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SUSAN BRIMELOW, CHIEF INSPECTOR, HEALTHCARE ENVIRONMENT 
INSPECTORATE’S RESPONSE TO QUESTIONS RAISED BY THE HEALTH AND 
SPORT COMMITTEE REGARDING INSPECTIONS OF SERVICES PROVIDED 
FOR OLDER PEOPLE IN ACUTE HOSPITALS 
 
Letter to Susan Brimelow, Chief Inspector from:  Dougie Wands, Clerk to the Health 
and Sport Committee dated 12 April 2012 
 
 
 
Question 1:  By focussing each inspection on one or two areas, what is the risk 
that other areas requiring improvement will get overlooked and what steps are 
being taken to mitigate this risk? 
 
It is necessary to balance the breadth of topics covered during an inspection against 
the depth of investigation for a particular topic. The greater the breadth desired the 
lesser the depth achieved as the number of inspectors and time available are finite 
resources. From the test inspections we learnt that, with the current resources, if the 
inspection covers more than one or two topics inspectors do not get enough depth to 
the inspection and therefore insufficient evidence to support our findings.  
 
There is always a risk, in any inspection, that an area that requires improvement may 
be missed regardless of the depth and breadth of the interventions. In order to 
mitigate this risk we use the self assessment, patient experience data, previous 
inspection knowledge and information given to us by patients and families to 
prioritise the areas for inspection. This means that the inspection team are well 
informed in advance of the inspection visit and will be focused on where we expect to 
find the main issues that require improvement. 
 
Inspections are dynamic and there is always a possibility that inspectors will discover 
areas for improvement that fall outwith the planned topic and focus for the inspection. 
If this is the case and the inspection team feel that the issue is significant then this 
new area can be added to the themes for the inspection. 
 
In most cases there will be more than one inspection in each NHS board area and 
most likely more than one inspection to each hospital, therefore topics and aspects of 
care that have not been covered can be picked up at subsequent inspections. 
 
It is important to note that NHS boards and the accountable officer are responsible 
for the quality of care and for meeting national standards and individual staff have 
professional duties and responsibilities for quality. Healthcare Improvement Scotland 
has a role to undertake independent inspections to provide public assurance and 
drive and support improvement. 
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Question 2:  We understand that the 14 hospitals for inspection have been 
identified using the National Services Scotland Information Services Division 
hospital classification information and a variety of other information. Could 
you provide additional information on how the 14 hospitals identified for 
inspection were selected? 
 
Healthcare Improvement Scotland uses the National Services Scotland Information 
Services Division hospital classification information to determine what constitutes an 
acute hospital. This is the only national classification system currently available for us 
to use. 
 
Scottish Government advised of the 14 hospitals that should be prioritised for 
inspection within 12 months of the start of inspections. The programme for inspection 
of these priority hospitals was informed by a range of data sets and confirmed by the 
Chief Nursing Officer at Scottish Government. 
 
Question 3:  When will each hospital be inspected and what areas will be 
covered in these inspections? 
 
The hospitals are scheduled for inspection this year. However, each hospital gets 4 
weeks’ notice of an announced inspection and therefore the actual date of 
inspections is not made public until this time. This is a key part of the methodology 
that ensures equity for every NHS board. If the inspection schedule was published in 
full at the start of the inspection year those hospitals scheduled for an inspection later 
in the year would get significantly more notice than those at the beginning of the 
year. We will be moving to unannounced inspections as the inspection methodology 
and reporting processes become more firmly established. NHS boards get no prior 
warning of unannounced inspections. In these cases the date of inspection cannot be 
made public until the day of the inspection. 
 
The inspection team uses all the available intelligence in the weeks immediately 
preceding the visit to identify the topics for inspection. The actual topics will not be 
finalised until two weeks prior to the inspection visit at the earliest. Furthermore, the 
inspection team are empowered to change the focus of the inspection during the 
visit, if there is evidence that there are failings that were not highlighted by the 
intelligence available in advance.  
 
Question 4:  The inspection methodology notes that the frequency and 
intensity of inspection will be determined by the organisational profile for each 
hospital. What is the “organisational profile”, how are these developed and are 
they published? 
 
The organisational profile is a collection of publicly available data sources which 
have been interpreted to give an indication of the quality and safety of care provided 
by a hospital. These can be general in nature or relate directly to a specific 
programme of work, for example, food, fluid and nutritional care of patients. 
 
At this early stage in the programme the profiles were used principally to inform the 
inspection scheduling. We considered the data that fell into the following categories 
would be useful to inform a profile for scheduling:  
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 generic measures (or proxies) for overall quality and safety of care, 

 measures of quality and safety which are particularly relevant for older people in 
acute hospitals, 

 patient experience data, 

 staff engagement data, 

 complaints and adverse events, and 

 the priority topic areas1. 
 
The available data in these categories was analysed to provide an indicative 
scheduling order for each NHS hospital with an allowance for NHS boards that have 
more than one hospital in the first group, so they are not subject to very frequent 
inspections. 
 
As the inspection programme matures these profiles will develop to cover more 
hospitals and more indicators that will allow for intelligence led inspection planning. 
 
All the data gathered for the profiles is publicly available and we can advise on the 
sources if that is required by the Committee. This is the first time that we have 
developed and used organisational profiles to inform scrutiny and at this stage we 
are not publishing them as this would impact on the independence of our work in 
determining when to make announced or unannounced inspection visits.  
 
Question 5:  How are decisions made regarding the frequency of inspection? 
 
At this stage we have an inspection plan for a year which covers one inspection for 
each of the 14 hospitals identified for an inspection in the first year. Scottish 
Government has indicated which hospitals should be inspected once the initial 14 
have been completed. This cohort was identified using the same intelligence as the 
first 14. 
 
Follow-up activity forms a part of the inspection methodology and depending on the 
nature and severity of the inspection findings additional follow-up inspections may be 
made. The timing of this activity is based on the nature of the inspection findings. 
 
Question 6:  Given HEI inspections are carried out at least once in every three 
years, will this also be the case with care of older people in acute hospitals 
inspections? 
 
When the Healthcare Environment Inspectorate was established the Cabinet 
Secretary for Health, Wellbeing and Cities Strategy gave a Ministerial undertaking 
that every acute hospital would have at least one announced and one unannounced 
inspection in three years. There is no similar Ministerial undertaking for the 
inspection of care for older people in acute hospitals.  
 
Once the inspections are underway, the organisational profiles will inform the 
inspection scheduling and frequency. Rather than following in the HEI format of a 
fixed number of inspections over a defined time period we plan to follow a more risk 
based and proportionate approach that allows more intense inspection for those  

                                                        
1
At the time of the scheduling these were food, fluid and nutrition, falls management, dementia and compassion, 

dignity and respect.  
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hospitals where standards are not being met and a less intense inspection for 
services that can demonstrate compliance with the standards. 
 
Question 7:  Given these are new inspections, have you had to recruit new 
inspectors? 
 
We are recruiting additional inspectors to undertake the increased workload. It is 
important to note that it is the increased workload that has necessitated the 
recruitment of additional inspectors.  All of the inspectors that are already working for 
HEI/Healthcare Improvement Scotland are competent to undertake this work.   We 
are confident we have the necessary skills and expertise to undertake a programme 
of inspections to assure the quality of care for older people in acute services. 
 
Question 8:  What level of experience do you expect inspectors to have? 
 
Inspectors must have a recognised qualification in healthcare, public health, 
environmental health or the regulation of care. It is also expected that staff will have 
experience of working at a senior level in their previous roles. Extensive experience 
of inspection, audit and regulation is essential and experience of undertaking formal 
enforcement action is desirable.  
 
Question 9:  What training do inspectors and public partners receive?  
 
Inspectors joining the team come with a wealth of experience and can usually 
undertake inspections with minimum support. There is an induction programme for 
new inspectors introducing them to the methods, systems and procedures for 
Healthcare Improvement Scotland and specifically to the tools and methodology for 
inspection.  
 
In preparation for commencing the inspection of the care for older people in acute 
hospitals we delivered extensive continuing professional development style events 
for all staff to ensure that they were up to date on the relevant topics, namely: 
 

 an overview of older people in acute care, 

 dementia and cognitive impairment, 

 tissue viability, 

 food, fluid and nutrition, 

 falls management, 

 medicines management, 

 quality improvement in health, 

 gathering the views of carers, 

 older people with hearing loss, and 

 palliative care. 
 
We have a well established process to support our public partners. The role of the 
public partner is to engage with patients, their families and carers and to provide a 
patient/public focus to the inspection. This means that the training for the public 
partners focusses on engagement skills rather than technical skills. We held a 
training day for our public partners last month and this covered: 
 

 the standard infection control precautions 

 how to have difficult conversations, and  
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 how to get the best from conversations with patients. 
 
We hold these development days every six months to ensure that our public partners 
are kept up to date. Further, before we started the inspection of the care for older 
people in acute hospitals we held a similar day to introduce them to the new tools 
and methodology.  
 
Question 10:  The Action Plan for the Western General lists planned actions 
and the timescale to meet action. Why has the date completed column been 
completed prospectively?   
 
This question relates to the action plan submitted for the Western Infirmary, Glasgow 
and not the Western General Hospital, Edinburgh. 
 
There was dialogue between Healthcare Improvement Scotland and NHS Greater 
Glasgow and Clyde, to ensure that the action plan addressed the 13 areas for 
improvement identified in our report. The focus in the development of the report was 
on the content of the actions to secure improvement and the associated timescales.  
 
The carry through of the date for completing the action into the ‘date completed’ 
column is a drafting error. We have asked NHS Greater Glasgow and Clyde to send 
a revised action plan, so that the version displayed on our website is accurate.  
 
Question 11:  Please can you provide more information on how decisions are 
made around escalation and managing concerns. 
 
Healthcare Improvement Scotland can escalate matters of concern via both formal 
and informal routes. The severity of the issue arising will determine how and to whom 
the concern will be escalated. In some circumstances, we may pursue formal 
escalation of a serious issue without first engaging in informal escalation activity with 
the NHS board. We will inform the NHS board on the day of inspection or as soon as 
possible of our concerns. This is to allow them to take immediate steps to address 
the issues and protect the safety and welfare of patients, staff and the wider public.   
 
The aims of informal escalation are: 
 

 to achieve resolution of the issue through dialogue and cooperation between the 
NHS board, HEI and external stakeholders as appropriate, 

 to maintain transparency and oversight of the process and to provide assurance 
for external stakeholders, and 

 to promote public assurance through the timely reporting of inspection findings 
and improvement action plans. 

 
Formal escalation will occur when: 
 

 legislation defines the appropriate action in response to the issue arising, 

 serious issues are identified which pose a threat to patient safety and public 
health, and 

 there is a failure to take action to resolve issues. 
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We are in the process of finalising our procedure that supports escalation and 
managing concerns. Once we have received feedback from Scottish Government we 
will make this publicly available.  
 
 
Susan Brimelow 
Chief Inspector 
10 May 2012  


