description for a standard, but for the one 
it leads to a positive judgement and for the other, a 
negative one. It demands a lot from inspectors, to 
do that properly. [It takes] a lot of coordination and 
discussion. (R19: inspector, nursing home care)

Table 1 The three inspection frameworks

Quality of nursing home care Radiology in dental care Infection prevention in hospitals

Target providers ±700 nursing care providers with ±2300 
nursing home locations.*29

8265 dental practices: 3990 with 1 
employee, 1405 with 2 employees, 
1460 with 3–5 employees, 1405 with 
>5 employees.30

6% of practices belong to a dental 
chain of practices. In 2017, the three 
largest chains contained 47–80 
practices.31

71 general and 8 academic hospitals.32

Focus of 
framework

Three themes: (1) person- oriented care, (2) 
professional expertise, and (3) governance of 
quality and safety.

Three themes: (1) safety,
(2) expertise and (3) quality.

Six themes: (1) general measures, (2) 
cleaning and disinfection, (3) isolation 
measures, (4) risk inventory, (5) antibiotics 
use, and (6) quality and protocols.

Design of 
framework

Describes (1) the relevant standards, (2) source 
of these standards (eg, which guideline or law) 
and (3) explanations for what the inspectorate 
might look at for each standard.

Describes (1) the relevant standards and 
(2) the source of the standards.

Mentions the considered guidelines and 
legislation. The inspectorate has a separate 
instrument for inspections (not public) 
that describes the specific aspects under 
assessment.

Assessment 
of standard in 
framework

1. Completely positive.
2. Mostly positive.
3. Mostly negative.
4. Completely negative.

1. Positive.
2. Negative.

1. Positive.
2. Negative.

*There is no available registration of nursing care providers. The inspectorate does not know all of the providers because new providers regularly enter 
the market, existing providers merge and other providers go into administration.

Table 2 Overview of interviewees for each inspection framework

Quality of nursing home care (n=18) Radiology in dental care (n=10)
Infection prevention in hospitals 
(n=11)

 ► 1 healthcare executive.
 ► 2 managers of care and well- being.
 ► 2 location managers.
 ► 2 quality officers.
 ► 1 team leader.
 ► 2 nurses.
 ► 1 medical specialist in elderly care.
 ► 1 adviser of a consultancy firm that organises nursing 

home audits.
 ► 4 policy advisers from professional associations.
 ► 2 inspectors.

 ► 3 dentists.
 ► 3 dentists who act as policy advisers for a professional 

association or chain of dental care practices.
 ► 2 policy advisers from a professional association and chain of 

dental care practices.
 ► 2 inspectors.

 ► 3 medical microbiologists.
 ► 2 hospital hygienists.
 ► 3 policy advisers from hospital or medical 

specialist associations.
 ► 3 inspectors.
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The framework allows for responsiveness to the 
needs and capabilities of a healthcare organisation. 
In contrast, the dental care framework was based on 
pragmatic choices due to time and capacity constraints, 
resulting in a framework that is quick and easy to 
check off.

The development of a framework continues after 
it is published and some inspectors indicated that 
work on the framework is never entirely finished. For 
infection prevention in hospitals, rounds with earlier 
versions of the framework produced criticism from 
medical specialists.

After the first round of inspections, there were lots of 
comments about the framework and the standards it 
included. After that, we held a discussion group with 
all relevant stakeholders, like professional associations. 
There was lots of discussion on which standards 
should be left out of the framework for the next round 
and about which interpretations of standards should 
be adjusted. (R38: inspector, hospital care)

According to the physicians, the inspectorate 
focused too much on irrelevant process indicators 
(eg, the ‘wetness of cleaning wipes’), while attention 
should be drawn to outcomes ‘to have real impact’. 
The inspectorate took this input into account and 
moved away from a focus on process indicators, yet 
did not choose to focus on outcome indicators entirely 
as was preferred by the physicians. Instead, it decided 
to also focus on the overarching governance structure 
of hygiene in a subsequent version of the framework, 
forcing hospital management to take responsibility 
for hygiene and sustainable antibiotics use in their 
organisation.

Uptake of inspection frameworks after publication
Following publication on the website of the inspec-
torate, the frameworks are primarily taken up by 
policy advisers from professional associations and 
quality officers in organisations. Healthcare profes-
sionals sometimes take notice of the frameworks 
through newsletters from their profession or their 
organisation, but quickly seem to forget about them.

They [the inspectorate] seem to think that we’re 
always on the computer searching for what’s new, if 
there’s anything new on their website. I don’t have 
time for that. (R20: dentist)

The extent to which a framework is adopted seems 
to depend on organisational characteristics. Larger 
organisations, such as nursing homes, hospitals and 
chains of dental practices, employ quality staff who 
closely monitor the inspectorate’s website and trans-
late the frameworks and inspection reports to their 
workplace. Smaller organisations or independent 
providers do not do this, as they often do not have 
people specifically tasked to do so.

I see this in the larger chains. They have quality 
officers or other people on it who optimize a practice 

or their chain according to such a checklist. (R25: 
dentist/policy adviser)

Additionally, differences between sectors related to 
institutional infrastructure seem to impact the uptake 
of the framework. As respondents indicated, working 
on quality improvement is a given in hospital care and 
increasingly so in nursing home care too. In dental 
care though, quality improvement is in its early days 
(eg, a guideline development centre was initiated only 
recently) and as yet has no prominent place in dentists’ 
work. Furthermore, the sector has two professional 
associations who are in constant competition. The 
inspectorate’s grip on a sector also plays an important 
role. What happens to the framework seems to depend 
on the possible consequences that healthcare providers 
expect in the event of non- compliance with the stand-
ards from the framework. In dental care, the conse-
quences seem to contribute little to compliance with 
the standards. Dentists do not consider the chance of 
an inspection visit as imminent, as inspectors realise 
too:

They still have this idea of ‘well, there are 6000 dental 
practices, what’s the chance that I’ll get caught?’ (R29: 
inspector, dental care)

Managers in nursing homes, however, realise that 
the inspectorate will pay a visit and prepare their 
organisation for this eventuality:

We were just discussing the inspection framework 
in- house, because we have this feeling that the 
inspectorate might visit one of our nursing home 
locations soon. (R1: location manager, nursing home)

The ways that a sector is structured—big or small 
organisations, existence of guideline committees, 
organisation of sectoral interests—as well as its rela-
tion with the inspectorate thus seem to matter in 
whether and how inspection frameworks are spread 
and translated to organisational policies. The presence 
of developed relations, both between the inspectorate 
and the sector and between the organisations within a 
sector, enhances the use of inspection frameworks as 
quality instruments.

How inspection frameworks give input to quality 
improvement
In nursing and hospital care, inspection frameworks 
seem to put certain quality themes on the agenda; 
resources and attention are allocated to these themes. 
How organisations do this, however, differs substan-
tially. In hospital care, the studied framework gave 
microbiologists a compelling argument to convince 
hospital management to invest in infection prevention.

After the first inspection round with the framework, 
microbiologists said that they were really glad that we 
[the inspectorate] were pushing the topic of infection 
prevention, because it’s really put infection prevention 
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at the top of the hospital management agenda. (R37: 
inspector, hospital care)

In elderly care, the framework is used to motivate 
input for organising internal audits, but organisations 
manage this differently. This is partly due to owner-
ship. In some organisations, managers and quality 
officers use an inspection framework to obtain a grip 
on a department:

The purpose of internal audits? A few times a year we 
want an independent check of a department, just to 
see how our care gets assessed from the perspective 
of the inspectorate. (R4: healthcare manager, nursing 
home)

Other nursing home organisations give the frame-
work to professionals to chart quality, particularly to 
discuss how quality can be further improved. These 
assessments aim to stimulate dialogue between profes-
sionals and across departments on what good quality 
entails and how to organise it. Inspectors acknowledge 
the varying uses of the inspection framework, either as 
a checklist or as a reflexive tool, and are aware of its 
implications for how organisations approach quality 
improvement work.

I do get signals that consultancy agencies are offering 
to make practices or organisations inspection- proof. 
You come across all these checklists, our inspection 
framework and other things they have done 
themselves. They check off the lists and think ‘as long 
as I meet the inspection framework, I’m safe. I don’t 
have to think anymore’. (R29: inspector, dental care)

Although the inspection framework for elderly care 
was designed to leave space for organisations to design 
their own quality policies (within the bounds set by the 
framework), and to encourage reflection, some consul-
tancy agencies hired by nursing homes still create their 
own checklists. Inspectors do not necessarily see this as 
a bad thing, as it does put these quality themes on the 
agenda of the organisation and generates action. Addi-
tionally, quality officers said that published reports of 
inspections done in other organisations provide more 
valuable information than found in the inspection 
frameworks. Compared with the inspection frame-
works, inspection reports show how the inspectorate 
interprets and assesses standards in the inspection 
framework, providing insight into the inspectorate’s 
actual expectations.

Experiences with inspection frameworks during 
inspections
Inspectors said that they did not notice substantive 
differences in their work of inspecting healthcare 
providers after the publication of the frameworks. 
They still have enough leeway to consider situated 
aspects that are not included in the framework. Some 
inspectors mentioned that healthcare providers some-
times have the printed framework at hand during an 

inspection. This makes the conversation a bit easier, 
yet it is no guarantee that either the quality aspects in 
the framework or the overall quality will be enough.

In one practice, when we came in, the printed 
framework was on top of their folder. That’s perfect, I 
thought, yet it turned out that not everything complied 
with the standards. (R28: inspector, dental care)

Inspectors mentioned that both the inspection and 
the writing up of its report take a substantial amount 
of time. The duration is impacted by the design of an 
inspection framework. In elderly care, the focus is 
on practice (‘observing instead of checking boxes’). 
This means that the inspector uses information from 
various sources. They observe, listen, ask questions, 
and consult protocols and medical records through 
the Short Observational Framework for Inspection.18 
Prior to the adoption of this approach, inspection 
frameworks for elderly care were designed to check 
off shortcomings. This new approach, consciously 
made to stimulate learning in healthcare providers, has 
not only led to lengthier inspections but also to more 
extensive and frequent discussions and consultations 
between inspectors when writing an inspection report. 
These discussions are to ensure consistency across 
inspection reports when interpreting open norms. This 
is deemed important as both inspection frameworks 
and reports become public, and so the inspectorate 
can be held accountable for potential inconsistencies 
in interpretations. Respondents that were inspected 
with the new ‘opening up’ approach were much more 
positive, as it offers the opportunity to explain such 
things as why things are arranged in a certain way. 
The inspectors said that they feel healthcare providers 
appreciate their new approach.

The inspection we did in 2016 was a big improvement. 
They were really open, wanted to see things and not 
just check off shortcomings straight away. And last 
year, the observation was a very pleasant experience. 
(R5: quality officer, nursing home)

In all settings, respondents mentioned that during 
an inspection, they want to be able to explain to 
the inspectors why things are organised in a certain 
manner. According to respondents in nursing care, the 
framework design, with its open assessment of stand-
ards, enables such explanation. Conversely, in dental 
care, inspectors use an iPad to check boxes (positive 
or negative), which speeds up the visit but provides 
far fewer opportunities for explanation as the organ-
isation either does or does not comply. Interviewees 
reported that explaining why things are organised in 
a certain way does not lead to a different assessment.

DISCUSSION
We explored the consequences of publication of 
inspection frameworks in three healthcare settings 
with the objective of enhancing our understanding of 
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the functioning of inspection frameworks in the regu-
lation of quality and safety. Our findings show that 
the impact of publication differs between and within 
sectors and primarily depends on the institutional 
infrastructure and the relation of the inspectorate with 
a sector. We also found that inspection frameworks 
were used for quality improvement in several ways. 
After a methodological reflection, we elaborate on 
these findings and conclude with how these insights 
could serve as input for improving the regulation of 
healthcare.

Strengths and limitations
A strength of our study is the inclusion of a variety of 
sectors, type of inspection frameworks and respond-
ents within the studied settings. As little is known 
about if and how inspection frameworks are used by 
providers, this offers a relevant exploration of expe-
riences with and uses of inspection frameworks. The 
study also has some limitations. First, we purposively 
sampled a selection of professionals and organisations 
from each sector and were not able to include all 
different types of professionals and providers within 
those sectors. Second, the variety in included sectors 
and organisations provides insight into the different 
consequences of publication and uses of the frame-
work, yet caution is required in generalising these 
findings across and within sectors. Further research 
is needed to determine which occur when and where, 
also taking the national context of healthcare regula-
tion into account. Third, we were not able to include 
dentists that were inspected with the inspection frame-
work and as such only have data from the inspectors’ 
side on experiences during inspections.

The impact of the inspection framework depends on 
the institutional infrastructure
We found that the institutional infrastructure of a 
sector plays an important role in what happens with an 
inspection framework after publication, in particular 
the presence and maturity of quality improvement 
work in a sector, organisational characteristics within a 
sector and the inspectorate’s grip on a sector. Previous 
studies have highlighted the importance of institution-
alising quality improvement and patient safety prac-
tices in health systems.19 20

Different motivations can play a role in whether 
organisations or professionals comply with standards. 
Some might be motivated by the possible consequences 
of (non- )compliance and some might feel an intrinsic 
obligation to do good.21 In our study, the former 
appears to play an important role. In nursing home 
care, the general feeling was that the inspectorate will 
come pay a visit eventually and that consequences 
could be dire if things were not in order. In dental care, 
the inspectorate’s grip on the sector is low and dentists 
did not perceive an inspection as a real ‘threat’, and as 
such possible consequences of non- compliance did not 

provide any motivation for quality improvement. This 
seems to suggest that some providers in nursing care 
are particularly occupied with ‘looking good’ instead 
of ‘doing good’; conversely dentists did not seem to 
be occupied with looking good as the inspectorate 
does not have a major influence on their work. On the 
one hand the focus on ‘looking good’ leads to compli-
ance with standards as is the regulator’s goal, yet 
on the other hand it could lead to ‘hitting the target 
and missing the point’.9 It might additionally deflect 
intrinsic motivations and reflections on how to orga-
nise quality. Especially in our case of nursing care that 
is unfortunate, as the framework aimed to stimulate 
organisational learning processes. These findings add 
to previous studies on how providers might anticipate 
inspections to look good, by showing how providers 
might also use documents and procedures of regula-
tors to anticipate the possibility of an inspection in the 
near future.7 8

Inspection frameworks may act as a lever for quality 
improvement
Our findings show that the publication of an inspec-
tion framework may work as a lever for quality 
improvement in several ways.22 At an organisational 
level, the framework might be used by professionals to 
put certain quality themes on the agenda of manage-
ment, highlighting the coercive use of external regu-
latory frameworks to drive quality improvement.13 23 
Second, the framework might be used as a diagnostic 
tool by management to determine quality of care 
within their organisation and identify what quality 
issues require improvement. An accountability mech-
anism could serve as a good start to get basic quality 
in place, as a reflective approach requires a broader 
learning capability of the organisation.24 Third, the 
framework might enable discussion about what quality 
entails and as such act as a boundary object in knowl-
edge interaction and sharing of meaning.25 This can 
happen between inspectors and professionals during 
an inspection, and between professionals (and others) 
when using the framework to audit other departments 
to provide feedback and discuss learning opportuni-
ties.26 Finally, at a sectoral level the framework might 
facilitate an ongoing relation between the inspec-
torate and the professional and provider associations 
in which a continuous discussion ensues about what 
quality entails and how to adequately monitor this, 
as observed with previous versions of the infection 
prevention framework in our study. Additional to 
these levers for quality improvement, another impor-
tant finding emerged that provides insight into the 
functioning of inspection frameworks. Quality officers 
indicated that they not only use the inspection frame-
works, but also analyse inspection reports, as these 
show the inspectorate’s interpretations of the stand-
ards within the framework. The inspection reports give 
meaning to the frameworks. This has consequences for 
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the regulator. It becomes important what and how they 
write things down in their inspection reports, because 
this can directly impact quality improvement work 
in healthcare organisations. However, this research 
shows the impact differs between institutional settings 
and is especially applicable in settings where devel-
oped relations exist between associations, providers 
and the inspectorate.

The design of an inspection framework matters
The design of an inspection framework influences the 
opportunity to explain things during an inspection. 
Healthcare providers indicated that they want to show 
why they have organised quality in specific ways and 
that they have given this thought. Within elderly care, 
this dialogue is part of the inspection: the inspector 
asks questions about care provision arrangements. The 
design of the elderly care framework, with its more open 
standards and gradual assessment, seems to promote 
this dialogue. Experiences with this new approach 
to inspecting were positive and could contribute to 
an improved relation between the inspector and the 
professionals. As previous research suggests, this could 
facilitate an open and honest conversation about 
the organisation’s performance.7 Additionally, open 
standards in a framework that enable dialogue could 
contribute to a feeling that inspections and assess-
ments are fair as there is an opportunity to explain 
oneself.27 Procedural justice has been associated with 
improved compliance whereas injustice with declining 
compliance to standards.28 Finally, there seems to be a 
relation between the design and purpose of the frame-
work. Strict dichotomous standards invite a more 
repressive use, while open standards invite dialogue 
and are focused more on learning and improvement.

CONCLUSION
Our findings highlight that publication of inspection 
frameworks might result in quality improvement work 
and in particular contexts could be used as a regulatory 
strategy to target quality improvement in a healthcare 
sector. When using publication of inspection frame-
works as a strategy to incentivise quality improvement, 
regulators should pay attention to the institutional-
ised quality routines within a sector and take this into 
account when designing inspection frameworks. When 
the purpose is to stimulate learning and improving 
in a sector, it is important to consider whether the 
institutional infrastructure of the sector, and their 
relationship with that sector, permits a learning and 
improving approach using open standards. For some 
sectors or themes, a public inspection framework may 
evoke a sector to improve on quality policy, while in 
other cases the framework and subsequent round of 
inspections have little effect on the quality and safety 
of the sector. In that case, regulators should not only 
focus on (thematic) inspection frameworks, but also 
look more broadly on the development of quality 

improvement initiatives in a sector. Ultimately, in using 
the inspection frameworks, attention should be paid to 
coordination and the relation between the design of an 
inspection framework, what the regulator intends to 
achieve with it and the possibilities of a sector.

Twitter Jan- Willem Weenink @jwweenink and Ian Leistikow 
@IanLeistikow

Acknowledgements We would like to thank all the participants 
in our study and the members of the advisory committee for 
their time and effort, and our colleagues in the Health Care 
Governance section for their feedback on the draft of this 
paper.

Contributors Concept and design of the study: all authors. 
Data collection: J- WW, IW. Analysis and interpretation of data: 
all authors. Drafting of the manuscript: J- WW. Critical revision 
of the manuscript: all authors. Guarantor of the study: J- WW.

Funding This study was funded by ZonMw (516004611).

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally 
peer reviewed.

Data availability statement No data are available. The data 
generated in this study are confidential interview transcripts 
that are not available for sharing.

Supplemental material This content has been supplied by the 
author(s). It has not been vetted by BMJ Publishing Group 
Limited (BMJ) and may not have been peer- reviewed. Any 
opinions or recommendations discussed are solely those of 
the author(s) and are not endorsed by BMJ. BMJ disclaims 
all liability and responsibility arising from any reliance placed 
on the content. Where the content includes any translated 
material, BMJ does not warrant the accuracy and reliability of 
the translations (including but not limited to local regulations, 
clinical guidelines, terminology, drug names and drug dosages), 
and is not responsible for any error and/or omissions arising 
from translation and adaptation or otherwise.

Open access This is an open access article distributed in 
accordance with the Creative Commons Attribution 4.0 
Unported (CC BY 4.0) license, which permits others to copy, 
redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link 
to the licence is given, and indication of whether changes were 
made. See: https:// creativecommons. org/ licenses/ by/ 4. 0/.

ORCID iDs
Jan- Willem Weenink http:// orcid. org/ 0000- 0003- 0443- 9785
Iris Wallenburg http:// orcid. org/ 0000- 0002- 3132- 4628
Ian Leistikow http:// orcid. org/ 0000- 0001- 6567- 0783
Roland A Bal http:// orcid. org/ 0000- 0001- 7202- 5053

REFERENCES
 1 Oikonomou E, Carthey J, Macrae C, et al. Patient safety 

regulation in the NHS: mapping the regulatory landscape of 
healthcare. BMJ Open 2019;9:e028663.

 2 Healy J. Improving health care safety and quality: reluctant 
regulators. Ashgate: Farnham, 2011.

 3 Flodgren G, Gonçalves- Bradley DC, Pomey M- P. External 
inspection of compliance with standards for improved 
healthcare outcomes. Cochrane Database Syst Rev 
2016;12:Cd008992.

 4 Castro- Avila A, Bloor K, Thompson C. The effect of external 
inspections on safety in acute hospitals in the National health 
service in England: a controlled interrupted time- series 
analysis. J Health Serv Res Policy 2019;24:182–90.

4300.7802.430. P
rotected by copyright.

 on D
ecem

ber 13, 2020 at E
rasm

us M
edical / X

51
http://qualitysafety.bm

j.com
/

B
M

J Q
ual S

af: first published as 10.1136/bm
jqs-2020-011337 on 2 D

ecem
ber 2020. D

ow
nloaded from

 

https://twitter.com/jwweenink
https://twitter.com/IanLeistikow
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-0443-9785
http://orcid.org/0000-0002-3132-4628
http://orcid.org/0000-0001-6567-0783
http://orcid.org/0000-0001-7202-5053
http://dx.doi.org/10.1136/bmjopen-2018-028663
http://dx.doi.org/10.1002/14651858.CD008992.pub3
http://dx.doi.org/10.1177/1355819619837288
http://qualitysafety.bmj.com/


8 Weenink J- W, et al. BMJ Qual Saf 2020;0:1–8. doi:10.1136/bmjqs-2020-011337

Original research

 5 Schaefer C, Wiig S. Strategy and practise of external inspection 
in healthcare services – a Norwegian comparative case study. 
Safety in Health 2017;3:3.

 6 Oude Wesselink SF, Lingsma HF, Ketelaars CAJ, et al. 
Effects of government supervision on quality of integrated 
diabetes care: a cluster randomized controlled trial. Med Care 
2015;53:784–91.

 7 Smithson R, Richardson E, Roberts J, et al. Impact of the 
care quality Commission on provider performance. room for 
improvement? London, United Kingdom: The King’s Fund, 
2018.

 8 Toffolutti V, McKee M, Stuckler D. Evidence Points To 
'Gaming' At Hospitals Subject To National Health Service 
Cleanliness Inspections. Health Aff 2017;36:355–61.

 9 Bevan G, Hood C. What’s Measured Is What Matters: Targets 
and Gaming in the English Public Health Care System. Public 
Administration 2006;84:517–38.

 10 CQC. Inspection frameworks for independent acute hospitals 
London, United Kingdom: care quality Commission (CQC), 
2018. Available: https://www. cqc. org. uk/ guidance- providers/ 
independent- healthcare/ inspection- frameworks- independent- 
acute- hospitals

 11 Griffiths A, Beaussier A- L, Demeritt D, et al. Intelligent 
monitoring? assessing the ability of the care quality 
Commission's statistical surveillance tool to predict quality 
and prioritise NHS Hospital inspections. BMJ Qual Saf 
2017;26:120–30.

 12 Beaussier AL, Demeritt D, Griffiths A, et al. Accounting for 
failure: risk- based regulation and the problems of ensuring 
healthcare quality in the NHS. Health, risk & society 
2016;18:205–24.

 13 Van De Bovenkamp HM, De Mul M, Quartz JGU JWM, et al. 
Institutional layering in governing healthcare quality. Public 
Administration 2014;92:208–23.

 14 Hout FA, Nienhuis ED, Robben PB, et al. Supervision 
by the Dutch healthcare Inspectorate. Eur J Health Law 
2010;17:347–60.

 15 Creswell JW, Creswell JD. Research design : qualitative, 
quantitative, and mixed methods approaches 2018.

 16 Patton MQ. Qualitative research & evaluation methods: 
integrating theory and practice 2015.

 17 Braun V, Clarke V. Using thematic analysis in psychology. Qual 
Res Psychol 2006;3:77–101.

 18 Short Observational Framework for Inspection (SOFI 2). 
Bradford, United Kingdom: Bradford dementia group and the 
Commission for social care inspection in England 2007.

 19 Groene O, Klazinga N, Walshe K, et al. Learning from 
Marquis: future direction of quality and safety in hospital 
care in the European Union. Qual Saf Health Care 
2009;18:i69–74.

 20 El- Jardali F, Fadlallah R. A review of national policies and 
strategies to improve quality of health care and patient safety: 
a case study from Lebanon and Jordan. BMC Health Serv Res 
2017;17:568.

 21 Tyler TR. Why people obey the law. Princeton, New Jersey: 
Princeton University Press, 2006.

 22 Jones L, Exworthy M, Frosini F. Implementing market- based 
reforms in the English NHS: bureaucratic coping strategies and 
social embeddedness. Health Policy 2013;111:52–9.

 23 Levesque JF, Sutherland K. What role does performance 
information play in securing improvement in healthcare? 
A conceptual framework for levers of change. BMJ Open 
2017;7:e014825.

 24 Evans JM, Brown A, Baker GR. Organizational 
knowledge and capabilities in healthcare: Deconstructing 
and integrating diverse perspectives. SAGE Open Med 
2017;5:205031211771265.

 25 Wiig S, Robert G, Anderson JE, et al. Applying different 
quality and safety models in healthcare improvement work: 
boundary objects and system thinking. Reliab Eng Syst Saf 
2014;125:134–44.

 26 Carroll JS, Edmondson AC. Leading organisational learning in 
health care. Qual Saf Health Care 2002;11:51–6.

 27 Murphy K. Turning defiance into compliance with procedural 
justice: understanding reactions to regulatory encounters 
through motivational posturing. Regul Gov 2016;10:93–109.

 28 Makkai T, Braithwaite J. Procedural justice and regulatory 
compliance. Law Hum Behav 1996;20:83–98.

 29 IGJ. Zo houdt de inspectie de komende jaren toezicht OP 
de verpleeghuiszorg. Utrecht, the Netherlands: Inspectie 
Gezondheidszorg en Jeugd, 2016.

 30 CBS. Bedrijvenregistratie. Den Haag, the Netherlands: Centraal 
Bureau voor Statistiek, 2017.

 31  Tandarts. nl. Tandartsketens zetten opmars voort 2018.
 32 NZa. Marktscan medisch- specialistische zorg 2016. Utrecht, the 

Netherlands: Nederlandse Zorgautoriteit, 2017.

4300.7802.430. P
rotected by copyright.

 on D
ecem

ber 13, 2020 at E
rasm

us M
edical / X

51
http://qualitysafety.bm

j.com
/

B
M

J Q
ual S

af: first published as 10.1136/bm
jqs-2020-011337 on 2 D

ecem
ber 2020. D

ow
nloaded from

 

http://dx.doi.org/10.1097/MLR.0000000000000399
http://dx.doi.org/10.1377/hlthaff.2016.1217
https://www.cqc.org.uk/guidance-providers/independent-healthcare/inspection-frameworks-independent-acute-hospitals
https://www.cqc.org.uk/guidance-providers/independent-healthcare/inspection-frameworks-independent-acute-hospitals
https://www.cqc.org.uk/guidance-providers/independent-healthcare/inspection-frameworks-independent-acute-hospitals
http://dx.doi.org/10.1136/bmjqs-2015-004687
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1136/qshc.2008.029447
http://dx.doi.org/10.1186/s12913-017-2528-1
http://dx.doi.org/10.1177/2050312117712655
http://dx.doi.org/10.1016/j.ress.2014.01.008
http://dx.doi.org/10.1111/rego.12073
http://dx.doi.org/10.1007/BF01499133
http://qualitysafety.bmj.com/

	Publication of inspection frameworks: a qualitative study exploring the impact on quality improvement and regulation in three healthcare settings
	Abstract
	Introduction
	Methods
	Setting
	Study design
	Data collection and analysis

	Results
	Development of inspection frameworks
	Uptake of inspection frameworks after publication
	How inspection frameworks give input to quality improvement
	Experiences with inspection frameworks during inspections

	Discussion
	Strengths and limitations
	The impact of the inspection framework depends on the institutional infrastructure
	Inspection frameworks may act as a lever for quality improvement
	The design of an inspection framework matters

	Conclusion
	References


