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ABSTRACT
Objective Inspections and other forms of external 
assessment may contribute to positive changes in the 
health services, but the mechanisms of such change 
remain unclear. We did a study to explore how external 
inspections may foster clinical improvement in hospitals.
Design Focus group study.
Setting Statutory inspections of sepsis treatment in 
hospital emergency departments in Norway.
Participants Clinicians, managers and inspection teams 
involved with the inspections of sepsis treatment in 
emergency departments at four different hospitals. Twelve 
focus group interviews were carried out, with a total of 47 
participants.
Results Three themes emerged as central for 
understanding how the inspections could contribute to 
clinical improvement in the emergency departments: 
(1) increasing awareness about the need to improve the 
quality of care by providing data on clinical performance, 
(2) building acceptance for improvement through 
professional credibility and focus on clinical practice, and 
(3) fostering leadership commitment.
Conclusion Our findings suggest that the inspections 
have the potential to enhance hospital management and 
staff’s understanding of complicated care processes and 
help strengthen the organisational commitment to bring 
about systemic quality improvements.

INTRODUCTION
External inspection, also referred to as stat-
utory supervision, is an external assessment 
strategy that is used to evaluate if healthcare 
providers meet accepted quality standards. 
Compared with other forms of external 
assessment, such as certification and accredi-
tation, external inspections differ in that they 
are run by government bodies and subject 
to country- specific regulations.1 While the 
subject and scope vary greatly from one 
inspection to another, most inspections have 
in common the goal of improving the quality 

of care provided by the organisations subject 
to the inspection.2

The rationale for why external assessment 
strategies could lead to improved quality 
is that managers will review the results of 
assessments and implement changes that are 
necessary for better and safer healthcare.1 
Such effects might function through directive 
steps, in which the inspectors guide or force 
the health organisation to act in a specific 
way. They can also be a result of ‘softer’ mech-
anisms, such as if inspections lead to a shift 
in focus and organisational objectives at the 
service provider.3 In either case, the inspec-
tors themselves cannot directly affect the 
quality of care being provided. As such, they 
must find ways to improve the quality of care 
through influencing the care processes and 
internal controls at the hospitals. External 
inspection can thus be seen as a way of 
boosting the internal quality and patient 
safety improvement work.4

Strength and limitations of this study

 ► Focus group interviews in hospitals that had 
achieved improvement in key clinical procedures 
following an inspection provided information- rich 
cases of how inspections can contribute to quality 
improvement.

 ► The interviews elicited new insights into how in-
spections can enhance understanding of the clinical 
system and promote leadership in quality improve-
ment efforts.

 ► We did not explore change mechanisms related to 
anticipatory effects resulting from the announce-
ment of upcoming inspections.

 ► The generalisability of our findings and interpreta-
tions are dependent on the organisational and pro-
cedural context in which inspections are being held.
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Following the argument above, the effectiveness of 
inspections would likely depend on the degree to which 
they support organisational attributes and work processes 
associated with successful improvement. The literature 
describes readiness for change as a main dimension 
influencing the chance of success when implementing 
improvement efforts in healthcare organisations.5 This 
view is rooted in a notion of organisations as communi-
ties that contribute to the amplification and development 
of knowledge rather than merely entities of hierarchical 
information processing.6

Research has shown mixed effects of inspections on 
improvement in healthcare organisations. Some studies 
have found care practices to improve following inspec-
tions but not been able to fully establish the association 
between the inspections and the improvements.7 8 Other 
studies have not found any improvements following 
inspections at all.9 10 Gaining a deeper insight into the 
mechanisms of change in connection with external 
inspections is needed in order to understand how and 
under what circumstances inspections might lead to 
substantial, long- lasting improvement.11 12

Our overall aim was to study how external inspec-
tions may foster clinical improvement, using the case 
of a nationwide inspection of sepsis treatment in emer-
gency departments at Norwegian hospitals. We sought 
to explore clinicians’, managers’ and inspection teams’ 
experiences of being involved in the inspection process 
and to explore their views on how inspections can affect 
the quality of care.

METHODS
Study design
The study is a part of an ongoing research on the impact 
of external inspection of sepsis diagnosis and treatment 
in emergency departments in Norwegian hospitals. The 
study protocol has been described previously.13 The 
inspections were planned and directed by the Norwegian 
Board of Health Supervision (NBHS) at 24 hospitals with 
acute care functions.

For this study, we chose a qualitative approach, 
conducting focus group interviews with clinicians, 
managers and inspectors. We found this to be a well- 
suited method of inquiry, as the focus group discussion 
can provide interpretive insights into the participants 
experiences and opinions.14 Our approach is informed 
by a realist paradigm, its concept of causal mechanisms 
providing a framework for understanding the conditions 
under which inspections may foster clinical improve-
ment.15 The study follows Standards for Reporting Quali-
tative Research (SRQR) guidelines.16

The sepsis inspections
In Norway, health services are publicly funded and 
based on the principle of universal and equitable access. 
They are mandated by legislation to be safe, effective 
and provided in accordance with sound professional 

standards. NBHS is responsible for ensuring that health 
services meet these requirements. One of their main 
supervision approaches is nationwide thematic inspec-
tions of services, prioritised on the basis of information 
about risk and vulnerability. During these inspections, 
NBHS or the County Governors, who are local repre-
sentatives of the central government, investigate services 
and report any identified non- conformities. While NBHS 
can impose its authority on healthcare organisations and 
individual healthcare workers through a wide range of 
responses and sanctions, the reactions issued after nation-
wide inspections are normally limited to instructing the 
organisations to correct the situation. The inspectors will 
then follow- up the organisation until the non- conformity 
is considered satisfactorily corrected.17

NBHS chose diagnosis and treatment of sepsis in 
hospital emergency departments as a subject of a thematic 
inspection starting in 2016 because patients presenting 
to emergency departments with sepsis often receive 
substandard care.18 Delayed treatment is a major chal-
lenge, as time is of paramount importance in treatment 
of sepsis.19 20 Because early treatment depends on early 
diagnosis and recognition,21 22 the failures in expediting 
the treatment often come down to failures in recognising 
the diagnosis at an early stage.18

There were six regional inspection teams. Each team 
included three to four inspectors from the County Gover-
nors with prior training and experience from either 
healthcare or law. Additionally, each team had an external 
medical specialist who had extensive clinical experience 
from working with sepsis diagnosis and treatment.

Methodologically, the inspections were system audits.23 
NBHS used existing guidelines and conferred with 
experts to formulate a set of quantitative criteria for 
recommended diagnosis and treatment of sepsis.24 25 At 
inspection, which typically lasted for 2 days, the team gath-
ered data from the electronic health records of a set of 66 
patients with sepsis and evaluated the care given against 
the criteria. As is customarily done in system audits, the 
inspection teams also reviewed documentation of rele-
vant procedures and interviewed clinicians and managers 
responsible for the care of patients with sepsis. At the final 
day of inspection, the main findings were presented to 
the hospital management and staff in a closing meeting. 
Afterwards, the inspection team wrote up a report that 
included findings and a list of non- conformities. The 
report was sent as a draft to the hospital’s executive 
management for comments and eventually finalised and 
released to the public via the internet. A translated version 
of the report from one of the inspections is provided as 
online supplemental file 1, and an overview of the find-
ings from the four inspections included in this study is 
provided as online supplemental file 2.

Participants and data collection
This study draws on data from 12 focus group interviews 
with clinicians, managers and inspection teams involved 
in the inspection of four of the hospitals (designated A, B, 
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C and D). The interviews were conducted after the initial 
inspection, in the period from March 2017 to November 
2018. Analyses that included all inspected hospitals 
found that, on average, the inspection had a positive 
effect on several care process measures.26 We chose to 
include these four hospitals in the present study because 
they were among the hospitals that showed substantial 
improvements following the inspection. An overview of 
the improvements in a key indicator, time to antibiotic 
treatment, is provided in online supplemental file 2.

We conducted separate focus group interviews with 
clinicians, managers and the inspection teams at each 
hospital. The focus groups were sized from three to five 
participants and included in total 47 interviewees: 15 
clinicians, 16 managers and 16 inspection team members.

The groups of clinicians consisted of physicians and 
nurses who had diagnosis and treatment of patients 
with sepsis in the emergency department as a part of 
their daily tasks. The managers were either head nurses 
at emergency departments, chief physicians or heads of 
clinics. As such, the manager focus groups had a mix of 
interviewees in managerial roles and interviewees with 
combined responsibility for management and patient 
care. Clinicians and managers were recruited to the focus 
groups via contact persons with responsibility for quality 
management in the hospitals. We recruited all members 
currently on the inspection team who were available to 
attend the interview. As the members of the inspection 
teams changed over time, some inspection team inter-
viewees had not participated in the inspections at the 
specific hospitals included in our study. The participants 
were informed beforehand about the purpose of the 
interviews and they signed a form agreeing to participate 
in the study. No compensation was given for participation 
in the study.

The interviews were conducted by GH (male, MSc), 
except for two interviews that were conducted in collab-
oration with EH (male, MD/PhD). GH had no previous 
affiliation with NBHS but had experience from perfor-
mance audit work in healthcare organisations. EH had 
a part- time position as a researcher in NBHS and had 
previously participated in NBHS inspections. He was 
acquainted with some of the interviewees from his work 
in NBHS.

For hospitals A, B and C, the interviews with clinicians 
and managers were conducted at the respective hospitals. 
The interviews with the inspection teams were conducted 
at County Governors’ offices. For hospital D, all inter-
views were conducted by conference call due to vast travel 
distances and logistical challenges with convening the 
inspection team to a physical meeting. The interviewers 
and the participants were the only ones attending the 
interviews.

We used three different interview guides, one for each 
of the three types of groups. The interview guides focused 
on the impact of the inspections on the quality of care, 
and the interviews were centred on the experiences from 
the sepsis inspections (see table 1). Additionally, time was 

devoted to discussing sepsis care in general and specific 
issues surrounding the organisation of work in emer-
gency departments.

The focus group interviews lasted from 35 to 105 min. 
After each session, field notes were recorded describing 
how the interview went and whether there were important 
contextual factors that should be taken into account in 
the analysis.

Transcription and analysis
Interviews were digitally recorded and subsequently tran-
scribed and imported to NVivo Qualitative Data Analysis 
Software V.12 (QSR International Pty). Participants did 
not receive copies of transcripts.

We analysed the data using a thematic analytic 
approach.27 After the first interview, before analysing 
the transcript, EH and GH introduced some preliminary 
codes (awareness of current and desired practice, leader 
commitment, use of performance metrics, commu-
nication and network, staff engagement and systems 
thinking). Other codes were added throughout the inter-
views and the subsequent coding of the material.

Once GH had done the initial coding of the inter-
view transcriptions, EH and GH identified potential 
themes from the data material. We grouped the codes we 

Table 1 Interview topics

Topic Probes (sample items)

General experience of 
the inspection process

Relevance  ► What was the focus of the 
inspection?

 ► Are the themes covered in the 
inspection relevant for clinical 
practice?

Dialogue between 
inspection team and 
hospital

 ► How were findings conveyed 
to the hospital? How did the 
management/staff react to the 
findings?

Process for following up  ► What has the hospital done 
in response to the identified 
non- conformities?

 ► Who were involved in following 
up the findings from the 
inspection?

The role of 
management

 ► What are important 
management tasks related to 
the inspection?

Contribution to change  ► How did the inspection impact 
the internal quality improvement 
work?

 ► What factors other than the 
inspection have had an impact 
on quality improvement work?

 ► How is the quality of care now, 
compared with before the 
inspections?
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considered relevant for understanding the relationship 
between inspections and improvement work into these 
themes. Next, we analysed the interviews, first within each 
hospital, and then cross- case including all interviews, 
using the themes as an analytical framework.

As the focus groups were made up of three distinct 
roles, clinicians, managers and inspection team, we took 
extra care to compare and contrast the analyses between 
these roles. The interviews with clinicians and managers 
were more specific to the inspection in their hospital 
compared with the interviews with the inspection teams 
because the inspection teams could draw on experiences 
from all inspected hospitals in their region.

We read the transcripts and listened to the recorded 
interviews numerous times to ensure immersion, and 
we refined, synthesised and reorganised the identified 
themes according to our developing understanding of 
the material. We also extracted quotations from the mate-
rial to illustrate themes and analytical points.

GH translated the quotes into English, and the transla-
tions were checked by all co- authors.

Patient and public involvement
Patient organisations participated in a reference advisory 
group for the overall research programme that this study 
is a part of. They were involved from the planning stage 
on, but they did not directly participate in developing 
or framing this specific article. We used their inputs to 
inform the overall study design. Patient organisations 
strongly advocated the importance of disseminating 
the study findings to relevant parties. NBHS has held a 
national, public conference for hospitals, government 
agencies and patient representatives, where we presented 
preliminary study findings.

RESULTS
We identified three themes as central for understanding 
how the inspections could contribute to clinical improve-
ment in the emergency departments: (1) increasing 
awareness about the need to improve the quality of care 
by providing data on clinical performance, (2) building 
acceptance for improvement through professional credi-
bility and focus on clinical practice and (3) fostering lead-
ership commitment.

Increasing awareness about the need to improve the quality 
of care by providing data on clinical performance
According to the clinicians, managers and inspection 
teams, the discrepancy between guidelines and clin-
ical practice was in part caused by the heterogeneous 
nature of the group of patients with sepsis and by how 
sepsis can manifest itself through various symptoms. They 
explained that deciding the course of the patient care is 
challenging, that the clinical processes of diagnosing and 
treating sepsis is complex and that judgements often are 
being made under quite stressful conditions.

A point that was clearly made during the interviews was 
that the hospitals lacked systems to monitor the extent 
to which diagnosis and treatment complied with desired 
practice and procedures. Though data is entered into 
patients’ electronic health records from the time the 
patients are admitted to the hospitals, the information is 
not structured in a way that is easily aggregated so that the 
hospital can track the performance statistically over time.

One of the members of the inspection team at hospital 
C, who had long experience from leading system audits, 
told that this was the first time she had dared to state that 
an inspection had saved lives. She pointed to the system-
atic collection and analysis of patient data as the main 
reason for why the inspection had made a difference:

I think what makes a difference, and impacts very 
strongly, is simply that we have measured, that we 
have systematised the findings from the electronic 
health records, (and) presented this using bar charts. 
The hospital employees were deeply affected by see-
ing these data. Across- the- board everyone thought 
they were very good and (in reality) no one were up 
to the mark.

Some clinicians found that, while they were not exceed-
ingly surprised by the results, the data presented by the 
inspection team helped frame the challenges they expe-
rienced in their day- to- day activities. Describing how 
the efforts of improving the patient care had changed 
after the inspection, a clinician from hospital A referred 
to how the attention to completing diagnostic proce-
dures quickly increased after the inspection results were 
presented. It made them ‘see through other’s eyes’ what 
they already knew:

After the inspection, and after (one of the manag-
ers) presented the findings in the auditorium, (the 
diagnostic work) got a lot more focused. It was nice 
because in a way… we saw through others eyes what 
we in reality knew, and then we focused on that work 
in a whole other way. So these patients have been giv-
en much better treatment after the inspection, com-
pared to before.

Having performance data presented by the inspection 
team can help managers and clinicians re- evaluate their 
own experiences and assessment of clinical performance. 
The inspection team of hospital B described how their 
presentation of data in a closing meeting at one of the 
hospitals had encouraged the participants at the meeting 
to share and discuss recent experiences of challenges in 
the emergency department:

We just displayed our own data, but (the managers 
and clinicians) brought it up on the agenda. And 
then someone just pointed out: “We heard that there 
was a surge of patients yesterday as well”. We over-
heard that a discussion and a dynamic emerged that 
we could pitch into.
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Building acceptance for improvement through professional 
credibility and focus on clinical practice
Professional credibility was a topic that was underscored 
by inspection teams, clinicians and managers. The clini-
cians and managers expected the inspection teams to 
include professionals with medical background, and they 
expected the inspection team to have insight into the 
requirements and practices of acute functions in hospi-
tals. A manager at hospital A argued that the inclusion of 
medical experts was important for the legitimacy of the 
findings from the inspections:

It is crucial that there is someone (on the inspection 
team) who comes from clinical practice, and possi-
bly also from clinical research, and sort of knows the 
details of the issues that they enquire into; and who 
also is going to have an understanding of what the 
management component of these issues might be. 
So I think this is crucial for the legitimacy of this 
inspection.

The inspection teams also shared this view, that the 
medical experts’ knowledge of sepsis care and experience 
with the day- to- day operations of emergency departments 
enhanced the legitimacy of the inspections.

Clinicians and managers stressed the need for the 
inspection teams to have a clear understanding of the 
work processes in emergency departments. By focusing 
on how the different processes were interconnected, the 
inspections identified system- level weaknesses that could 
produce barriers to timely diagnosis and treatment. One 
of the managers from hospital D pointed out that one of 
the strengths of the inspection had been how these find-
ings were related to issues critical to patient care:

The direct effect of the inspection is obvious. In this 
case one can relate it directly to the patient, even 
though much is related to systems and how systems 
are in place to take care of patients presenting with 
sepsis. But (the inspection) is very efficient, benefit-
ing the patient directly.

A factor that both clinicians and managers pointed out 
across interviews is that diagnosing and treating sepsis 
patients involve several different organisational subunits 
within the hospitals. As such, there are very real organ-
isational hurdles that need to be overcome in order to 
achieve the desired improvement in clinical perfor-
mance. The inspection teams’ understanding of compli-
cated care processes was especially important because it 
enabled them to direct the inspection on how different 
groups of clinicians worked together. This forced the 
different organisational subunits to take a more birds- eye 
view of the patient care processes as a whole. A manager 
from hospital B explained:

I believe that it is positive that someone comes from 
the outside and then points out that you have to have 
these things up and running. Because […] the work-
day is so hectic that every department is preoccupied 

with themselves and their work […] And I think that 
(the inspection) is a good pry tool, because then we 
have to cooperate between departments. And you 
could say that as a hospital we should be able to do 
this of our own volition, but this has turned out to be 
difficult.

Fostering leadership commitment
Because of the challenges of making improvements 
across different subunits within the hospital, hospital 
management had an important role in the improvement 
efforts. In this context, leadership commitment refers to 
the whole chain of command from the executive director 
on top to the senior nurses in the emergency department.

Both clinicians, managers and the inspection teams 
argued that without bringing the clinical managers and 
leaders on board and making sure that they were invested 
in this work, it would be exceedingly difficult to achieve 
successful improvement of the patient care. When 
discussing experiences with the improvement initiatives 
that started up after the inspections, a clinician at hospital 
D commented on the role of managers:

Of course they nag a bit, but often because they want 
to get better. They are genuinely concerned with the 
medical issues, and that makes one want to join in.

Similarly, one of the clinicians at hospital C pointed out 
that it was important that clinical managers were genu-
inely interested in the improvement efforts:

The clinical managers are actually interested in put-
ting much effort into it, ensuring that one has re-
sources, and that time is allocated to this. And in a 
way … they join in and look at the results of what is 
being presented. […] And this holds true both for 
nurses and for doctors; that one gets motivated to 
continue working (with improvements) and feel a bit 
acknowledged for the work one does.

An important function of the inspections was how they 
precipitated communication between different leader-
ship levels on matters related to patient care. A clinician 
from hospital B described how the inspection report 
affected the hierarchy from clinic to department, and how 
this caused ripple effects throughout the organisation:

An inspection makes an impact on the management. 
The head of clinic just said: “This is not good, this is 
not good enough. Now; who takes care of what? Now 
we have to do something different.” And the head of 
department joins in. The heads of departments talk 
together and in a way you get a whole organization 
joining … This is clearly an effect of the inspection; 
from the top management and downwards. It feels 
more momentous: Here we need to do something, 
to close the nonconformities, we need to … And this 
has yet more ripple effects. So in that sense, (the in-
spection) has major consequences, in my opinion.
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Facilitating communication networks that also included 
the managerial level was reported to be an important part 
of achieving organisational commitment to the issues 
of the inspection. The inspection facilitated that a large 
group of decision makers came together to discuss issues 
related to patient care.

In the period following the initial report from the 
inspection, hospitals are expected to develop a response 
and action plan to the NBHS. Many interviewees 
explained that this was an occasion for mutual learning 
between different disciplines and different hierarchies of 
management. A manager from hospital A argued:

Almost nothing happens one- to- one, right? It hap-
pens across supporting professions or laboratory pro-
fessions and radiology and shift teams and positions. 
So to get some of this reciprocity in the learning pro-
cess we have tried bringing together these groups and 
develop a common response (to the NBHS inspec-
tion report).

DISCUSSION
In this study, we set out to explore how inspections 
may foster clinical improvements in hospitals. The first 
theme we identified was related to how the inspections 
provided data on the quality of care for patients with 
sepsis. Our findings suggest that by providing these data, 
the inspection promoted increasing awareness of clinical 
performance.

Second, we found that there was a need for inspection 
teams to have a clear understanding of the clinical work 
and of work processes in the emergency department. 
Without such knowledge, the legitimacy of the inspection 
would suffer, and the inspection would be rendered inef-
fective as a tool for systemic improvements. By directing 
attention to the interdependencies of the care processes, 
the inspection could help the hospital to target their 
efforts on improving the clinical system as a whole.

Lastly, the hospital management seems to be the main 
conduit through which the inspection team can affect the 
hospital’s work on improving a clinically complex task 
such as sepsis management. Not only do inspection teams 
engage managers directly they also play a role in opening 
up channels of communication between clinical and top- 
level management and leadership. External inspections 
could therefore create arenas for discussion and interpro-
fessional reflection between different levels of manage-
ment on how the hospital as a whole could improve their 
services to patients with sepsis.

Strengths and limitations
The findings and interpretations of this study are intrinsi-
cally linked to the organisational and procedural context 
in which they are being held. Inspections are complex 
interventions. Reviewing their effects, we need explana-
tory analyses that bring to bear both theoretical and prac-
tical understanding of the intervention and the contexts 

within which it is being implemented.28 The general-
isability of the findings should be judged accordingly. 
We have purposively chosen to study the experiences of 
actors involved in presumptively successful inspections 
within a clinically demanding field of patient care. If we 
had selected less successful cases or studied inspections of 
another type of theme, for instance administrative tasks, 
one could expect our findings to diverge substantially. It 
is also worth noting that the selection of successful inspec-
tions was based on disease- specific indicators. Therefore, 
we do not know whether the inspections had any signifi-
cant effect on hospital- level performance.29

Our focus on change mechanisms related to improve-
ments in quality of care also implies that we have not 
explored potential costs and adverse side- effects of the 
inspections. Inspections may impose compliance costs 
on regulated organisations, including costs related to 
handling requests for information, consulting the inspec-
tion team and acting as guides on site- visits.30 If the 
organisation frequently receives inspections, inquiries or 
instructions from different regulatory bodies, such costs 
might add up to a substantial strain, especially on the 
management and administrative staff. This study should 
therefore not be considered an exhaustive evaluation of 
the benefits and disadvantages of the sepsis inspections or 
inspections in general.

Furthermore, we do not argue that the aspects high-
lighted in this study are the only mechanisms that might 
be set in motion during an inspection process. One line 
of argument worth mentioning in this respect is that the 
prospect of being inspected in itself can initiate improve-
ment efforts.3 31 Though the search for such anticipatory 
effects is an important avenue of research, the focus of 
this study has been on how the findings and recommen-
dations from the inspections, and the interaction with the 
inspection teams, might influence the hospitals’ improve-
ment efforts.

Interpretation in relation to previous studies
Our analyses echo previous research regarding how 
inspections with a patient- centred focus might promote 
awareness among clinicians and managers.32 Further-
more, our analyses lend support to studies highlighting 
how using data in external assessments of quality of 
care can help hospitals track improvement.33 Providing 
measurable data seems especially pertinent in the case of 
the sepsis inspections, as previous studies have shown the 
importance of performance metrics in fostering change 
in clinical behaviour in care for patients with sepsis.34

Some authors have argued that if external assess-
ment schemes lead to increased use of data, they do so 
primarily through a strengthening of the bureaucratic 
control in the organisation.35 We, however, found that the 
quality metrics were not considered as being solely within 
the purview of bureaucratic control; the professionals in 
the organisation viewed the use of data as a necessity for 
improving quality.
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Our analyses nonetheless show that clinical leads 
played a key role in any improvement effort. Making 
leaders commit to improving patient care was seen as a 
sine qua non for the inspections to succeed. While this 
supports an argument for seeing external assessments as a 
platform from which clinicians can negotiate with senior 
management,36 we would add that inspections might 
empower leaders and managers as well as clinicians.37 
Some important ways in which leaders wield power within 
organisations are by calling on shared organisational 
values and by leveraging facts and reasoning.38 Clinical 
leaders can facilitate change processes and organisational 
learning by providing front- line clinicians with an arena 
for sharing information and a context for reflecting on 
shared information.39 The effectiveness of such leader-
ship approaches can be bolstered by the inspections. The 
sepsis inspections highlighted patient safety, which is a 
laudable and legitimate shared value goal in the emer-
gency departments, and they did so by providing tangible 
facts for the leaders to leverage vis- a- vis their subordinates 
and team members.

Recent research has found that educative approaches 
to regulation can succeed when regulators are able to 
leverage existing norms and accountability structures in 
the regulated community.40 This seems to be the case for 
the sepsis inspection. They have resulted in an improved 
understanding of the inherent complexities in the care 
of patients with sepsis, and the improved understanding 
brings forth organisational commitment and readiness 
for change, which are pivotal for improvement to take 
place. These processes also parallel findings from a study 
of professionals’ motivation in hospital accreditation, 
which showed that external assessment opened up oppor-
tunities for collaborative learning and promoted under-
standing of the whole organisation across organisational 
boundaries.41 Similarly, the importance of the system 
perspective runs like a red thread through our interviews, 
both in terms of the inspection teams’ competencies and 
in terms of how clinicians and managers address quality 
challenges in their own organisations.

It should be noted that this argument presupposes 
the existence of norms and accountability structures in 
the inspected organisation that can be harnessed for 
quality improvement. If the management and staff are 
not amenable to the inspection team’s suggestions, the 
learning process will likely flounder. Whether the organ-
isation responds to the inspection with organisational 
commitment is not only dependent on which organi-
sation is being inspected but also on the theme of the 
inspection. The way the clinical, patient- centred focus 
provided a legitimisation for the sepsis inspections is a 
case in point.

Other contextual factors are also important. If the 
healthcare organisation already performs at a high level, 
the inspection might not be able to contribute signifi-
cantly to further improvement.29 Furthermore, health-
care organisations often require financial resources to 
initiate improvement efforts, and in some cases they also 

need external improvement support.3 29 Consequently, 
our findings cannot be extrapolated as universally 
applicable for all types of inspections within all types of 
organisations.

Policy implications
Even if performance data is key, focusing exclusively on 
performance data and quantifiable targets might pose a 
risk by underestimating the measurement problems or 
risks of health organisations gaming the system.42 There is 
a risk that externally imposed standards in external assess-
ment schemes may end up being perceived as a ‘tick- box’ 
exercise for the clinicians involved.43

When assessing performance within a specific area of 
patient care, the inspection authorities should use indi-
cators that carry a clinical relevance for those working in 
the inspected organisations. To achieve this, they need to 
operationalise clinical standards into indicators that are 
well- suited for identifying subpar services and sensitive for 
improvement. It is also necessary to combine the evalua-
tion of the indicators with a thorough understanding of 
the clinical processes at work. The task of the inspectors 
is to review the numbers and bring to the table an assess-
ment of why the hospital might fail to meet the standards. 
This might necessitate prioritising regulatory resources 
so that external clinical experts are extensively involved 
both in the preparation stages, when relevant indicators 
are identified, and during the on- site inspections.

Organisations do of course review their own perfor-
mance data and make efforts to improve without the 
help of external inspections. When it is feasible to make 
improvements through smaller adjustments, it is likely 
that the hospitals will do so. Addressing the underlying 
challenges inherent in tasks like sepsis diagnosis and 
treatment, on the contrary, entails both deeper analysis 
and more profound systemic changes. Here, the clinical 
data and assessments provided by the inspection team can 
be of great value for the management and staff in their 
search for flexible solutions for quality improvement. 
Here, however, we also see the limits of this approach to 
inspections: For the inspection to succeed, the organisa-
tion must have sufficient personnel and resources that 
can be mobilised for a sustained commitment to quality 
improvement.
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