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Abstract
Diverse scholars have argued that standards and performance measurements are “instruments of control” that have a pro-
found influence on the day-to-day lives of individuals and organizations, causing constitutive effects. Regulatory bodies
increasingly use standards to oversee and monitor the regulated. This paper discusses the Dutch Health and Youth Care
Inspectorate’s use of both standards and a performance measurement system introduced to monitor how Dutch hospitals
investigate and learn from serious adverse events. Rather than focusing on how standards affect regulated practices and orga-
nizations, our study examines how the use of these instruments affects the standard maker, that is, the Inspectorate. We
explore how the Inspectorate’s work practices, standards, and coupled performance measurement system influence its regula-
tory pedagogy, reviewing practices, and decisionmaking. We conclude that standards and performance measurement systems
are not by definition “instruments of control” as their constitutive effects are (under)determined by the relationships in which
they are enacted.
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“Making mistakes is inevitable, not learning from them is unacceptable.”
Long-term policy plan, Dutch Health Care Inspectorate 2016–2019, citing Sir Liam Donaldson, England’s

Chief Medical Officer, 2004 (Inspectie voor de Gezondheidszorg 2016).

1. Introduction

A growing number of social scientists argue that both standards and performance measurements are highly rela-
tional (Porter 1996; Lampland & Star 2009), shaped in a process of collective sense-making (Garfinkel 1967;
Weick 2001). Although widely used as instruments of objectification, standards and performance measurements
are in themselves interpretations that set their own political and normative effects in motion and demarcate the
way in which the world is defined (Bowker & Star 1999; Dahler-Larsen 2014). As a consequence, the use of stan-
dards and performance measurements has constitutive effects in that they constitute the very practices that they
measure.

Originally introduced by Dahler-Larsen (2012, 2014), the concept of constitutive effects refers to the many
subtle and not-so-subtle ways in which evaluation machines steer certain values, orientations, interpretations, and
practices in the direction of a particular construction of social reality (Dahler-Larsen 2012). These constitutive
effects result from the profound influence of standards on the day-to-day lives of individuals and organizations
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(Bowker & Star 1999; Lampland & Star 2009). Performance measurements and standards are therefore increas-
ingly recognized as “instruments of control,” holding the power to regulate behavior (Brunsson & Jacobsson
2000; Lascoumes & Le Gales 2007). But as Slager et al. (2012) have illustrated, little is known about the ways in
which the regulatory power of standards is created and maintained over time. Also, most studies interested in the
power and effects of standards have focused on the receiving end of the line: the outcome of standards on the
actors who are the objects of regulation. What is missing is an analysis of how standards discipline and control
the standard makers and have constitutive effects on the regulators themselves. To understand these effects, just
looking at the standard or performance measurement system and examining its content is insufficient. Rather, we
must look at the way in which they are shaped and used in practice.

In this paper we explore the ways in which standards and performance measurements are “instruments of
control” (Brunsson & Jacobsson 2000), and how internal constitutive effects in regulatory agencies are enacted in
a real-life empirical setting. We do so by focusing on the daily work practices of the Dutch Health and Youth
Care Inspectorate; a regulatory body responsible for – among numerous other tasks – overseeing that Dutch
healthcare organizations “learn” from serious adverse events. To be precise, we use the term adverse event
(AE) to denote “an unintended and/or unexpected event related to the quality of care, having caused the death of
or serious harm to the patient or client” (Buijsen 2014, Page 388).

The Dutch Health and Youth Care Inspectorate (hereafter “Inspectorate”) has only recently attempted to
benchmark “learning” via self-developed standards and a coupled performance measurement system (Leistikow
et al. 2017). As well as regulating and monitoring healthcare organizations, forcing organizations to manage risks
and be accountable for mistakes “from the inside” (Power 2007), these instruments were also introduced after a
public crisis at the Inspectorate (see “Contextual backdrop” section) to objectify the Inspectorate’s internal work
practices, limit individual inspector’s “street-level” discretion (Lipsky 2010), and improve efficiency and traceabil-
ity; an intervention in the relationship between Inspectorate and inspectees. This dual role of the introduced stan-
dards and performance management system makes the Dutch setting particularly interesting to examine.

In the Netherlands, as in other Western countries, a national AE reporting system is in place; in the Nether-
lands this system is overseen by the Inspectorate. Dutch law mandates healthcare organizations to report AEs to
the Inspectorate and investigate the cause(s). The required investigations usually consist of a root-cause, or simi-
lar form of analysis, complemented with proposed improvement measures to minimize the risk of reoccurrence.
The Inspectorate evaluates these inquiry reports, provides feedback, and uses the data to monitor risk trends –
both nationally and at the level of individual healthcare organizations.

However, how and what healthcare organizations can “learn” from AEs is debated, as we shall explain in our
theoretical framework (Tucker & Edmondson 2003; Tamuz et al. 2011; Anderson et al. 2013; Mitchell et al.
2015). Thus it is relevant to explore exactly what the Inspectorate wants healthcare organizations to learn – what,
in other words, is its pedagogy? We hypothesize that this “theory of learning” (Kenklies 2012) is embedded in the
above-mentioned infrastructure of the Inspectorate’s standards and work routines. That is, by studying this infra-
structure in practice, we expect to find the pedagogy in use by the Inspectorate. The following research questions
guide our exploration: How do the Inspectorate’s standards and performance measurement system manage to
control the Inspectorate’s work routine? and Which pedagogy can be distilled from this work routine?

To answer these questions we foreground the backstage elements of work practices (Lampland & Star 2009)
at the Inspectorate. Hereby we not only build on the theoretical notion of standards and performance measure-
ment systems but also shed light on some of the many unknowns surrounding the practical execution of daily
work within regulatory institutions (Sparrow 2000), globally faced with an ever more critical public and political
arena demanding the management of risks and uncertainty (Power 2007).

This article consists of six sections. Recognizing the influence of the institutional constellation on regulatory
processes (Jordana & Levi-Faur 2004), we start by presenting a brief historical and political overview and discuss
the subsequent influence on the Inspectorate’s current work routine, to serve as a contextual backdrop. We then
introduce the theoretical framework, discussing the concepts of “learning” and pedagogy, as well as the notion of
standards and performance measurement systems as instruments of control. The framework is followed by a
description of the research methods used. In Sections 4 and 5, we present the research findings and discuss our
results. In the concluding section, we reflect on the implications of our analysis.
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1.1. Contextual backdrop: A new “sharpened” work routine
The Inspectorate has a long history of overseeing the quality of Dutch healthcare services (Boot 2013; Robben
et al. 2015). It does so by inspecting, advising, and stimulating organizations and sanctions in the case of non-
compliance; an approach based on Ayres and Braithwaite’s (1992) responsive regulation model. The Inspector-
ate’s current approach to monitoring AEs is relatively new; a regulatory approach that has been shaped by
complex configuration of external and internal drivers, including societal, political, legal, and institutional changes
(Jordana & Levi-Faur 2004; Baldwin & Black 2016).

In line with the increasing global political and societal demands for public institutions and private organiza-
tions to control and manage risks (Power 2000, 2007), the current routine was set in motion in 2012 in the wake
of wide media coverage of several high-profile incidents that had impaired the Inspectorate’s reputation. In the
aftermath of these incidents, the public complained that the Inspectorate’s method of dealing with AEs was care-
less, inadequate, and favored the medical professionals under regulation (Ombudsman 2011, 2012; Dute 2015).
Moreover, the organization was accused of passivity, lacking vision and transparency (Dute 2015). Alongside the
public turmoil and political accusations of regulatory capture (Bardach & Kagan 1982), internally the Inspectorate
was struggling to cope with an ever-increasing administrative workload (Sorgdrager 2012; Legemaate et al. 2013;
Schippers 2013), as well as continual reorganizations (Vries 2011). To come to terms with the public’s mistrust,
deal with the increasing workload, and put the political unease to rest, Edith Schippers, then Minister of Health,
Welfare & Sports, geared the Inspectorate toward a new way of working, formulated as a “sharpened work
method” (Volksgezondheid, Welzijn en Sport [VWS] 2012; Schippers 2013). The sharpened routine introduced
the work practices, standards, and performance management system this paper explores (see Fig. 1 for a concise
overview).

First, the formerly contested regional focus that held individual inspectors responsible for assessing inquiry reports
sent in by local healthcare organizations was reorganized into national incident reporting consultation teams, called
National Incident Reporting Consultation (NIRC) teams (Legemaate et al. 2013; Inspectie voor de Gezondheidszorg
[IGZ] 2013b). These comprised a mix of “general” inspectors, including former nurses, lab technicians, and biomedi-
cal scientists, and “specialized” inspectors, predominately non-practicing medical specialists. Each LMO team was
made responsible for a different part of the healthcare sector, for example, hospitals, long-term elderly care, and gen-
eral practitioners. Henceforth, assessments were a group effort performed at the national level, limiting individual
inspector’s regulatory discretion.

Following this shift, the guideline for reporting AEs to the Inspectorate (IGZ 2013a) was updated, specifying
how AEs should be reported to the Inspectorate and what procedure the Inspectorate follows once a report has
been made (Vries 2011; Legemaate et al. 2013). In addition, a uniform protocol for inquiry reports (IGZ 2014)
replaced all earlier guidelines, specifically instructing healthcare organizations as to what their inquiry reports
need to contain.

Last, and perhaps most significant, the Inspectorate’s problem definition changed: not learning from mistakes
was deemed a greater risk than making mistakes. The regulatory focus therefore switched from the medical con-
tent of an AE (what went wrong?) to primarily an assessment of the quality of the learning process reflected in
the inquiry report (how has the organization learned from the event?) (Legemaate et al. 2013; Leistikow et al.
2017). To track and document these learning processes, the LMO team responsible for watching over hospitals
created a standardized scoring system (“scoring analysis (SA)”) coupled to a performance management database
(“digiBAN”). Both were introduced to the LMO work routine in the first quarter of 2013. Here it is noteworthy
that the BAN system in use by the Inspectorate is founded on the assumption that hospitals awarded a high BAN
score for their inquiry report have effectively learned from the AE at hand.

In short, the historical contextual setting outlined above reveals the influence of external drivers and factors
on regulatory processes, whereby the changing social and political climate played a key role to switch gears
(Jordana & Levi-Faur 2004). Other factors, such as those defined by Baldwin & Black (2016), including a regula-
tor’s risk and problem definition, operational constraints, and reputational factors, also played a role. The new
work routine, standards, and performance measurement system were introduced to regulate the field of health-
care organizations and make it easier to monitor their performance. But the “sharpened” routine was also intro-
duced as a trust device (Porter 1996; Halffman 1998); the standardizations needed to discipline the Inspectorate’s
work by: objectifying the evaluation practices, limiting inspectors’ regulatory discretion, preventing regulatory
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capture, creating traceable outputs, and speeding up work processes. It is this objective of the sharpened work
routine that we analyze in this paper. The next section lays out the theoretical perspective applied in our analysis.

1.2. Theoretical framework
1.2.1. Learning from mistakes and the “theory of learning”
The concept of learning is widely used in relation to patient safety and quality-improvement initiatives
(Rowley & Waring 2011). Since the turn of the century there has been a general consensus within the safety
movement that mistakes and human errors made within the complex realm of healthcare – or any other high-risk
industry for that matter – are inevitable (Kohn et al. 1999; Rowley & Waring 2011; Mitchell et al. 2015). Scien-
tists, healthcare professionals, and policymakers alike have campaigned for the importance of using mistakes as a
catalyst for learning, advocating that inquiries into AEs should stimulate the continuous improvement of patient
safety (Kohn et al. 1999; Tucker & Edmondson 2003; Iedema et al. 2006). The Inspectorate shares this notion,
declaring that drawing lessons in the wake of an AE is an imperative (IGZ 2016).

Figure 1 National Incident Reporting Consultation (NIRC) team, responsibilities and activities. scoring analysis (SA), ***
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However, what must be learned, who must learn and how one – or an organization – can learn to improve
the safety of patients are debated. With regard to what and who must learn, Jensen (2008) illustrated that health-
care is often viewed as a system (see e.g. the 1999 well-known and celebrated Institute of Medicine report “To
Err is Human”), but in the wake of an AE it is often the medical professional who receives the blame: to err is
human, not system-based. This, Jensen argued, is a contradictory state of affairs, as he explained that
dysfunction(s) in a system can be attributed to a wide range of actors and processes included in that system: indi-
vidual end-users (i.e. doctors and nurses), but also the engineers or designers of products and procedures used in
the system. The focus and/or where the line of inquiry is drawn ultimately dictates what and who can or needs to
learn from the incident at hand. Illustrative of this is a study by Behr et al. (2015) revealing that the manner in
which a medical error or incident is framed by the actors involved shapes the way an inquiry is carried out and
presented in a report. This ultimately influences what is – or can be – learned from the event and by whom
(Behr et al. 2015).

How organizations or individuals in an organization can learn is also much debated. Tucker and Edmondson
(2003), for example, show the difficulties hospital employees face using problems and mistakes as opportunities
for improvement because of existing system and cultural barriers. Anderson et al. (2013) also highlight the com-
plexities of trying to learn from inquiry reports, as the reports do not provide unambiguous data on how to
improve safety. Some scholars (Rowley & Waring 2011; Hollnagel et al. 2013) have even argued that aside from
the practical difficulties of learning from mistakes it is more effective to learn from the things that go right rather
than concentrating on the things that go wrong, thereby questioning the whole idea of learning from error.

In light of these debates it is clear that learning is a controversial matter and therefore it is interesting to
explore how the standards made and used by the Inspectorate constitute learning and dictate what the process of
“learning from mistakes” must entail.1 To explore this “theory of learning” we use the concept of pedagogy as
originally introduced by Johann Herbart (Kenklies 2012). Herbart suggested that the concept refers to the
assumptions of an educator who acts upon these assumptions using a specific set of skills, with a deliberate end
goal in mind (Kenklies 2012). An educator can be anyone or any organization who intends to “teach,” either
implicitly or explicitly, by explaining, demonstrating, correcting and the like, and in so doing to be a felt presence,
as well as having a reverberating influence on the knowledge or behavior of another party (Hansen & Laverty
2010). Thus, for our analysis we identify the Inspectorate as an educator of healthcare organizations, stimulating
those organizations to learn from (the analysis of) AEs.

Denoting a regulator as an educator is not entirely new. Moving away from the traditional dichotomy of rule-
orientated/legalistic versus cooperative/conciliatory enforcement approaches (Scholtz 1984) – regulatory scholars
increasingly describe enforcement approaches as holding a variety of different interactional styles (Ayres &
Braithwaite 1992; May & Winter 2000; Lo et al. 2009), an educational approach being one of these possible
dimensions. But although the educative approach of a regulator has been recognized, empirically little is known
about what such a role entails in practice.

1.2.2. Standards and performance measurement systems as “instruments of control”
As “learning” is envisioned as an important way to stimulate and improve patient safety, the Inspectorate has
made the concept into something that needs to be governed and monitored. To do so, the Inspectorate devised
standards in the form of guidelines dictating what healthcare organizations need to do and investigate in the wake
of an AE. The BAN scoring system was developed to aid inspectors in the process of evaluating and ranking the
inquiry reports sent in (Leistikow et al. 2017).

Numerous social scientists have pointed to the way in which the creation and use of standards shapes new
realities and impacts relationships and subsequent behavior (Bowker & Star 1999; Lampland & Star 2009;
Dahler-Larsen 2012, 2014). As Bowker and Star (1999) explain, each standard valorizes some point of view and
silences another. In other words, standards are not only helpful to control or govern a messy reality (Lampland &
Star 2009) but also define this reality as well, revealing what is deemed to be important and what is not. More-
over, as Porter (1996) explains, standards are often introduced to replace human judgment but are simultaneously
created and used by humans who carry with them ideas and interpretations of what those standards mean and
represent. Thus, as we try to underpin the Inspectorate’s pedagogy, it will be fruitful for us to closely examine
their (use of) standards.
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The standards formulated by the Inspectorate feed into a performance measurement system ranking health-
care organizations’ learning abilities. We know that rankings commensurate practices. That is, rankings transform
qualities into quantities so as to reduce and simplify information into easily comparable figures (Espeland & Ste-
vens 1998). However, we have very little understanding of how these help organizations govern activities
(Wallenburg et al. 2016). Thus, the way rankings in the Inspectorate's performance measurement system are per-
formed in a social process also deserves our attention.

This “performance” or practical use of rankings and standards by the actors involved is another matter of
interest as we wish to examine the regulatory power (Slager et al. 2012) of these instruments. Standardization and
ranking practices are increasingly recognized and acknowledged as a form of regulation (Slager et al. 2012) and
standards are regarded as “instruments of control” that carry the capacity to generate order and facilitate coordi-
nation and cooperation, thereby creating similarity and homogeneity (Brunsson & Jacobsson 2000). As Slager
et al. (2012) state, standards facilitate coordination by defining the appropriate attributes of the standardized sub-
ject – in our case what hospitals need to do and investigate in the wake of an AE – rendering these aspects visible
to external inspection and opening up the possibility of sanctioning noncompliance. This gives the standard
makers power: external regulatory power. But standard makers should then also be regulated by those same stan-
dards, given that standards limit discretion and influence the relationship between regulators and the regulated.

To examine the regulatory power exerted internally, Dahler-Larsen’s (2012, 2014) concept of “constitutive
effects” may help us. The concept acknowledges the profound influence standardizing and evaluating activities
may have on what learning is and/or should entail (Hulst & Segerholm 2012). The concept can help us under-
stand how the infrastructure in use by the Inspectorate has formative effects on the standard makers themselves
– in this case the Inspectorate.

In sum, in our data analysis we set out to explore if and how standards affect decisionmaking by the Inspec-
torate and how the Inspectorate’s pedagogy is constituted through its work routine and instruments.

2. Methods

Fitting our interest to examine the effects of standards and a performance measurement system in use, we
employed an ethnographic fieldwork approach. The merit of this approach is that it allows for insight into the
internal processes of a group and organization and to recover the distinct meaning given to these processes by
the actors involved (Emerson et al. 2015; Rhodes 2015). Moreover, “being there,” closely observing and listening
to the inspectors at work allowed us to get below the surface of official accounts by providing texture, depth, and
nuance (Rhodes 2015).

Over the course of seven months (February–August 2015), the first author studied the work performed by the
Inspectorate’s LMO team, which was mandated the task of monitoring the quality and quantity of inquiry reports
sent in by hospitals (see Fig. 1 for a brief LMO team description). To gather comprehensive insight into the
team’s daily work practices and increase the validity of our data, we triangulated diverse methods: a quantitative
analysis of the data in the database, observations, informal interviews, document analysis, and a focus group dis-
cussion (see Table 1 for a schematic overview).

During the observations we upheld an overt researcher role (Green & Thorogood 2006), openly jotting field
notes (Emerson et al. 2015) and, when appropriate, asking questions. To respect the confidential nature of the
discussions observed, no audio or video recordings were made. Instead, the field notes were quickly drawn up
into observation reports to safeguard as many details as possible (Green & Thorogood 2006; Emerson et al. 2015)
and generate detailed “thick” descriptions (Geertz 1973). To enrich the quality of the observation reports, internal
documents, such as meeting agendas and PowerPoint presentations, were also obtained.

For our quantitative analysis, we asked the team of inspectors to send us details on the LMO interventions
they had executed in 2014. These records were matched with data from the digiBAN database, allowing us to
document which hospitals were visited, what their average BAN scores were (the quality of the inquiry reports as
assessed by the Inspectorate), and how many AEs were reported.

Lastly, a focus group discussion was organized to interview the team about their daily work. Rather than using
a tightly structured topic guide (Green & Thorogood 2006), the first author presented observation excerpts and
quantitative data from our database analysis, asking the team to reflect on these findings. Realizing that this
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approach could possibly influence the inspectors’ daily work thereafter, it was deemed necessary to capture the
inspectors’ reactions to reveal their underlying assumptions, which were of interest to us for this paper. Besides
being a data collection tool, we thus also embraced the focus group as a “member check” or reflexive instrument
(Alvesson 2003) to validate our interpretations and collectively reflect on them. With permission, the group inter-
view was audio recorded and transcribed verbatim.

In all documents, the names of hospitals and inspectors were anonymized to protect their privacy. Also, all
(confidential) internal documents were obtained with the permission of the LMO team members. The documents
were systematically labeled; labels we will refer to when citing these nonpublic data sources.

The observation reports, transcript, and collected internal documents were inductively coded in the form of a
thematic content analysis (Green & Thorogood 2006). The thematic exploration – a joint effort by the first and
third authors – was followed up by a deductive analysis, recoding and assembling the data using the concepts
from our theoretical framework.

It is appropriate to note that during the fieldwork study, the second author was a member of the LMO team.
The second author allowed the first author easy access to data sources and provided helpful insider-knowledge of
processes and procedures (Rutz et al. 2017). This “easy access,” as well as the close proximity of the first author
to the studied setting – often the case in ethnographic studies – increased the risk of being unable to liberate one-
self from some taken-for-granted ideas (Alvesson 2009). To minimize this risk, regular meetings were held with
all three authors to reflect on the research findings.

2.1. Findings
In the following passages we discuss our findings on the three interlinked activities that we examined at the
Inspectorate. First, the scoring and evaluation of reports using the BAN standard; second, the LMO meetings;
and third, the process of providing hospitals with feedback and executing interventions.

2.1.1. Scoring and evaluating reports: Standards creating meaning
The evaluation of an inquiry report is an intensive, time-consuming process. It is repetitive – “essentially it’s pro-
duction work, done for hours on end” – but the very nature of the reports makes the evaluation process “far from
easy or routine.”2

While reading the inquiry report the inspector mumbles, her hand covering her mouth: “Jeez.” I don’t react.
We continue to read. She sighs, frowning: “Huh? Oh, no.” She shifts on her seat, wiggling her legs restlessly,
still reading. Hissing at her computer screen, she shrugs her shoulders: “Ow, people, this is such terrible care.
This is truly unbelievable!” (…) After 15 minutes we reach the last page of the report. She turns to me, smil-
ing. I am confused. As if the inspector could read my mind, she explains: “Well, I do think they [the hospital]

Table 1 Overview of fieldwork activities conducted at the Inspectorate, February–August 2015

Fieldwork activity Description Raw data collected Output for analysis

Qualitative data analysis Analysis of BAN scores in digiBAN
database and interventions performed

BAN figures and intervention Graphs and tables

Document analysis Collection of internal documents Diverse protocols, guidelines,
and internal digital
communication

N/A

Observations including
informal interviews†

LMO meetings (9 meetings) 20.75 hours of field notes/
meeting minutes and agenda

Observation reports

LMO interventions (2 interventions) 2.5 hours of field notes/
PowerPoint presentation,
meeting minutes, and agenda

Observation reports

Inspectors prepare meetings/score
inquiry reports (5 different inspectors)

10 hours of field notes Observation reports

Focus group discussion Inspectors’ LMO meetings 1.5 hours of audio
recording/field notes

Interview transcript

†See Green & Thorogood (2006, p. 80)
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have investigated the incident well. Let’s have a look how my BAN score will turn out.” And she opens the
digiBAN database to start scoring.3

As this observation illustrates, each inquiry report is evaluated by a “general” inspector who scores the docu-
ment and drafts a letter to the hospital commenting on the inquiry process, that is, what the hospital has done
right and what can – or should still – be improved. However awful an AE may be in terms of content, inspectors
are searching for the potential lessons that are drawn from the event and can thus be pleased if the event has
been examined thoroughly. If the quality of the inquiry report is deemed adequate (a BAN score of 80 or more
on a scale of 100, see Fig. 2) and/or the reported AE is not overly complex in nature, the case is closed and a let-
ter is sent to the hospital. All other reports make the LMO meeting agenda, requiring the initial assessment to be
followed up by other team members – usually two or three “specialized” inspectors – who read the report and
proposed return letter and provide feedback on the text. The inquiry report and the team’s feedback are discussed
during the LMO meeting. The outcome of this discussion determines how the Inspectorate ultimately judges and
responds to the inquiry report.

Determining the complexity of an AE and its accompanying inquiry report is only partly formally defined.
Certainly, internal guidelines dictate when inspectors need to collectively discuss a specific report, for example, if
the inquiry reveals that the AE was caused by the culpable behavior of a medical professional. There are, however,
informal dynamics at play. For instance, if an inquiry report is difficult to understand because it has been “poorly
written,”4 is “very technical in nature,”5 or if the incident is “outrageously shocking!”6 We also observed instances
where reports were set on the LMO agenda because the evaluating inspector had a “hunch” about a safety trend
specific to the hospital or the healthcare field in general.

Although informal dynamics are at play, when it comes to determining the quality of an inquiry report, the
BAN standard plays a key role. As presented in Figure 1, the BAN scoring system is based on the World Health
Organization’s (WHO) “Concise Incident Analysis Protocol” dictating that an incident inquiry must be timely
(start as soon as possible); interdisciplinary and impartial; involve the actors familiar with the event; continuously
dig deeper by asking “why, why, and why” at each level of cause and effect; and, finally, identify the changes that
should be made to prevent reoccurrence (IGZ, internal document #2013C1). To be thorough, the inquiry must
include a description of the incident, the underlying causes and effects must be analyzed, all contributing factors
must be identified, and the findings and recommendations must be documented and formalized. Furthermore, to
be credible, an inquiry should include the participation of leadership (managers and/or board of directors) and
those closely involved; it should address conclusions with recommendations for reducing risk, include

Figure 2 Screenshot from the digiBAN database, 27 March 2015: BAN scores for hospital X.
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consideration of relevant literature and other sources of information, and include an evaluation plan to determine
if recommendations are implemented (IGZ, internal document #2013C1). In addition to the WHO inspired cri-
teria, the Inspectorate added extra criteria to their BAN standard – principles they “find particularly important.”7

These criteria include involving the patient or their next of kin in the reconstruction of the event, as well as a
description of the aftercare process for both patients and involved professionals (i.e. “second victims”) (IGZ,
internal document #2013B1).

All of these criteria coincide with the uniform guideline for inquiry reports (IGZ 2014), which is sent to a
hospital once it has reported an AE and starts an inquiry. In theory, hospitals thus know what is expected of
them – and how the Inspectorate judges their inquiries. In practice, the quality of the inquiry reports – as deter-
mined by the Inspectorate – varies greatly, not only across but also within hospitals (see Fig. 2). Likewise, we
observed that not all hospitals cover and/or interpret the criteria of the guideline in the same way. Some hospitals,
for instance, refuse to involve patients in their inquiry report, which is one of the Inspectorate’s requirements.
Or, in another example, when the LMO team concludes that a hospital has not identified all of the causes and
effects in its analysis, frustrating a team eager for their “pupils” to do better and pick up on pointers provided in
earlier feedback letters:

Chairperson: “This is a bad analysis! We helped them last time but they still haven’t improved!”8

For the Inspectorate, a good inquiry into an AE ticks all of the boxes of the BAN scoring form; the more
ticked boxes, the higher the BAN score. The BAN thus molds how an inquiry process is (to be) executed: it con-
stitutes norms to which hospitals must adhere and (to a certain extent) regulates behavior (Lampland & Star
2009), thereby exerting regulatory power on the hospitals (Brunsson & Jacobsson 2000), especially because hospi-
tals that consistently score poorly on specific criteria of the BAN can be reprimanded.

The BAN standard and subsequent scoring system has practical advantages for the Inspectorate. The standard
helps to organize a sometimes “messy reality” (Lampland & Star 2009) and aids inspectors to read through the
inquiry reports – sometimes exceeding 30 pages in length – in a systematized manner; while reading sometimes
physically checking-off the various criteria before they give the inquiry report a formal score:

As we read, Inspector 4 scribbles in her notebook, mumbling to herself: “Date is correct.” She writes down
the date.
“Reaction board of directors? Yes. Ok.” Check.
“Aftercare patient? Yes.” Check.
“Do I understand what has happened here?” Scrolls back and forth through the pages, rereading, and con-
cludes “Um yes. I understand.” Check.9

The standard ultimately defines and communicates to the hospitals what the Inspectorate believes is impor-
tant. This is a good example of assisted sense-making whereby a constructed mechanism for creating meaning
organizes a complex reality (Dahler-Larsen 2012). This is practical but it has consequences and potential down-
falls. One pitfall concerns the procedural focus of the BAN, neglecting content-related details. By concentrating
on ticking off the BAN criteria boxes, the Inspectorate risks losing sight of other elements that may have been
important. This became clear when a dismissed inquiry report was reopened and put on the LMO meeting
agenda. The quality of the inquiry report had been sufficient; the hospital had met all the criteria of the BAN
standard and thus the case was closed. Later, however, the Inspectorate received news that the hospital had failed
to mention essential medical details. If the evaluating inspector had focused on these medical specifics in the
inquiry report, the inconsistency in the reconstruction of the event may have come to the fore earlier. Inspector
9 explains:

This is the pitfall of this type of regulation. The problem is caused by the way we judge the inquiry reports.
Sometimes you miss things by not looking at the medical details.10

This example also illustrates the relationship of dependence between the Inspectorate and hospitals; it is a
continuous balancing act between regulator and regulated (Hawkins 1983). The LMO team needs to trust the
reporting hospitals to convey all relevant details and produce a truthful representation of what went wrong.
Equally, the team needs to trust hospitals to follow through on their proposed improvements, as the Inspectorate
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does not monitor them.11 This recurring state of tension fuels arguments at the weekly LMO meetings, which we
will discuss next.

2.1.2. LMO meetings: Negotiations and collective sense-making
The weekly LMO meetings serve as a platform to jointly discuss inquiry reports, reflect on, and (re-)negotiate the
awarded BAN scores and subsequent feedback letters:

I sit in the corner of the room, notebook on my lap, watching the inspectors settle down at the oval-shaped
conference table. Coffee cups in hands, friendly chat[ter], laughter here and there. A homemade pie is cut into
generous pieces and passed around on paper plates; someone’s birthday treat. I find the ambiance amicable,
these colleagues seem to know each other well.
At 10:40, slightly delayed, the meeting starts. Thirteen inspectors, women in the majority, gaze at a case file
projected on a flat television screen at the far end of the room. “We have a busy schedule today!” the chair-
person notes. I glance at the agenda; 22 inquiry reports need to be discussed in the coming two and a half
hours […]
At 11:06 the third inquiry report is presented; a young patient unexpectedly died shortly after she was hospi-
talized. In its report, the hospital concludes that the patient was misdiagnosed: a fatal mistake. Inspector
7, who has evaluated the inquiry report, suggests the case can be closed. “Although the quality of their [the
hospital’s] investigation can be improved, I think they have devised appropriate measures to minimize the
risk of reoccurrence.” I observe head[s] nodding quietly around the table but then Inspector 6 sits up and
raises her arms: “I don’t agree [with closing the case]. It [the incident] is so serious! You all just assume that
the hospitals are going to carry out the measures they suggest in their reports. Let them report back to us, to
prove that they have followed up on their promises!” Inspector 14 is quick with his response: “Everything we
discuss here is serious. The point of our LMO meetings is to jointly establish that hospitals demonstrate that
they are learning from their mistakes. We [the Inspectorate] need to trust hospitals to execute the improve-
ments they formulate in their reports. Legally they have a responsibility to do so. So all adverse events
reported to us, no matter how serious, are good. If we [inspectors] ask this hospital to re-do their inquiry or
report back to us again, we may discourage them from reporting their mistakes in future. I mean, look at the
BAN score, this inquiry report is better than the last one” […]
As the discussion wraps up, in line with Inspector 7’s suggestion the case is closed (…). The meeting con-
tinues, the inspectors press on; 19 reports to go.12

For the team members it is tiresome and at times emotionally straining work. The subject matter of the meet-
ings emotionally affects inspectors, powerfully exemplified in this excerpt:

These meetings and the preparation [assessing reports and drafting feedback letters] cost so much time. The
work pressure is tremendous. It’s a never-ending flood of misery. […] You know their [the hospital’s] inten-
tions are good but sometimes you lose sight of that when you read and discuss inquiry reports all day. Quite
frankly I feel disappointed in my former colleagues [practicing physicians]. I feel like: Jesus man, please stop
doing this! Stop making these mistakes!13

During the meetings there is room for inspectors to vent their frustration and concern – exclamations such as
“Oh, this poor patient!” are commonplace – but most of the discussions concentrate on the quality of the inquiry
reports. The team openly deliberates on whether the hospital has learned from the event under examination.
Sometimes the inspectors see eye-to-eye, sometimes they don’t. This in itself is interesting because the BAN stan-
dard was introduced to assess the quality of the reports uniformly and to objectify the inspectors’ evaluation. Cer-
tainly individual discretion is limited but the emotions of the inspectors are never far away.

When closely examining the discussions it becomes clear that it is difficult for the team to purely use a set stan-
dard, the BAN, to evaluate the reports. The occasionally shocking details of an event sometimes cloud one’s judg-
ment or cause conflicting positions. Emotions regularly overflow the boundaries of the standard. For example:

Inspector 16: “The doctor made the wrong decision!”
Inspector 2: “Yes, but the reconstruction of the event is correct [according to the BAN standard], so I am going
to give them a point for that.”14
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When confronted with this and other similar observations in the focus group discussion, Inspector
3 explained:

At one point we decided that we would focus on the process instead of judging the care, [w]hen we formed
the LMO. But you can see how hard it is to do.

The team considers the quality of the inquiry report and the medical care to be two values that are indeed dif-
ferent but closely interlinked. Inspector 6 explains:

You can have a situation where a doctor has made an error of judgment. One of many things that can go
wrong in the care process. If they [the hospital performing the inquiry] don’t take that aspect into consider-
ation in their inquiry, they may have performed a fair analysis, according to our BAN criteria. But still, their
assessment will not be complete because I feel like they have left something out. Because they forgot to ask
one ‘why’ question. Why has the doctor made a judgmental error? So, they are two different values [process
versus care content] but they are linked to each other.15

Throughout the meetings these different, yet intertwined, viewpoints are negotiated. The team uses each
other’s expertise – some have a surgical background, others have experience in the field of nursing etc. – to mud-
dle through these queries and form a joint assessment. For every unique case they literally make sense of the situ-
ation, sometimes having to “read between the lines” of the BAN standard, determining what is important and
what should be learned to improve the quality of care. These findings suggest that the BAN standard cannot just
be “applied” and/or does not just “work.” Rather, the inspectors interpret the inquiry, use their individual discre-
tion to make choices about the key learning lessons, and eventually confer on these choices in meetings with the
rest of the team. While the standard surely influences the discussions, the internal regulatory power of the stan-
dard is influenced – in this case limited – by the context in which it is used. To be precise, in this setting the con-
text is shaped by the relationship of dependence between Inspectorate and hospitals, the (informal) knowledge
individual inspectors carry about hospital practices, and inspectors’ affective response to the AE at hand.

2.1.3. Providing feedback: Pedagogic reasoning
Once the BAN score is agreed, the content of the proposed feedback letter is discussed, settled, and sent to the
hospital. This return letter is a preformatted document that is amended and personalized to suit the feedback the
LMO team decides to communicate. In general there are three options: (i) a case can be closed, in which event
the Inspectorate merely provides recommendations for possible improvements to future inquiries; (ii) the Inspec-
torate may request the hospital to “dig deeper” by asking the hospital to answer imminent questions or re-do the
inquiry entirely; or (iii) when there are serious care-related quality concerns and the inquiry report is not up to
the Inspectorate’s standards, the LMO team will send the hospital a letter announcing that the Inspectorate will
start its own inquiry, performed by a specialized team of inspectors.

Whichever course is decided on, the common point is that the communicated message is carefully con-
structed: content as well as tone matter. The team’s goal is to stimulate hospitals to learn from AEs; the inspectors
feel it is best – in most cases – not to be too “harsh,” even if the inquiry has not been performed according to the
Inspectorate’s standards. The team is aware that hospitals invest a lot of time in investigating AEs and do not
want to discourage them, even if there is room for improvement:

We shouldn’t send back too many points [of improvements] and remarks because we may overwhelm them
[the hospital] with a flood of information.16

Or

You shouldn’t give an unsatisfactory score. That will only scare them off. It’s risky because they might stop
reporting their adverse events.17

Like teachers, the inspectors carefully deliberate on what to address and how their feedback should be con-
structed. The team recognizes that their feedback letters to the hospitals have a disciplinary effect. Aside from
illustrating the pedagogic reasoning behind the Inspectorate’s feedback to hospitals, these quotes once more stress
the relationship of dependence between the Inspectorate and the hospitals. The Inspectorate reasons that
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hospitals must report and investigate AEs, otherwise they miss learning opportunities (IGZ 2016) and therefore
the LMO team is challenged to uphold a delicate balance between evaluating, stimulating, and/or reprimanding
the hospitals. The need to uphold a continuing relationship of trust shapes the team’s compliance strategy
(Hawkins 1983).

We observed that the LMO team is eagerly trying to find (new) ways of maintaining this balance. For
instance, inspectors recently started to telephone hospitals as well as sending return letters. When asked about
this development, Inspector 3 explains:

Yes, we do that more often. (…) [We call] to ask them a question but also to announce that a return letter is
coming. It’s like decorating our unpopular message with a small red ribbon. By calling we give them [the hos-
pital] some context, so they understand where we [the Inspectorate] are coming from when we ask them to
re-do the inquiry. We explain why we think it will help them.

Inspector 4, adds:

[I]f you send a critical letter then on paper it comes across different than if you do it verbally. Over the phone
you can be more refined. So when you call in advance [before the feedback letter is sent] and clarify your crit-
ical message, it comes across better.18

The BAN standard and coupled digiBAN database are also a source for the team to fine tune their pedagogic
approach, as the scores allow inspectors to track overtime progress for individual hospitals but also for the field
as a whole. Knowing which elements a hospital is struggling with and/or what the overall quality of inquiries are
provides inspectors with the opportunity to formulate their feedback accordingly. When asked what role the
BAN plays in monitoring and steering the hospitals, inspectors explained that the standard and database do
indeed “provide context” (Inspector 4) and are therefore “looked at systematically” (Inspector 14). Moreover:

When we evaluate the inquiry reports, we often look at the BAN score in relation to earlier inquiries. Then
you determine: have they [the hospital] improved? Have they worsened? And this codetermines what you
[the inspector] write in your letter.19

Our data, however, do not convincingly support these claims. While observing inspectors (n = 5) score
reports and draft return letters, earlier BAN scores were consulted in only two of the 12 cases. Likewise, at LMO
meetings we did occasionally hear inspectors refer to BAN scores; for example “Look at the BAN, they’re doing
better now than last time” or “They have an average score of 80!,” but this was not a consistent occurrence.

With regard to using the BAN score as a ranking tool to become “sharper” in monitoring learning develop-
ment and acting accordingly – that is, deciding when and where an intervention is necessary (IGZ internal docu-
ment #2013C1) – we were surprised to discover that the LMO team apparently does not use the data
systematically in that way (see Fig. 2, illustrating what the scoring tables look like).

In our fieldwork we discovered that the LMO team performed 11 interventions in 2014 that addressed the
quality of inquiry reports. Unexpectedly, these interventions were not targeted at the poorest scoring hospitals.
Informed of our findings, the team was surprised:

“Why did we go there?” (Inspector 14)
“I didn’t expect [name hospital] to score so high.” (Inspector 11)
“One case I find interesting is [name hospital]. They have a low ranking. But I feel like they have the capacity
to learn and we could help them. But we haven’t gone there.” (Inspector 8)20

These statements once more illustrate that the inspectors use informal knowledge and/or personal conviction
to assess the (learning) needs of a hospital, ultimately shaping their course of action. The next excerpt con-
firms this:

Inspector 11: My first thought when I read [name poorly scoring hospital], well, you know. Sometimes it’s just
not worth flogging a dead horse. (…)
Interviewer: What do you mean by that?
Inspector 11: Well, it is a hospital that I, personally, feel is not strong at learning. Let me leave it at that.
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Interviewer: Ok. So is that a reason not to go there?
Inspector 11: Well, it wouldn’t be my first pick.
Inspector 3: But we are worried about them [the hospital].
Inspector 11: Yes, we are worried. (…) But if you go around [performing interventions to support hospitals in
their quest to learn from mistakes] I can imagine you would first visit the hospitals where you have a good
hope that your visit will have an effect.
Inspector 8: But this is not something we formally decide or discuss.
Inspector 11 & 3, simultaneously: No.
Inspector 8: So, it’s something that just happens.
Interviewer: There is no protocol?
Inspector 3: Nope.21

The “willingness” and “ability” of a hospital to learn thus plays a large role in what regulatory action, if any,
is taken by the Inspectorate. However, there is no formal standard to measure “willingness” and when the team is
asked what the learning “ability” of a hospital entails exactly, there is no concrete answer.

We found that the informal knowledge used to determine a hospital’s “willingness” and “ability” to learn or
to generally establish a pedagogic approach comes in various forms. We can provide countless examples of when
inspectors not only used the BAN standard to formulate their feedback or decide on their course of action, but
also relied on their own experiences, personal networks, professional expertise, and/or awareness of other ongoing
regulatory programs:

Who’s going to call? It’s [name responsible board member], she hates us!22

With their [the hospital’s] ongoing development project and renovations, they are really in over their heads.
This is really one of our high-alert merger hospitals.
Ok. Then we’ll make our [feedback] letter stricter and we’ll send it to the account holder,23 to alert her as
well.24

Such statements reveal the informal dynamics at play at the LMO conference table, coloring the debates, stip-
ulating enforcement tactics, and influencing the ultimate regulatory actions taken. On occasion, personal senti-
ments and experiences even dominate the discussions and the team members need to remind each other to
uphold their own standards and protocols. For example, after a heated discussion, the chairperson pleaded:

Come on guys, please. Next time I will remove the [hospital’s] name from the report and then we’ll see how
you judge it [the inquiry report].25

As a concluding note it is interesting to mention that during the focus group discussion we confronted the
LMO team with our observations on how they use informal knowledge and (sometimes) struggle to adhere to
their own BAN standard. During the observed LMO internal governance meetings, which the first author
attended after the focus group, the team again discussed these “struggles” and the inspectors expressed their will-
ingness to “use” the BAN standard and digiBAN database the way they were (originally) intended to be used.
However, their work routines have not changed, as became apparent in follow-up interviews.

3. Discussion

In this paper we explored how standards and a performance management system influence decisionmaking by
the Dutch Health and Youth Care Inspectorate and how the Inspectorate’s pedagogy is constituted through its
work routine. Theoretically, these findings are relevant because they draw attention to the understudied effects of
standards and performance measurement systems on standard makers themselves, furthering our understanding
of the workings of regulatory power (Slager et al. 2012). Also, empirically, our findings are interesting because
they shed light on the multifaceted nature of an educative regulatory style.

The Inspectorate’s BAN standard and subsequent guidelines aim to constitute the learning processes of hospi-
tals. The standard dictates what hospitals must do in the wake of an adverse event (AE), how they must investi-
gate it, who to involve etc. The standard ultimately requests hospitals to identify specific root causes and use
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these to formulate suitable measures. If a hospital does not comply with the standard it risks receiving a repri-
mand and/or regulatory sanctions. In this way the BAN standard may have considerable external regulatory
power as it molds hospital behavior; it is in the hospitals’ interest to comply with the Inspectorate’s checklists.
From a pedagogic notion, one may say that the Inspectorate’s BAN standard, just like an educator’s classroom
rules, has a reverberating influence on the behavior of another party (Hansen & Laverty 2010).

Internally for the Inspectorate, the introduction of the BAN standard and digiBAN database has had a pro-
found influence on the way in which the LMO team executes its work in practical terms. For instance, the stan-
dard dictates the way inspectors read through the inquiry reports and has standardized work practices; reports
are judged using the BAN, feedback letters are drafted, LMO meetings take place to discuss the BAN scores etc.
The introduced standard thus manages to standardize daily work practices, possibly even improving efficiency
and traceability; which were important goals of the newly introduced “sharpened” work routine. But there are
limits to the standards’ internal regulatory power.

Stemming from a changed definition of risk, the BAN standard reflects the Inspectorate’s intention to evaluate
inquiry reports based on process instead of content; learning from what went wrong is deemed more important
than what actually went wrong. In practice, however, our findings show that splitting these two values is difficult
and sometimes even problematic, fueling negotiations at the LMO conference table. This leads us to conclude that
in terms of content, the standards used by the Inspectorate have limited internal regulatory power as the assess-
ment of inquiry reports and the subsequent feedback provided to hospitals is colored by the content of the inci-
dent as well as other forms of informal knowledge about hospital practice. That is, the standard in itself does not
have the power to fully discipline inspector’s behavior and objectify their assessments; additional “work” needs to
be performed to make the standard an “instrument of control” (Brunsson & Jacobsson 2000), as exemplified by
the many discussions in the LMO team. Expert judgment, ideas and interpretations are needed (Porter 1996).
Continuously, informal knowledge, emotions, and the medical expertise of the inspectors slips through the
Inspectorate’s actions – precisely those elements that the standard seeks to keep out in light of the public debate
about the Inspectorates’ presumed capture by the hospital sector and the discretionary space of individual inspec-
tors. One may argue that the “sharpened” work routine has indeed limited the discretion of individual inspectors
but our study demonstrates that regulatory discretion has not been eliminated. Rather, regulatory discretion has
acquired a collective nature (Rutz et al. 2017) as it has become embedded within the LMO team during their
meetings, as well as through the build-up of common routines. This collective discretion becomes apparent in the
overflow of substantive and affective reasoning in relation to the otherwise processual standard, and is equally
visible in the pedagogic reasoning underlying decisionmaking.

Because of the focus on “learning,” the existing relationship of dependence between the regulator and the reg-
ulated (Hawkins 1983; Legemaate et al. 2013) is cultivated further, thereby not necessarily limiting the politically
criticized capture-style relationships. In order to live up to its regulatory promise, the Inspectorate depends on
hospitals to report AEs, provide truthful inquiry reports and follow through on proposed improvement measures.
As an internal constitutive effect, this dependency forces the Inspectorate into a teacher or mentor role and may
explain the cautious behavior and substantial pedagogic reasoning we observed throughout the LMO team’s regu-
latory activities. It appears that balancing this relationship at times weighs heavier than upholding the logic of the
BAN standard; feeding the pedagogic approach wherein the LMO team wraps its reprimanding feedback with
“red ribbons” to soften or tone down their critical feedback letters. Pupils must remain motivated to keep learn-
ing, thus enforcement tactics are carefully weighed in order to preserve, even nurture, the continuing relationship
(Hawkins 1983). An educative regulatory style is therefore multifaceted, holding both deterrence and cooperative
style elements and is influenced by the historical and institutional setting, both of the regulator and the regulated.
In part, it entails a communicative strategy to educate the regulated of responsible behavior (Lo et al. 2009), in
our case stimulating healthcare organizations to learn from adverse events. Based on the underlying theory of
learning and depending on the relationship between regulator and regulated, as well as the emotions at play,
deterrent or more cooperative strategies can be played out to attain results.

The BAN standard used by the Inspectorate has allowed for the creation and subsequent utilization of a per-
formance measurement system. Based on our findings we can identify three types of rankings in this system.
First, an absolute ranking, whereby a BAN score allows the quality of an individual report, with all of its different
elements, to be compared to an absolute maximum score. Second, a longitudinal ranking revealing the progress
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of scores over time for an individual hospital. Third, a ranking to compare the performance of an individual hos-
pital to all other hospitals, in general or on specific elements. In theory, all of these rankings provide the Inspec-
torate with a situational context on which to base its (pedagogic) feedback and/or other regulatory activities. But
surprisingly, the rankings are not systematically used that way. Instead, other sources of information, such as
informal knowledge about a hospital, previous experiences, professional knowhow, and emotions play a mediat-
ing role in the assessment of inquiry reports. Thus, both the BAN standard and performance measurement data-
base – although introduced to benchmark learning and support learning processes over time – shape the process
as a whole but do not manage to standardize it. Instead, there are many overflows that influence the ways in
which the standard is put to use.

Clearly our findings demonstrate that standards and performance measurement systems are not by definition
“instruments of control” (Brunsson & Jacobsson 2000). They do in part constitute the practices that they measure
but these constitutive effects are (under)determined by the relationships and affects in which they are enacted.
Although the standard has changed the relationship between the regulators and the regulated, the Inspectorate
remains dependent on hospitals as they need hospitals to report AEs and be honest about what they report. The
LMO team also negotiates and is influenced by personal contextual knowledge about hospitals – both in terms of
their knowledge about hospital practices in general and by specific hospital organizations. That is, information
from other sources, personal emotions, earlier experiences, and subjective ideas about the willingness of a hospital
to work on improving quality and safety and learn from their mistakes play a role alongside the standard and
rankings. For policymakers and researchers this is a relevant point to take away from this study, as the function-
ing of standards is often taken for granted. Our study illustrates that one should be mindful of not only the script
in use (what is the purpose of the standard) but also the context in which the script unfolds, closely examining
how it is used in regulatory practices, how users make sense of the standard, and which relationships influence
this use and sense-making. In this case, the constitutive effects of the standards and rankings in the performance
measurement system seem to hinge on the working practices of the regulator who propagates these very stan-
dards and rankings. Standards and rankings do not “just” have the power to control, objectify, limit regulatory
discretion, capture relationships, or regulate. We stress that when one determines that they do carry constitutive
effects, one needs to closely examine what the exact source of the effect is.

This conclusion is underlined by the limited impact of our focus group discussion, wherein the LMO team
was confronted with their unintentional use of their own standards and performance measurement system. The
inspectors were surprised by the findings, yet despite the expressed intention, their daily work routines have not
changed. We might hypothesize that this is not because the inspectors are unwilling but because the nature of the
dependent relationship between the LMO team and hospitals is stronger than the BAN standard and digiBAN
system. Thus the tendency to focus on “good students” and ignore “bad apples” (Bardach & Kagan 1982) is not
just a functional hiccup. Rather, it may be a direct product of the chosen regulatory approach. That is, the focus
on “learning from an AE” rather than the specifics and associated risks of an AE, executed inside a web of depen-
dency relationships.

With regard to the Inspectorate’s “theory of learning,” we conclude that their assumptions about what hospi-
tals should learn in the wake of an AE, are not just formally embedded in the standards and performance mea-
surement system used. Formally, the individual elements of the BAN standard and coupled system carry with
them an underlying assumption that they reflect effective learning. In practice, the definition of effective learning
does not end there, as our study shows that the Inspectorate’s pedagogy is collectively negotiated. Using a pool of
informal knowledge, the LMO team decides where they need – or want – to turn a watchful eye. This is clearly
demonstrated by the decision to visit hospitals that do not necessarily score the lowest (the “bad apples”) but do
hold the greatest potential to benefit from an intervention. These grounds for “learning potential” are not for-
mally embedded in the LMO team’s protocols and are not standardized; they are informally enacted. In this case
revealing the assumptions of an educator who feels that “sometimes it’s just not worth flogging a dead horse.”

4. Conclusion

This paper sought to cast light on the function of standards and performance measurement systems in regulatory
contexts. For scholars, policymakers and regulators, our findings are interesting as they lend weight to the notion
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that evaluation, monitoring, and ranking practices – increasingly introduced and used in a regulatory context
confronted with a complex mix of political, societal, and reputational demands, as well as limited resources – do
not operate neutrally and affect both sides of the regulatory equation: regulators and regulatees. Although we
show that standards and performance measurement systems indeed carry the power to constitute the very prac-
tices that they measure, we stress that they are not by definition “instruments of control.” Their constitutive
effects are (under)determined by the relationships in which they are enacted. As an implication we thus recom-
mend that policymakers and regulators actively monitor and critically reflect on their own work practices and
use of standards to educate themselves about the limitations and implications of these evaluation mechanisms.
Scholars of regulation evaluating the effects of standards and performance measurements would do well to exam-
ine not only how these affect the regulated, but also how the consequences of such regulatory instruments are
mediated by the practices in which they are put to use. As Power (2000) argued for auditing practices, the conse-
quences of each standard, monitoring, or ranking system should be appraised on its own merits.

To conclude, we are hopeful that our ethnographic study contributes to the gap in knowledge surrounding
the practical execution of regulatory work by providing a glimpse into the everyday practices and struggles of a
particular regulatory body, as well as the multifaceted nature of an educational enforcement approach, holding
both rule-orientated and cooperative style elements. Now that we know how the Inspectorate uses standards and
have determined how standards influence the internal regulatory context, we can extend our exploration inside
healthcare organizations. Is the Inspectorate’s pedagogic approach a fruitful way to support learning from AE’s
and patient safety more generally? Does the chosen regulatory methodology actually make healthcare safer? For
future research, the insights provided in this study allow us to better understand the effect of regulation practices
and standards on the ways in which hospitals organize their internal inquiry processes and learn from mistakes,
as well as how regulatory activities have an impact on patient safety in general.
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Notes

1 Here we must stress that although the questions “how, what and who learns in the wake of an adverse event” are relevant,
deserving thorough scientific research, they lie beyond the scope of this study. We argue that in order to answer such
questions it is first necessary to gain insight into the Inspectorate’s attempts to steer this learning process. Thus, our focus
is on the Inspectorate’s “theory of learning,” or pedagogy.

2 Observation, field notes, Inspector 7, 11 August 2015.

3 Observation, field notes, Inspector 8 scoring, 20 July 2015.

4 Field notes, 16 July 2015.

5 Field notes, 21 August 2015, 16 July 2015, 24 February 2015.

6 Field notes, 24 February 2015.

7 Inspector 7 and 14, field notes.

8 Observation, field notes, LMO meeting, 7 April 2015.

9 Observation, field notes, Inspector 4 scoring, 21 August 2015.

10 Observation, field notes, LMO meeting, 7 October 2015.

11 At the time of the fieldwork project the Inspectorate had no programs in place to monitor these suggested improvements.
We have since learned, however, that the Inspectorate plans to start monitoring this in the (near) future.

12 Observation, field notes, LMO meeting, 10 February 2015.
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13 Inspector 16, Observation, field notes, LMO meeting, Inspector 16, 10 August 2015.

14 Observation, field notes, LMO meeting, 17 February 2015.

15 Observation, field notes, 16 July 2015.

16 Observation, field notes, LMO meeting, Inspector 4, 10 February 2015.

17 Observation, field notes, LMO meeting, Inspector 8, 17 February 2015.

18 Quotes, focus group discussion, 2 June 2015.

19 Focus group discussion, Inspector 11, 2 June 2015.

20 Quotes, focus group discussion, 2 June 2015.

21 Excerpt, focus group discussion, 2 June 2015.

22 Observation, field notes, LMO meeting, Inspector 16, 3 March 2015.

23 For its supervision of hospitals, the Inspectorate has assigned an “account holder” at each hospital. These (senior) inspec-
tors are generally not on an LMO team, but may be consulted on specific decisions.

24 Observation, field notes, LMO meeting, dialogue Inspector 3 and chairperson, 3 March 2015.

25 Observation, field notes, LMO meeting, 17 February 2015.
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