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Abstract  

The aim of this study was to investigate Facility Management [FM] in terms of cost, 

value and image-building instruments in acute somatic hospitals in German-speaking 

Switzerland in the light of continuously increasing health expenditures and patient 

expectations and the imminent introduction of the world-renowned Diagnosis Related 

Groups [DRG]. This remuneration system DRG demands reforms, which shall lead to 

cost transparency and increased efficiency. Therefore also FM departments are expected 

to organise their structures and processes accordingly, and this should be achieved with 

a given, limited, amount of resources. A fundamental precondition for efficiency and 

effectivity is FM’s room for manoeuvre and managers’ sense of responsibility; whereby 

constraints, rules and regulations given from the cantonal authorities as well as facility 

managers’ own perceptions had to be ascertained. Thus, obstacles which prevent FM in 

becoming the panacea for cost explosion, inefficiency, image-building and problems of 

quality, had to be identified.  

As a result, the role of facility manager does not exist in its pure form and a culture 

difference between providing services and being responsible for real estate is obvious. 

Facility Managers have to serve several stakeholders, some of whom are in a diametric 

position, meaning that their interests diverge In addition to such challenges hospitals’ 

facility managers are their own “worst enemies” and prevent senior management and 

peers valuing their work.  

Furthermore, outsourced services are far from being a synonym of FM as the predicted 

outsourcing wave in hospitals failed. The sluggish development of outsourcing per-

formances is surprising as the cost and quality ratio showed that three-quarters of the 

surveyed hospitals services are better than or at least on a similar level to their in-house 

production. Moreover, service providers were not familiar with the challenges of the 

DRG implementation; some were undecided whether they would want to enter into this 

market, others were not averse to new ways of cooperation e.g. establishing a 

subsidiary. And finally, cantonal head officials are reluctant to support FM activities. 

The principal conclusion is that FM needs a thorough organisational redesign on all 

levels, including the financial framework, and in particular a holistic approach by all 

stakeholders to increase potential and efficiency. In addition, professional facility 

managers need to be trained on specific hospital management issues instead of simply 

slipping into the industry by default. On strategic and operational levels managers 
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should consider if in terms of FM services; such services with predetermined quality 

and price performances are deemed as “too much of a good thing”. Service providers 

have to understand their services as a business based on trust between equal partners, 

consequently, service providers may have to act as a long-term oriented investor and 

partner of the management. In order to meet this objective hospitals ‘culture, 

requirements and processes need to be understood by all stakeholders.  

To avoid continuous discussions, which fail to reach a consensus, an underlying 

definition of FM in hospitals, uniform activity mapping, and clear classification of FM 

tasks as well as a consistent understanding of facility managers' position were prepared.  
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Glossary 

Alma Ata is a declaration resulting from a conference sponsored by 

WHO and UNICEF in 1978 at Alma Ata in the UDSSR. It 

constitutes a policy calling for health for all the people of 

the world and for equitable treatment of all people, based 

on community participation, healthy environments and 

primary healthcare. The Alma Ata Declaration has been 

one of the guiding principles of WHO policies since that 

time (Last, 2007, p. 14).  

Benchmark is used to evaluate or check (something) by comparison 

with an established standard; to measure against a 

comparable or equivalent point of reference, especially in 

order to assess performance or set performance standards 

(“Benchmark”, 2012). According to the Robert Wood 

Johnson Foundation (2004), it is a reference point 

established to compare performance or progress over time 

and it usually established with reference to the best 

practitioners or processes. 

Canton Cantons of Switzerland are the member states of the 

federal state of Switzerland. It is a regional unit of 

government with high autonomy. In total there are 26 

cantons (six are half-cantons) of which 19 (six half-

cantons) are German-speaking.  

Core business / activities are the most important or largest part of a company’s 

business activities (“Core business”, 2008).   

Dependency ratio is the ratio of a country’s working population to the 

population of non-working age (usually 20-65-year-olds 

compared with 0-19-year-olds and those over 65) 

(“Dependency ratio”, 2012). 

http://www.oxfordreference.com/views/?subview=Main&entry=t235.e1921&category=
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Diagnosis Related Groups is a unit classifying parts by weight: diagnosis, average 

length of hospital stay and therapy received. The result is 

used to determine how much money healthcare providers 

will be given to cover future procedures and services, 

primarily for inpatient care (Segen, 2005, p. 203). 

Sometimes DRG is also called per case payment, flat rate 

or lump sum.  

Economic value added is an estimate of a firm’s economic profit, which is value 

created in excess of the demanded return. It is the profit 

earned less the cost of financing the firm’s capital (Stern, 

Shiely, & Ross, 2001). 

FM Manager is the person who leads the Facility Management 

department; also called facility manager.  

Head officials are the people who represent the cantonal ministry of 

health. Each canton has its own rules and regulations and 

the head officials are the executives of the political will 

(political decision-maker), the so-called regulator.   

Healthcare  is the set of services provided by a country or an 

organisation for the treatment of the physically and the 

mentally ill (“healthcare”, 2008).  

Hotel services  are the non-medical aspects of a hospital stay, including 

food and room amenities (Olmsted Teisberg, 2007, p. 84). 

Induced demand  provision of more highly intensive medical and surgical 

services, greater quantities of surgical services and 

ordering of more laboratory tests (Rice, 1983, p. 803). 

ISO    the International Organisation for Standardisation 

develops and publishes international standards which 

ensure products and services are safe, reliable and of good 

quality (ISO, 2012). 

Kantonale Spitalliste is the cantonal tender list. The cantonal health department 

decides if a hospital is going to be subsidised and defines 

the determining factors. 
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Life cycle cost  is the total cost of ownership of machinery and equipment, 

including the cost of acquisition, operation, maintenance, 

conversion and / or decommission (Barringer, 2003). 

LaMal is the acronym for the  oi f d rale sur l’assurance-maladie 

(Federal Health Insurance Act) and it is also called KVG 

(Krankenversicherungsgesetzt). The LaMal, is the basic 

health insurance coverage mandatory for everyone 

domiciled in Switzerland since 1996 (Olmsted Teisberg, 

2007).  

Leistungsvereinbarung    is the regulator in terms of the services offered to patients 

by the cantonal authorities. 

Leverage effect  should bring a strategic advantage. This effect has the 

power to act effectively and leveraging investing with 

borrowed money as a way to amplify potential gains 

(“leverage effect”, 2012).  

Lump sum  is a single payment, for a specific treatment, made at one 

time, as opposed to many instalments. (“lump sum”, 

2012). The term is also in use as a synonym for DRG.  

Mandatory health insurance is a package of basic health insurance, defined under 

federal law, which all individuals must purchase. Each 

canton administers the mandatory insurance for its own 

residents. Healthcare systems in other countries may 

mandate insurance coverage via other mechanisms.  

Monolithic structure    may be a large organisation or a large system that is 

powerful, indivisible and slow to change (Stevenson, 

2010, p. 948).  

Monistic funding  means that a single unit, in contrast to today’s dual 

financing system (of cantons and health insurances), is in 

charge and is responsible for financing the healthcare 

system (Rüefli, Andereggen, & Boggio, 2005, p.VVVI). 
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Moore’s  aw  is understood as the number of transistors that can be 

placed on an integrated circuit that doubles every two 

years. This law was first described by Gordon Moore, the 

President of Intel, in 1965 (Daintith, 2009, p. 341).  

Netiquette is an informal code of practice regulating the behaviour of 

internet users when using email, bulletin boards, chat 

rooms, newsgroups, etc. (“netiquette”, 2012).    

Obligatory insurance see mandatory insurance. 

Opportunity costs  are the loss of other alternatives when one alternative is 

chosen (“opportunity cost”, 2012). 

Public-private partnership  means the agreement between government and the private 

sector regarding the provision of public services or 

infrastructure. The involvement of private enterprise in the 

form of management expertise and/or monetary 

contributions in government projects aimed at public 

benefit (“public-private partnership”, 2012). 

Positive-sum competition  is an initiative that increases value. In most sectors of the 

economy, positive sum competition drives innovation that 

enables improvement in quality as well as efficiency 

(Olmsted Teisberg, 2007, p. 68). 

Postulate  here, it is a parliamentary motion in Switzerland, which 

commissioned the Federal Council to examine whether the 

draft submitted is a decree of the Federal Assembly or if 

other measures have to be taken (“Postulate”, 2012).  

Quality          is the degree to which an assessed action produces 

beneficial results. The LaMal provides a working 

definition of quality by specifying that covered benefits 

must be appropriate and effective (as well as efficient) 

(Olmsted Teisberg, 2007).  

Referendum  is a mechanism in Switzerland, which allows voters to 

make a choice between alternative courses of action on a 

particular issue. The result of the referendum may then be 

embodied in the particular state's constitution; it may be 

mandatory before an international treaty can be signed; it 

http://www.businessdictionary.com/definition/private-enterprise.html
http://www.businessdictionary.com/definition/form.html
http://www.businessdictionary.com/definition/management.html
http://www.businessdictionary.com/definition/expertise.html
http://www.businessdictionary.com/definition/monetary.html
http://www.businessdictionary.com/definition/contribution.html
http://www.businessdictionary.com/definition/government.html
http://www.businessdictionary.com/definition/project.html
http://www.businessdictionary.com/definition/benefit.html
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may serve as the equivalent of legislation; it may be 

necessary before public funds can be raised for a particular 

purpose; or it may simply be advisory. Polities, which 

make extensive use of the referendum, such as 

Switzerland, encounter a number of difficulties as the 

ability of governments and legislatures to pursue coherent 

policies is weakened (McLean & McMillan, 2009, p. 263).  

Service provider here third-party companies which are providing services.  

Service line  is a unit of organisation in a private or public service, one 

oriented towards the customer (i.e., to the demand side). In 

the context of healthcare, it refers to a non-traditional, 

patient-centric way of thinking about how a caregiver 

serves the patient (Olmsted Teisberg, 2007, p. 87).  

Value added a synonym for added value and the amount by which the 

value of an article is increased at each stage of its 

production by the firm or firms producing it, exclusive of 

the cost of materials and bought-in parts and services 

(“value-added”, 2013). 

Value-based competition  means competition that is based on improving health and 

improving healthcare. It requires team-based, co-ordinated 

care that is patient-centric, physician-led, and result-driven 

(Olmsted Teisberg, 2007, p. 88).   

Value for patients  increased value does not mean more treatment or more 

healthcare; it does mean better health or better medical 

treatments (Olmsted Teisberg, 2007). It can also mean the 

same health or medical outcomes achieved more 

efficiently. Frequently in healthcare, better results reduce 

costs, so value for patients often increases with 

simultaneous improvement in outcomes and efficiency 

(Olmsted Teisberg, 2007, p. 88). 
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1 Introduction  

The high living standard in Switzerland, together with the demographic shift in age, 

creates high expectations of hospital quality and service. As in most countries, 

exploding costs of healthcare set limitations. 

1.1 Background to the Research  

The rising costs and growing demands in the healthcare industry are the result of  

society’s expectations, technological progress and the higher morbidity rate of an ageing 

population (Schweizerisches Gesundheitsobservatorium [Obsan], 2010;  Avenir Suisse, 

2008; Britt, 2007b; Tanner, 2008; Olmsted Teisberg, 2007; Adams, Mounib, Pai, Stuart, 

Thomas, & Tomaszewicz, 2006; Sigrist, 2006b; Rüefli, Andereggen, & Boggio, 2005). 

In absence of major change, Switzerland will “hit the wall with regards to healthcare 

costs and quality” (Adams et al., 2006, p. 3). Nevertheless, healthcare industry was 

(Somers, 1969) and still is (OECD 2010a, 2010b; Sigrist, 2006a) a major factor in 

Western economies. The lacking orientation towards value for patients (Olmsted 

Teisberg, 2007; Porter & Olmsted Teisberg, 2006; Töpfer, 2006), the players' own and 

sometimes conflicting interests (Avenir Suisse, 2008, Herzlinger, 2006;Porter & 

Olmsted Teisberg, 2004), a high grade of governmental regimentation and regulation 

(Olmsted Teisberg, 2007; Braun, 2006), the fact that competition is considered as 

inappropriate in healthcare professionals’ view (Olmsted Teisberg, 2007; Porter & 

Olmsted Teisberg, 2006) and the unwillingness to lead hospitals (Fetter, 1991) further 

impede reforms. Even if Olmsted Teisberg (2007) noted that the Swiss health system 

provides “a strong platform for reforms” (p. 69), attention should be paid to the Swiss 

tradition that values quality. Attention because discussions about reforms usually boil 

down to costs in Switzerland and elsewhere (Olmsted Teisberg, 2007; Freeman, 1998). 

This restraint occurs in a sector that is still characterised by monolithic structures 

(Porter & Olmsted Teisberg, 2006, p. 81) with a lack of work task division and low 

levels of specialisation (Porter & Olmsted Teisberg, 2004, p. 64) resulting in a shortage 

of labour. According to scholars, growing demands and shrinking workforces will lead 

to a severe shortage of labour (OECD / WHO, 2011; Biesser, 2011; Bieri, Bucher, 

Kocher, & Ratelband-Pally, 2009; Avenir Suisse, 2006) in terms of nurses and general 

practitioners (BASS, 2011, Loher, 2009). Concerning the expected labour shortage, 

critics consider that there is no shortage of highly educated workers in healthcare, but 
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only of those such as physicians and caregivers providing non-expertise related work 

(Tommer, 2011; Paeger, 2009, 2011).  

In order to meet the challenges, hospitals are being urged to operate on economic 

principles, even if at an institutional level, the cantons are almost exclusively 

responsible for health and welfare in terms of supply, management and financing 

hospitals and health institutions, albeit without central governmental subsidies (Rüefli et 

al, 2005; European Observatory on Healthcare Systems, 2000). By meeting the 

challenges a strong focus on efficiency is becoming reality (Olmsted Teisberg, 2007; 

Sigrist, 2006a; Fetter, 1991). The implementation of economic-medical incentive 

structures DRG, should promote effectiveness in terms of doing the right things and 

efficiency in terms of doing things right (Flenreiss & Rümmele, 2008; Drucker, 2007; 

Indra, 2004; Fetter, 1991) and structures to improve transparency regarding costs and 

quality (SwissDRG, 2008a; Sigrist, 2006a; Indra, 2004). DRG brought a shift from 

paradigm from the time of input orientation or whatever healthcare providers priced 

(Creditor, 1971; Fetter, 1991), to whatever healthcare providers get as a lump sum for a 

defined performance (SwissDRG, 2008a) by 2012. The DRG model follows an output 

orientation as each treatment is financially associated with a specific lump sum. 

According to the OECD (Rae, 2005, p. 30) the DRG system should lift productivity by 

10 to 15 per cent within hospitals, compared to the use of global-budgets.  

Because the cantons define hospitals' range of services (Rüefli et al., 2005), competition 

is limited and regulated (Boos, 2007), and a free market is not available to patients in its 

purest form (Porter & Olmsted Teisberg, 2006). In general, competition is understood as 

activity which comes up with solutions to maintain quality in a climate of resource 

constraint, but most often governments link competition to cost containment (Freeman, 

1998, p. 400). Owing to territorial rules, each canton determines its hospital supply and 

as the planning ends at the cantonal borders, the cantonal governments and the 

physicians and CEOs are eager to be independent of “foreign” infrastructure and have 

technically fully equipped institutions (Slembeck & Brügger, 2006). Nevertheless, as a 

consequence of SwissDRG implementation most hospital leaders consider their 

institution to be exposed to intense competition – instead of creating more with better 

products or services (Olmsted Teisberg, 2007).  

Hospitals are now confronted with the dilemma of increasing demands on their service 

performance and at the same time pressure to reduce costs (Nickl-Weller, 2007; 

Slembeck, 2006; Dieckmann, 2006; Abel & Lennerts, 2005; Lennerts, Abel, & 
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Pfründer, 2004a, 2004b; Fetter, 1991). Owing to the new phenomenon “competition” 

(Wingenfeld, 2005; Somers, 1969), quality and image, as competitiveness issues of the 

core business also provided by non-core activities, are becoming matters of economic 

survival (Olmsted Teisberg, 2007; von Eiff, 2007; Nickl-Weller, 2007; Becker, 2003; 

Eichhorn & Greiling, 2003). The increased demand and the cost pressures force the 

heads of Support and Services or the FM department to take action. FM is the major 

performer of the non-core activities, which are also named support and service activities 

or non-medical support activities, and account for about one-third of hospitals' total 

costs (Abel, 2009; Abel & Lennerts, 2006) and therefore FM plays a key role in the 

hospital market and in hospital’s right to exist, even if that role is not fully recognised 

yet (Lehtonen & Salonen, 2006). As regards finance, in 2009, hospital FM generated an 

amount of around CHF 7bn (Swiss Federal Statistical Office [FSO], 2011b). According 

to the federal legislative authority, the FM costs have to be covered entirely from the 

revenues of per case payments (SwissDRG, 2008a; Lennerts & Abel, 2006) by 2012, 

even if this approach contradicts the cantonal sovereignties' rulings. Not only that, the 

FM costs need to be covered by the flat rates and investments in new infrastructures 

such as hospital buildings (Lennerts & Abel, 2006) have to be financed. Infrastructure 

and space have turned out to be significant cost factors, which previously have not been 

a hospital concern, as these costs have so far been subsidised by cantons or 

municipalities. Subsidisation happened by omitting or not adequately charging costs 

concerning the infrastructure (Olmsted Teisberg, 2007; Rüefli et al., 2005).  

A facility manager’s duty is to coordinate and develop the necessary set of property, 

goods and services supporting the needs of the hospital’s core business and determine if 

FM services are adding cost or value to the hospital's core processes (Payne & Rees, 

1999). FM is often misused as a synonym for outsourcing, because it dates from an era 

when “downsizing of organisations, increasing efficiency, and reducing cost become the 

focus of interest” (Dettwiler, 2006, p. 1). Unfortunately the profession has not yet been 

fully “liberated”, according to Finch (2010), and “FM is all too often the slave to 

organisational efficiency” (p. 138) without knowing the potential and without giving the 

competencies and the responsibilities to the facility manager and the department. 

Before the FM area in hospitals can be revolutionised, it is essential to gather basic 

information about the degree of freedom on the part of cantons and the in-house 

freedom of action as a result of the new paradigm, the willingness and ability to work 

with service providers and the significance which FM departments hold. Figure 1 shows 
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a hospital pictogram, the FMs embedded in it and the factors that influence FM 

performances. Furthermore, the figure shows the overlap of the core business and non-

core activities, as well as the change the DRG remuneration system is expected to bring.  

In terms of cost allocation, it shows the ratio of FM to medicine and nursing as core 

businesses and management tasks such as human resources, marketing and finance. It is 

expected that under DRG the need for transparency, within processes and costs, will 

increase and FM expenditures as well as FM’s responsibility will be debated more 

often.   

 

Figure 1 Embedding of FM 

 

1.1.1 Importance of Facility Management  

FM is a very broad, somehow underestimated management discipline, attracting few 

peer-reviewed publications and has the aim to support the core business especially in 

enhancing hospitals’ efficiency. Efficient FM in hospitals is a decisive factor in creating 

monetary advantages (Lennerts, Abel, & Pfründer, 2004a; Lennerts & Abel, 2006) 

because monetary advantages result from improvements to the process flow, with fewer 

disturbances of primary processes (Lennerts, 2004). Thereby the focus is on the 

“interaction between primary medical and secondary FM business processes” because 

the “real saving potential cannot be generated on a single process or even a solitary 
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process step” (Lennerts, Abel, Pfründer, & Sharma, 2003, p. 193). In addition, there is 

more to it than "simple least cost and non-core evaluations of FM delivery” (Grimshaw 

& Cairns, 2000, p. 392). To locate the potential, a spiral process, that allows change and 

improvement while simultaneously researchers are gathering understanding and 

knowledge, is the underlying method of the research project. To facilitate familiarity 

with the topic and its challenges an evaluation of publications is provided in Chapter 2 

and Appendix A.   

1.1.2 Author’s Motivation  

The motivation for undertaking a dissertation in the field of FM was essentially twofold: 

previous working experience in the field of hotel and then hospital management and 

current work as a lecturer and senior researcher in the field of FM in hospitals at the 

University of Applied Sciences Zurich, Switzerland [ZHAW).  

As a former member of the board of directors of a Swiss acute hospital chain and as a 

current researcher and senior consultant for healthcare-related institutions the author is 

in close contact with the FM area and its representatives. Her professional background 

is the field of the international hotel business, a business that has to perform under 

enormous pressure. The different cultures of hotel and hospital management are obvious 

in terms of efficiency, guest- vs. patient-orientation, leadership and freedom of action. 

Hotel management teams have to compete and perform successfully to continue 

operating the business. Whereas hospitals freedom of action is not granted as hospitals 

usually are a government-sponsored company (Locher, 2006).  

The decision to pursue a DBA (doctor of business administration) instead of a PhD 

(doctor of philosophy)  is because of my background as a former manager; a manager’s 

main focus is more on solving problems and less on explaining phenomena. Robson 

(2011) describes the “real world researcher” as a person who “is interesting in solving 

problems and always works in that field” (p. 11). Hence from the author’s perspective, a 

close link to organisations such as private and public hospitals and knowledge of that 

specific field are prerequisites for a real-world researcher. 

1.2 Approach to the Research Problem  

According to Jankowicz (2005), “research is not done in a vacuum but it builds on the 

ideas of other people who have studied the field before you” (p. 161). 
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The author’s major task as a hospital board member was to debate the allocation of 

resources. Representatives of the so-called core activities (medicine and nursing) were 

convinced that the non-core activities (the so-called support services / facility 

management departments) should economise to make up any deficit. At this time, about 

7 years ago, any suggestion of performing more efficiently and supporting hospitals' 

image-building activities was categorically rejected by managers of the core business. 

As a researcher and senior consultant for healthcare-related institutions the author has 

the impression that some core business managers hold firm to their position today. This 

impression suggests that most shareholders and stakeholders of Swiss public hospitals 

are unaware of FM’s potential in this sector. Thus, the scenario for the future of 

hospitals must include FM's potential and reflect the rules and regulations affecting FM. 

Furthermore new management tools such as outsourcing have to be considered - to 

support the problem-solving tasks - so the research questions [RQs] were defined 

accordingly (see 2.7).  

1.2.1 Classification and Disciplinary Reference Points  

Universities of applied sciences are forced, by constitutional order, to demonstrate 

applied research through creating innovative products or processes (Bundesgesetz über 

die Fachhochschulen, 2012). The objective of the Institute of Facility Management, as 

defined by the Dean and the Head of the Institute, is to be ranked top in its field. Its 

research strategy stipulates that it should become a leading institute of FM in healthcare 

with regard to hospitals, homes for the elderly and other care-related institutions. That 

strategic decision is mainly based on the assumption that FM in healthcare will become 

a highly relevant topic in Switzerland, especially as the implementation of the 

SwissDRG system is sparking debate around healthcare in general.    

Easterby-Smith, Thorpe and Lowe (2002) distinguish between basic research as 

undertaken by people based in universities and applied research as undertaken by people 

based in a variety of settings which include organisations and universities. The research 

paradigm focuses on the idea of target-oriented utilisation of FM in multiple ways 

(Jensen, 2010) with due consideration of value for patients (Olmsted Teisberg, 2007) 

and is supportive of method- and development-oriented constructivism. Such an 

approach demands both conceptual- and structural-oriented research and development 

and permanent contact with participants in the healthcare system, as in the action 

research model (see 3.4.1) described. The topic can be related either to FM in hospitals 
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or to the behaviour of hospitals' stakeholders. Thus, the work can be linked to 

economic- (or business-) oriented works (Porter & Olmsted Teisberg, 2006; Schedler & 

Proeller, 2006; Fetter, Brand, & Gamache, 1991) dealing with the strategic and 

organisational network of activities within public hospitals.    

FM is defined as a management discipline (Cotts, Roper, & Payant, 2010; IFMA, 2009; 

Herrmann, Bernold, Büttner, May, & Riemenschneider, 2008; Tay & Ooi, 2001), and 

therefore the philosophical approach is appropriate for business and management 
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1.3 Justification of the Research and its Objectives 

As the RQs have direct and immediate relevance to managers, the applied research 

system was considered to be most appropriate (Easterby-Smith, Thorpe, & Jackson, 

2012) even though a theoretical contribution will be necessary (Easterby-Smith et al., 

2012, p. 11). 

Not many articles have been written in the field of FM in Swiss hospitals. Several were 

found concerning the idiosyncrasy of the Swiss health system but mainly without 

comment on FM-related issues. Globally, a few articles were found concerning value in 

general, but only one about added value. In articles from the field of new public 

management [(NPM] and DRG, FM or non-medical services and support processes are 

rarely mentioned. DRG discussions, according to their national particularities, are 

widely implemented, although literature was only found for the beginning of the 1970s 

and 1980s (Fetter, 1991) and rarely for later decades. A few articles were found 

concerning DRG and FM but most with the lack of research between the 

interconnectivity of the reimbursement scheme and FM. In the field of NPM some 

articles describe the situation which is often not congruent with NPM’s aim (see 2.5.1). 

In discussions with facility managers of Swiss acute hospitals, it became clear that the 

existing data are not of high quality, hence DRG is not (yet) traceable to existing FM 

data. Not even the institutions themselves considered using FM data for control issues 

because consistency was unclear and untraceable; hence no single article concerning 

benchmarking within FM data on hospitals is available. The lacking data and missing 

research activities are accompanied by an increased demand of transparency and 

clarification, caused by the facility managers themselves. As a result of such demand, 

facility managers’ commitment to workshop participation was good and the discussions 

held were lively.    

In the light of an increased demand for data and arguments in support of facility 

managers' daily business, the lack of empirical work on FM topics, locally and 

internationally, and the recently DRG implementation serves as base for building 

empirical research projects.   
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1.4 Methodology 

The methodological part of the dissertation consists of two main chapters with 

subchapters. The first deals with general methodological aspects and the second 

discusses more detailed aspects of methods used in business and management research 

such as questionnaires, and their procedures and techniques.  

 

1.4.1 Justification of the Methodology  

The research on FM in acute hospitals cannot be covered by only one methodology, as 

this area is wide and the possibilities huge.  

In this applied research the chosen approach was the problem-solving approach (Pease, 

2009, p. 25) within action research methodology as “a research strategy that concerns 

the management of a change and is involving practitioners and researchers” (Saunders, 

Lewis, & Thornhill, 2009, p. 587).  The problem-solving approach is particularly useful 

for “how” questions, as well “implications are beyond that immediate project” 

(Saunders et al., 2009, p. 147). The researcher’s focus is on the promotion of change 

within the organisation. Partnership between practitioners, consultants and researchers 

who collaborate on equal terms (Saunders, 2009, p. 147) is a major characteristic of this 

kind of research. Research findings are results from “involvement with members of an 

organisation over a matter which is of genuine concern to them” (Eden & Huxham, 

1996, p. 75). As action research has effects beyond the specific project, the findings 

should be transferable to other contexts (Saunders et al., 2009, p. 147). Furthermore, the 

findings and results should serve as a basis for empirical research projects in the future. 

Action research also has to provide rigour and rigour comes from the involved parties, 

such as hospital heads of FM departments, service providers’ managers, consultants or 

controllers, who provide more information than a single person. Each cycle of the action 

research method has to be reviewed and any errors resolved. If assumptions were 

underlying, the RQs are tested in action within each cycle (Dick, 2002).  

 

1.4.2 Mixed-Method Approach and Mixed-Model Research  

In accordance with the field and the RQs, a mixed-method approach, descriptive-

interpretative, also named multi-strategy design (Robson, 2011, p. 164), emerged as the 

most appropriate. Furthermore, the preferred descriptive-interpretative design does “not  
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lead to changing the essence of the RQ” (Saunders, Lewis, & Thornhill, 2007, p. 121). 

According to Saunders et al. (2007) this approach allows quantitative and qualitative 

data collection techniques and analysis procedures to be either parallel or sequential 

“but does not combine them” (p. 146). Myers (2009, p. 10) called this procedure 

triangulation. According to Creswell (2009, p. 17), the researcher using the mixed-

methods approach tends towards a pragmatic knowledge claim and uses the mixed-

methods strategy sequentially, concurrently and transformatively; the design is like a 

“pragmatic world-view collection of both quantitative and qualitative data sequentially” 

(Creswell, 2009, p. 18).  

1.5 Outline of the thesis  

The outline of the thesis followed the CSU guidelines and as described by Perry (1994). 

For questions concerning style the Publication Manual of the American Psychological 

Association (2010), the preferred guideline for students at Charles Sturt University, 

Australia, was used.   

The introductory section accentuates and justifies the need for research in the field of 

hospital FM. The second chapter as well as some sections in the Appendix (see 

Appendix A) introduces the reader to the relevant literature and theoretical frameworks 

from a much broader body of knowledge as the initial topic comes from. The literature 

review explains the author’s understanding and the actuality of FM in hospitals. Some 

general information about research in business and management, as well as the 

methodology and methods adopted for this research project, is discussed in Chapter 3 as 

well as in the Appendix B 1. The results are shown in Chapter 4. They derive from the 

questionnaires completed by heads of hospital FM and cantonal head officials as well as 

from service providers’ interviews. A discussion of the empirical findings with respect 

to the different theories is provided, a conclusion drawn and their implications for 

practice illustrated, recommendations made and questions for further research stated in 

Chapter 5. Their limitations are also outlined in Chapter 5.  

1.6 Keywords and Definitions  

Based on the literature review and the RQs the keywords are: healthcare, hospitals, FM 

in hospitals, cost, value, outsourcing, efficiency and image.  
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2 Literature Review 

In order for healthcare to operate successfully in the field of FM in hospitals, general 

and specific information about healthcare, its direct or indirect drivers and its systems is 

needed. According to Kerth, Stick, and Asum (2011, p. 118) hospitals’ environmental 

influences are politico-legal, economic, sociocultural, technological, demographical and 

global issues. Hospitals’ activities are divided into core activities which are medicine 

and nursing/care tasks (Abel & Lennerts, 2006) and non-core activities including 

management issues such as finance, human resources, marketing, as well as FM 

activities (see Figure 2).  

Figure 2 FM in hospitals  (Kerth et al., 2011, p.118, adapted by the author) 

This review has been structured according to the model shown in Figure 2 above and 

each section covers general as well as specific Swiss information. Details of the driving 

forces are outlined in the Appendix (see Appendix A 2).  
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Even though the driving forces are outlined in the Appendix different concerns have 

been considered from various points of view as rather than analyse the different matters 

in isolation, it makes more sense to approach the concerns synergistically, as there is a 

need to reflect how these areas are interconnected in the real world. The literature 

review covers a broad range of related issues with a view to showing links between the 

RQs and the wider body of knowledge. The insights of parent disciplines are presented 

as the basis of the underlying theories, as background information to the FM-related 

topics. The author also engages with FM as a topic and examines how FM functions in a 

hospital context, before presenting the models and concepts which influence the 

effectiveness and efficiency of FM. Finally, an overall conclusion (see 2.6) is drawn 

with reference to the RQs (see 2.7).  

2.1 Healthcare in Hospitals 

FM in the context of healthcare, especially with regard to hospitals, is very complex. As 

a result, further background information is given.   

 

2.1.1 Healthcare and its Roots 

To maintain human welfare and sustain economic and social development, universal 

healthcare is essential (WHO), 2010a, p. 7). In 1978 the Alma Ata signatories stated in 

WHO’s Constitution that “health contributes to a better quality of life, global peace and 

security” (WHO, 2010b, p. ix). Furthermore the WHO defined a good health system as 

one delivering quality services to all people, although there may be some variation 

between countries. The criteria of a good health system are strong, consistent and long-

term financing, skilled and trained employees who are paid adequately and efficient and 

well-maintained facilities (WHO, 2010b).  
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2.2 Healthcare Systems 

By 1980, “almost all European states guaranteed access to healthcare services” 

(Freeman, 2000, p.14) in contrast to a hundred years earlier, when “none of them did” 

(Freeman, 2000, p.14). Three dissimilar types of healthcare systems (see Appendix A 3) 

can be identified in the industrialised countries. All of these health systems borrow a 

little from each other (Oggier, 2007b). The health systems financed via taxation are 

more efficient than the ones financed by contributions, so it is not surprising that the 

privately financed US system is the world’s most costly and most inefficient. 

Concerning inefficiency, the WHO (2010b) estimated a current wastage of “20 percent 

to 40 percent of all health spending” (p. 4) because of inefficiency of use (WHO, 2010b, 

p. 14). Admittedly, the perfect healthcare system does not exist (Slembeck & Brügger, 

2006). Nevertheless, there is no reason why Switzerland should not strive for the best 

system, the best procedures and the best processes possible – even though what 

constitutes the best has not yet been defined.  

 

2.2.1 The Swiss Healthcare system 

The Swiss health system “is a halfway-house between a social insurance and a private 

insurance system” (Bolgiani, Crivelli, & Domenighetti, 2006, p. 227). Private health 

insurance companies offer more or less identical healthcare packages with different 

premiums, which are not income-related. It is therefore “not surprising (...) that the 

dynamic triggered by this model over the last ten years was not able to effectively 

counter rising healthcare costs” (Bolgiani et al., 2006, p. 227). The same authors also 

say “from a social viewpoint, given the fact that the financing of the Swiss health 

system is one of the most unfair in Europe” (Bolgiani et al., 2006, p. 227). Whether this 

unfair situation arises because an individual’s contribution is not income-related or 

patients are treated according to their financial contribution is not stated.   

The Swiss healthcare system is high-performing and well-developed, albeit costly 

(OECD / WHO, 2011, p.11; Olmsted Teisberg, 2007; European Observatory on 

Healthcare Systems, 2000) and therefore, as in most developed countries, highly topical 

owing to rising costs. The Swiss system is of extraordinary quality (Achtermann & 

Berset, 2006, p. 17; Olmsted Teisberg, 2007) and delivers the care service promptly, 

usually without undue waiting time (WHO, 2010a, p. 3), in contrast to other countries 
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(Carrera & Bridges, 2006). Switzerland has “universal coverage but not cost control” 

(Underwood, 2009, p. 36). For some time, Swiss politicians have tried to lower 

healthcare costs or at least slow their growth (Telser, Fischer, Leukert, & Vaterlaus, 

2011, p. 6; Conti, 2010; Olmsted Teisberg, 2007), because “the current system (...) is 

becoming unsustainable (....) and in absence of major change, many of the world’s 

countries will hit the wall with regards to healthcare costs and quality” (Adams et al., 

2006, p. 3). 

With a view to the past and the inevitable need to manage healthcare in the future, the 

attitude in the coming decades could be “the impossible is never impossible, it just takes 

more time, costs more and causes enormous trouble” (Kocher, 2006, p. 256, translated 

by the author), because of the Swiss idiosyncrasy concerning healthcare viewed by 

Bolgiani et al. (2006) as “complexity, exacerbated by excessive federalism and direct 

democracy” (p. 228). 
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2.3 Hospitals and their Challenges 

Hospitals have to provide services of accommodation for sick and injured people, 

therefor hospitals have to run hotels and other services (Olmsted Teisberg, 2007; Fetter, 

1991), hence are service companies (Abel, 2009, p. 4) and should act as such. The 

change to a modern organisation tends to be a gradual process, typical of monolithic 

structures and inertia (Porter & Olmsted Teisberg, 2004, p. 65), which has little in 

common with service excellence. However, hospitals are compelled to make cost 

savings through structural changes and the market dynamics in this sector (Mettler & 

Rohner, 2009b), but in a shorter period of time. Unfortunately, the hospital sector has 

still be characterised as “immovable” structures, (Mettler & Rohner, 2009a), structures 

that are unchangeable because of diverging expectations as well as stakeholders’ inertia. 

This situation has remained unchanged in Switzerland as there was no need for activity 

or effort owing to the ready availability of funding in this sector over decades.  

According to Glouberman and Minzberg (2001, p. 67) hospital professionals differ 

greatly in terms of their education, their attitude to incentives and their value systems. 

In addition, within this sector there is little division of labour, which leads to a low level 

of specialisation, a lack of work task divisions (Porter & Olmsted Teisberg, 2004, p. 65) 

and a lack of focus on patients' values (Olmsted Teisberg, 2007; Töpfer, 2006, p. 65). 

The diverging interests of the players in the healthcare sector (Avenir Suisse, 2008, p. 

44; Herzlinger, 2006, p. 60) and the strong regimentation and regulations of the health 

industry (Braun, 2006, p. 26; Liechti, 2006) are also seen as challenges to progress in 

terms of becoming a modern organisation.  

In Switzerland, the statistics distinguish four hospital categories: somatic acute care 

units, psychiatric clinics, rehabilitation centres and specialist units (FSO, 2001) and 

three types of hospitals in terms of how they are financed: public, publicly subsidised 

and private. Private hospitals were not subject to the same regulations as public 

hospitals and therefore they were not entitled to any subsidies previous to DRG. 

Publicly subsidised hospitals are privately-owned hospitals, but the buildings and 

infrastructure do not belong to the public even though they are entitled to receive 

subsidies, as is the third type of hospital, the public hospital (FSO, 2001). By 2011, 

most of the cantonal governments had decided if any and which public hospital was 

going to be assisted with the costs of its infrastructure before the remuneration change 

to DRG. In addition, the final decision on what had to be maintained, reconstructed or 
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build was made by the cantonal ministry. The building of public hospitals has so far 

been financed by municipalities and cantons, so with the remuneration system DRG 

infrastructure will also have to be financed by lump sums (Reisebeck & Schöne, 2009, 

p. 188; SwissDRG, 2008a; Lennerts & Abel, 2006; Hölzer, 2005; Indra, 2004). 

Consequently, the value of the single lump sum is set autonomously by the cantons and 

compensates for medical, care, support as well as for infrastructure costs. Accordingly, 

hospitals have to finance their infrastructures independently. As a matter of fact, 

hospitals in some cantons have been “semi-privatised”, with the canton acting as their 

main stakeholder (Rüefli et al., 2005).   

Even being semi-privatised, a modern organisation with focus on operation efficiency, 

hospital planning should be replaced by competitive mechanisms driven by price and 

quality. The financial and structural conditions, the entrepreneurial freedom and 

monistic funding that would be required to do so do not yet exist (Economiesuisse, 

2006; Hölzer, 2005; Rüefli et al., 2005). Federal or local government, municipalities, 

private owners, trusts and so on can act as hospital stakeholders. This type of stake-

holder does not generally view hospital buildings as an asset (PricewaterhouseCoopers, 

2010) and as a result those buildings are not within the strategic focus of the board of 

directors. Such short-sightedness has a negative impact on FM on both a strategic and 

an operational level.  

Approximately, one-third of the total healthcare expenditure is financed by health 

insurance companies (see Appendix A 3 and Figure A 2b_2) and these companies cover 

almost a third of hospitals’ inpatient and outpatient treatments. Hence, healthcare 

insurance companies are major stakeholders in the healthcare industry and have 

enormous power in terms of how hospitals have to perform. The performances are 

contracted up front, and if collaboration has not been agreed, the patient cannot be 

treated in this particular institution. The contractual conditions between the insurance 

company and a given hospital vary but insurance companies always require information 

and data from the hospitals concerning their performances and services (Strüwe, 2007). 

In theory, an agreement between the insurance company and the hospital may also 

involve service and support performance, even with a specific focus on the insurance 

categories, defined as semi-private and private. Insurance companies do not strictly 

request hotel and other services from hospitals for their additionally insured patients 

(Hunziker, 2011). The reason for the missing request is unclear as the patient 

“customer” experience greatly impacts the hospitals’ image (von Eiff, 2012b), which in 
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turn influence insurance companies’ decisions. Officially, health insurance has no direct 

influence on a hospital’s infrastructure, but it does in practice, because the nature of the 

contracting system means that insurers will send their customers to their best value-for-

money hospital. As patients rate services and infrastructure, the best value-for-money 

hospital is the one with high performance and a pleasant infrastructure.  

 

2.3.1 Competition in the Hospital Sector 

In a business context, competition is defined as “the activity or condition of striving to 

gain or win something by defeating or establishing superiority over” (Parkinson & 

Noble, 2006, p. 105).  

In industry, criteria and standards are set and affect the use of labour, materials, 

equipment and infrastructure. A continual monitoring of design and production quality 

in terms of measurement, feedback and adaptation of the processes of production are 

standard in the industry; in contrast hospitals are public utilities with aspects of 

monopoly (Avenir Suisse, 2008; Flenreiss & Rümmele, 2008; Olmsted Teisberg, 2007; 

Töpfer, 2006). Public perception depends on how well basic needs are met and, 

conversely, the patients’ inability to judge the quality of the medical services as well as 

the virtually non-existent competition (Somers, 1969). As early as 1969, Somers stated 

that competition, as a new phenomenon in the healthcare sector, has a place in the 

hospital setting. In Switzerland competition has performed disappointingly so far as 

current problems pointedly demonstrate. This leads to the conclusion that competition 

as a single measurement is probably not sufficient to reform a healthcare system 

successfully even though Porter and Olmsted Teisberg (2004) put it, “decades of reform 

have failed, and attempts to reform will continue to fail until we finally get the right 

kind of competition working” (p. 65). According to Olmsted Teisberg (2007) 

competition in hospitals is often misunderstood and judged as inappropriate by 

healthcare workers who regard competition as “one-upsmanship” (sic) (p. 13). Olmsted 

Teisberg (2007) if of the opinion that yet competition is certainly not “about cost-

shifting or limiting customers’ choices” (p. 13), as in economic terms competition is 

“working to create more value” (p. 13) and value is expressed by outcomes relative to 

cost (Olmsted Teisberg, 2007, p. 13). According to Olmsted Teisberg, (2007) 

competition between Swiss hospitals will “focus on hotel services and reputation, and 

ironically, reputation can be enhanced by artificially high prices” (p. 68). To mitigate 
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such an outcome Olmsted Teisberg (2007) suggests reforming “the nature of health 

sector competition” (p. 14) in driving improvement in value for patients. One absolute 

prerequisite for achieving this lies in shaping Swiss public hospitals which as state 

owned enterprises need to be empowered by cantonal governments to create value. 

Obviously, quality and competitiveness constitute economic survival for hospitals 

(Olmsted Teisberg, 2007; von Eiff, 2007; Nickl-Weller, 2007; Chandra, 2007; 

Wingenfeld, 2005; Becker, 2003; Eichhorn & Greiling, 2003). In addition, hospitals are 

also confronted with increasing demands for their service performance while at the 

same time being under pressure to reduce costs (Madritsch, 2009; Nickl-Weller, 2007; 

Slembeck, 2006; Dieckmann, 2006; Fetter, 1991). The tight financial constraints make 

being aware of and meeting stakeholder needs even more important. In order to align 

hospitals with the market, stakeholders’ demands need to be identified (Olmsted 

Teisberg, 2007). Better products or better services create value and value is expressed 

by outcomes relative to cost, hence “redesigning healthcare delivery around medical 

conditions will enable dramatic leaps in learning, quality, waste reduction and 

efficiency” (Olmsted Teisberg, 2007, p. 15) – an area where FM is ideally placed to 

make a positive contribution.   

 

2.3.2 Competition between Private and Public Hospitals 

In 2002, the proportion of privately-owned hospitals was 38 per cent, accounting for 18 

per cent of the overall number of hospital beds (Rüefli et al., 2005, p.118). So far the 

discussion about competition has generally been from the perspective of public 

hospitals.  Competition between private and public hospitals, however, must be 

regarded differently, as private hospitals treat significantly more patients with semi-

private or private supplementary health insurance than public hospitals do. This 

situation is aligned with the fact that, prior to DRG implementation, generally only 

supplementary insured people were treated in private hospitals, as the so-called free 

choice of doctors and hospitals (“freie Arzt- und Spitalwahl”) is now legally specified.  

Private and public hospitals are, under DRG, obliged to be included on the cantonal 

hospital lists, which enables them to receive subsidies for treatments performed on the 

basis of basic insurance coverage. In the future, owing to the regulations under DRG, 

private hospitals will be reimbursed for treatments to patients which are covered by 

basic insurance, and those belonging to the supplementary part will be reimbursed by 
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the insurance company. Patients theoretically have a free choice of doctors and 

hospitals, but whether those with only basic insurance are very welcome in private 

hospitals remains unclear. Those with supplementary insurance usually have the option 

of being treated in either private or public hospitals in contrast to patients with basic 

insurance. The willingness to pay more for better treatment has significantly declined, 

however, as fewer people take out supplementary insurance. Huber (2003) explains the 

on-going decline in semi-private or private supplementary health insurance in 

Switzerland (see Appendix A 2b) by the rising obligatory health insurance fees in recent 

years. Consequently, the competition among private and public hospitals to attract 

patients with a profitable profile, i.e. those with supplementary insurance, is becoming 

fiercer. This statement is supported by the fact that people with supplementary health 

insurance demand less medical support than people with basic insurance (Busato, 

Widmer, & Matter, 2011). 

It has been suggested that public hospitals are less efficient than private ones (Thöni & 

Andrey, 2012; Augurzky, Beivers, Neubauer, & Schwierz, 2009; Schmid, 2006). One 

reason is the obligation of public hospitals to provide a broad range of medical services 

for a whole region or an outlying area: for example, numerous specialised treatments 

including medical and geriatric issues which give short notice and are not as predictable 

as most orthopaedic treatments. This situation means that public hospitals can only be 

partially selective, as they have to treat everyone and at any time.  Public hospitals have 

to implement such, sometimes cantonal, requirements, even if the issue is inconsistent 

with economic principles and restrictive political guidelines. In return they receive the 

protection of state subsidies, whereas private hospitals do not have this safety net. In 

contrast, private hospitals have to offer higher quality in terms of hotel services (Diener, 

2012; Frech, 2006; Camilleri & O’Callaghan, 1998, p. 127) and usually private 

hospitals are far more specialised than public ones. They are more or less free to accept 

or to reject patients but it is expected that under DRG private hospitals will have to treat 

patients according to the cantonal requirements (Hölzer, 2005), at least treatments 

covered by basic insurance.   

Schmid (2006) argued that private hospitals are obliged to work more efficiently to 

generate an operating surplus of around 30 per cent, which is essential to avoid going 

bankrupt. The perception that public hospitals are not as efficient as private ones is 

shared by many policy-makers (Thöni & Andrey, 2012; Augurzky et al., 2009; Filippini 

& Farsi, 2006; Schmid, 2006), but there are no real data to back this view (Filippini & 
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Farsi, 2006, p. 26). Owing to the complexity of the cost structure in the Swiss health 

system, such statements as Schmid’s (2006) must be treated with caution. Ownership 

and subsidisation status are believed to have considerable effects on cost-saving 

incentives, but the results do not show any evidence of significant efficiency differences 

within ownership and subsidisation categories (Filippini & Farsi, 2006). Compelling 

evidence is sorely lacking, however, because not only is there a dearth of reliable data, 

but also no agreed benchmarks have been set and, most importantly, there are many 

variables which have to be interpreted. Nevertheless, Kullmann and Schegg (2006) are 

convinced that services in private hospitals are becoming even more important and that 

services of high quality support the positive image of private hospitals. Even though 

their higher efficiency cannot be confirmed, the image of private hospitals is 

significantly more sophisticated than that of public ones.  

 

2.3.3 Need for Change to Boost Efficiency 

Today a free market is not available to patients in its pure form (Porter & Olmsted 

Teisberg, 2006) as a free market permits buyers and sellers to deal how they wish to 

insofar as they accept the forces of demand and supply. Within healthcare the forces of 

demand and supply do not follow its principles because of the physician-induce 

demand. Furthermore, patients are only partially free to choose doctors and hospitals, as 

already outlined in 2.3.2 and the growth within medical treatments is limited either due 

to medical reasons or due to ethical standards. In order to meet the challenges 

concerning demands and costs, hospitals are being urged to operate in line with sound 

economic principles. Such principles lead to a strong focus on efficiency (Sigrist, 

2006a).  

International comparison shows that Switzerland has a relatively high number of beds 

per inhabitant, 5.8 beds for every thousand inhabitants in 2003 (FSO, 2005), and an 

over-proportional number of small hospitals (SFOPH, 2011b). Several authors are of the 

opinion that the large number of hospitals is the reason for the heavy health 

expenditures compared with other OECD countries.  From 1985 to 1997 about 50 Swiss 

institutions were closed (European Observatory on Healthcare Systems, 2000, p. 55) 

and from 1997 to 2003 the number declined from 406 to 353 as a result of closures 

(Fritsche & Herrmann, 2009, p. 16; Rüefli et al., 2005; Sommer & Biersack, 2003). In 

2008 only 318 hospitals were left, comprising 129 acute hospitals, 60 psychiatric 
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hospitals, 53 rehabilitation centres and 76 specialist clinics (FSO, 2009b), so the 

decrease over 11 years was 21.7 per cent. The number of hospitals has little relation to 

capacity, but at the same time the amount of beds decreased as well by 19, 1 per cent, 

from about 49,400  to 39,855 (FSO, 2003; FSO, 2009b). The decline of hospitals and 

beds is related to the change in the average length of stay owing to new technologies 

and treatments.  The reduction of capacity took place in public and publicly subsidised 

acute hospitals whereas the inpatient care provided by entirely private facilities 

increased, and the deciding factor was the financial pressure on the cantons’ budgets 

and the consequent need to economise (Rüefli et al., 2005).From 2003 to 2007, the 

length of stay in Swiss hospitals decreased by 13 per cent to 10.8 days but became 

costlier as in the same period of time the total cost per inpatient day rose by 

approximately 12 per cent (Berger, Bienlein, & Wegmüller, 2010, p. 379; Filippini & 

Farsi, 2004, p. 90). In contrast, a one-day decrease of the hospitalisation lowers the 

costs by about four per cent (Filippini & Farsi, 2004, p. 92). The average length of stay 

is significantly lower in countries already using DRG, as well as in the EU, at 7.2 days  

compared with 10.5 days in 2008 (OECD, 2010a, p. 91). Hence it can be assumed that 

under SwissDRG the decrease of average length of stay will continue, as it has in other 

DRG countries.   

Based on the population and on cantonal and governmental regulations concerning 

emergency response time, a patient’s travelling time to an acute hospital should 

normally take fewer than 30 minutes by ambulance or emergency transport. As early as 

2002, de Wolff (2002, p. 41) described in his scenario of the future the necessity for 

approximately 40 large hospitals, with a total of around 24,000 beds, in order to cover 

the entire healthcare needs of the Swiss population. Manser (2009) also argued that four 

out of five hospitals should be closed and Oggier (2009, p. 17) noted that 50 hospitals 

would be sufficient. The question remains as to which hospitals should continue to 

exist. Given the present concentration, the government and societal requirement in 

terms of the emergency response time needs some rethinking. Either a change in the 

response time or primary care services provided by paramedics could represent a 

solution. In 2009, a postulate asking the Swiss Federal Council if a decrease in hospitals 

could mitigate the governmental austerity (Stahl, 2009) was submitted; the answer is 

still pending. 

Efficiency is in essence concerned with finding the optimal means to achieve a result 

(Drucker, 2007). Therefore, a tendency towards collaboration and mergers (Berger et 
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al., 2010, p. 373; Sigrist, 2006b, p. 147) has already been observed and it is not so much 

a surprise as a logical consequence, a consequence which was confirmed in Germany’s 

hospital sector as a merger boom occurred after DRG implementation (Rásonyi, 2008).  

As already discussed a decrease in the number of hospitals was observed over a long 

period of time. In 2006, according to statistical data, 333 (FSO, 2008)  hospitals were 

counted and four years later only 300 hospitals (FSO, 2011c) were left, the decrease 

being due to mergers and only a few to closures. The possibility of raising efficiency by 

means of hospital alliances is supported by a study of Swiss hospitals. The results show 

that by collaborating in order to benefit from economies of scale, improved results are 

achievable (Schumacher, 2007). In the future and under DRG, the major challenges for 

hospitals will be cost handling, efficiency, services, high quality and guaranteeing 

access to fair and universal healthcare (Brügger, 2010, p. 39). Owing to DRG, hospitals 

receive a prospective per case remuneration, so each kind of treatment has a fixed price 

and hospitals will no longer be paid whatever they decide to charge (Creditor, 1971; 

Fetter, 1991).  The resulting transparency should lead to a higher degree of competition 

among hospitals. The discussion regarding a higher degree of competition among 

hospitals was first suggested by Braun (2006) and again by Olmsted Teisberg (2007), 

both of whom considered competition within hospital as inevitable if such institutions 

were to become a modern organisation. A change in paradigm, such as the new 

remuneration system, causes further changes. In this case the whole accounting system 

and its financial statement are changing. From now on, the buildings will also be owned 

by hospitals, or at least hospitals are responsible for maintaining the buildings, implying 

that maintenance of the infrastructure and renovation or reconstructions are now 

handled by the hospitals themselves. Thus, investments in infrastructure are covered 

entirely by revenues from per case payments (Reisebeck & Schöne, 2009, p. 188; 

SwissDRG, 2008a; Lennerts & Abel, 2006; Hölzer, 2005). The total lump sum includes 

both medical and facility services, as well as facility investment compensation (Hölzer, 

2005; Abel & Lennerts, 2005; Fetter, 1991). Therefore, the use of space has become an 

asset and rent, mortgage interest or the cost of capital have to be paid for. To keep in 

mind, floor space is by far the most expensive item in the entire FM department (Abel 

& Lennerts, 2006, p. 43). A more efficient and effective use of property would yield 

great savings but this aim is hindered by a lack of transparency regarding cost drivers 

and best practice in the field of FM in healthcare (Madritsch, 2009, p. 61). 
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2.4 Facility / Facilities Management  

The spelling, facility or facilities, varies from country to country.  

2.4.1 Where does Facility Management come from?  

FM was conceptualised in the 1970s and 1980s in the USA and UK by practitioners in 

charge of the organisation of the built environment in large institutions or business 

entities (Price, 2003). According to scholars, FM is considered as an economic driver 

even though the models and concepts resulted from practical rather than empirical 

considerations (Herrmann et al., 2008).  

In recent years, FM as a profession has gained in importance, especially in Anglo-Saxon 

countries (Atkin & Brooks, 2000). Since the early 1990s, several universities have 

offered graduate and postgraduate education in FM (Atkin & Brooks, 2000), hence 

contribute to the gaining importance of that profession. The programmes are based on a 

broad spectrum of interdisciplinary knowledge, as FM is a relatively young discipline 

(Dettwiler, 2006; Tay & Ooi, 2001), which has little research-based knowledge 

available. 

2.4.1.1 Definitions of Facility Management / Facility Services 

The International Facility Management Association (IFMA) defines FM as a profession 

that covers multiple disciplines, which have to provide and confirm functionality of the 

built environment by integrating people, place, process and technology (IFMA, 2009). 

Furthermore FM is valued as a management discipline (Cotts et al., 2010; IFMA, 2009; 

Herrmann et al., 2008; Tay & Ooi, 2001).  

The European Committee for Standardisation [CEN] broadens the IFMA definition to 

“FM maintains and develops the agreed services which support and improve the 

effectiveness of its primary activities” (CEN, 2006a, p. 5). Facilities are an asset that has 

to support the organisational core business, and the tasks of facility services are the 

provision of services to the core business of an organisation. Facility services might be 

provided by internal or external provider(s) (CEN, 2006a, p. 6). 

The British Institute of Facility [BIFM] expresses the importance of FM as vital to the 

success of any company and organisation. BIFMA is of the opinion that a successful 

organisation will approach FM as an integral part of their strategic plan, since 

organisations that treat FM as a commodity overhead are at a significant strategic 

disadvantage (BIFM, 2009). 
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The German chapter of the IFMA, the German Facility Management Association 

[GEFMA], gives a more detailed definition with a focus on the financial outcome.  

FM is a management discipline which fulfils people’s basic requirements at 

work, supports core company processes and increases return on capital by result-

oriented use of facilities and services within the framework of planned, managed 

and controlled facility processes. This is based on the permanent analysis and 

optimization of cost-related processes for structural and technical plants, 

facilities and services rendered within the company which do not belong to core 

business. (GEFMA, 2004, p. 3, translated) 

As a metaphor, FM has two distinct areas of responsibility whose interests may or may 

not overlap; one supports core activities in business and organisations and the other 

takes care of the physical facilities (van Wagenberg, 1997), hence FM provides a 

twofold function and the organisation gets a double benefit (Hofer, 2010). 

All definitions about FM mentioned refer to facilities and facility services as two 

separate areas. Therefore GEFMA classifies its key points (see Figure 3) in subgroups 

(GEFMA, 2004, p. 3).  

 

Figure 3 FM key points (GEFMA, 2004, p. 3, translated by the author) 

Facility services are different from other business services, as facility services “deliver 

on a client’s premises” ( ehtonen & Salonen, 2006, p. 66); consequently the end-user is 

usually not the facility manager. After all the excitement surrounding FM in the early 

1990s, FM as a business unit has become established, even though the boundaries 

between facilities and services have not yet been clearly defined (Balck, 2005).  

FM definitions are very similar, albeit not identical. Even with all the efforts of the 

different associations and the growing acceptance of FM as a management discipline, a 
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generally accepted definition for FM in hospital, as well as the nomenclature, is yet to 

be established.  

2.4.1.2 FM - its Place in the Organisational Structure 

The organisational model (see Figure 4) illustrates the three organisational levels; 

strategic, tactical and operational (CEN, 2012, p. 62). The three levels have to be linked 

“to other support activities and primary services to create value” (Kincaid, 1994, p. 23). 

The model shows the primary activities and the FM support activities placed on a level 

with direct access to the board level, which confirms that FM is placed on the 

management level. The line between internal and external providers represents the 

flexibility in outsourcing and acknowledges its close link to FM (Dettwiler, 2006, p.1). 

Interestingly, the nomenclature of C(FM)O is mentioned for the first time; unfortunately 

any further information or explanation is missing in the CEN model. The advantages of 

FM which are so often described and the place FM deserves are shown as per C(FM)O 

in Figure 4. 

 

                     

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4 Organisational model (CEN, 2012, p. 62)   

The terms used in describing the organisational model are not in accordance with the 

commonly used FM wording or the CEN norm.  

As early as 1995, Barrett and Baldry wrote “Facilities Management must be one of the 

fastest growing professional disciplines in the UK” (2003 p. xi) but as a key sector FM 

is still ignored (Thomzik, Striewe, & Knickmeier, 2010). In Germany, the FM business 

sector is assumed to account for more than 5 per cent of the total GDP, and therefore it 

is no surprise that FM is ranked fourth of all industries in terms of value creation. 
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Consequently, FM is of much higher significance than other industries (Thomzik et al., 

2010). Some authors are of the opinion that, from the cost perspective, the overall FM 

part of an organisation may be growing to up to 30 to 40 per cent of the cost volume, 

ranked second behind labour costs (Amaratunga, Baldry, & Sarshar, 2000, p. 67; Bon, 

McMahan, & Carder, 1998). According to Popp (2001, p. 19) the occupancy cost, 

which represents the total cost incurred by a company in providing space, is 3 to10 per 

cent of the annual revenue or 5 to 15 per cent of the annual expenditure; these figures 

have not yet been verified for hospitals.  

In spite of the great volume, FM is still considered as a minor contributor to strategic 

corporate value (Lehtonen & Salonen, 2006) and moreover that value cannot be 

identified owing to the lack of meaningful measurements. The lack is in turn the result 

of the diversification and the fragmented structure of the entire FM business (Thomzik 

et al., 2010).   

Overall, the relevance of FM as a discipline has been growing in recent years 

(McLennan, 2004; Mudrak, van Wagenberg, & Wubben, 2004; Kincaid, 1994) but 

nonetheless the term FM is not very well-known (Kincaid, 1994). In 2009, the term was 

only known to 21 per cent of the population in Switzerland. The younger generation 

know it more than the older (Coenen, von Felten, & Schmid, 2010). Although the status 

of facility managers, also called FM managers, is comparatively low, the demand for 

qualified FMs is rising and with it FM employment security (Coenen et al., 2010). Some 

authors are of the opinion that, once the important role of FM is suitably understood by 

senior management, the likelihood that facility managers will be involved in strategic 

planning will rise. Reasons to involve facility managers in strategic planning are 

manifold, but primarily because the facility manager's duty is to create an environment 

that supports the company’s core businesses (Kaya, Heywood, Arge, Brawn, & 

Alexander, 2005, p. 67; Kincaid, 1994). The different professional categories were 

termed core and non-core activity performers by Glouberman and Mintzberg (2001, p. 

67).   

Fielder (2007) refers to FM as a fundamental strategic discipline because it converts the 

“high-level strategic change required by senior decision-makers into day-to-day reality 

for people in their work” (p. 28).  Strategic FM should be linked, regardless of the 

company’s size, to the core business strategy, as every change in production and any 

innovations are considered facilities and/or services (Barrett & Baldry, 2003). A major 

reason for FM being recognised on the strategic level is that FM functions play a key 
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role during the whole life cycle of a building. During the life-cycle phase not only the 

structural and technical but also the infrastructural functions of a building and its 

facilities must be maintained and adapted to requirements (Chadli & Frosch, 2001, p. 

158). Financially speaking, life-cycle cost can be “many times (...) the initial purchase 

or investment cost” (Woodward, 1997, p. 335). Schroeter (2006, p.12) qualifies this 

statement by suggesting that the anticipated average life of 40 to 60 years of a hospital 

building, equates to 10 to 15 per cent of the total life-cycle cost of a building. The 

calculation of life-cycle cost is usually made by discounting the cost of financing, 

operating, maintaining and making a building utilisable over a defined period of time.   

In the opinion of Kaya et al. (2005) FM is very often trapped at an operational level and 

because of facility managers own lack of self-esteem and management perception as 

such different perceptions and misperceptions of FM’s status arise from a general lack 

of knowledge of what FM is or what FM can contribute. Grimshaw and Cairns (2000) 

put it thus: “continuing weakness has been the failure to develop metrics to substantiate 

claims that infrastructure management does enhance core business or to identify what 

value FM adds to the more effective application of infrastructure resources” (p. 392). 

Owing to increasing competition and the on-going pressure to economise, the relevance 

of FM is growing (Lennerts, 2004; Lennerts et al., 2004a) as its contribution to 

optimisation and professionalization of hospitals’ organisation is openly recognised. In 

general, austerities put pressures on modifications to processes and structures, but from 

an FM perspective such pressures of times of crisis are also times of innovation 

(Thomzik et al., 2010), hence during a recession, many real estate owners and CEOs 

utilise their FM organisation as an instrument to reduce costs (Thomzik et al., 2010). It 

has to be mentioned that FM in the public sector is often subject to political decisions 

and organisational and individual managerial whims (Herrmann et al., 2008). Despite 

the ambiguity of the use of the term FM and FM-related terms, as well as the lack of 

clarification about activities belonging to FM Coenen et al. (2010, p. 265) stated that 

FM’s status and image are continuing to improve and a seemingly banal low interest 

service such as FM could become a key player. It is to be hoped that the “below-average 

social status” (Coenen et al., 2010, p. 265) of FM will become a thing of the past, and 

FM organisation will get the attention it deserves (Bainbridge & Finch, 2009), even 

though its true value is not yet fully appreciated (Thomzik et al., 2010).   
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2.4.1.3 FM in Hospitals 

An efficient FM in hospitals is a crucial aspect of creating monetary advantages 

(Lennerts & Abel, 2006) because monetary advantages result from improvements to the 

process flow, including fewer disturbances to primary processes (Lennerts, 2004). 

Therefore the focus is on the “interaction between primary medical and secondary FM 

business processes” (....) because the “real saving potential cannot be generated on a 

single process or even a solitary process step” ( ennerts et al., 2003, p. 193). Greater 

competitiveness and a need to reduce costs are consequences of economic and 

demographical changes, but there is more to it than "simple least cost and non-core 

evaluations of FM delivery” (Grimshaw & Cairns, 2000, p. 392). Another important 

issue raised by Lawlor, Kersley, and Steed (2009) is estimating the social value 

provided by hospital cleaners; hence the focus is on a profession with low-social status, 

which is providing value for the whole society. The underestimation and undervaluation 

of cleaners’ workforce, in terms of how cleaners are paid and treated, become obvious 

when the value of such activities is demonstrated. The value of a cleaner’s work is:  “£1 

cleaners are paid, produce over £10 in social value” (Lawlor et al., 2009, p. 21). In 

contrast to bankers, while collecting high-earnings bankers “destroy £ 7 of social value 

for every pound in value they generate” (Lawlor et al., 2009, p.15).  The existence – in 

general – of such significant disparity between core and non-core activities remains to 

be seen, however in specific service sectors of hospital’s FM such factors cannot be 

ruled out.  

In other words, non-core activities are those “not carried out by a physician or do not 

belong to necessary medical treatments” (Abel, 2009, p.13, translated by the author) or 

all activities not classified as primary are non-core activities (CEN, 2006a; Abel, 2009).  

According to Salfeld, Hehner and Wichels  (2008) non-core activities have a dual role, 

as “their responsibility is to maintain the complex infrastructure and to ensure the 

operability and  – nolens volens – they act as a business card” (p. 99), because the 

quality of the services is visible to patients, employees and other stakeholders. 

Performance is highly transparent, so people readily form an opinion about e.g. food 

quality, cleanliness, rooms/wards, installations and other equipment. Von Eiff (2012a) 

investigated the relationship between a hospital’s image and patient satisfaction and 

found that the non-core activities such as food provision are a major factor in image 

building. Scholars compare FM, with the context low-social status work, with its 
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inevitable impact on hospital image – a far-reaching contrast as they tend to offset each 

other. 

2.4.1.3.1 FM in Hospitals – What is all About? 

Given the previous discussion about FM in general (see 2.5.1 and 2.5.2), a clear 

definition of FM in healthcare or FM in hospitals cannot be expected. Nevertheless, 

some information with evidence of FM in this sector is available. Renner, Reisinger and 

Linzatti (2001, pp. 30) argued that medical and nursing tasks cannot be integrated into 

FM’s area of responsibility. 

Preusker (2010) has attempted a definition  

FM in healthcare contains all management functions including the areas of 

building, industrial, medical and safety technology relating to management, 

maintenance and repair of buildings, as well as to existing business and medical-

technical facilities and ensures continued operational readiness of all technical 

systems. (...) FM's task is to bring specialist knowledge and experience in the 

design of new buildings, conversions and extensions as well as operational and 

procurement of all medical facilities and equipment. In hospitals, the FM tasks 

are now performed by the technical directors or Facility Managers. (p. 109, 

translated by the author) 

Preusker’s definition does not match any established FM definitions, such as those of 

BIFM, GEFMA or and has its focus on the technical-operational facility tasks; nor does 

it include any strategic component.   

If it is true that the core tasks or core activities are all medical and nursing tasks which 

are provided for the benefit of patients (Renner et al., 2001, p. 29) the converse  

argument is that all issues that are not confined to medical staff belong to the area of 

FM (Abel, 2009). The reasoning is simple, because FM’s main responsibility is to 

improve the effectiveness of the primary activities (CEN, 2006a, p. 5). If medicine and 

nursing belong to the primary processes, we have to assume that FM activities belong to 

the secondary processes. On the other hand, Güntert (2004) reserved this designation for 

the medical support functions such as diagnostics, laboratories, nursing and other 

services (see Figure 5). 

Güntert (2004) showed three dimensions of hospital processes and groups with working 

tasks. The core processes are the primary tasks, the secondary services are all care-

related and the tertiary services include an FM task, but not under the umbrella term of 

FM. In this case FM is mentioned in relation to facility maintenance, so an integral 

support function with the allocation of FM is missing.   
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Figure 5 Services in hospitals (Güntert, 2004, p. 7, translated by the author)  

For the first time, at the beginning of the twenty-first century, the terminology FM in 

hospital was coined and the activities were mapped in areas (Rühle & Amelung, 2000) 

(see Figure 6). The activity subgroups were later partly adopted by Chadli and Frosch 

(2001, p. 159), Güntert (2004) (see Figure 5) and Alfen, Buscher, Daube, & Weidemann 

(2005, p. 1086) (see Figure 7). Rühle and Amelung’s (2000) activity subgroups are 

subsumed in infrastructural, technical and commercial FM. It is worth mentioning that 

Rühle and Amelung’s clinical management and logistics tasks (2000) are mapped into 

commercial FM, and in turn these terms are only some of those which appear in 

Güntert’s graph on the tertiary services level. 
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 Figure 6 FM in hospital (Rühle & Amelung, 2000, translated by the author) 

Alfen et al. (2005) divided support services into subgroups defined as secondary or 

tertiary services. Under tertiary services, the authors formulated four classifications: 

commercial, technical, infrastructural FM and other tertiary services. It is striking that 

the clinical supply services (e.g. pharmacy, laboratories) have been included under 

support services and secondary services but not under tertiary services, consequently 

excluding FM. The tasks under the term other tertiary services belong to the 

infrastructural services within other models, as they serve staff's and patients' well-

being.  
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Figure 7 Overview of support services in a hospital (Alfen et al., 2005, p. 1086 translated by the author) 

The illustrations (Figures 5 and 6) do not correspond exactly to Alfen et al. (2005) as 

seen in Figure 7, nor with all the other illustrations and definitions, although some 

activities occur in all models. Abel (2009, p. 70) adopted the description of FM tasks 

provided by Chadli and Frosch (2001, p. 159), supplementing it with the supply of 

sterile goods. Comparing the three Figures 5, 6 and 7 with Chadli and Frosch’s (2001, p. 

159) and Abel’s (2009, p. 70) statements, similarities can be seen. Neither the alloca-

tions nor the subgroups coincide fully, however. 

It is highly important that FM services work in close cooperation with the medical fields 

(Chadli & Frosch, 2001, p. 160). Clear definitions concerning primary, secondary and 

tertiary services and processes in hospitals are lacking (Abel, 2009, p. 12). Furthermore, 

performances have not yet been defined and classified into subgroups; hence each 

hospital has its own terminology and the activities might or might not come under the 

umbrella term FM. Furthermore, another important factor which must be noted is the 

interconnections within the activities and areas. The activity allocation is crucial, as 

only with the performance allocation does a definition of FM in healthcare make sense, 

because of their interdependency. Moreover, a database of FM terminology is lacking. 
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As a result, translations from either British English or American English to German and 

vice versa are not consistent. 

2.4.1.3.2 Hospital FM Related to Cost Aspects 

As already mentioned, hospitals are now forced to perform economically, as 

competitive companies do (Olmsted Teisberg, 2007; Mattmüller, 2004). Hence, 

matching the facility processes to the core business requests FM has to be an “on-going 

and proactive process” (Payne & Rees, 1999, p. 220). Cost aspects are probably what 

influence consultancies and boards of directors in the hospital sector the most, because 

the DRG remuneration system compels hospitals to operate economically (Oggier, 

2010). According to a German study, approximately a third of all hospital costs are 

unrelated to health or patient cure (Abel, 2009, p. 14; Abel & Lennerts, 2006; Lennerts 

et al., 2003, p. 192). As early as 1998 MacArthur and Stranahan (p. 280) identified a 

hospital’s general service department as a cost driver, because the overhead costs could 

easily exceed 30 per cent. In contrast, an unpublished McKinsey study came to the 

conclusion that a hospital’s FM cost is 20 per cent of the overall expenditure (Thöni & 

Andrey, 2012, p. 122; Salfeld, Hehner, & Wichels, 2009, p. 144).  Both parties, which 

refer to the McKinsey study, use the term FM without any explanations or further 

allocations. None of the authors mentioned were willing to explain or to provide the 

evidence supporting their FM-related research result. According to an email response 

from McKinsey Switzerland, B. Montavon (personal communication, March 30, 2012) 

the research project was highly confidential, and the results are not for public 

consumption. This answer gives rise to the suspicion that although FM is becoming an 

important field for consultants it is certainly not yet properly understood, except in the 

German study which was undertaken by researchers of the University of Karlsruhe 

(Abel, 2009; Abel & Lennerts, 2006). It has to be borne in mind that in Switzerland the 

owners of the public hospital buildings are, so far, communities or cantonal 

governments, and these institutions do not employ full cost accounting. This is also the 

reason why some former income statements do not include the cost of space, in terms of 

rents, interest expenditures or cost of capital. With DRG, the buildings are owned by 

hospitals, or at least hospitals have to follow full cost accounting, and the income 

statement, starting from 2012, includes all costs concerning the infrastructure. As there 

is neither a clear definition of FM, nor a defined cost allocation schema, financial 

statements and benchmarking are open to question. Furthermore, it is relevant to ask 
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how a comprehensive cost allocation will look if the costs have to be met on the 

premise that services need to be performed for the benefit of customer requirements 

(von Eiff, 2012a) while at the same adding value to patients (Olmsted Teisberg, 2007). 

At this point some clarification is needed. The focus of the SwissDRG has to be on 

medical processes, and for this reason the accounting system with its accounting chart, 

named REKOLE, is strongly focused on the core business (see 2.5.2.4). The Swiss 

accounting chart is clearly structured to match the medical activities, whereas the FM or 

support activities are summarised within a few accounting categories. The handling of 

the subgroups, defined as optional categories, is much more open and their handling is 

more or less up to the accounting departments of each hospital (Besson, 2008). 

Currently, the physical attribution of the activities is one kind of transparency, financial 

mapping another. 

In Germany, such findings were evaluated but not all of the data requested were 

submitted by the participating hospitals, simply because FM data were not available at 

the specific hospitals (Abel & Lennerts, 2005, 2006). The results already collected 

under the German DRG remuneration system, shown in Figure 8, have two scales. The 

one on the left pertains to the bars in the chart, which show the values of the individual 

products. The scale on the right, ranging from zero to 100 per cent, refers to the curve, 

which corresponds to the accumulated value (Abel & Lennerts, 2006).  

The basic rent is the biggest proportion, representing the value which corresponds to the 

space available (Abel & Lennerts, 2005, 2006; Lennerts, Abel, Pfründer, 2004b). 

Second, in terms of costs, are catering, cleaning and various forms of maintenance (see 

Figure 8). Despite catering's apparent importance no research activities could be 

identified in the field of facility services. The outcome of these analyses may also 

suggest why there has been only sparse or no specific FM-related research so far. 

Research outcomes are, perhaps, seen as irrelevant compared with the importance of 

other cost-causing activities in a hospital, including the ones not belonging to FM. 
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Figure 8 Analysis of FM costs (Abel & Lennerts, 2006, p. 43) 

To sum up, the approximate financial allocation of the servics mentioned, including 

basic rent, is one-third of total hospital costs (Abel & Lennerts 2006). This calculation 

is based on the German DRG data, although it does not consider the theory of 

opportunity benefit, understood as meaning that greater efficiency leads to higher 

productivity. Potential savings cannot be generated just by focusing on single processes; 

what is required is a holistic approach (Lennerts, Abel, Pfründer, & Sharma, 2005, p. 

173). “Savings in the field of FM could substantially contribute to reducing healthcare 

costs without having a negative impact on the quality of the core competencies and 

processes of hospitals” (Abel & Lennerts, 2005, p. 300, translated by the author). In 

contrast, service performance processes are enhanced owing to improved process flows, 

so that improvement leads to a situation  where core processes or medical treatment can 

be left undisturbed, or supporting processes can have a positive effect overall, including 

the medical process flow. Accounting methods that follow modern process-based cost 

allocations support potential savings that can be generated while the quality of the core 

processes remains constant (Lennerts et al., 2005, p. 174). Yet for hospitals, FM costs, 

like the whole concept of FM, do not have a generally accepted definition or even a 

vague delineation. To complicate matters further, benchmark data that are easily 

applicable to any hospital are not available owing to inconsistent activity allocations 

Overall costs      FM costs 
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and the very basic accounting plans, as well as an accounting system with internal 

overhead and indirect cost allocations.  

The implementation of an allocation system of FM costs and quality can be influenced 

by FM managers as regards modifying service quantities and quality (Lennerts et al., 

2005) through: 

o the reduction of costs through more conscious use of resources 

o more comprehension of FM costs through increased transparency 

o incentive for service optimisation through a better price-performance 

comparison (Abel & Lennerts, 2005, p. 308, translated by the author).   

As FM is related to cost aspects and as outsourcing is often used as synonym for FM 

(Dettwiler, 2006) a closer look at bought services is required.   

 

2.4.2 Outsourcing - the Cost-Cutting Myth? 

The argument usually made about outsourcing is that the company wishes to focus on 

core competencies (Prahalad & Hamel, 1994). Nevertheless, outsourcing seems to be 

the way to cut down costs and is gaining in importance as it meets today’s challenges 

for cost reduction (Forthmann, 2012; Dettwiler, 2006; Thalmayr, 2005; Forthmann, 

2004; Häfliger, 2001; Simon, 2001; Hodge, 1999).  

Chandra (2007) defined outsourcing as “a long-term, result-oriented relationship with 

external service providers for activities traditionally performed within the organization” 

(p. 83). Obviously, outsourcing has become a fashionable management technique as it 

supports access to economies of scale and specific knowledge. Furthermore, 

representatives of the Australian industries assumed, as early as 2002, that outsourcing 

would become an important management tool (Beaumont & Sohal, 2004, p. 698).  Most 

of the early studies reasoned that outsourcing of non-core activities “will free up 

resources and allow for increased flexibility in the way labour is employed” (Benson & 

Ieronimo, 1996, p. 59).  

In 2012, cost savings were the driver (52 per cent) for German industries to outsource 

and the expected savings were in the range of a few per cent to 50 per cent (Forthmann, 

2012). According to Hodge (1999) outsourcing or contracting out is “a fundamental 

reform” (p. 466) and not just another method of controlling the business.  

 



Literature Review   FM in Swiss Hospitals 

Susanne Hofer                        June  2013    57 

A distinction is made in CEN (2006a, p.6 ), as only facility services and not facility 

management can be outsourced and Dettwiler (2006) noted that outsourcing is often 

misused as a synonym for FM services, because it dates from an era when “downsizing 

of organisations, increasing efficiency, and reducing costs became the focus of interest” 

(p. 1).  

Since outsourcing has become such a large field of research, it would go far beyond the 

scope of this dissertation to comment on all its impacts and effects. Nevertheless, 

insights concerning outsourcing and its pros and cons are illustrated by several authors 

not previously cited such as Indridason and Wang (2008), Guy and Hill (2007), 

Preimesberg (2007), Falguni and Shiel (2006), Smith (2006), Stockamp (2006), 

Burmahl (2001), Embleton and Wright (1998) and Downey (1995). 

2.4.2.1 Outsourcing in Hospitals 

Healthcare organisations usually provide a very broad range of services, which might 

also be provided by external institutions, so-called service providers. Outsourcing can 

be applied to materials and methodology as well as to machines and manpower, and can 

be comprehensive or partial, depending on the combination of those factors (Chandra, 

2007). Hospitals can outsource non-clinical support services, such as laundry, cleaning, 

etc. but clinical support services, such as laboratory services or even specialised clinical 

services and routine procedures, are also being provided by contractors (Yigit, 

Tengilimoglu, Kisa, & Younis, 2007).  

There are many variables involved in the outsourcing process and the approach also 

depends on the specific situations hospitals are dealing with such as, size, financial 

status, government funding and leadership. Consequently, the advantages and 

disadvantages of outsourcing and their influence on the cost and quality of the services 

provided cannot be stated in black and white. Outsourcing can be one answer to 

hospitals’ problems or it can make them even worse (Burmahl, 2001). Studies 

conducted in 1990 and 2000 on the outsourcing decision-making guidelines showed that 

in the Australian public sector decisions were made on the basis of quality, not cost 

(Bisman, 2006, p. 14); however, later studies could not be found.  DeJohn (2008) takes 

a different view and argues that in US hospitals opportunities to make savings are an 

expressed reason to outsource services; the same conclusion was drawn by a German 

study (Forthmann, 2004).  
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Dettwiler (2006) cited outsourcing as a way to reduce costs, and several authors have 

come up with different figures demonstrating the cost decrease. The question is, without 

either an appropriate cost allocation system or the so far lacking transaction and 

mentoring costs, how can cost reduction be considered when in-house performances are 

compared with external performances (Bisman, 2006). Hodge (1999, p. 464) came up 

with a saving potential of 6 to 12 per cent if public services were outsourced; in contrast 

to Forthmann (2004) he reported a cost saving in public services in Germany of only 2.5 

per cent. According to Forthmann (2004), the German industry had been expecting a 

cost reduction of 23 per cent with the services that were outsourced and was badly 

disappointed with its achievement of 17 per cent. Hodge’s (1999) prediction includes 

transaction and monitoring costs and represents single outsourcing tasks. Transaction 

costs are those whereby “any activity which is engaged in to satisfy each party to an 

exchange that the value given and received is in accord with his or her expectations” 

(Ouchi as cited in Bisman, 2006, p. 4).  

Häfliger (2001) estimated  long-term savings of outsourced services which are shown in 

Table 1. Their extent varies between Swiss hospitals, depending on their size (number 

of beds) and organisational structure (type of hospital). Unfortunately, no method 

description was found, as the data are not traceable, so this result has to be questioned.   

Table 1 FM as the cost-cutter in Swiss hospitals? (Häfliger, 2001, translated by the author) 

Type of 

hospital 

Savings per year Savings per year and 

available bed 

Savings per  

day of care  

University  CHF   500,000 – 7,800,000 CHF   3,600 –7,000 CHF       4 – 28 

Psychiatrist F    CHF   100,000 – 1,000,000 CHF   1,600 –2,900 CHF       3 – 12  

Region  CHF   100,000  –   800,000 CHF   2,000 –3,200 CHF       4 – 14  

Private  CHF     50'000  –   700’000 CHF     160 – 2’900 CHF       5 – 16  

According to Verricchia (1998, p. 14) outsourcing reduces every dollar saved of the 

amount of money to be generated by approximately $35 to $45, depending on the 

hospitals, which are located in the USA and operate without subsidies. He argues that 

outsourcing cannot solely be reduced to an easy way of saving money, but that there are 

several complex factors which must be looked at carefully and those factors always 

depend on the individual situation a hospital has to deal with. Determining whether 

outsourcing is the right fit or not is a serious undertaking and cannot be generalised in 

clear-cut terms.  
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Chandra (2007) listed the reasons why outsourcing is gaining in importance:  

 the rising costs of healthcare over the past decade, owing to the use of  

     technology as well as customer demands for quality healthcare services 

 more intense competition among hospitals, forcing managers to find ways to  

     provide the latest technology and services, despite having limited access to 

     capital investment 

 the focusing of revenue-generating core competencies, such as patient care or 

     research 

 the large number of services and activities under the direct charge of hospital 

     administration, leading to a lack of micromanagement. (p. 83) 

For Swiss hospitals, another important factor to consider is value added tax (VAT). 

Patient-related services that are provided in-house, e.g. food provision or cleaning, are 

not taxed, unlike the work done by external service providers. That rule concerns only 

whether patient-related services, services for employees or third parties are taxable 

(MWSTG, paragraph 25, section 3, 2010). Core business activities related to patients 

are tax-free.   

Hodge’s (1999) position was modified by other researchers because outsourcing or 

contracting out is regarded as an approach or management tool to meet the challenges 

that health organisations, especially hospitals, have to deal with.  Because there is no 

meaningful or adequate comparison of the effective cost of in-house or external 

performances, “cost savings from outsourcing remain anecdotal and are not evidentiary” 

(Bisman, 2006, p. 21). Nevertheless outsourcing as a means of cutting costs is growing. 

As early as the beginning of the twenty-first century, Germany’s FM service providers 

claimed to have a market share of 13.7 per cent in the field of healthcare(Lennerts & 

Abel, 2006), and therefore it is assumed that impacts other than cost savings must also 

be vital for hospitals. Moreover, the starting position of Swiss hospitals must be 

regarded on a differentiated basis as cost saving has not been an issue so far in the 

hospital setting, compared with other countries which are less privileged in financial 

terms.   
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2.4.2.2 Outsourcing Trend 

As Swiss hospitals and service providers monitoring and judging the change in 

Germany very carefully, some insights from this market are useful. In 2006, external 

providers accounted for 44 per cent of the total German facility services market volume 

and the market retains much growth potential. Until 2009, an average annual growth 

rate of 6.4 per cent was predicted for the externally provided services at the expense of 

in-house ones. The health industry has become the strongest growing segment within 

the field of facility services in Germany, with an average annual growth rate of about 10 

per cent (Immobilien Zeitung, 2007). The health industry is a growing market for 

services being outsourced but this situation has a “slight aftertaste" as the majority of 

hospitals has rated service providers’ performances as poor or merely satisfactory. Due 

to such a negative impression hospitals have of service providers it is expected that 

demand and expectation requested by hospitals will not be met by service providers 

(Hossenfelder, 2008, p. 7).  

In contrast to Germany, outsourcing is a common management tool in Anglo-Saxon 

countries. Popp (2001, p. 21) looked at the cultural differences between Anglo-Saxon 

countries and Germany, concluding that in Germany land and buildings are usually in 

the possession of the companies and counted as “hidden fortune”, whereas in the USA, 

land and buildings are usually in the possession of third parties. At end of the 1980 such 

difference as suggested by Lochmann and Köllgen (as cited in Popp, 2001, p. 21) was 

attributed to the self-supporting paradigm of German society. 

2.4.2.3 Upcoming and Integrated FM Services  

Whereas some support services like housekeeping, laundry services or catering have 

traditionally been areas for external suppliers, growth in other areas is also about to take 

place in US hospitals. DeJohn (2008) argued that “a negative impact on morale was the 

reason they chose not to outsource” (p. 33), and hence a growing market has first to deal 

with employees’ morale. Whether the US hospitals were aware of the threat is unknown 

because already in 2007 almost two-thirds (63%) had planned to let external companies 

set up their electronic medical systems, and about one-third (34%) of the respondents 

had already outsourced some IT functions. As a con-sequence, in the competitive 

environment hospitals will be driven to look for assistance from external providers 

(DeJohn, 2008, p. 32).  
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A trend within healthcare institutions is towards outsourcing to suppliers who are able 

to provide all of the FM services from one source, such as the Charité Facility Manage-

ment model (CFM, 2007). The model integrated patient services, combining all patient 

and support systems, which included catering, housekeeping, laundry, security and plant 

operations designed to add value to patient as well as staff satisfaction, and sounds 

promising. This comprehensive service approach also brings clarification within 

patients’ touch points as the work tasks are defined within core and non-core activities. 

According to Chyna (2005, p. 49) hospitality-related services in the USA have one 

single identity. As a result of this model, the patient satisfaction scores have risen and 

cost savings have been made, mostly in reducing the number of staff (Chyna, 2005, p. 

50). 

According to Heiny (2007), integrated facility services are responsible for about 20 per 

cent of cost savings. Reaping the benefits of such an integrated service model first 

implies a thorough assessment of a hospital’s particular circumstances to detect how 

such a change in management style could be optimised. It is also worth mentioning that 

the mix of caregivers and patients and accordingly their needs and expectations have to 

be known in order to implement new models for service improvement and cost-

effectiveness (Chyna, 2005). To meet this demand, caterers, facility service companies 

and other suppliers are forming strategic alliances (Bueldt & Sattler, 2006). The shift 

from single to integrated sourcing is also being followed by several German service 

providers. Although financial benefits play an important role in finding the right 

provider, integrated service providers consider other factors as well, such as innovation 

potential, the scope of services, advice and implementation competence or IT 

knowledge. These factors will gain in importance owing to negative experiences with 

purely quote-driven provider decisions. Despite the misconception that competitive 

advantage is solely based on pricing, the facility service providers’ quality and 

performance will be the deciding factors in the long term in Germany (Gebäude 

Management, 2004), like the findings from the Australian public sector (Bisman, 2006). 

The same providers also verify the trend for cooperation among service providers to 

meet the demand of buyers (Gebäude Management, 2004). A large German catering 

journal writes that traditional contract caterers tend to enlarge their activities until they 

become an integrated provider (Schmid, 2007).  
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Already in 2007, integrated service providers accounted for 10 per cent of the external 

service providers' market in Germany (Immobilien Zeitung, 2007) a remarkable 

increase as in 2004 the aim of becoming an integrated service provider was of low 

importance to them (Forthmann, 2004). 

2.4.2.3.1 Global Sourcing 

Global sourcing means outsourcing services to another country and is often undertaken 

to save money, primarily to take advantage of lower labour costs abroad. In addition, 

24/7 support can probably be provided, allowing overnight processing and maintenance 

in different time zones. Another factor in global sourcing is that quality control 

measures such as ISO are becoming established with global providers (Lovelock, 2005, 

p. 46).  

Global outsourcing is one of the strongest trends within the outsourcing area in the 

USA, but is not yet very common in Europe, although this is changing.  Global sourcing 

is gaining in relevance as IT services are growing and physical distance between service 

buyer and provider does not play an important role anymore; this is how India has 

become a main global sourcing destination when labour costs are a consideration 

(Lovelock, 2005). An example, not relating to FM services but exemplary of the 

healthcare sector, is the outsourcing of radiological services in the USA. When patients 

need a scan at night, radiologists around the globe read and interpret the digitally 

delivered results (diagnostic findings) while local American physicians sleep. This 

practice is claimed as a victory for quality, as the risk of failure owing to exhausted 

local doctors can be minimised. Unpopular nightshifts can be kept to a minimum thanks 

to the availability of global doctors. This outsourcing approach has now become an 

incentive in the recruitment process. Many people, however, have reservations about 

overseas radiology and with a physical distance of several thousands of miles, it is 

difficult to ascertain and ensure quality standards (Myers, 2005). 

When we speak about global sourcing, medical outsourcing also needs to be mentioned, 

although the outsourcing of medical services, the hospital’s core products, is not within 

the scope of what is being covered here. In short, trends suggest that outsourcing is 

becoming more important in the healthcare industry. Next to the established services, 

new ones are also increasingly becoming an outsourcing option, provided either extra-

territorially or domestically. Some of the services, e.g., IT and administrative working 

tasks, are FM-related services.  
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2.4.2.4 Conclusion to Outsourcing in Hospitals   

As simple as the definition of outsourcing might seem, the consideration and realisation 

of this approach is very complex. When implemented appropriately, outsourcing can 

meet quality requirements and become cost-effective. Cost-effectiveness has to be 

measurable, so meaningful or adequate comparison of the effective cost of the in-house 

or external performances is a prior condition; if not, “cost savings from outsourcing 

remain anecdotal and are not evidentiary” (Bisman, 2006, p. 21). When outsourcing is 

finally implemented, the contracts negotiated between hospitals and external companies 

are again very individual. They vary, for example, in terms of which services are 

outsourced, staffing solutions, quality agreements and costs. Unfortunately, there are 

rarely any significant or comprehensive surveys of hospital outsourcing habits.    

Nevertheless, trends show that outsourcing solutions for hospitals will increase more 

and more over the coming years. In addition to the traditional services offered, newer 

ones such as IT services are entering the market and many hospitals also outsource 

towards an integrated approach (Schmid, 2007). Outsourcing is definitely something 

every hospital needs to look at as an option to address very demanding challenges and it 

can be a worthwhile approach when all its effects, most of them mentioned in this 

paper, are considered and assessed properly. Again, besides the cost aspect, outsourcing 

also enables companies to benefit from specialist knowledge, infrastructure and 

expertise from external service providers. This permits hospitals to focus on their core 

competencies, a focus certainly needed in times of tightening competition.  

Several authors expect that outsourcing of FM services in Swiss hospitals will increase 

in the future, if such an increase is expected in the near or distant future is not stated. 

The implementation of SwissDRG is regarded as a potential source of growth of 

outsourcing activities in this market (DeJohn, 2008; ImmobilienZeitung, 2007; Myers, 

2005; Schmidt, 1996).  
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2.4.2.5 Facility Services have an Enduring Effect 

Well-performed facility services enhance a hospital’s reputation and image (von Eiff, 

2012b; Lennerts et al., 2004a; Okoroh, Gombera, Evison, & Wagstaff, 2001; Batchelor, 

Owens, Read, & Bloor, 1994), whereas shortcomings in one of those services can lead 

to unwanted consequences concerning patients, hence, FM in hospitals needs to be 

extremely well-coordinated with the medical core processes (Lennerts et al., 2004a). 

Knowledge of the core business is essential as it promotes interface collaboration and 

contributes to optimising the operation of a hospital (Chadli & Frosch, 2001, p. 160). As 

a result, coordination demands a higher level of accuracy and more time than FM 

requires in other industries (Lennerts et al., 2004a, p. 58) but there is an unalterable 

need to integrate FM services into clinical services (Liyanage & Egbu, 2005, p. 210). 

Family doctors usually determine a patient’s hospital. Nevertheless, today’s patients 

have more choice and control over their own treatments. In Britain, patient choice is 

linked to the payment by results system (Department of Health, 2007), giving hospitals 

a financial incentive to attract patients by providing good quality in terms of the FM-

combined services which have a direct impact on the whole patient experience, such as 

cleanliness, catering, hygiene, environment and laundry services (Fielder, 2007). These 

services play a vital role, not only in improving clinical outcomes and the patient’s 

recovery but also as some of the key issues affecting patient choice (Fielder, 2007; 

Payne & Rees, 1999). Providing high-class medical services alone is not enough, as 

high-quality facility services supporting the core activities or core product are needed to 

meet patient expectations as a whole (Miller & May, 2006). Hospital quality metrics are 

becoming more and more important, as they are already appearing in the media. 

Ranking lists and media coverage have the potential to damage a hospital’s reputation 

and image through an incomplete and possibly incorrect view of the medical care and 

facility services provided, particularly as private opinions and statements are available 

on many private, though often unreliable, internet sites (Corwin, 2006). 

Therefore, even if Olmsted Teisberg (2007) does not recommend investing too much 

effort in hotel services and their infrastructure, those performances can be relevant to 

hospitals in terms of competing (Sigrist, 2006a). Environment influences a patient’s 

healing process (Payne & May, 2009) and patients just want “an environment that made  

them feel like they were worth it” (p. 79) such as clean, quiet hospital wards with 

appropriate privacy and good food, as well as enough well-trained and highly motivated 
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professionals (Miller & May, 2006). If recommendations to create “value for patient” 

(Olmsted Teisberg, 2007, p. 14) and a patient-centric way of thinking (Porter & 

Olmsted Teisberg, 2006, p. 167) are driving factors in healthcare, facility services have 

to be considered as important because they have great potential to add value to the 

whole process, to support a patient’s recovery and to influence patient choice and, last 

but not least, the hospital’s revenue and reputation (Hall, 2008; Fielder, 2007; Payne & 

Rees, 1999). This information is important because general concerns about rising costs 

have a negative impact on patient satisfaction (Olmsted Teisberg, 2007). 

2.4.2.6 Added Value and Surplus from FM or to FM? 

In relation to FM, the terms “added value” or “value” are very often expressed, even 

though a generally accepted definition cannot be found. Varcoe (1996, p. 42) expressed 

the need for organisations’ greater flexibility to meet the challenges of today’s 

competition in adding value continuously to products and services, but the variety of 

areas makes it rather difficult to formulate a comprehensive definition. A suitable 

explanation comes from the early nineteenth century when Karl Marx declared: 

“surplus-value and the rate of surplus-value are (...) the invisible essence to be 

investigated, whereas the rate of profit and hence the forms of surplus-value as profit 

are visible surface phenomena” (Marx as cited in Little, 1986, p. 74). Hayes and 

Abernathy (as cited in Wilson,  eckman, Cappucino, & Pullen, 2001) state that “the key 

to long-term success in business is what it has always been: to invest, to innovate, to 

lead, to create value where none existed before” (p. 214), hence added value must be the 

difference between expenses and the income generated over the whole periode of time.  

Value is defined as “an amount of some commodity, medium of exchange, which is 

considered to be an equivalent for something else” or “worth or quality as measured by 

a standard of equivalence” ("Value", 2011). The concept of value is discussed in 

management literature, such as Porter’s theory of the value chain (Porter, 1980), and 

also in economic theories, such as Economic Value Added (EVA) (Stern, Shiely, & 

Ross, 2001). Although value is a much discussed topic, the body of literature directly 

linking value with FM is not yet very substantial. Jensen (2010) made the first attempt 

to explain how FM can add value to the core business, defining “the value of the 

product reduced by the value of the resources used during the process” (p. 177); the 

implication of this is that value is linked to the output and outcome of the process but 

not to the process itself.  
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FM as a management discipline is usually linked to serious economic issues. 

Benchmarking provides the management with information on how to improve the 

overall FM services in terms of costs, space and processes to deliver best value for 

money (Wauters, 2005, p. 151). The concept of creating shareholder value is that a 

hospital’s returns are higher than their capital costs, but this concept only works for 

privately owned hospitals so far. Lynch (2002, p. 48) devised a value-creating model, 

which demonstrates that value relies on getting more benefit per unit spent and, in 

addition, every change in facilities and services has to match the hospital’s needs. 

Without the commitment of FM managers to the human dynamics of the hospital, and 

without the frameworks and evidence to demonstrate the contribution, FM is 

“condemned to operate in the commodity box, seen as mere support rather than a true 

enabler of business” (Price, 2004, p. 357).  

2.4.2.7 FM Manager and Change in Hospitals 

Achieving and maintaining high standards that enable a particular hospital to compete 

in the healthcare market is the key function of a facility manager, which means that FM 

skills are becoming more and more in demand (Barrett & Baldry, 2003). An FM 

manager’s duties are different in respect of financial impact and skill requirements. 

Financial issues such as major building investments are often the largest single asset of 

a company, as are skill requirements such as the leadership of different job cultures and 

value systems, as well as professional expertise and a full range of management 

competencies, from the routine operational to the long-term strategic (Kincaid, 1994). 

As the appreciation of what FM managers do and can contribute to the business grows 

(Coenen et al., 2010), so does their strategic responsibility and influence (Fielder, 

2007). The percentage of facility directors who were members of hospital executive 

boards ranged from 10 per cent to 24 per cent between 1995 and 1997 in the UK (Payne 

& Rees, 1999). Unfortunately, a more recent survey is not available.  

FM departments need the foresight to anticipate and predict change and the flexibility to 

adapt to it within the organisation while being aware that a change is often the result of 

outside influences (Herrmann et al., 2008; Payne & Rees, 1999). Influences are, 

according to Mettler (2010), new regulatory circumstances that, in a change process, 

lead first to optimisation in intra-organisational, administrative and supportive tasks. 

Such measures are considered as highly promising, not only in terms of 

implementations and organisational changes, but also in terms of the physicians' and 
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nurses' learning to accommodate the FM functions. Accommodating FM means that 

more structures and standards are being applied and the expectations of FM 

performances are defined in advance. Should these measures not be far-reaching 

enough, adaptations in terms of organisational innovation, such as outsourcing, follow 

(Shortell, Morrisey, & Conrad as cited in Mettler, 2010, p. 3). Owing to different needs, 

the profession of facility manager looks very rosy, but there is a need for recognition 

that the facility managers are not the end-user of the services. Furthermore, there is a 

difference between the terms facilities manager and facilities manager (Barrett & 

Baldry, 2003). This means that the FM manager has to lead the management process to 

become a facilities manager. A facilities manager’s duty is to coordinate and develop 

the necessary set of properties, goods and services to support the needs of the hospital’s 

core business, to be the best at reviewing service provision and determining if it is 

adding costs or value to the hospital’s core processes (Payne & Rees, 1999). The person 

has to know the needs and expectations of a hospital’s customers in order to develop a 

service strategy which adds value to the end-user (Olmsted Teisberg, 2007; Payne & 

Rees, 1999). Unfortunately, according to Finch (2010) the profession has not yet been 

fully liberated, as he puts it, “FM is all too often the slave to organisational efficiency” 

(p. 138). Its potential is unknown because it is often given the responsibilities without 

the competencies necessary to do them justice.   
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2.5 Models and Concepts with Implications for Hospitals' FM 

In recent years, the call for entrepreneurial freedom has become a key issue in the 

hospital setting. Entrepreneurial freedom can only be guaranteed, however, if the 

financial rules and regulations, as well as the financial structures, are established. The 

cantonal governments have to define the conditions, which then have to be worked out 

and put into force (Rüefli et al., 2005; Hölzer, 2005).  

The concept of new public management (NPM) has been in use for over two decades 

and SwissDRG was only formulated in 2012. Both models have to bring transparency 

by their own definitions; hence, in the hospital setting regulated competition should 

become common. Regulated, instead of free, competition is required because the 

cantonal governments lead the whole hospital process according to the cantonal hospital 

list and are in power to legislate (Rüefli et al., 2005).   

2.5.1 New Public Management Model and Public Hospitals 

At a first glance it is not expected that the NPM concept is related to public hospitals.  

At the end of the 1980s, Switzerland’s public administration was at the centre of the 

NPM wave (OECD, 1989), which implies that there was much enthusiasm about the 

new development. At the time, two different paradigms could be observed with regard 

to public administration and bureaucracy. On the one hand, the NPM concept was seen 

as the only way to resolve the financial mess and, on the other hand, it was believed to 

indicate the deterioration of a distinctive public service ethic and culture (Hood, 1991, 

p. 3). 

Even today, NPM is still the universally accepted concept of a globally uniform 

terminology in terms of reforming public administration. The reform is based on an 

institutional perspective and the international trend within the OECD countries has 

lasted for 20 to 30 years (Schedler & Proeller, 2006, p. 5; Pettersen, 2004). Osborne and 

Gaebler (1992, p. 12) state that “hierarchical, centralized bureaucracies designed in the 

1930s or 1940 simply did not function well in the rapidly-changing, information-rich, 

knowledge-intensive society and economy in the 1990s”. This situation led to the 

development of NPM, which has a specific management philosophy with roots in the 

private sector (Schedler & Proeller, 2006; Dent, Howorth, Mueller, & Preuschoft, 2004; 

Pettersen, 2004). On top of that, the NPM model features elements of increased 
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competition, decentralisation, managerialism and the use of contracts (Pollitt & 

Bouckaert, 2004; Christensen & Laegreid, 2001; Lane, 2000; Hood, 1991, 1995).  

With roots in the private sector, it is hardly surprising that the restructuring of the public 

sector in developed countries has been strongly influenced by the private sectors’ mind-

set (Dent et al., 2004, p. 727). Herrmann et al. (2008) are of the opinion that FM as a 

management discipline in the public sector is subject to conditions such as political 

decisions, organisational and individual approaches. Thanks to the growing competition 

and the on-going austerity in public organisations, the relevance of FM is increasing, 

especially with regard to optimisation and professionalisation (Lennerts et al., 2004a). 

Osborne and Gaebler (1992, p. 322) describe NPM as a “global paradigm” that is often 

used as a tool “to manage and to govern” (p. 322). The application of market 

mechanisms in public administration is based on the attitude that, generally speaking, 

the market is more able to bring about efficient and effective service provision than 

government regulation. The implementation and establishment of competition and 

market mechanisms in addition to internal structural measures, such as service 

agreements, should not only lead to an increase in efficiency, productivity and 

flexibility within public service provision but also to an improvement of control 

mechanisms and transparency (Reichard as cited in Schedler & Proeller, 2006, p. 191). 

With respect to public hospitals, the mix of “to manage and to govern” (Osborne & 

Gaebler, 1992, p. 322), seems ideal, at least in theory. 

In 1990, accountability was regarded as a key element in the new concept of NPM 

because high trust in the market and in private business methods was common, in 

contrast to low trust in public servants. The main objective was to shift from process 

accountability towards a result-oriented accountability; this was regarded as the key 

element in the new concept. The concept derived from economic rationalism and 

emerged and was promoted in public offices by a new generation of workers, the 

“econocrats” and “accountocrats” (Hood, 1995, p. 94). It was feared that econocrats or 

accountocrats would become a new managerial class of experts with their own social 

and political attitudes and exert power as a political group (Hood, 1995), the 

embodiment of Milton Friedman’s belief that governments never learn; only people 

learn. 

Hood (1991, 1995) defined the core values of NPM with key terms such as value for 

money, efficiency, performance management and transparency, with outcomes like the 

introduction of quasi-markets such as the National Health Service (NHS) in the UK and 
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contracting out services for the public. Jones (1999, p. 16) confirmed that within NHS’s 

quasi-market, due to the development of financial accountability the understanding of 

how costs are incurred and of how cost efficiency can be improved, has increased. 

Matching NPM with public hospitals’ key aims therefore seem a viable option as they 

would perfectly complement each other – at least in theory. 

As regards NPM in Switzerland, some cantons “decartelised” their relationship with 

their hospitals. With defined performance indicators and global budgeting, the 

interaction between owners (cantons) and hospitals’ operators reached a new level, and 

at the same time the support for structural improvements declined owing to the scarcity 

of funds (Dieckmann & Sattler, 2004). 

2.5.2 Diagnosis Related Groups - What are DRGs for?  

Everyone talks about DRG but who really understands what it is all about? Some 

decades ago, in 1967, doctors from the university hospital of New Haven, Connecticut, 

asked Yale University researchers for assistance with the new settlement requirements 

released by a health insurance company (Fetter et al., 1991). Medicare (Medicare, 

2012), the insurance company, wanted specific criteria based on an explicit product or 

case, so that all hospitals could be paid for performance measured against the same 

transparent standards. Two years after the settlement schema was agreed, the main 

question for the doctors from the university hospital was whether or not methods of cost 

and quality control could be tailored to their hospital. The founder (Fetter, 1991) argued 

that “the physicians wanted to get information on how to begin a process of 

measurement and evaluation that would improve the processes and simultaneously the 

efficiency and effectiveness of the utilization of resources” (p. 8). At first glance, the 

two conditions, the settlement schema and methods of cost and quality control, seemed 

to be independent of each other. Therefore, for the first time, a measurement schema 

had to be found which could be used in the “absence of an open market” (Fetter, 1991, 

p. 10). It is important to bear in mind that an open market is based on information about 

cost and quality, but in today’s global healthcare system consumers do not settle their 

bill with the hospital for the services received. Accounts are usually settled from several 

sources, such as insurances, government and the patient’s pocket.  

 



Literature Review   FM in Swiss Hospitals 

Susanne Hofer                        June  2013    71 

Fetter’s (1991) further results gave impressive evidence of a significant boost in real 

outflow per unit of hospital services, measured by expenses per day, per average length 

of stay or relative spending on this component of total medical care costs. Two 

inflationary forces, cost per day and the average length of stay, increased in parallel.  

According to Fetter Thompson, & Mills (1976 ) neither a clear proportion nor other 

criteria on the extent of the rising costs owed to the expansion of scientific medical care, 

new technologies, increased salaries for employees, new types of occupations or new 

internal processes and structures could be found. The process of patient care has to be 

controlled in terms of quality and cost, which are “inextricably linked and rest upon 

understanding the patient management process (….) as it is not (...) separable from the 

expenditure of manpower, facilities and equipment in delivering that care” (Fetter et al. 

1976, p. 135). The explorative work focused on the expenses of providing a day of 

inpatient hospital care (Fetter et al., 1976); therefore, the identification of the ordinary, 

the usual and the routine in the medical processes, which underpinned the techniques of 

statistical process control, was very challenging. The other important issue was the 

balance between cost and quality, as a result the output of the hospital, i.e. the cure of 

patients, analogous to products in other industries, formed the measurement schema 

(Fetter, 1991). Hence, this reform is more than just money-related, as it is commonly 

thought to be, and DRG is a very commonly used term, albeit rarely understood, in 

terms of the original idea to create a settlement schema and a management tool.  

2.5.2.1 Efficiency and Effectiveness under DRG  

According to Saladin (2005, p.5) DRG are the key components for an efficiency-

oriented system, and the efficiency of a health system can be considered as the 

relationship between costs and performance (Oggier, 2007a). The terms calls for a 

semantic examination, especially as “effective” and “efficient” are often used 

synonymously or interchangeably or are understood as words with very similar 

connotations. Their essential meanings clearly differ, however; effective refers to the 

achievement of a particular result or consequence, doing the right things, whereas 

efficient refers to the competency or capability of achieving a result or consequence of 

doing things right (Drucker, 2007).  

In short, hospitals provide a set of variable goods and services and the whole package 

can be considered as a hospital product. Therefore the major challenge in managing a 

hospital is how to distinguish matters of efficiency in the production of intermediate 
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products from matters of effectiveness in the utilisation of those products (Fetter, 1991). 

Relevant in this context is Oggier’s (2009) slogan for acute hospitals: “we are providing 

medical services in the field where we are best, otherwise we co-operate with other 

specialised clinics and institutions” (p. 17).  

2.5.2.2 DRG as a Management Tool 

The initial idea of DRG and today’s interpretation may not always go together very 

well. DRG’s aim is to enhance the transparency of a hospital’s performance and to 

enable benchmarking, as well as stimulate direct competition between healthcare 

providers, and hence an increase in efficiency is expected (Conti, 2010). Adams et al. 

(2006, p. 3) are of the opinion that in most countries, the healthcare system requires an 

increase in responsibility among all stakeholders but the lack of a clear framework for 

accountability, which is “the force to global transformation to sustainable health 

systems” (p. 3), makes it nearly impossible (Britt, 2007b). The initial goal of the DRG 

system was “to facilitate hospital management and financing by providing a system” 

(Fetter, 1991, p. 6), which – according to Adams et al. (2006) - could meet expectations. 

Through the US introduction of DRG, intended to reduce excess supply, it was hoped 

by offering incentives to reduce the growth in healthcare expenditures as a result of 

hospitals' improved efficiency (Hsiao, Sapolsky, Dunn, & Weiner, 1986). That same 

reimbursement system has generated savings of more than $50 billion annually in the 

USA (Fetter, 1991, p. 6). The most striking deficiency, from the point of view of the 

supporting services, is that today’s DRG systems have no direct relation, as the founder 

Fetter (1986) clearly mentioned, to “hotel and other services” (p. 42) and owing to the 

lack of accountability benchmarking is not available or is of insufficient quality for FM 

tasks.  

2.5.2.3 DRG in Germany  

The USA is usually ranked first on the healthcare expenditures list and the Swiss come 

second or third, depending on the statistical year. Nevertheless, owing to the 

geographical proximity, the shared language and the high numbers of highly qualified 

German employees in Swiss hospitals, the Swiss system is more likely to be compared 

with the German system. Some major elements are not congruent, however, such as 

culture, political system, discretionary income, patient expectations and wages for 

medical staff. Nevertheless, Wessalowski (2008) stated that the average remuneration of 
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a case in Germany is about 65 per cent of the amount that will be asked under 

SwissDRG.   

According to Ernst and Young (2006) German experts predict that by 2016 every fourth 

clinic in Germany will have to close and the number of public hospitals will decrease by 

70 per cent, whereas the number of private clinics will increase by 40 per cent. The first 

structural changes have been initiated in privately run clinics as sales and closures of 

hospitals, sales to hospital chains and mergers of smaller providers are becoming 

commonplace. Ernst and Young (2006) estimated that there were approximately 400 

redundant hospitals in Germany in 2006. The change of having costs at whatever 

hospitals priced to defined and fixed prices, the so called flat rates per case, was 

regarded as a turning point for the hospital structure. This turning point has resulted in a 

reduction in the number of small hospitals, so hospitals with a capacity of up to 300 

beds were most affected because of poor synergy and high fixed costs (Flessa, 2006, p. 

151). Another reason is the demand by insurance companies that physicians should treat 

a minimum number of the same cases to make sure that the medical practitioners are 

medicating in a routine way and that the quality of treatment is guaranteed. Together 

with the increasing mobility of today’s population, the number of potential patients 

varies and hospitals may face negative occupancy (Flessa, 2006, p. 152) and higher 

costs. A possible answer to the problem was seen in the specialisation in specific 

treatments to maximise the margin of contribution. Flessa (2006), however, was of the 

opinion that without government control people would cherry-pick the lucrative cases 

and this would in turn result in an undersupply of other necessary medical services.  

By the time of DRG implementation in 2004, Germany’s health system was already 

facing enormous pressures. Cost considerations forced hospital management and 

government to perform in a more efficient way (Destatis, 2007, p. 15) and reduce their 

costs, while at the same time face increasing demands for services and a decrease in the 

funding from the social security system (Braun, 2006; Flessa, 2006). The situation 

remains unchanged.   
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2.5.2.4 SwissDRG  

In the 1970s the US government tried to change and control the medical care system in 

response to rising costs. There were conflicts between federal and state programmes, 

however, as well as over the responsibilities of the authorities’ involved (Fetter et al., 

1976), disputes which constitute a current political issue in Switzerland.  

In 2007 the Swiss federal government decided to implement an adapted version of the 

well-established and widely-used DRG system (SDRG, 2008a). DRG was designed to 

apply nationally to all somatic acute care institutions. Psychiatric or rehabilitation 

institutions might follow the SDRG system at a later stage. In September 2004, the 

Swiss Federal Council suggested in its revision that hospital financing should switch 

from refunding hospitals’ operational costs and treatments to financing its performance. 

These flat rates were to be based on consistent structures throughout Switzerland in 

order to facilitate comparison and inter-cantonal invoicing. All the services of the 

providers which met the cantonal planning criteria (cantonal hospital list) were to be 

funded. The cantons had to determine the cantonal hospital lists and the listed hospitals 

were to receive a basic amount from the canton. Insurers were free to conclude contracts 

with their policy-holders and also with the remaining hospitals, which would not receive 

cantonal contributions (Dieckmann & Sattler, 2011; Telser et al., 2011; Rüefli et al., 

2005). 

According to the aims of DRG, the system has to shift hospital funding from 

undifferentiated cost objects to an efficient subject funding with more entrepreneurial 

freedom of action (Hölzer, 2005). The system continues to evolve independently 

according to the needs of the countries using it (Fischer, 2003, 2008) and albeit the 

Swiss system has been customised it is based on the Australian one. The lump sum will 

include both medical and facility services (Abel & Lennerts, 2005; Hölzer, 2005; Fetter, 

1991) whereas up to now “hospitals' investments have been borne by the state (….), 

when the DRG becomes effective (...) hospitals will refinance their investments 

increasingly via the capital market and their financing will come from this one source” 

(Hartung as cited in Abel & Lennerts, 2005, p. 302, translated by the author). Not only 

do the current FM costs need to be covered by the lump sum, but also investments in 

infrastructure such as, for example, hospital buildings and the space required for them 

(Abel & Lennerts, 2005, 2006). This implies that hospitals are now responsible for 

financial investments in their properties, which has a strong effect on the relevance of 
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space. Dieckmann and Sattler (2011) illustrated, as shown in Figure 9, the change from 

a bottom-up to a top-down approach. Until the end of 2011, hospitals followed the 

bottom-up approach, and buildings (space) were fully paid for by public funds. Since 

2012 hospitals have had to follow the top-down approach, so buildings have to be 

financed by hospitals themselves.   

Target costs

Processes

Space

Since 2012: top-down

Reimbursment of costs
(public sector)

Construction costs

Roomstandards
«Requests»

Space

Services

Services

Market price: DRG
(public sector & insurer)

Until 2011: bottom-up

 

Figure 9 Bottom-up versus top-down approach (Dieckmann & Sattler, 2011, translated by the author) 

Costs of space are significant and have not been of concern to hospitals as long as they 

have been financed by the government (Lennerts et al., 2004b). Olmsted Teisberg 

(2007) even argues “the paradox, however, is that the more that healthcare  reform 

focuses on restraining costs, the more those costs will spiral out of control” (p. 8). 

In the mind-set associated with the old system there was no need or interest, on the part 

of hospital management or medical leaders, in acting in a more economical way 

(Olmsted Teisberg, 2007; Rice, 1983) or to investigate cost and quality trade-offs.  

Managers are now aware they need to take action but lack the necessary knowledge and 

background to do so. Even worse, highly educated managers with an extensive know-

ledge of healthcare are rare and costly (Flessa, 2006). Experts hope that the hospitals’ 

business administrations will become more professional (Stäger, 2008), and this will 

mean financial statements become the modern standard for use as a management tool. 
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2.5.3 Benchmarking in Hospitals’ FM – Why? 

According to Madritsch (2009, p. 63) benchmarking is an underutilised management 

tool, although it can support the high saving potential of operating costs without 

compromising on quality of services in the healthcare sector. Globally, benchmarking is 

in use by many companies and is linked to the competitive environment in which a 

company operates. Globalisation, communications and advanced technologies indicate 

that institutions must be active in order to compete (Wauters, 2005). NHS Scotland even 

implemented a national benchmarking programme for their hospitals (Scottish 

Government, 2009), even though benchmarking in hospitals is a young discipline with 

few research findings (Madritsch, 2009). People have to understand the relationship 

between the facilities managed and the goal of the core business, but the willingness to 

do so depends on the level of competition; hence the knowledge of benchmarking “was 

worst in the hospital sector” ( oosemore & Hsin, 2001, p. 474). Benchmarking is much 

more than best price, benchmarking is a system that brings best practice by learning 

from others (Dieckmann, 2003), and would hence be suitable for hospitals’ FM. In any 

discussion of cost or quality aspects, the concept of benchmarking has to be looked at. 

In line with the increasing competition in the health sector and the competitive 

advantages aspired to by hospitals, this management tool for evaluating their own 

processes in relation to best practice or best buy is growing in importance. The 

benchmarking process evaluates “who achieves best value-for-money and how they are 

doing it” (Wauters, 2005, p. 143). Abel, Pfründer and Lennerts (2004) worked out two 

different methods of benchmarking FM services; process step-based benchmarking and 

cost benchmarking (see Appendix A 5). With all due respect to the need for 

benchmarking in Swiss hospitals, without a clear framework of accountability, 

terminology and definition it will remain anecdotal and lacking evidence. 
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2.6 Conclusion to Chapter 2  

As early as 1978, the WHO (1978, 2010b) spotted that a good health system needs 

consistent and long-term financing, skilled and trained employees and well-maintained 

and organised facilities. The same organisation reported wastage of resources of 20 per 

cent to 40 per cent of all health spending (WHO, 2010b, p. 4). Yet there is also reason 

to assume on the one hand that austerity, demographic change with its higher morbidity 

rate and technical progress will increase, and, on the other hand, that society’s demands 

and consumerism will become more demanding. Those characteristics lead to rising 

costs and labour shortage, which without contractive measures imposed by the political 

system will become unsustainable and as Adams et al. (2006) pointed out, in the 

absence of major change, the situation “will hit the wall” (p. 3) with regard to cost and 

quality. Thus, the OECD / WHO's (2011, p. 14) recommendation about “(…) getting 

more out of Switzerland’s existing healthcare workforce” should be taken seriously. 

More than one-third of the expenditure is provided by hospitals and thereof one-third by 

FM departments.   

Measures such as the implementation of DRG reimbursement schemes are far too weak 

to reform Swiss hospitals. Therefore Olmsted Teisberg asserted (2007) that “the only 

way to drive sustained improvements in healthcare is to reform the nature of health 

sector competition“(p. 14); hence only if the focus is on the value creation level will 

competition bring effectiveness and efficiency to hospitals. Furthermore Salgo (2006, p. 

27) asserted that a shift in attitude within the profession is seen when financial issues 

become one of the major concerns of hospitals. A restriction to those statements is 

imposed by the public sector as it is often subject to political decisions and 

organisational and individual managerial whims (Herrmann et al., 2008).  

In terms of meeting hospital challenges of economic survival issues, FM makes a key 

contribution to the efficiency and effectiveness of the core business; hence FM is far 

more than a cost-cutter because it supports hospitals' image substantially. Every reform 

and every change in a hospital context affects FM, and at the same time FM could make 

a positive contribution in terms of creating value to the hospital as a whole. Effectives 

and efficiency are the underlying theory of FM as the non-core activities performers 

demonstrate. The existing and expected financial pressure also exerts demands from the 

FM departments new concepts such as e.g. outsourcing, but such pressure must account 

for the fact that the public sector is often subject to political decisions and 
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organisational and individual managerial whims, so the freedom of action is not always 

possible. The lack of understanding and/or the misunderstanding of the potential and the 

value of FM by senior management, the impact of rules and regulations set by the 

regulator as well as the “whimsical” notion of transparency concerning the financial 

impact of FM make the day-to-day business of FM managers complicated. FM needs to 

be seen – by senior management as well as official Heads – as an integral part of a 

hospital’s strategic plan.  

Therefore, the question which must be asked is whether FM in hospitals is an 

unrecognised and under-appreciated panacea or a misjudged one. FM’s characteristics 

which emerge from the literature are (see Figure 10): cost-cutter (Thomzik et al., 2010), 

outsourced services (Dettwiler, 2006), non-core activity performer (Glouberman & 

Mintzberg, 2001, p. 67), image sponsor (Lennerts et al., 2004a), enabler (Price, 2004, p. 

357) and slave (Finch, 2010, p. 138). Although some statements could be interpreted as 

ambiguous, their diversity demonstrates FM’s great potential in terms of willingness to 

lead, waste reduction, competing, easing of labour shortages, professional expertise, 

routine operational and long-term strategic support but also “below average social 

status” (Coenen et al., 2010, p. 265). 
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Figure 10 External and internal drivers of FM in hospitals 

On the basis of those findings and statements and on the basis of the author's personal 

involvement in FM in healthcare, the following overview was drawn (Figure 11) to 

demonstrate the people involved. 

Enabler

(efficiency)

Image Sponsor

(outsourcing quality)

Cost-Cutter

(outsourcing price)

Non-core Activities Performer

(Slave, effectivness)

FM in Hospitals

Head FM Officials Service 
Providers

User

Core and 

non-core

Core

Core and 

none-core

Non-core

  

Figure 11 Involvement on hospital FM performances   

Those characteristics and influences are reflected in the RQs (see 2.7). 
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2.7 Research Questions 

The dissertation’s aim is to outline the value and potential of hospitals’ FM and to 

describe FM’s constraints. To work out statements and draw conclusions (see Chapter 

5) RQs had to be devised first.  

The purpose of the research was to investigate existing practices of hospitals’ facility 

managers in terms of the above-mentioned findings and statements (see Figures 10 and 

11) with the objective of demonstrating FM’s value and potential. This aim derived 

from the expressed lack of appreciation of FM by the profession and their leaders; hence 

the people involved, apart from facility managers themselves, influence FM’s 

performances. It was assumed that cantonal authorities, represented by their head 

officials, have an impact on hospitals’ FM performances, because the cantonal 

authorities turned out to be hospital regulators. Another impact was expected from 

third-party contractors as cost-cutters.   

As regards the cantonal head officials the aim was to investigate their attitude towards 

FM, on the one hand as a value-adding task and on the other as cost-cutter as well as to 

become familiar with the constraints FM faces because of cantonal rules and 

regulations. Furthermore, the attitude and expectations of external service providers 

regarding hospital services as well as trends owed to the SwissDRG implementation in 

terms of their own business and business portfolio were of importance.  

The frame of reference gives reason to assume that people's existing practices, in terms 

of their knowledge of non-core activities, perceptions of how and whether facilities 

contribute value to core business objectives, the influence of constraints given by the 

authorise and the attitudes towards outsourcing, are not understood equally.  

Furthermore, knowledge about the attitude of the government decision-makers, the so-

called head officials, towards FM and the attitude and expectations of external service 

providers regarding the SwissDRG implementation could be helpful in solving existing 

problems and challenges. Hence, the results should suggest approaches to solving the 

problem defined in Chapter 2, or at least help to explain the power and potential of FM. 

Therefore the enquiries in the research design were termed: “outsourcing habits and 

trends, “rules and regulations”; “outsourcing service providers”, and “value of FM” (see 

Figure 13).  
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2.7.1 The First Research Question (RQ1) 

To become an accepted partner with hospital managements and to avoid having a 

simple cost-cutter image, FM needs to demonstrate its value and potential to its 

stakeholders; so far it is assumed that only facility managers are aware of FM’s 

strengths. According to the literature and discussions in the workshops, room for 

improvement within hospital’s business organisations and units is vital in terms of 

defining potential savings and enhancing hospitals’ image made possible by the FM 

department. The frame gives reason to assume that hospitals’ FM needs to demonstrate 

its value in terms of quality and cost as well as in terms of supporting the core business 

in an impressive way. It is argued that an accumulation of skills and knowledge in 

various fields takes place as hospitals have to compete while cost pressures are 

increasing.  

The following RQs focus on facility managers’ perception.  

RQ 1:    How do hospitals handle their FM? 

 

Here the question arises if facility managers are aware of FM’s value and potential, 

which should support the core-business activities. Certainly, not all hospitals will 

behave identically because of their focus, their performance mandate, their philosophy 

and the size and legal structure of their business. FM is the first area of business where 

cost savings are sought; hence the term value is usually translated into cost, so best 

value equates to cheapest cost. Facility managers are convinced that decreasing costs 

alone will not lead to the leverage effect and to efficiency enhancement in a hospital’s 

core business, so is the possibility of creating added value to the core and non-core 

business an option to demonstrate FM's power?  Is FM seen as a cost instead of a value 

driver for the entire institution even though neither value nor added value is reckonable? 

Does FM have a high potential and does such a potential support any achievements of 

hospital’s strategy?   

How important is the role of FM within the hospitals from facility managers' and head 

officials’ point of view?  
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RQ 1a: How important is the role of FM as seen by hospitals? 

 

To date FM has played a responsive instead of a proactive role.  To become a leading 

actor within the organisation FM’s potential has to be recognised, hence FM has to take 

a proactive role. How is this viewed by the heads of a hospital’s FM department and its 

regulator? Within a company a proper measurement of FM’s value is difficult. 

Nevertheless it is worthwhile, as process mastering is an essential precondition. The 

indistinct boundary between the commodity overhead (BIFM, 2009) and the added 

value of the whole FM demands the production of evidence. The significance of FM can 

be judged in terms of its contribution to an organisation’s performance. 

How does the expected change in terms of effectiveness and efficiency under DRG look 

from hospital FM departments' and head officials' point of view?  

RQ 1b: How will the SwissDRG measurement schema change effectiveness and 

efficiency in the field of FM? 

 

The flat rates include compensation for all core and non-core activities, and the total 

cost of infrastructures has to be covered as well. With the implementation of SwissDRG 

it is expected that the pressure on FM’s cost-cutting role will increase, but what do the 

allocations look like? For arguing and promoting effectiveness in to do the right things 

knowledge of core business strategy as well as knowledge about the operation should be 

available. But to promote and support the efficiency in to do the things right 

benchmarking data are needed. The question arises whether FM can support the 

company strategy and whether its performance and services can be made measurable 

through controlling activities. To do so and to come up with key performance indicators 

how should the data be prepared?  
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RQ 1c: What does a close linkage of FM look like in terms of outsourcing? 

 

German and UK experts suggest that, simultaneously with the DRG implementation, the 

outsourcing rate rises and with it some problems. What is today’s state of the art in 

terms of outsourcing performance? Do hospitals outsource to win or to shrink? Is the 

reason for outsourcing in the non-core area because the hospitals want to grow in their 

core business or do heads of FM want to solve their staffing problems? What objectives 

does the hospital hope to accomplish through outsourcing? Is financial performance 

improvement the chief objective? What are the determining factors for or against 

outsourcing and who is authorised to decide? 

2.7.2 The Second Research Question (RQ2) 

Healthcare in Switzerland takes place in 26 cantons. At an institutional level the cantons 

and municipalities are almost exclusively responsible for health and welfare in terms of 

supply, management and financing their institutions.  The rules and regulations of 

SwissDRG indicate that hospitals will become like a company that has to act 

operationally. Critics may say that with this move the conversion conditions for 

hospitals’ entrepreneurial freedom are a given, but whether  cantons are willing to allow 

this, as they are sovereign in all matters, remains to be seen. Therefore RQ 2 focuses on 

the pros and cons of an FM organisation, and the role of cantonal ministries represented 

by head officials, the executives of the political will. As already discusses to become an 

accepted partner with hospital managements and to avoid having a simple cost-cutter 

image, FM needs to demonstrate its value and potential to its stakeholders; so far it is 

assumed that only facility managers are aware of FM’s strengths. Here the question 

arises if such an endeavour, the demonstration of FM’s value and potential, would be 

supported by head officials as hospital regulators. But first regulators' perception of 

hospitals’ FM should be known, hence RQ 2 concerns head officials’ views. 

 

 

 

 

 



Literature Review   FM in Swiss Hospitals 

Susanne Hofer                        June  2013    84 

RQ2: Are there any barriers to the FM department's not acting economically and 

enhancing hospitals' efficiency?  

 

The change in paradigm from whatever they priced to economic principles or from the 

old to the new remuneration system is considered as a major challenge and affects 

different players at different levels. Are there obstructions such as rules and regulations 

which influence hospitals' efficiency and prevent hospitals’ FM of acting economically? 

RQ2a: What external barriers do hospitals encounter in achieving their objectives?  

 

FM enables the organisation to be efficient and effective regarding space and 

infrastructure as well as people and organisation. But are there barriers which affect 

FMs economic efficiency? To establish internal processes that meet hospitals’ 

objectives of becoming more efficient and effective they need some entrepreneurial 

freedom. What does it look like and is there a political regulatory framework for how 

public hospitals should act? Are there any conditions to be considered and are hospitals 

acting contrary to economic objectives? 

According to UK and German studies, given the shortage of resources, outsourcing and 

downsizing are frequently applied instruments with a link to FM. The trend within 

healthcare institutions is towards cost-cutting and therefore outsourcing could become a 

major issue even though hospital services determine hospital image. The question is 

whether service providers are able to provide the whole or part of FM services and 

whether they offer the required quality.  

RQ2b: What contribution is made by external service providers? 

 

How do service providers prepare for the implementation of the SwissDRG? How are 

service providers going to meet hospital expectations in terms of professionalism and 

quality? If patients and employees experience the outsourcer negatively, they will blame 

the hospital and not the contractor. In times of increasing importance of patient 

satisfaction a negative impact is to be avoided and therefore contractors have to deal 

with patients in ways congruent with hospital values and policies. If there is non-

performance of a contract, legal liabilities and higher risks could cause serious damage 

to a hospital. What are the expected impacts of the implementation of the SwissDRG on 

service providers’ business volume? Are there any risks to hospitals and to external 
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service providers?  Could the answer to why the rate of outsourcing, in general and in 

hospitals, is significantly higher in other developed countries than in Switzerland be 

down to service providers? Integral service providers already account for 10 per cent of 

the external service providers' market in Germany: would there be a market in 

Switzerland for a similar concept?  

The frame of reference has resulted in RQs and related factors investigated through 

appropriate methodology (see Table 2).  

Table 2 Overview of methods 

RQs  Method  Investigation Result 

0 

 

 

literature review 

 

 

About healthcare in general, economic 

drivers, hospitals, FM in general and FM in 

healthcare with notions of value and added 

value. Public sector management, organi-

sational efficiency and effectiveness, 

theories of outsourcing in hospitals in 

conjunction with DRG implementation.  

conceptual, 

descriptive 

 

 

1 / a/b /c 

 

 

mixed model 

research; quali-

tative web-based 

questionnaires  

 

About 160 hospitals (in German-speaking 

Switzerland) were asked about their ex- 

pectations in terms of FM’s value behaviour 

and attitude to outsourcing activities (two 

independent surveys  

explorative 

 

 

2 / 2a 

 

 

mixed model 

research; quali-

tative web-based 

questionnaires  

 

Eleven out of 19 head of government 

decision-makers were interviewed about 

restrictions which concern hospitals' FM 

strategies and activities 

explorative 

 

 

2c 

 

mixed model 

research 

  

Seven expert interviews with external 

service providers who were questioned as to 

their contribution and future plans 

concerning healthcare  

explorative 

interpret-

ative 

  

After discussion of the literature and definition of the RQs, information about the 

methodology and the methods are required.   
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3 Methodology and Methods 

Methodology and methods in business and management research tend to differ from 

natural and social research. The term methodology explains by means of the underlying 

theory how to undertake research, whereas methods refer to techniques and procedures 

(Saunders et al., 2007, p. 3). The methodological part of the dissertation discusses the 

broader and philosophical perspectives whereas methods define and describe the way of 

how to gather data on business and management issues (see also Appendix B 1). The 

research tools used are questionnaires, written questions and qualitative interviews 

(Saunders et al., 2007, p. 3). With respect to methodology, the author had to clarify the 

starting-point of her research and the theoretical frame (see 3.1-3.4). Methods are 

discussed in the following subchapters (3.5.-3.6).  

3.1 Contested Business and Management Research 

Business research started at the end of the twentieth century, as “large consulting firms 

began to develop their own models and theories to meet their clients’ needs” (Enz, 

2010, p. 7). Research for business is undertaken with the aim of getting more and 

relevant information and thereby gaining deep knowledge about the interested subjects 

by using specific methods (Ghauri & Gronhaug, 2010, p. 9; Saunders et al.,  2007, p. 5).  

Subjects under investigation are organisations, markets, the economy or other areas of 

interest such as “health-care-related areas, local government and non-government 

organisations as well as community organisations” (Robson, 2011, p. 3). The aim is 

“searching for the truth about business (….), in defining business opportunities and 

problems, in generating and evaluating alternative courses of action and monitoring 

employees and organizational performance” (Zikmund et al., 2010, p. 5).  

According to Robson (2011) universities usually take the “basic research, fundamental 

or pure research” (p. 3) approach to understand the process of business and management 

and their outcomes – but basic researchers rarely pay attention to the practical 

applications. In contrast, the applied research or real-world research (Robson, 2011, p. 

3) has a practical application and is relevant to managers. Real-world research is 

characterised as “typically small in scale and modest in scope” (p. 3) and advises 

actions that are practical, local and grounded (Robson, 2011, p. 4) – in fact, the 

underlying principle of this research. 
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As discussed business and management research is not always considered equivalent to 

other scientific fields, therefore some authors are of the opinion that such research does 

not lend itself to publication in academic journals. In contrast some authors are of the 

opinion that rigour research or the scientific approach lend itself to publication because 

there is no lack of theoretical contributions, hence it may not lead to rejection (Myers, 

2009, p. 13; Zikmund et al., 2010). Scientific rules and regulations are predetermined 

and habits of trainers are often adopted by junior researchers “without dwelling on more 

fundamental issues” (Easterby-Smith et al., 2012, p. 17). Several authors convey the 

impression that an attitude of the “rubber-stamp” mentality lead to peer-reviewed 

publications (Easterby-Smith et al., 2012, p. 13; Zikmund et al., 2010; Myers, 2009). 

With the growing number of peer-reviewed journals and the growing demand for 

applied research projects the demand for articles from the field of management and 

business is also growing.   

Tranfield and Starkey (1998) criticised mind-sets that favour the traditional path within 

traditional research fields because it is too theoretical and the immediate relevance to 

business professionals, completion of the “virtuous circle of theory and practice” (p. 

352) and interaction between the worlds of theory and practice demonstrated in the 

relevant research is missing.  

Business and management research needs trans-disciplinarity, however, in relation to 

practice and its practical consequences (Easterby-Smith et al., 2012). From the point of 

view of natural scientists, this need might be an argument contra to business and 

management research. Discussions, critiques and arguments are the keys to the progress 

of philosophy, but in natural and social science such statements are often ignored or 

denied (Easterby-Smith et al., 2012, p. 17). In this case, both sides of the argument, the 

practitioner’s and the researcher’s, have to be discussed as consequences of a 

heterogeneous design drawn from different research traditions. 
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3.1.1 Idiosyncrasy in Business and Management Research 

According to Saunders et al. (2007), the research philosophy a researcher adopts 

contains important assumptions about the way in which the researcher views the world. 

This is strongly linked to the debate between researchers from different disciplines - 

different disciplines base FM on a broader foundation - and how they understand the 

relationship between theory and data. What comes first; the theory on which the data are 

based? Or are the theories only based on data? This issue is probably that most hotly 

debated by researchers; therefore, as a first step, the author explores these debates 

further to position herself within it.   
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3.2 Key Philosophical Assumptions 

Assumptions and arguments in philosophical debates have to be looked at in the light of 

the different scientific backgrounds. Natural and social scientists approach and 

understand the world differently. According to Saunders et al. (2009, p. 112) the 

“resources” researcher is like a natural scientist and their findings should be far less 

open to bias and therefore more objective; the “feeling” researcher, who is concerned 

about and interested in the feelings and attitudes of people, may be considered as part of 

the data collection process. As a consequence – or as a starting-point – outline 

epistemology (positivism, realism, interpretivism and social constructionism) and 

ontology (objectivism and subjectivism) are different reference schemes. Ontology 

helps to explain how researchers make assumptions about the world and the way the 

world operates (Saunders et al., 2007, p. 108). Ontological philosophies are concerned 

with the nature of the social phenomenon of an entity (Saunders et al., 2009, p. 128) and 

distinguish between objectivism and subjectivism; put simply, epistemology is about 

how we come to know the world and ontology is about how we think the world is 

(Easterby-Smith et al., 2012; Saunders et al., 2009). The various epistemological 

traditions, that are outlined in detail in the Appendix (see Appendix B 1) contrast how 

the research will be conducted.  

3.2.1 Paradigm - General  

The relatively young concept of paradigm, introduced by Thomas Kuhn in the 1960s, is 

now widely used, not only in the social sciences but also in business research (Easterby-

Smith et al., 2012, p. 22). Eriksson and Kovalainen (2008), however, speak of a “world 

view or a belief system that guides researchers in their work” (p. 16).  Commonly, 

paradigms describe the progress of scientific findings in practice, instead of a theoretical 

reconstruction based on books and academic journals. Easterby-Smith et al. (2012, p. 

23) are convinced that in some cases the results of independent and creative thinking are 

far-reaching in providing new theories that can change people’s way of seeing the 

world.   

An overview of the different paradigms such as positivism, realism, interpretivism and 

social constructivism in social theory, highlighting their peculiarities, was outlined as 

well as specific FM-related issues were discussed and are also illustrated in the 

following subchapters as well as in the Appendix (see Appendix B 1).  
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3.2.1.1 Paradigm - Within the Research Project  

Most of the available peer-reviewed publications from the field of FM cover specific 

topics that are FM-related, such as supply chain, technical maintenance, catering, 

service issues and IT support, but seldom topics that discuss the integrated approach FM 

stands for. Some authors have attempted to classify FM performances and others have 

looked at FM’s value and its potential to add value. Existing papers were written from 

dissimilar points of view, without consideration of the cultural differences. The 

paradigms stretch from purely quantitative to qualitative methods but the different 

philosophies are also included. So the terms resource researcher for people with the 

focus on fact and product and feeling researcher for people with the focus on people in 

action characterise the differences quite well (Saunders et al., 2007, p. 103). As 

qualitative modelling, conducted by feeling researchers, is often accused of lacking 

comparability, but Ticehurst and Veal's (2000) statement that “best” approaches to 

researchers “are often aligned with different philosophical positions or paradigms” (p. 

18), hence such lack of comparability is unfounded.   Even though several FM-related 

articles identify such as lack of comparability, purely quantitative research papers on the 

subject of FM in healthcare are not widely available. 

As “best” approaches to research are associated with different paradigms, the main 

focus of the dissertation is the ability to understand the difference “between humans in 

the role as social actors” (Saunders et al., 2007, p. 106), so that “it makes sense” 

(Saunders et al., 2007, p. 113).  

The interpretivism paradigm constitutes research among people, instead of products or 

objects, and fits most. Within the interpretivism paradigm researcher’s way of thinking 

is as if managers want to act in a way of changing and solving their own business 

problems – in “understand the world from the manager’s point of view” (Saunders et al., 

2007, p.107) – a situation familiar to the author.  

According to Saunders et al. (2007, p. 105), realism supports the development of 

knowledge by collecting data and emphasising it, and the findings are independent of 

the human mind. The critical realist tends towards multilevel studies, as suggested in the 

present research's strategy and design (see 3.4 and 3.5). In this constantly changing 

world, the multilevel study approach brings “a greater variety of structures, procedures 

and processes and the capacity that these structures, procedures and processes have to 

interact with one another” (Saunders et al., 2007, p. 105).   
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Focus on positivism principles means a reference to statistical data with “law-like 

generalisation” (Remenyi, Williams, Money, & Schwartz, 1998, p. 32) is required. The 

FSO generates data on healthcare from which no relevant information covering FM 

activities, hence statistical data concerning FM are rarely available. If a research 

strategy for collecting data has to be generated, the use of an existing theory on 

developing hypotheses is common (Saunders et al., 2007, p. 103). The quantitative 

research paradigm is similar to positivism and usually research is conducted by the 

deductive approach. A criticism of positivism in terms of FM, and FM services, is that 

FM businesses and FM services have to be adjusted continually because of on-going 

changes in beliefs, guidelines and regulations. Therefore a reproduction of the research 

is worthless for business and researchers, as the outcomes of investigations do not 

represent today’s reality because when the statistical data become available through 

governmental agencies the data refer to recent years. Hospitals themselves have 

insufficient data of appropriate quality to apply a reliable actuarial method, because 

there are 26 cantonal accounting systems. In the light of any figures that hospitals might 

submit, reliable evaluations of benchmarking or statistical analysis would fail. Hence, 

positivism as a paradigm had to be excluded.   

Discussions, arguments and conversations are the most important factors of ambiguous 

and complex management issues in terms of making sense of the situation (Easterby-

Smith et al., 2012, p. 4). Furthermore in this situation the social scientist focuses on “the 

respective merits of two contrasting views” (Easterby-Smith et al., 2012, p. 21), namely 

positivism and social constructivism, which can also be conducted qualitatively. Some 

people give low credibility to qualitative studies owing to its untidiness (Easterby-Smith 

et al., 2012, p. 28) as qualitative studies are difficult to prove in terms of advancement; 

some people give low credibility to them because of the subjective opinions elicited by 

qualitative studies. The strength of the social constructionist paradigm is the ability to 

understand people’s meanings, to adjust the meanings to new issues and ideas and then 

contribute to new theories (Easterby-Smith et al., 2012, p. 28) – just what the author 

wanted to achieve with her research.  

Saunders et al. (2007, p. 117) linked research philosophies or paradigms to research 

approaches such as deduction and induction. Deduction tends more towards positivism 

and induction to interpretivism. In the following this distinction is briefly discussed and 

assumptions about the research and consequences for the research process are made.  
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3.2.2 Research Approaches 

There is no a firm demarcation between deductive and inductive approaches and they 

might even be combined in the same research project.  

3.2.2.1 Deduction - Testing Theory 

In the scientific research area, deduction is the development of a theory that has to pass 

a rough test. Deduction leans towards positivism and explains causal relationships 

between variables (Saunders et al., 2007, p. 117). Robson (2011) explained the 

deductive approach as “moving from theory to observations” (p. 37). The truth or final 

conclusions are deduced from a logical process of deductive reasoning (Ghauri & 

Gronhaug, 2010, p.16). Reaching that truth requires five steps: “Deduction of a 

hypothesis from the theory, expressing the hypothesis in operational terms, testing the 

operational hypothesis, examining the specific outcome of the inquiry and modifying 

the theory if necessary” (Robson as cited in Saunders et al., 2007, p. 117).  

As affirmed by Saunders et al. (2007, p. 118) the deductive approach needs the 

researcher to be independent. Furthermore, the way in which questions are expressed 

contains elements of subjectivity. Apart from that, the concepts need to be 

operationalised in a way that enables facts to be measured quantitatively. In order to be 

able to generalise statistically about regularities it is necessary to select samples of 

sufficient numerical size (Saunders et al., 2007. p. 118). The drawback of a deduction 

approach in the field of FM is that researchers tend to construct a severe methodology, 

so that alternative or supplementary explanations are excluded from consideration.  

3.2.2.2 Induction - Building Theory 

Inductive reasoning is the basis on which to build theory, whereas results derive from a 

systematic process of observation or particular facts (Ghauri & Gronhaug, 2010, p. 16). 

Robson (2011) explained it as “moving from observation to theory” (p. 37). Social 

scientists are sceptical of deduction (Saunders et al., 2007, p. 118) as the approach to 

developing an understanding, especially as the cause-effect link includes the way in 

which people interpret their social environment. Saunders et al. (2007, p. 119) are of the 

opinion that researchers with an inductive approach are more concerned with the 

context and their work needs a smaller sample of objects for investigation (Saunders et 

al., 2007, p. 121); this leads to the misconception that the inductive approach requires a  
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shorter period of research time than the deductive approach (Saunders et al., 2007, p. 

117). Because little knowledge about this research subject is available and because there 

are few data, the inductive approach was most appropriate for this project. 

3.2.2.3 Conclusion to the Research Approaches 

At the start of a research project it is often assumed that the theory must be defined 

before data gathering and analysis. Usually such a procedure, defining the theory first, 

leads to the deductive approach with the development of hypotheses at the beginning of 

the research. The time available is therefore an important issue, some researchers 

wrongly assume that deductive research can only be completed in a longer period of 

time. Deduction is considered as a lower-risk strategy, albeit the risk of the non-return 

of questionnaires is not to be underestimated.  

The inductive approach requires that data gathering and analysis are carried out prior to 

the theory-building (Saunders et al., 2007, p. 117). Even though Ghauri and Gronhaug 

(2010) are of the opinion that researchers do not understand something they have “been 

exposed to previously” (p.17) - which usually takes place in qualitative research - the 

author’s key purpose is to come up with an adequate explanation, hence to construct a 

theory, just as described by Ghauri and Gronhaug, (2010, p.17).   

There is no firm division between the two approaches; and they might even be 

combined in the same research project, as is the case here. The research field is 

relatively young and little literature is available on which theories can be developed; so 

most of the work has to be done inductively. The available research articles in the field 

of FM in healthcarealso show that papers rarely stress a single theory or paradigm. 

Saunders et al.'s (2007, p. 121) statement that the deductive approach is predominant in 

the business world and managers have much more confidence in the outcomes 

originating from it should be borne in  mind, albeit Ticehurst and Veal (2000) state that 

the best approaches to research “are often aligned with different philosophical positions 

or paradigms” (p. 18). 
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3.3 Trustworthiness in Research 

Trustworthiness in terms of proving and supporting results and arguments is the aim of 

any research. Trustworthiness is the prerequisite for successful research findings, and 

real-world research (Robson, 2011, p. 3) needs to be trans-disciplinary in terms of 

practice and practical consequences (Easterby-Smith et al., 2002). In these qualitative 

inquiries the author was the instrument through which the data were collected and, by 

necessity, she both facilitated and analysed the research procedure.  Thus, relevant steps 

have been taken to address the issues of researcher role and prevention of researcher 

influence – starting with some personal and then theoretical insights, followed by steps 

to ascertain that the outcomes of the surveys were “worth paying attention to” ( incoln 

& Guba, 1985, p. 290).  

Years before the topic of FM in healthcare became a major research issue discussions 

between representatives of hospitals as opinion leaders and the researcher were held.  

Within a governmental funded research project not only are hospitals participants but 

other business partners, such as consultancies, also take part, as defined in the federal 

conditions.  Business partners require concrete results for presentation to their superiors 

and subordinates. As people’s different expectations always have the potential for 

conflicts, conflicts were expected with the consultant companies, as they wanted to use 

the outcome immediately for their business. Some of the partners wanted justification of 

a decision taken some months before, whereas others showed a tendency to disregard 

other outcomes from the research findings. The disagreements of the outcomes most 

often came along with people’s fear of discussions with their supervisors or the board of 

directors. In any cases the challenge was to avoid a pseudo-research approach while 

keeping the research partners on track (Zikmund et al., 2010). To avoid pseudo research 

without running the risk of disappointing the partners (Zikmund et al., 2010) the author 

applied successfully for government funding instead of financial support from the 

project partners. Therefore the work was not financially dependent on the research 

partners, although the results were in great demand. 

According to Robson (2011, p. 93), validity, reliability and generalisation are the central 

elements which generate value, trustworthiness and credibility in research, because 

“reducing the possibility of getting the answer wrong means that attention has to be paid 

to two particular points on research design: reliability and validity” (Saunders et al., 

2007, p. 149). In the constructivist’s view, reliability is related to the trustworthiness of 
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the techniques or procedures through which the findings are traced (Easterby-Smith et 

al., 2012, p. 63), and validity is when the study “gains access to the experiences of those 

in the research settings” (Easterby-Smith et al., 2012, p. 63).  

3.3.1 Validity - the Causal Relationship   

Special attention should be paid to validity as a central element of successful research. 

Robson (2011, p. 88) and Saunders et al. (2007, p. 150) listed several characteristics that 

might influence the internal validity of research findings: e.g. history, testing, 

instrumentation and maturation. These were:  

 the discussion about the forthcoming SwissDRG implementation and its 

outcome and consequences by professionals was on-going at the time of the 

research and data collection. Therefore, the history (Saunders et al., 2007, p. 

150) enabled and influenced the outcome. 

 if the results of a survey can disadvantage the respondents or if testing a 

situation points to negative results, then it is likely to affect the overall results. 

Hence, the people involved in the pre-testing phase were not involved in the data 

collection.  

 to find out whether hospital respondents were able to answer honestly, without 

being influenced by bosses, the author asked for individual feedback during 

workshops. With regard to the survey with the head officials and service 

provider interviews, there was no opportunity to repeat a question. 

 as the population (N) of hospital FM managers is defined according to Robson's 

(2011) theory, a selection of sample of about 160 managers and all (N) 19 head 

officials from German-speaking Switzerland were surveyed, and no sample size 

had to be defined. Hence the problem of drop-outs did not occur.   

 identifying ambiguity is crucial, as it is not clearly defined at what stage 

cantonal decisions cause negative or positive effects on FM performances.   

Internal validity refers to the causal relationship between two variables which has to be 

properly demonstrated. Reliability means the repeatability of significant results, so the 

data collection and achieving the required response rate depend to a large extent on the 

design of questions and the structure of the questionnaire, as well as on the field of 

research or institutions.  
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3.3.2 Reliability - the Indispensable Basis  

The second indispensable component in research is reliability. According to Ghauri and 

Gronhaug (2010, p. 83) the rigour of the pre-testing phase and adjustments is of prime 

importance (see also 3.5.6) According to Easterby-Smith et al. (2012, p. 48), to achieve 

reliability three questions must be considered – or rather their answers – concerning 

yield, replication and transparency.  

 years later, the research will not yield the same results owing to the timeline 

of the SwissDRG implementation and a situation that is subject to change 

over time.  

 even if other researchers replicated the work, different observations would 

result owing to the on-going change in the organisations and in the 

regulation framework. They would be unlikely to replicate the results. 

Correspondingly, an international comparison would not lead to similar 

results  as the determining factors are different.  

 special attention needs to be paid to the transparency of the raw data as they 

are accessible and available.  

Marshall and Rossman (as cited in Saunders et al., 2007, p. 320) suggest that 

researchers using a qualitative, non-standardised approach need to make their approach 

clear; the methodology should not lead to a lack of rigour in relation to the research 

process. Unreliability can be caused by participant errors, participant bias, observer 

errors and observer bias (Robson, 2011, p. 86). These drawbacks were addressed by 

sending out the personally addressed questionnaires in the middle of the week, the 

storage of the anonymous raw data on a protected IT platform and holding interviews 

with members of the management team. For the “written questioning” ( see 3.5.2.1) as 

well as for the interviews the same terminologies were used and the data analysis was 

either conducted electronically or followed Mayring’s theory, to provide the best 

credibility, reliability and validity to the research outcome.  
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3.3.3 Generalisation 
As already discussed, the aim of this research is not constrained by applicability even 

though researchers claim that the results should be generalisable in order to demonstrate 

their trustworthiness. Generalisation is linked to external validity (Ghauri & Gronhaug, 

2010, p. 63; Saunders et al., 2007, p. 151) only if   

 the findings can be generalised  

or  

 the results obtained within the research process are true  

The concern about the generalisation of findings from qualitative research, based on the 

use of a small and unrepresentative number of cases remains, as the findings may not be 

applicable to other research settings. According to Saunders et al. (2007, p. 151) not all 

results, conclusions or theories can be generalised. Nonetheless, the author’s objective 

was to achieve results within a true research process. 
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3.4 Research Strategy 

The methodology defines how to undertake research, and strongly influences the data 

collection and analysis. Both have to be conducted systematically, as research is based 

on logical relationships and not just beliefs (Saunders et al., 2007, p. 5). “Facts do not 

simply lie around waiting to be picked up, facts must be carved out of the continuous 

web of on-going reality” (Rose & Peterson as cited in Ghauri & Gronhaug, 2010, p. 3). 

The design of the research field FM in healthcare was manifold. On the one hand, the 

permanent involvement of hospital FM managers and other healthcare-related 

institutions such as consultancies keeps them informed and offers them opportunities to 

discuss the research outcomes and other FM-related issues. On the other hand, the 

research results and insights support the decision-making process by providing 

arguments and a plan of action as well as practice and relevant applications. Such 

outcomes contribute to solving problems; at their best they prevent the researcher 

coming under pressure to serve up a “quick-and-dirty study”.   

The choice of the research strategy is considered as most important for a successful 

project and is guided by the RQs and objectives and existing knowledge (Saunders et 

al., 2007, p. 135). According to Saunders et al. (2007) single strategy allocation is rare 

and there is no inherently superior or inferior research strategy; hence the main strategic 

direction within this project was action research, as it covers the research field best at 

present.   

3.4.1 Action Research 

Action research is defined by Saunders et al. (2009) as “a research strategy that 

concerns the management of a change and is involving practitioners and researchers” (p. 

587), and “results from an involvement with members of an organization over a matter 

which is of genuine concern to them” (Eden & Huxham, 1996, p. 75). The author’s 

focus was on applied research, and hence on the problem-solving approach (Pease, 

2009, p. 25).  

Increasingly entities exist in an interdependent world and rely on it as “a means of 

coming to grips with their constantly changing and turbulent environments” (O’Brien, 

2001, p. 3) or on the so-called learning organisation (Pease, 2009, p. 23). Participatory 

research, collaborative inquiry, emancipatory research, action learning and contextual 

action research are used synonymously, even though “all are variations on a theme” 
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(O’Brien, 2002, p. 4). Only action research is “learning by doing” – identifying a 

problem, taking action to solve it and evaluating the success – even in the event of 

necessity repeating it (O’Brien, 2001, p. 4). The cyclical process has four stages: 

planning, taking action and evaluating it, additional planning on a higher level, cyclical 

process restarting (Coghlan & Brannick, 2010; Pease, 2009, p. 25). Another key aspect 

of action research is the characteristics that “differentiate it from common problem-

solving activities that we all engage in every day” (O’Brien, 2001, p. 4). If RQs emerge 

during the research process, this process is named “progressive illumination” (McNiff 

& Whitehead, 2000, p. 135). In this case the RQs were stated beforehand, even though 

some changes during the process became necessary.  

Coghlan and Brannick (2010) described action research as being “research in action 

rather than research about action” (p. 5). It is particularly useful for “how” questions as 

well, as “the implications are beyond that immediate project” (Saunders et al., 2009, p. 

147). The promotion of change within the organisation was a focus of the present 

research. Partnership between practitioners and researchers is a prerequisite 

characteristic, as practitioners and internal or external consultants collaborate with 

researchers on equal terms (Saunders et al., 2009, p. 147). Eden and Huxham (1996) 

described research findings as results from “involvement with members of an 

organisation over a matter which is of genuine concern to them” (p. 75). According to 

this statement, the researcher is part of the organisation, in contrast to other research 

strategies where employees or objects are part of the study (Coghlan & Brannick, 2010). 

The best-known characteristic of action research may be the action spiral. Some authors 

only refer to the spiral as action research. The spiral process allows change and 

improvement while researchers gather understanding and knowledge. As practitioners 

are involved in the whole process, the understanding and the knowledge gained are 

widely shared. Furthermore, those practitioners involved in the research projects 

commit to the change within their own organisation (Dick, 2002). Such situations 

support projects’ aim enormously as involved people may share their experience with 

their peers on site. The starting-point of the action spiral is a “specific context with a 

clear purpose” (Saunders et al., 2009, p. 147), in this case FM in hospitals. Diagnosing, 

planning, taking action and evaluating constitute a whole cycle of the spiral, and 

diagnosis is also called “fact finding and analysis” (Saunders et al., 2009, p. 147), which 

is needed to plan actions and to decide on further actions. The findings “are then taken 

to evaluate and subsequent cycles involve further diagnosis, taking into account 
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previous evaluations” (Saunders et al., 2009, p. 147), and follow the well-known action 

spiral. Action research should have effects beyond the specific project, which means the 

findings should be transferable to other contexts (Saunders et al., 2009, p. 147). 

According to Eden and Huxham (1996), the transferable outcomes are of concern for 

the development of theory, but nonetheless the transfer of knowledge gained from one 

context to another is of interest to consultants. The action research strategy has to 

combine data gathering and “facilitation of change” (Saunders et al., 2009, p. 148). 

Also, action research has to provide rigour and rigour depends on the involved parties 

providing more information than a single person in the situation. Then each cycle has to 

be reviewed and any errors corrected. If assumptions are underlying, the RQs are tested 

in action within each cycle (Dick, 2002).  

3.4.2 Types of Studies 

In the following, two types of studies, exploratory and descriptive, are outlined. Three 

principles govern exploratory studies: a search of the literature, interviewing experts and 

conducting focus group interviews. The aim of explanatory studies is to come up with 

explanations of the relationship between variables of situations or problems or the 

answers to why and how questions (Nardi, 2003, p. 9; Saunders et al., 2007, p. 133). A 

characteristic of exploratory studies is the possibility of coming to the conclusion that 

the research is not worth continuing (Saunders et al., 2007, p. 133). Moreover, the 

researcher has to be disposed “to change direction as a result of new data that appear 

and new insights that occur” (Adams & Schvaneveldt as cited in Saunders et al., 2007, 

p. 134). Because “the flexibility inherent in exploratory research does not mean absence 

of direction to the enquiry (….); the focus goes from initially broad and becomes 

progressively narrower as the research progresses” (p. 134). 

The researcher of this project started out by investigating FM departments in hospitals 

“on the job”, either as a consultant in the organisation itself or by gleaning information 

from FM representatives during workshops (see also Figure 12). The insights the author 

got, in the so-called exploratory stage, gave a reason to continue and to have a closer 

look at FM in healthcare activities as a whole. 

Descriptive studies should bring new insights (Saunders et al., 2009, p. 33) by 

portraying “an accurate profile of persons, events or situations” (Robson, 2002, p. 59)  

and descriptive studies are required at the beginning of one’s research activities to 

gather information about a topic and its respondents (Nardi, 2003, p. 9).  FM is rather a 
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young discipline and therefore the descriptive path had to be followed within the 

hospital context at the beginning. Only then did the RQs emerge; and the “right” RQs 

were those that were “just right for investigation at this time, by this researcher and in 

this setting” (Clough & Nutbrown, 2002, p. 34).  

In a review, a single strategy could not get through the research process and could not 

help to gather the right information, hence in this dissertation a multi-strategy, as well 

as a mixed-method approach (see 3.4.4), was in use and most useful.  

3.4.3 Why Qualitative instead of Quantitative Research? 

 Over the last few decades the basic choice has been “qualitative or quantitative social 

research” (Robson, 2011, p. 18). Dey (1993) describes the difference between the 

approaches as the “difference between meaning and numbers” (p. 3); meanings are 

analysed through conceptualisations and numbers through statistics and mathematics. 

Quantitative and qualitative are oft-used terms in business management research, and 

both belong to data collection techniques and data analysis procedures (Saunders et al., 

2007, p. 145). The qualitative research is used when we don’t know what to expect or 

how to define the problem or how to develop an approach to the problem. It’s also used 

to go deeper into issues of interest and explore nuances related to the problem at hand. 

Qualitative research consider researcher’s background and experiences (Ghauri & 

Gronhaug, 2010, p. 105; Mayring, 2008, p. 19). Furthermore, qualitative methods are 

helpful in explaining the background of certain phenomena and their context; hence 

problems can be analysed in detail and in depth (Myers, 2009). 

Although qualitative research in business and management is able “to become both 

rigorous and relevant at the same time” (Myers, 2009, p. 14), some reviewers and critics 

have difficulties accepting the trustworthiness of qualitative research, even though 

frameworks safeguarding the rigour of research findings have existed for many years. 

Within the research design, the researcher’s philosophical assumptions, used to conduct 

a more positivist study, with testing of one or more hypotheses, or an interpretative 

study, with the exploration of the research topic (Myers, 2009), must be expressed. 

Qualitative methods are highly flexible because research structure and focus can be 

adapted continually, which allows for new discoveries. Therefore, qualitative 

approaches are well suited for explorative, hypothesis-/theory-generating studies, whose 

issues have not been investigated in depth yet or aim to find new insights and 

perspectives (Zikmund et al., 2010; Myers, 2009).  
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Qualitative methods are suited to studying behaviours as well as individual patterns of 

perceptions that discover ideas and see the general research aspects, dealing with what 

people say about specific topics, how they act or how they plan to act. The focus is on 

questions related to context, to background and to links with specific issues (Myers, 

2009). Another singularity of the present research is the small sample size: in the end, 

only seven interviews could be conducted and interpreted and only 11 head officials 

took part.    

3.4.3.1 Comparative Analysis - a way to bridge the gap between   

qualitative and quantitative analysis 

Rihoux and Grimm (2006) combined four different methodological issues; technical 

and methodological difficulties as well as quality of the research in terms of who to 

assess  the added value of the comparative methods and finally “to what extend can 

such comparative methods bridge the gap between qualitative and quantitative analysis” 

(p. 3). Furthermore Rihoux and Grimm (2006) linked these issues with concrete 

problems that are occurring in daily business life and named it “applied policy research” 

(p. 2). Ragin (2006) points out that  researchers’ focus has to lay on a single key aspect, 

“the fact that they are centred on the task of estimating the net effects of independent 

variables on outcomes”  and named it the net-effect thinking as this particularity “can 

underline their value to policy”(p.15). The characteristic of the net effect approach is 

seen in the assumption that each variable may have the power to produce or influence 

the level and or probability of the outcome, regardless of the other variables. The 

difference between net-effects thinking and a vague theory is seen that the former pays 

attention to causal relationships whereas the latter shows only general characterizations 

of the phenomena (Ragin, 2005). Hence the research results of the whole should be 

more than the sum of the individual results. Comparative analysis is - like statistical 

analysis - a strategic method for generating theory which can “be used for social units of 

any size” (Glaser & Stauss, 1969, p. 21), therefor the methodology grounded theory is 

one way to a comparative analysis.    

3.4.3.2 Grounded Theory – the zig-zag way to generate FM findings  
 

Grounded Theory (GT) is known as systematic methodology as it involves the 

discovery of theory through the analysis of data. According to Glaser and Strauss 

(1967) in the 1930s qualitative data were used in “a nonsystematic and nonrigorous 
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way” along with researchers “own logic and common sense” (p. 15). To become a 

recognised method GT started in being based on “the emerging systematic canons and 

rules of evidence of quantitative analysis on sampling, coding, reliability validity, 

indicators, frequency distributions, conceptual formalisation, hypothesis constructions, 

and parsimonious presentation of evidence” (Glaser & Strauss, 1969, p. 18). Today GT 

is widely applied in varied disciplines as empirical research although primarily 

belonging to the interpretative methods. Therefore it operates almost in reverse to 

traditional research by beginning with the data collection instead of hypothesis 

(Faggiolani, 2011). The main characteristic of grounded theory is the approach- 

jumping from the field to the drawing table and back in an ever changing process until 

the findings are “fine”. As a prerequisite researchers have to be open minded and patient 

as the data take them to the findings. Glaser and Strauss (1967) started with the four 

step method – codes, concepts, categories and theory – in collecting the data, the key 

points were then marked with a series of codes, which are extracted from the text. The 

codes are grouped into similar concepts in order to make them more workable. From 

these concepts, categories are formed, which are the basis for the creation of a theory 

(see 4.4.4). To create the theory comparative analysis intended to “encompass several 

different meanings” (Glaser & Strauss, 1969, p. 21) form the underlying strategy of the 

generation of theory from quantitative data. Due to such an interactive process an 

existing theory could be broaden as the researcher is forced to change the scope to be 

able to incorporate new information as semi-structured and in-depth interviews allow 

interviewees such as the service providers to explain and to build on their responses. 

Following the strategy of Glaser and Strauss (1967), the final theory will be developed 

from data collected. These data lead to the generation of predictions which could then 

be tested in further observations that may or may not confirm the predictions. As such, 

“grounded theory generates a high quality of research, revealing multi-layered 

interpretations” (…) hence “a rich and detailed understanding of systems and processes 

is made possible” (IWH, 2012, p. 2).  

Prior to the use of the described method, the researcher has to carefully select the people 

he or she wants to interview. According to Glaser and Strauss (1969, p. 49) the 

researcher can “chose any groups that will help generate (…) as many properties of the 

categories (…) that will help relate categories to each other and to their properties” (p. 

49).  In the case of service providers the group was defined within local service 

providers already active in the health care market and international FM providers active 



Methodology and Methods   FM in Swiss Hospitals 

Susanne Hofer                        June  2013    104 

in the health care market or at least with the potential to enter the Swiss market. 

Furthermore the interviewees had to be member of the board based in Switzerland as the 

interviewees had to know the Swiss market and the Swiss culture, hence the “adequate 

sample” (Glaser  & Strauss, 1969, p. 62) was defined by eight to 10 interview partners  

(see Appendix C 3; 3.5.1.2; 3.5.6).  

In knowing the limitation of the GT method especially in view to the other surveys 

Guba and Lincolns (1994) mixed-method approach seemed appropriate; especially as 

their method allowed the use of different paradigms. 

3.4.4 The Mixed-Method Approach 

Guba and Lincoln (1994) argue that questions about research methods are of secondary 

importance to questions about which paradigm is applicable to the research:  

Both quantitative and qualitative methods are to be used appropriately with any 

research paradigm. Questions of method are secondary to questions of a 

paradigm, which we define as the basic beliefs system or world view that guides 

the investigation, not only in choices of methods but in ontologically and 

epistemologically fundamental ways. (p.105)  

In defining the research method, the decision to use either a single data collection 

technique and corresponding mono-method analysis procedures or a multiple-methods 

data collection technique and corresponding analysis procedures should be decided in 

advance of the data-gathering process (Saunders et al., 2007, p. 145).  

According to the field and the RQs, a mixed-method approach, descriptive-

interpretative, which Robson (2011) also named “multi-strategy design” (p. 164), 

emerged as the most appropriate. Furthermore, the preferred descriptive-interpretative 

design does “not lead to changing the essence of the RQ” (Saunders et al., 2007, p. 

121). This approach allows quantitative and qualitative data collection techniques and 

analysis procedures to be either parallel or sequential “but does not combine them” 

(Saunders et al., 2007, p. 146). According to Creswell (2009, p. 17), the researcher with 

the mixed-methods approach tends towards a pragmatic knowledge claim and uses the 

mixed-methods strategy sequentially, concurrently and transformatively, and the design 

is a “pragmatic world-view collection of both quantitative and qualitative data 

sequentially” (Creswell, 2009, p. 18). 
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3.5 Research Design 

The research design outlines how a researcher will conduct the investigation and the 

instrument used to collect data and to analyse it (Creswell, 2009). Owing to the lack of 

data and empirical articles, an exploratory research to “get a rough sense of what is 

happening on a particular topic, (....) to assess the opportunity for undertaking a study” 

(Nardi, 2003, p. 9) took place prior to the creation of the effective research design (see 

also 3.4.2). The research problems were then identified and well understood; if 

problems are inadequately understood, they need further study in detail (Ghauri & 

Gronhaug, 2010, p. 56).  

3.5.1 Some Insights  

The research design is closely linked to the author’s previous work as well as the input 

by several stakeholders and information is provided below.    

3.5.1.1 Researcher’s Role  

As already stated in the introduction, the author gained experience in managing 

hospitals, with cantonal head officials and with some service providers, years before 

becoming a researcher in this field. Aligned with those experiences were some business 

connections in the broad field of hospitals. Furthermore, while the author was 

establishing the research field FM in healthcare, discussions with heads of FM 

departments took place, and research development projects and mission-oriented 

research projects had been carried out previously. To clarify how and when the author 

was involved in action research including the overlap of previous work with the 

research project the situation is described in Figure 12. The project followed the action 

research method and hence was iterative. First, it took an inter-organisational view as a 

hospital manager, and then changed to an external one when the author became a 

lecturer and researcher.  



Methodology and Methods   FM in Swiss Hospitals 

Susanne Hofer                        June  2013    106 

interorganisational external

     Year     2000 2004 2006 2008 2010 2012

consultants

development / mission oriented research

founded research

my view

 

Figure 12 Outline of the researcher's personal involvement in the research project 

The different views show the researcher's shift from an executive role to a consultant 

role before starting projects in research and development. Stakeholders’ roles also need 

clarification, however.  

3.5.1.2 Stakeholders’ Role  

Beside hospital heads of FM perspectives, perceptions of the regulators (head officials) 

as well as of service providers were required. Beside the doctoral thesis, several 

research projects are on-going or are already completed, processed by the author herself 

or in conjunction with research associates from the IFM or parent institute. Within the 

research projects hospital FM leaders are taking an active part in workshops and 

seminars, whereas the head officials did not wish to participate. On the one hand the 

head officials represent a single canton, so the outcome cannot be generalised, and on 

the other hand the relationship between cantons and hospitals usually is that between 

head officials and hospitals’ CEOs. Representatives from the service providers, usually 

sales or development managers, are members of our research taskforce and are taking 

part in the workshops, in contrast to service providers’ interviewees, who had to be 

members of the board of executive directors of that specific service provider; hence the 

interviewees and the workshop participants are not always the same people. Thus, 

opinions and discussions could differ, as some companies are not represented by the 

same people. 

action research 
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3.5.2 The “Right” Answers Need “Right” Questions First  

Iterative design, indicated as a spiral, is a process-based design methodology that means 

cycling back and forward (see also Figure 12), while one is defining questions, 

gathering data or analysing the data. In the workshops, results and trends concerning 

new phenomena were the subject of discussions. Thereof some additional questions 

emerged and were part of the dissertation; other questions were addressed to prospective 

research projects (see 5.4).  

3.5.2.1 Access to organisations   

To gain access to an organisation, information and people, a special strategy is 

necessary. Saunders et al. (2007, p. 170) stressed that the perspective of gaining easily 

or difficult access has an influence on the RQs and objectives and vice versa. A 

thorough and detailed planning of the respondents is no guarantee for their answers, 

hence some researcher may adapt the research questions according to the estimated 

availability of respondents. In this case, for the self-administered questionnaires there 

was no need for physical access in order to identify participants. According to Zikmund 

et al. (2010, p. 219) structured and unstructured surveys are called “self-administered 

questionnaires” because they can be filled in by the survey participants themselves, in 

the absence of the researcher. Some of those surveyed and their colleagues were known 

from previous work, but in contrast to the assumption that the address data would be 

easy to gather, some long-lasting investigation had to be carried out upfront. An address 

table (see Appendix C 1), including the email address, was only partly available – the 

missing information had to be gathered from the hospital list of the Swiss Hospital 

Association, but even this list had to be proofed and adjusted by reviewing hospitals’ 

web pages and their organisation charts. Therefore the first level, physical access or 

entry (Saunders et al., 2009, p. 169), was partially completed before the research project 

started.  

As an external researcher the author had to negotiate access with head officials, also 

called cantonal decision-makers (Saunders et al., 2009, p.169). The addresses and 

contact details of the head officials of the 19 cantons’ Ministries of Health in German-

speaking Switzerland had been located carefully. First, the author became familiar with 

the organisation and idiosyncrasies of their cantonal healthcare policy and, second, 

because of the possibility of non-responses, the first contact was made by telephone. 
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The aim of the intended research and its justification and the interview contents were 

explained to participants as well as the benefit to the community. After only a few calls 

the author had to grant officials’ claim to send a written questioning. The reason of 

having agreed to convert head officials’ claim of changing the telephone interview into 

a written survey was probably the only way to avoid a refusal to participate. The head 

officials’ reasons for refusal were justified by insufficient knowledge or crude 

statements of the facts in answer to those questions. Therefore, the same procedures 

were chosen as within the outsourcing survey and a questionnaire was sent. The term 

written questioning was chosen, as a logical consequence of the already pre-tested 

structured telephone interview questions to a web-based survey, for the research with 

the head officials. A former manager of the Ministry of Health of the canton of Zurich 

tested the interview guide so a retest of the questionnaire was omitted.  

For the expert interviews a target-oriented selection of the interviewees, as interviewees 

had to be member of the board, was carried out. As information about the strategic 

orientation of the targeted companies was required the expert interviews had to be 

conducted with members of company management teams. Some of those managers 

were already personally known. Therefore the same course of action as with the head 

officials was followed. In most organisations, the appointment was fixed within two 

working days, except for the three organisations which refused to grant the interview 

request.  Further specifications in conjunction with the research and its methods are 

documented in Chapter 4 within the particular data analysis.  

3.5.2.2 Surveys - an Easy Way to Gain Knowledge?  

Research surveys are common in business and management, usually self-explanatory 

and easy to understand and allow large or small amounts of data to be gathered in a 

highly economical way. They often take place in tandem with questionnaires 

administered to a sample and the standardised data allow a comparison within a short 

period (Saunders et al., 2007, p. 138; Ghauri & Gronhaug, 2010, p. 119). Furthermore, 

the collected quantitative data can be analysed quantitatively by using a descriptive and 

deductive approach (Saunders et al., 2007, p. 138) or qualitatively (Ghauri & Gronhaug, 

2010, p.105). As the data are collected at a single point in time, they give “a snapshot of 

the current situation”. Zikmund et al. (2010, p. 197) and named them “cross-sectional 

studies”. Saunders et al. (2009, p. 155) are of the opinion that the time horizons are  
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independent of the research strategy and solely seen in the difference of particular 

phenomena at a particular time, as in this case with the cross-sectional or the 

longitudinal studies that show the change and development of the research subject.   

The survey methods should express options, attitudes, descriptions or cause-and-effect 

relationships. Nevertheless these could be influenced either because the survey is 

sponsored by a particular organisation, which was not the case here, or the researcher 

answers due to his or her function, instead of showing the overall importance of the 

topic. Also, rewards, either financial or non-financial, are an important issue to allow 

for (Saunders et al., 2007). In the email letter the overall objective of the research and 

the surveyed own utility in terms of new insights were outlined. The questionnaire 

format was designed in a straightforward manner; in terms of length completion was 

limited to 15 to 20 minutes. The covering letters were personally addressed and posted 

to the chosen people. At the end of the web-based questionnaires a reply button was 

installed and no further action had to be taken (Ghauri & Gronhaug, 2010, p. 119) – 

easy work for the respondents. 

3.5.2.3 Collecting Primary Data with Questionnaires 

The major method of gathering research findings is through questionnaires, a research 

method to collect primary data that “tends to describe what is” (Zikmund et al., 2010, p. 

186). To cover the aforementioned requirements, heads of hospital FM departments, 

head officials and service providers had to represent the population as “customers, 

employees, suppliers and distributors” (Zikmund et al., 2010, p. 203).  

In an academic environment the terminology of questionnaires has different meanings 

and Saunders et al. (2007) refer to them “as general terms to include all techniques of 

data collection in which each person is asked to respond to the same set of questions in 

a predetermined order” (p. 345). In this case, a distinction between the above-mentioned 

questionnaires, undertaken with the heads of FM departments, and the written 

questioning conducted with the head officials was made. The main distinction was 

within the specific information concerning the cantons (there is only one head official 

per canton) versus questions in terms of a possible generalisation. Oral questioning 

through telephone interviewing could not be conducted as expected, although Saunders 

et al. (2007, 355) treat telephone interviews as telephone questionnaires.  
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As opinions express the feelings of the respondents, data about behaviour give evidence 

about an institution’s past or prospective direction, and data about attributes clarify the 

difference between a respondent’s opinion and an institution’s behaviour (Dillman, 

2007, p. 34; Saunders et al., 2007, p. 362). More was asked about opinion and be-

haviour and less about respondents’ attributes such as income, gender, education and so 

on. To ensure that the data collected would provide the required answers, the possible 

outcomes were formulated and verified, and hence the “predictive validity” (Saunders et 

al., 2007, p. 365) was accomplished. As already mentioned (see also 3.3), the validity 

and reliability of the data collected and the response rate depend on the design and the 

structure of the questionnaires. The rigour of a questionnaire, and hence its outcome, is 

determined by the quality of the pre-testing phase (Saunders et al., 2007, p. 364). Owing 

to the limited number of hospitals, the very small number of cantonal head officials and 

the even smaller number of FM service providers, conducting ten pilot tests, as 

suggested by Saunders et al. (2007, p. 386), was unrealistic. Therefore the process had 

to be changed: pilot tests were carried out on a group of professionals, mostly 

subordinates of the designated research partners, and on colleagues from IFMs research 

team.  Adjustments, in terms of the questions themselves, the structure of the 

questionnaires or recording of the data, were necessary. For example, to set up the 

“value” questionnaires, the intensive discussions and the trials took place over three 

months, but even such a long period is not a guarantee of success, as one question had 

to be excluded because it was misunderstood by the respondents.  

The design of the questionnaires followed a predefined structure from the broader to the 

narrower and with subchapters and subquestions with mostly opinion and behaviour 

questions. The questionnaire should follow a logical path in view of the respondents. 

Usually, the questionnaires started with list questions (Saunders et al., 2007, P. 369) 

such as location (cantons), followed by category questions such as type of hospital. 

Question ratings were based on a four-, five- or six-point rating scale, using numbers or 

descriptions. Rating scales ask questions about people’s agreement or disagreement 

with statements or a series of statements. In one case, the same order of response 

categories could not be followed and the rating scales were used to avoid confusing 

respondents (Saunders et al., 2007, p. 372) because of missing attributes. Rating 

questions measure a wide variety of concepts whereas scales combine the scores for 

each case by adding together the score of each item. The ranking and scaling questions 

asked for a clear introduction to be understood by the respondents, so the set-up process 
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for the questionnaires was time-consuming, which meant a certain amount of going 

round in circles while either defining questions or re-discussing them. 

3.5.2.3.1 Designing a Web-Based Questionnaire 

Decades ago, interviewers had to go out onto the streets to interview people: in the 

1970s written questionnaires were sent to postal addresses or telephone numbers 

randomly chosen to contact people; today, surveyors send email requests to ask people 

to complete a questionnaire. The idea behind it, to gain data and knowledge, remains the 

same, however, even if the methods used to obtain the answers have changed (Dillman, 

2007, p. 14).  

Saunders et al. (2009) mention that “adopting this web-based approach observes 

etiquette and indicates that respondents can remain anonymous and, of equal 

importance, are unable to modify the questionnaire” (p. 398). Other important issues in 

this research were treated as follows: the research purpose and the introduction on how 

to complete the questionnaire were expressed very clearly in the email; the covering 

letter gave an overview about the researcher, the aim of the researcher and more 

information about the use of the web-based questionnaire, its hyperlink and timeline. 

The data were saved automatically after the respondents filled in the questionnaire, but 

were only transferred when they used the “send” button. Pre-survey contact in terms of 

an announcement was not done nationwide within hospitals, as the decision was to go 

with the motivation letter and a hyperlink to the questionnaires because of the volume 

of mail in the institutions themselves and the individual personal mail addresses that 

were available. A follow-up email was sent to all participants, and included the 

hyperlink again, so the survey was done within three weeks. With the second mailing 

the follow-up was transmitted even before the closing date of the survey, and reminded 

people to answer the survey. Also, the advance notification to the head officials by 

telephone was given about one week before the mail survey was sent out; the reminder 

mail was sent eight days later. Response rates from web-based questionnaires are 

usually low, so the author got in touch with potential respondents during workshops and 

seminars and referred to the survey and its importance. There was no opportunity to 

sensitise head officials so the author had to rely on head officials' word that they would 

fill out the questionnaire.  
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3.5.3 Sampling  

Sandelowski (1995, p. 199) points out that “determining adequate sample size in 

qualitative research is ultimately a matter of judgement and experience”, or a question 

of the concept of saturation (Glaser & Strauss, 1967) and depends on the nature of the 

research philosophy (Wilson, 2010). As the interpretative approach was followed, a 

smaller sample size was required, in contrast to that within a positivist approach 

(Wilson, 2010, p. 201).  

The reason for sampling is the impracticability of surveying the entire population, the 

time and budget constraints, and the availability of the results (Saunders et al., 2009, p. 

212). The research has two possibilities, either to collect the information from the 

population or to use a sample derived as a member of the group, as with the interview of 

the service providers (Ghauri & Gronhaug, 2010, p. 138; Saunders et al., 2009, p. 210). 

The sampling design has no classical underlying theory; as the number of heads of FM 

was manageable both questionnaires were sent in accordance with Robson’s (2011) 

selection of sample (see also 4.1.2). In the beginning, 202 hospitals were surveyed 

(Hofer & Biotti, 2008a, 2008b) but during the on-going change some hospitals closed or 

merged, so the population N changed over time. There were many good reasons for 

carrying out written surveys instead of expert interviews with hospitals’ heads of FM. 

Close collaboration of the researcher with some facility managers had existed for some 

years, so conducting interviews could have led to bias. Furthermore, those hospitals 

were not representative in terms of geographical location, ownership and cantons. 

Another aim was to attract attention within a broader range of hospital FM departments 

as the field of research had just started to be built up. The French- and Italian-speaking 

parts of Switzerland were omitted because of lack of resources and access to the various 

stakeholders, but will be the focus of further nationwide research projects. French- and 

Italian-speaking Switzerland represents about a quarter of the population. Additionally, 

activities of the IFM intentionally exclude these geographical areas and cultures.  

A sample of cantonal head officials was not feasible, as each canton only have one head 

officials. Due to the cantonal autonomies each of the cantonal head officials were asked 

to get the diverging information. The following Figure (Figure 13) gives an overview of 

the research process and its different inquiries.  
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3.5.4 Questionnaire - Technique and Procedure 

Contrary to common belief, a questionnaire design that matches the desired questions is 

difficult to achieve (Saunders et al., 2011, p. 361; Zikmund et al., 2010, p. 336). First, 

the questionnaire must meet the basic criteria of relevance and accuracy; accuracy is 

viewed as a synonym for reliability and validity, and relevance deals with the current 

business problem that the decision-makers have to address. As regards the three 

questionnaires for the web-based survey, the focus was on the fixed-alternative 

questions (Zikmund et al., 2010, p. 339) rather than on the open-ended responses. 

Fixed-alternative and also closed-ended questions gave respondents a limited choice. 

Several types of closed-ended questions came into operation, as simple dichotomy 

questions that had to be responded to with either/or. Also, some kinds of multiple-

choice or determinant-choice questions, such as type of hospital, were asked. On the 

other hand, checklist questions with the possibility of multiple answers to a single 

question appeared quite often (Saunders et al., 2009; Zikmund et al., 2010).  

Any leading questions that proposed or even implied specific answers, invited socially 

desirable answers or were emotionally charged were avoided (Zikmund et al., 2010, p. 

344).  

Special attention was given to the layout and length of the questionnaires. As the web 

publishing software 2ask tool is easy to handle but not unrestricted, and flexible enough 

to change and design the questionnaires, a clear understanding about the design was a 

prerequisite.  The decision was made to use a very clear and no-frills design in terms of 

colour and style. Owing to the technicalities of the 2ask tool, a scrolling format was 

chosen without status bar. For some questions a radio button to activate a response was 

set, for other questions, a drop-down box, viewed as a space-saving device, and check 

boxes, to set a check mark, were used in the surveys. Also, space for open-ended 

questions was needed (Zikmund et al., 2010). Some thoughts about filter questions led 

to the head officials’ survey. Finally, the author decided not to set any filter owing to 

the possibility of minimising the chance of response and taking the risk that not every 

question would be answered. In retrospect, and with a view to technical enhancement, 

the web-based questionnaires could have been presented and designed in a more 

appealing manner. Respondents should be able to answer the questions within 15 to 20 

minutes or according to Zikmund et al. (2010, p. 221) as a rule of thumb the 
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questionnaire should not exceed six pages. Owing to the circular development of the 

RQs a second run was already previewed in the planning phase.  

The response rate was calculated without the drop-outs and with the respondents who 

met the research requirements (Zikmund et al., 2010, p. 220), i.e. representatives of 

acute, rehabilitation or mental clinics and not long-term care. The formula used was the 

total number of responses divided by the total (adjusted) number in the sample. The so-

called internet-mediated questionnaires (Saunders et al., 2007, p. 356) worked in direct 

contact with a hospital’s FM leader. As the head of the cantonal decision-makers did not 

agree to respond via a structured telephone interview, the same procedure as for the 

hospital’s FM leader was carried out. In the end, the FM questionnaires had a response 

rate of nearly 30 per cent and nearly 60 per cent of the head officials took part in the 

written questioning.  

The structured questionnaire (see Appendix D) was posted on the ZHAW website and 

the respondents were invited, by email letter, to go to the URL to participate As well as 

reducing errors because of the transcript spares, the data could also be traced and 

observed as users of the World Wide Web left a record. Thus, the author could have 

reminded the non-respondents without bothering the rest of the participants, but to 

protect anonymity the reminder email was sent out to all participants.  

3.5.5 Phases in the Research Process 

Most importantly, Figure 13 highlights the different stages and interrelations, as well 

as the empirical phase of the research process. The process for determining the 

different chapters of the physical document is also illustrated. The four central phases 

of the fieldwork and analysis are described in more detail in the following as well as 

the methods applied introduced. Furthermore, it is most important to understand that 

the phases are linked to each other and are interrelated. A specific focus per phase was 

stressed; hence methods needed to be applied according to this focus.  
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Figure 13 Research design  

The phases in the research process were chosen according to the situation caused by the 

preparation of the DRG implementation. During this preliminary time hospitals’ 

involved stakeholders had different aims and foci.  

 

 

 

 

       Phases in the research process 
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3.5.5.1 Phase 1: Investigating Outsourcing Habits and Trends  

The Outsourcing inquiry, stated as Outsourcing with FM managers in the research 

design, concerned heads of hospitals’ FM departments. A valid questionnaire enabled 

accurate data and a questionnaire that was reliable led to consistently collected data.   

The aim of the prior survey (Hofer & Rohrer, 2011) in phase 1 was twofold: on the one 

hand to demonstrate that relevant claims by our research partners were worth carrying 

out within a short period of time and, on the other hand, to gain experience and results 

worth comparing with results gained some years later. The FM representatives raised 

the question of whether outsourcing would also be a part of hospitals’ setting as it was 

in hospitals in other countries at this time. On the author’s side, the question of 

comparability of the outcome caused the same survey to be conducted as that in 

Germany’s hospital setting after DRG implementation. Consequently the Swiss setting 

could be compared with the German one while also showing the change within DRG. 

First, definitions and terminologies used in the German survey had to be adjusted to the 

Swiss context, then the questionnaire’s set-up started. The same pattern followed the 

second outsourcing survey in 2012 with the aim of highlighting the changes triggered 

by the SwissDRG implementation. The questionnaire was devised as already described 

earlier (see also 3.5.4).    

A survey on the design of structured and semi-structured self-administered 

questionnaires was addressed to hospitals’ FM representatives (N ± 160 hospitals in the 

German-speaking part). The counterpart of the outsourcing questionnaires was the 

expert interviews with service providers (see 3.5.5.3).  

3.5.5.2 Phase 2: Focusing on Rules and Regulations 

The aim of the survey rules and regulations was to verify hospitals' plans for economic 

independence versus cantonal restrictions.  It was also to get a picture of the 

governmental (law) decision (DRG implementation) with regard to the different 

executions which affect the non-core activities and therefore also the outsourcing habits. 

A self-administered questionnaire (see Appendix D) was finally addressed to the 19 

head officials of the German-speaking cantons. Owing to the possibility of non-

responses, the author contacted them by telephone and asked for their support. In the 

first stage, telephone interviews were planned. During the motivation calls, requests 

were made to send the questions in written form as the head officials had to confer with 

members of staff.  
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Getting in contact by phone was highly demanding in itself as most of the head officials 

were either in meetings or out of the office. Most of the research members asked for the 

questionnaires and wanted to fill them in at the beginning of the summer holiday period. 

Unfortunately, only 11 out of 19 head officials participated, and not even the reminder 

email could change the others’ motivation.  

3.5.5.3 Phase 3: Future Challenges for FM and its Providers 

The inquiry Outsourcing Service Providers in the research design was directed at 

service providers. Fundamental to this research phase was the opportunity to interview 

selected key persons from the FM-provider side. 

The selected interview partners had to fulfil certain criteria such as being familiar with 

the subject and the area; thus, these people were regarded as experts (Bogner & Menz, 

2002) or, according to Patton’s (1990) definition, as a selected targeted sample. 

Therefore service providers who were either specialised in an area or operating as 

integrated service providers with experiences on an international level were contacted. 

According to the expected answers, only members of the management team were 

familiar with the company’s strategy; since this strategy can provide information, this 

criterion was hard and fast. As there are only a few multinational FM service providers 

in Switzerland, the appointed sample size of eight to 10 was already ambitious.  

Two major techniques concerning sampling are in use: probability or representative 

sampling and non-probability or judgement sampling. The first is associated with 

survey-based research and extrapolates results from the sample to the population; the 

second assumes that its sample will be chosen statistically at random. Probability 

samples are judged by some researchers to be more valid than non-probability as 

probability sample prevents valid inferences being made about the population (Ghauri 

& Gronhaug, 2010, p. 139; Saunders et al., 2009). The important thing was to work out 

the company’s FM provisions of services or integrated FM for hospitals – provisions of 

services as they are listed in the service map (see Figure 48). The interview partners, 

board members of the FM service providers and personal contacts were helpful, but 

they did not constitute a pure convenience sample (Ghauri & Gronhaug, 2010, p. 139), 

as there were also interview partners who had had no direct contact before.  

Easterby-Smith et al. (20012, p. 127) suggest that some guidelines should be considered 

when researchers want to conduct interviews successfully. The level of the interview 

structure has to be fixed at the beginning, from highly structured to semi-structured or 
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unstructured. Commonly, interviews are said to be the best method to gather 

information but their complexities are often underestimated, such as the time-

consuming aspect and how to get access to interview partners. Highly structured 

interviews need a clear set of questions which need time to be redefined until they are 

valid. In this case a semi-structured expert interview was chosen and the questions were 

set up and tested in advance.  

3.5.5.4 Phase 4: Value and Trends within the FM Organisation 

The aim of the Value inquiry, stated as Value of FM in the research design, was to work 

out FM managers’ situation as internal service providers, as well as the expected 

changes owed to the DRG implementation. First, the people themselves lamented their 

in-house situation in terms of the lack of esteem by the core business. Second, there was 

the fear of losing financial resources owed to the DRG implementation. The fear of 

losing financial resources is also due to the missing key figures and the lack of 

transparency in the financial statements, hence heads of the FM departments have no 

proofed arguments to discuss their situation with in the organisation. Third, working out 

the options open to the FM departments in terms of rules and regulations as well as the 

threat – the heads of FM departments viewed it as a threat – of becoming outsourced as 

a whole or in part was the aim of this questionnaire. Technique and procedures of the 

survey followed the description in 3.5.4 and the data are displayed in Chapter 4.  

3.5.6 Source of Errors in Survey Research 

The origin of errors within a research project may be multifaceted, and for this reason 

special attention has been drawn to sources of errors. Questionnaires or interviews are 

aimed at a particular target population; nonetheless several sorts of survey error or bias 

could occur (Zikmund et al., 2010; Saunders et al., 2007).  Within the questionnaires 

e.g. rules and regulations,  a participant error would be a particular difference between 

the cantonal regulations, and survey bias would occur if, according to head officials’ 

superiors, the head officials have to give answers as ordered. Interviewing service 

providers, for example, means observer errors could become a threat if the interview 

guide questioned different people in different ways or when replies were interpreted in a 

different manner by the researcher. The most important error to avoid is a respondent 

error, as the dedicated person might not be willing to collaborate or hand the 

questionnaires over to subordinates, regardless of the reasoning.  
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Also, the source of error could lead to deliberate falsification, if the head officials did 

not want or did not have the right to answer properly. From each canton a single person 

took part, so such a result would easily be traceable, and head officials could be aware 

of the lack of anonymity and refuse to answer in view of such a risk (Zikmund et al., 

2010, p. 212). Of the 19 head officials, 11 participated, but not all questions were 

answered. Also, administrative errors such as data processing errors or interviewer 

errors cannot be ruled out. To reduce the source of errors, particular attention was paid 

to the design of the questionnaires and the semi-structured interviews for the service 

providers.  The questionnaires asked for information, facts, opinions and/or behaviours. 

In the course of preparation, additional time preparing and positing the right questions 

was granted, so discussions and feedbacks by an expert panel took place and pre-tests 

were carried out. The result of the pre-tests influenced the survey as questionnaires and 

interview guidelines were adjusted, because a pre-test is a “small-scale study in which 

results are only preliminary and intended only to assist in design of a subsequent study” 

(Zikmund et al., 2010, p. 65).  People who participated in testing the questionnaires and 

interviews guideline are usually excluded from the later survey, so careful selection of 

the pre-testing members of institutions was a prerequisite. The objective behind 

pretesting questionnaires were to enhance validity and reliability, hence questions which 

conveyed on under-standing of the words and terms being used, own interpretation of  

such questions as well as of interviewer‘s and interviewees’ understanding and 

interpretation had to be clarified. Furthermore respondents interest in the questions and 

if such question were adequately to their state of knowledge became clear. Last but not 

least the researcher gained confidence in the questionnaire and in her survey technique 

(Dillman, 2007).  

Service providers’ interviewees had to be a member of the board, so because of their 

specific knowledge expert interviews (Bogner & Menz, 2002) were conducted. This 

condition, being an expert, excluded a random sampling error but the probability of an 

unavailability of the interview partners was strong. Structured interviews could lead to  

interviewer bias (Saunders et al., 2007, p. 357) if the research influences the respondent 

directly or subliminally or if during the face-to-face interview the researcher raises 

additional questions which may change the context. Special attention had to be drawn to 

the flow of conversation (Zikmund et al., 2010, p. 198ff.) as interviewees should not be 

interrupted while giving their answers; the flow of conversation divergences. 
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3.6 How to analyse the Data 

Online questionnaires have the advantage that they are reasonably cheap and can be sent 

to the participants in relatively little time. Furthermore, the participants are flexible in 

terms of when and where they fill in the questionnaire (Zikmund et al., 2010).  

3.6.1 Questionnaires - Descriptive Statistics 

Descriptive studies are commonly used as “a means to identify general patterns” 

(Saunders et al., 2009, p. 320) and to investigate the attitudes and opinions of 

organisational practices. Their analyses identify and describe the variability of the 

different phenomena. Saunders et al. (2009, p. 362) suggested that questionnaires are 

linked with other methods in a multiple-methods (see 3.4.4) research design – the way 

in which this research was done.  

To measure the answers of the questionnaires Outsourcing and Value of FM, several 

techniques were taken into account. Numeric scales, numbered from one to six, were 

especially chosen as the author wanted to be able to cluster the answers in a single 

direction or to allocate unbalanced rating scales from completely unimportant to 

completely important. The respondents had some difficulties with the constant-sum 

scale in terms scoring relevance or importance. Within the constant-sum scale a few 

options were presented, which had then to be rated by respondents. This was 

challenging as direct or indirect questions or negative or positive formulations can cause 

confusion. A rating scale ranging from completely irrelevant to completely relevant or 

from low influence to very high influence, in contrast to the comparative scale seen in 

the questions about benchmarking, represented an ideal situation  

Zikmund et al. (2010, p. 219) classify all three surveys as internet-based and self-

administered questionnaires (see Figure 14). 
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Figure 14 Classification of the survey (Zikmund et al., 2010, p. 219) 

Structured surveys are characterised by closed-ended questions, such as the outsourcing 

and value of FM surveys, with predetermined responses. They provide numeric, 

quantitative data. Unstructured surveys, however, contain open-ended text fields, in 

which the respondent can write down individual answers and remarks, such as in the 

survey rules and regulations. The structured survey has a confirmatory character 

whereas the unstructured survey has a more explorative character (Zikmund et al., 

2010). Within the mentioned questionnaires a single open-ended text field was left to 

give some general feedback at the end or within some questions to add a characteristic.  

3.6.2 Expert Interviews - Qualitative Content Analysis 

In contrast to the analysis of the web-based questionnaires, interviews demand other 

specific procedures and analysis methods. Mayring (2000b) defined qualitative content 

analysis as an approach to empirical, methodological and  controlled analysis of texts 

within their context of communication which involves a set  techniques for systematic 

text analysis (Mayring, 2008). Payne and Payne (2004) say that content analysis “seeks 

to demonstrate the meaning of written or visual sources by systematically allocating 

their content to pre-determined, detailed categories and then both quantifying and 

interpreting the outcomes”(p. 51). Service providers’ interviews were recorded and 

transferred to a transcript verbatim, which was then used for the qualitative content 

analysis.  

Mayring (2008, p. 74ff.) developed a number of procedures for qualitative content 

analysis amongst which two approaches are central; the inductive and the deductive 

category. Within the framework of qualitative approaches, it is essential how the aspects 

of interpretation are developed; qualitative content analysis follows the procedures of 
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inductive category development, which are oriented to the reductive processes 

(Mayring, 2000a, p. 39). Criteria of definitions were formulated which determine the 

aspects of the textual material; following these criteria the material is worked through 

and categories are deduced tentatively and gradually. As the research design with the 

service providers was planned, the categories were defined in advance according to the 

above-described course of action before being executed in terms of interviews.  

Mayring (2008, p. 26ff.) defined a basic guideline for content analysis, whereby the 

material has to fit into a model of communication. The inferences and the interview 

guide’s experiences, opinions and feelings were determined by aspects of the 

communicator, by the situation of text production, by the socio-cultural background, by 

the text itself or by the effect of the message. The author followed the rules of analysis 

by working gradually and dividing the material into content analytical units. Then the 

aspects of text interpretation were placed into categories. Those categories were 

checked with the questions that were defined first. This approach constituted rigorous 

and relevant criteria of reliability and validity so that the procedure had the potential to 

be inter-subjectively comprehensible and could be compared with other studies in the 

sense of triangulation (Myers, 2009). The process and data analysis were carried out 

according to Mayring (2008).  

After years of human controlled data interpretation, computer programs have been 

developed to support the process. As the intention was to conduct 10 interviews, 

probably fewer, no computer program was needed or in use. A major task for a business 

researcher is communication with organisational stakeholders, inside or outside the 

organisation. Owing to previous experiences in the field of healthcare and with peers 

and research partners from this area, integrity was guaranteed. Therefore no further 

training was needed, although the author had to pay attention to accuracy and detail, as 

well as be a good and patient listener. The prepared questionnaire was trialled with 

colleagues and a colleague accompanied the author on the first interview, as a field 

supervisor, to check that the field procedures were properly followed. The interview 

questions were sent to the service providers in advance so they could acquaint 

themselves with the questions in the expectation of avoiding interviewer cheating. 

Interview cheating in terms of internal enquires and agreed internal agreements, as they 

had time to discuss the questions The predetermined list’s order changed from one 

person to another, as some questions were omitted or added, but always gave a specific 

organisational context that was encountered in relation to the research topic. The nature 
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of the questions and the ensuing discussion meant that the interview was audio-recorded 

and the transcript followed the discussion literally (Saunders et al., 2009, p. 321). The 

process of the qualitative content analysis is described along with the outcome of the 

questionnaires and interviews in Chapter 4.  
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3.7 Flow Chart of the Business Research Process 

The research process already discussed in previous subchapters illustrates Figure 15. 
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 Figure 15 Flow Chart of the Business Research Process 

After the detailed outline of the research design including the data collection the 

analysis follows in chapter 4.  
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4 Data Analysis  

Chapter 4 provides the relevant RQ outcomes from four different inquiries (see 3.5.5). 

The research design named the inquiries: twice Outsourcing (Habits and Trends of FM 

and Service Providers), Rules and Regulations and Value of FM (see Figures 13 and 

16). Therefore, hospital heads of FM were questioned twice (inquiries Value of FM and 

Outsourcing habits and trends), 19 cantonal head officials (inquiry Rules and 

Regulations) and seven Service providers (Outsourcing Service Providers) were 

surveyed once.  

 

Figure 16 Analysis of data   (see also Figure 13) 

As far as possible the analyses are sequential to the surveys, in contrast to the 

discussions and conclusions in Chapter 5. Some RQs needed to be answered with 

outcomes from more than one inquiry.   

The reason for doing four different surveys, within three different segments, was 

because of the iterative design that means going back and forward, owing to the 

complexity of the topics and the request for different points of view. The circular 

process was chosen owing to the lack of literature, missing data and on-going change, 

and it was also hoped to identify further research topics.   

The change processes were and still are on-going, so the questions had to be set, 

triangulated and circulated (Ghauri & Gronhaug, 2010, p. 19) according to the action 

research model (see 3.5.1); nonetheless the results do not follow the same sequence as 

the RQs.    

4.1 Overview of Research Variables 

The information gathered from the RQs is required to answer RQs 1 and 2 as some 

variables are related to operational skills and others to strategic viewpoints; hence with 

regard to subordinate RQs (1a;1b;1c; 2a; 2c) no clear boundaries could be drawn.   

The dissertation’s aim is to outline the value and potential of hospitals’ FM but also to 

identify FM’s constraints. Its frame of reference argues for conceptualisation through 

related experiences, attitudes and capabilities. Those had to be elaborated within the two 

RQs, which have the following variables.  
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RQs 1 and 2 have a value or measurement focus as value has a natural affinity with 

accountability. A major concern is FM’s integration in the operational and strategic 

decision-making process as heads of FM have to be able to operate with economy, 

while simultaneously supporting the core business. As great responsibility should be 

linked to great power the question arises as to whether there are rules and regulations 

that prevent hospital management from running their organisation economically. The 

change accompanying DRG seeks new ways and concepts and one possibility is the 

outsourcing of certain services, as happened in Germany some years ago. The variables 

out of the RQs are:    

 role of hospital’s Facility Managers and their perceptions  

 value of FM in a philosophical sense and as financial measurement  

 outsourcing as a synonym of FM or as a cure? 

 rules and regulations that prevent FM realising the power and potential it 

deserves  

 FM service providers' future role in hospitals 

4.1.1 Operational Issues of Web-Based Questionnaires  

Detailed information on the web-based questionnaires is also provided in 3.5.2.3.1.  

Some years ago, the 2ask tool was not very mature, so specific IT knowledge was 

necessary in order to set up the questionnaire as well as to trace the data from the web. 

The tool was then further developed and became user-friendly, so it can now serve as an 

official web-based tool for the IFM research projects.   

For all web-based surveys and written questioning a special mail account with the 

address of fminhealthcare@zhaw.ch was created. The reason for such an impersonal 

mail account was to continue research in the field of FM in healthcare as postdoctoral 

work. Meanwhile other research projects outwith the dissertation or questions raised at 

our FM in healthcare team use this address. Hence, the address has become familiar to 

the heads of FM as we dispatch questionnaires on a regular basis, i.e. once or twice a 

year, which require 10 to 15 minutes for completion.   

 

 

mailto:fminhealthcare@zhaw.ch
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4.1.2 Finding the “Right” Respondents in Hospitals  

In the Swiss healthcare context two main statistical sources are available; one is the 

Swiss Federal Statistical Office and the second the Swiss Federal Office of Public 

Health.  Both institutions are authors of statistical data on such characteristics as the 

number of hospitals; other institutions publish their data after some time has elapsed: 

i.e. in 2008 the FSO data published represented the year 2006; in 2011 the SFOPH data 

related to 2009 (SFOPH, 2011a).  

Furthermore, the rapidly changing political, juridical and financial context in Swiss 

hospitals results in continual change to the statistical data. Such change is often related 

to events such as a merger of hospitals or on cooperation or collaboration; some of the 

listed changes result in a job description covering more than one institution. A head of 

the FM department may be responsible for several institutions.  

Figure 17 presents the first step in finding the right respondents. After the German-

speaking region had been defined the statistical data for 2007 (SFOPH, 2010; FSO, 

2009a) had to be synchronised. At this time 217 hospitals, located in the German-

speaking part, were left over out of the national total of 321. Thereof were 191 public 

and 130 private hospitals.  

Figure 17 German-speaking Switzerland 
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Figure 18 shows the further steps in the selection of the sample. In the first run, 

institutions in the bilingual cantons of Fribourg and Valais, the Italian-speaking part of 

Graubünden and the French-speaking part of Berne were excluded. Rehabilitation 

clinics located in another canton from that of the owner were counted under its home 

canton. In the second run, institutions with fewer than 20 beds, day clinics and hospices 

(as they offer outpatient treatments rather than full hospital services), and homes for 

long-term care were crossed off; hence the total number of hospitals was 160. In the 

calculations the pre-testing clinics, Kantonsspital Baden as a public institution and the 

Bethanien Zürich as a private institution (see Figure 18), were not included in the final 

report and were deleted, so the final number of hospitals excluded the two pre-tests.   

In addition to the procedures used to determine the selection of the sample further 

characteristics had to be considered. First, the holder of the FM position and their 

colleagues had to be identified, either by consulting their web-page or calling the 

information desk. As such identification demands tact and sensitivity when institutions 

are asked the right questions, sufficient time should be allowed. It should be borne in 

mind that some institutions are part of a public corporation and some are organised 

under the cantonal umbrella term Kantonsspital or private ones in a holding structure; 

hence the facility manager’s job may be on a corporate or an institutional level. In 

contrast to the assumption that the compiling of the addresses would be carried out 

easily, lengthy investigations had to be carried out upfront. An address list was already 

available thanks to previous research (Hofer & Rohrer, 2011; Hofer & Biotti, 2008a, 

2008b) nonetheless and consequently, addresses had to be checked and updated before 

the surveys were sent out.  

To avoid duplications owing to the different statuses of the FM managers the replies 

were verified. The surveys were anonymous, meaning that respondents did not have to 

give the institution’s address, but the type of hospital and the cantonal membership had 

to be indicated. By means of the number of beds and the mentioned region the missing 

data could be provided by checking hospital websites.  As a result adjustments were 

easily done and so duplications and errors were eliminated.  

As already discussed, the sample selection changes over time, so the numbers of 

hospitals differ slightly within the surveys. 
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Figure 18 Identifying the right respondents 
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4.2 RQ 1c: Outsourcing in Acute Hospitals  

As discussed earlier the change in the outsourcing situation before and after the 

implementation of SwissDRG was of primary interest. Therefore the first subject to be 

surveyed was the outsourcing habits and trends of Swiss hospitals in German-speaking 

Switzerland in 2008 (Hofer & Rohrer, 2011). Bear in mind the following results are 

from the survey Outsourcing II, dated December 2012, and have been compared with 

the previous one carried out in 2008 and the German survey (Augurzky & Scheuer, 

2007) carried out in 2005, meaning that the survey was repeated with the focus 

exclusively on FM-related issues.   

4.2.1 Inquiry Outsourcing (habits and trends to Head of FM) -  

Method 

RQ 1 and RQ1c are described in 2.7.1.  

RQ1c: What does a close linkage of FM look like in terms of outsourcing? 

Comprehensive data were collected by use of the online tool 2ask and according to the 

methods described in Chapter 3 and 4.1.2.    

To increase the number of participants, a reminder was sent to the hospitals 10 days 

after the questionnaire was dispatched, in early December 2012. Most of the 

questionnaires were addressed personally (see Appendix C 1) to the 150 heads of the 

FM department in charge of 157 institutions, so the population (N) according to the 

APA (APA, 2010) rules was 157. Emails which could not be answered were forwarded 

to the person named in the auto-reply. Others had to be resent to the person in charge 

after we had checked the hospital web page or phoned reception to find out their name.       

Multiple data entries were possible, as well as not answering irrelevant questions. For 

that reason, the total amount of data representing the rates of outsourcing by services 

does not correspond to the total number of participants given by the web-based quest-

ionnaire tool 2ask, so the percentage had to be calculated within each group mentioned.   

This procedure allowed a comparison of the findings from 2008 to 2012 and of two 

countries. The questionnaire did not follow the German model exactly as only facility 

services were in focus. Questions about particular services, including services which 

can be self-produced or outsourced to varying degrees, were asked. The second part 

asked questions concerning the reasons for and against outsourcing as well as about 
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monitoring and future intentions towards outsourcing. The results should show the 

habits, thoughts and possible trends concerning outsourcing. The first survey in 2008 

(Hofer & Rohrer, 2011) served as a basis for the service provider interviews, as the 

service provider market was uncomplicated at this time (see RQ2b).   

4.2.1.1 The Right Respondents and Representativeness Outsourcing II  

The title outsourcing habits and trends II was chosen due to the survey, done in 2008, 

which was named outsourcing habits and trends I. After the selection of the sample had 

been defined (see Figure 17 and 18) further steps were required and are presented in 

Table 3. The sample comprised 157 institutions and was based on statistical data (FSO, 

2011c) which can be divided into different types of hospitals, so the acute hospitals 

numbered 103, and details and classifications are indicated in Table 3. A personally 

addressed email was sent to most of the 157 hospitals. The reason why the questionnaire 

was sent to all types of hospital, although only acute hospitals are under the DRG 

system, was to get information from rehabilitation and psychiatric clinics about their 

habits. This time the number of hospitals was higher than the emails sent, as only 150 

were dispatched, so 157 is counted as the population (N). The reason for the inequality 

was as described in 4.1.2. The previously mentioned changes led institutions to 

cooperate in terms of sharing specific knowledge, in contrast to the survey in 2008 

when there was little specialisation and more heads of FM department than institutions 

were counted.    

In this situation the representativeness is not only related to hospitals but also to the 

number of beds (see Table 3). Furthermore the survey can be sub-divided into mental, 

rehabilitation and acute somatic clinics.   

Table 3 Selection of acute hospitals 

Type  Public % Number 

of beds 

Private  % Number 

of beds 

  

Acute   71 69.0 16 824 32 31.0 3032 103  

Rehabilitation  9  981 15  1629 24  

Mental  23  4 527 7  694 30  

Total  103  22332 54  5355 157 27687 

This time, out of the 157 institutions surveyed, 49 hospitals responded, a response rate 

of 31.2 per cent. When the response rate was confined to acute hospitals only, 103 insti- 
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tutions surveyed gave a return rate of 38.8 per cent as 40 acute hospitals took part. The 

survey was well balanced in terms of private versus public acute clinics as of the 40 

respondents 12 (30 per cent) were private ones (see Tables 3 and 4). In general, private 

organisations of the three types of hospitals provide about 18 per cent of the total 

number of beds and 38 per cent of the hospitals are privately owned (Rüefli et al., 

2005). In this case the selected sample (see Table 3) for acute hospitals showed 15.3 per 

cent for beds and 31 per cent for clinics (see Table 4). The responses of the 40 hospitals 

comprised 30 per cent for private institutions and 1366 beds or 14.6 per cent of all 

participants, so both ratios are well balanced.  

Table 4 Representativeness of acute hospitals 

Acute 

hospitals 

=  103 

Public % Private % Beds in 

103 clinics 

 =  19 817 

Public % Private % 

N 71 69.0 32 31.0 N 16 824 84.7 3 032 15.3 

n 28 70.0 12 30.0 n 7 990 85.4 1 366 14.6 

Only acute hospitals are under the DRG remuneration system, which is why the focus 

was on this type of clinic.  

4.2.2 Results 

Even before the RQs were sent to hospitals it was manifest that the job title of the 

person responsible for support activities varies from hospital to hospital, even within a 

hospital group, as can be seen from the address list (see Appendix C 1). In 2012, more 

than 30 different job titles, all relating to FM, were represented on the address list, 

although the department was rarely named as FM. In both surveys, 2008 and 2012, one 

small hospital indicated a zero outsourcing activity, but in fact virtually all hospitals are 

outsourcing to a different degree and in one way or another. The results are presented 

according to the survey structure and only if the results pertain to the RQs.  

4.2.2.1 Outsourcing Rates in Swiss Hospitals 

Facility Management 

The following sections reflect the survey’s results, rate of outsourcing and the broad 

field of services belonging to the traditional area of facility services (see Table 5). 

Results in brackets are the rate of co-operation within hospitals. The overview, Table 5, 

is explained in detail in its subchapters. 
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Table 5 Overview of the outsourcing rate 

Activities                                      years 

Rate of outsourcing/ (co-operation)  

2012 

 

2008 2005 

Germany 

Technical building management  13.0  ( 6.5) 16.3 (16.3) 16.6 

Energy management 10.0   8.9 (22.2) 23.3 

Medical engineering and technology 38.3  ( 6.4) 24.5 (18.4) 33.7 

Security services 35.7  11.9) 27.9 (14.0) 21.7 

Closing services   7.7    5.0 n.a. 

Winter maintenance services 27.3  ( 6.8) 14.0 (11.6) 22.9 

Reception services   7.3   2.4 14.9 

Car parking services   9.8 16.3 11.4 

Gardening and outside facilities  34.0    4.3) 26.7 (11.1) 28.0 

Warehouse (storage)  4.8  7.0 17.1 

Logistics  0.0  5.0 18.3 

Storage at ward  2.6 0 9.1 

  General waste   24.0 

Waste disposal / recycling 23.9( 6.5) 25.0 (15.9)  

Disposal of special waste  33.3 ( 8.9) 38.3 (17.0)  

Internal patient transport   0.0   0.0 8.6 

External patient transport 34.8 (17.4) 31.8 (25.0) 67.4 

Fleet management (car pool)   2.9 ( 8.8) 7.7 (17.9) 10.9 

Kitchen food production   0.0  7.1 37.1 

Cafeteria   2.5  2.4 50.1 

Room service   2.7  8.3 14.9 

Kiosk 13.5 10.3 69.1 

  General cleaning    66.9 

Operating theatre cleaning  25.7 30.0  

Office and secondary room cleaning  29.3 27.9  

Basic cleaning  37.0 27.9  

Maintenance cleaning   33.3 28.6  

Glass cleaning   63.0 44.9 ( 6.3) 89.7 

  General laundry   84.0 

Laundry services workwear 63.0 60.9  

Laundry service flatwork 72.7 72.7  

 

 

 



Data Analysis   FM in Swiss Hospitals 

Susanne Hofer                        June  2013    134 

Property Management 

Figure 19 illustrates the rate of technical building management at 13 per cent compared 

with a decrease of 3.3 per cent in 2008 which corresponded approximately to the 

German rate of 16.6 per cent. The 10 per cent outsourcing rate of energy management 

was slightly higher than in 2008 (8.9 per cent) but still lower than the German rate of 

23.3 per cent. In medical technology a major shift occurred from an initial 24.5 per cent 

in 2008 to 38.3 per cent in 2012, which is now even higher than the German result (33.7 

per cent). It can be assumed that modern medical engineering and technology require 

specific skills which have to be bought in as they are not available in-house.  

 

Figure 19 Outsourcing of property management 

 

Maintenance Services 

Data in this category show a wide variety of outsourcing activities, as can be seen in 

Figure 20. The extremely low outsourcing rate of 7.3 per cent for reception services is 

striking, as the German result was 14.9 per cent as long ago as 2005. It is assumed that 

services with high patient contact are more often produced in-house, as the result for 

room service shows the same pattern. Other costly FM tasks are gardening and outside 

facilities which were bought in in 2012 by 34.0 per cent of the participating hospitals, 

an increase of 7.3 per cent on four years earlier and even higher than in Germany as 

such services were outsourced by 28 per cent in 2005. Usually gardeners are also in 

charge of the winter maintenance services. Hence if gardening is done by external 

sources the winter maintenance services should show a higher outsourcing rate, as 

confirmed by an increase from 13.3 per cent to 27.3 per cent. The other services are in 

the range of the previous survey, except security services which increased by 7.8 per 

cent to 35.7 per cent. Also, in Swiss hospitals security services have become an 

important element which requires specific knowledge and education. Professionals are 
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more likely to be hired by a security company than by a hospital; hence an increase in 

the outsourcing of those services is to be expected.    

 

Figure 20 Outsourcing of maintenance services  

 

Logistics 

Logistics in a hospital is an important activity as employees take patients and goods 

from one place to another and, it is to be hoped, always to the right place at the right 

time. None of the surveyed acute hospitals purchases internal patient transport but 

disclose a figure of 34.8 per cent for external patient transport, a rather high rate of total 

or partial outsourcing, similar to 2008's 31.8 per cent. The high co-operation rate of 17.4 

per cent in 2012 and 25 per cent in 2008 is remarkable. Specific knowledge as well as 

specific vehicles may be the reason for such a high outsourcing and cooperation rate 

within logistics. Vehicles are very costly and have to be used to capacity. The divergent 

results of those two services, internal and external patient transport, correspond to the 

German ones where the rate of internal patient transport was 8.6 per cent and that of 

external patient transport 67.4 per cent. The low outsourcing rate of all transportations 

of goods may be related to the fact that these tasks are not handled in isolation of all the 

other in-house activities even though in Germany their rates were 17.1 and 18.3 per 

cent. The outsourcing activities of the disposal of wastes slightly declined although new 

regulations have come into force (see Figure 21). 
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Figure 21 Outsourcing of logistics 

 

Catering 

Food provision may influence the patient’s healing process; nonetheless catering 

services belong to the non-core activities. Catering is highly demanding in terms of 

serving three different customer segments: patients, employees and third parties. 

Furthermore, patients associate their experience of food provision with the hospital's 

image (von Eiff, 2012b).  In 2008 the outsourcing rate was very low, but in 2012 it fell 

to zero, as illustrated in Figure 22. 

Figure 22 Outsourcing of food services  

Outsourcing of food services is more or less non-existent in Switzerland: only one 

hospital outsourced its cafeteria. Also, room service has decreased to 2.7 per cent from 

an initial 8.3 per cent. All services had a high outsourcing rate in Germany as food 

production was 37.1 per cent, cafeteria more than 50 per cent and room service at least 

14.9 per cent. Some 13.5 per cent of kiosks were operated by external sources, an 

increase of 2.2 per cent compared with 2008; compared with German hospitals' 69.1 per 



Data Analysis   FM in Swiss Hospitals 

Susanne Hofer                        June  2013    137 

cent this is a tiny proportion. Why there are such differences between Germany and the 

Anglo-Saxon countries will be the subject of the next research project.  

 

Cleaning and Laundry Services 

Compared with the other sections more detailed results have been found within the field 

of cleaning and laundry services, as presented in Figure 23. 

Figure 23 Outsourcing of cleaning and laundry services 

Swiss acute hospitals subdivide cleaning and laundry into types, in contrast to Germany. 

The highest rate of outsourcing reported glass cleaning at 63 per cent, an increase of 

18.1 per cent compared with 2008 but not nearly as high as Germany's 89.7 per cent. As 

glass cleaning requires special equipment and knowledge the high outsourcing rate is 

understandable. The highest levels of outsourcing within the whole Swiss survey relate 

to laundry services, including both workwear at 63 per cent and ironing at 72.7 per cent. 

Nevertheless, these levels did not change or have changed very little since 2008 and are 

far below those of German acute hospitals which stood at 84.0 per cent in 2005. The 

discrepancy between the Swiss and German outsourcing rates of laundry services is not 

greatly divergent in contrast to most other results. Similarly to glass cleaning, laundry 

services account for a relatively high level of costs as they require complex processes 

and specific machinery which needs to be maintained regularly. Furthermore, a laundry 

is built to last for decades and requires a considerable amount of floor space, so it is to 

be expected that because of renovation activities or creation of new buildings such 

investments will be over-ambitious scope and hence far too expensive.   
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In hospitals outsourcing is rather low compared with Germany and the expected change 

and wave of outsourcing with the implementation of the remuneration system has failed 

to appear. The conclusion drawn in 2008 that outsourcing activities of Swiss hospitals 

would increase has to be rejected. Furthermore, comparing the co-operation rate of the 

two surveys and the effective outsourcing rate, one can see that the decrease in 

cooperation rate rarely changed in favour of a higher outsourcing rate. These facts 

suggest that, on the one hand, mergers of hospitals mean they are of such a size that 

hiring a specialist for the whole group is cheaper than buying such services individually; 

on the other hand, the seemingly mundane services such as cleaning or laundry are most 

often outsourced.  Activities with a high degree of specialist knowledge, such as 

security or medical technology, are more often outsourced; activities that are close to 

patients, such as room service or internal patient transport, are virtually never 

outsourced.  

 

Regional Comparisons 

In the 2008 survey two outliers, the canton of Berne and the Midlands, outsourced their 

activities. Clarification of the inequality in terms of regional outsourcing habits is still 

lacking.  In the 2012 survey all regions bought services in the range of 10 to 18 per cent, 

so the two outliers from the 2008 survey are now in the range of Swiss hospitals' 

outsourcing activities (see Figure 24). 

 

Figure 24 Rate of outsourcing activities by region  
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The hypothesis that public hospitals use outsourcing more widely than private ones was 

confirmed for 2008 but rejected for 2012. The difference remains 1 per cent from public 

to private, compared with four years earlier when it was 5.1 per cent. Hence results of 

the received data show that the outsourcing rate of private hospitals is now similar to 

that of public hospitals (see Figure 25). The slight decrease (0.1 per cent) within private 

hospitals over a period of four years is striking; this stagnation and the alignment of 

public hospitals (22 per cent) may suggest that services provided traditionally are 

exhausted, meaning that new systems of outsourcing will become a future trend.  

 

Figure 25 Differences between public and private acute clinics 

The final question was if the outsourcing rate correlated with the number of beds. A 

correlation between hospital size, measured by number of beds and outsourcing rates, 

could not be confirmed from the survey data. As the coefficient of correlation was not at 

all significant in 2012, further statistical analyses were not required. Figure 26 indicates 

the bed capacity in the vertical axis and the percentage of out-sourced activities in the 

horizontal axis.  

Figure 26 Correlation between size of hospital and rate of outsourcing  

 

Y= 329.61 + 162.55 

R2 = 0.0282 

http://dict.leo.org/ende?lp=ende&p=thMx..&search=coefficient
http://dict.leo.org/ende?lp=ende&p=thMx..&search=of
http://dict.leo.org/ende?lp=ende&p=thMx..&search=correlation
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Within further research projects the researchers must ensure that the understanding of 

the term outsourcing becomes consistent within the individuals surveyed. Because it is 

to question that small hospitals (< 200 beds) do have an outsourcing rate of zero, as 

showed in Figure 26.  

4.2.2.2 Further Survey Results 

The further results are of high importance for the future development of outsourcing. 

The data already discussed show a tendency for hospitals to buy activities which require 

specific knowledge and are detachable from everyday business, such as medical 

technology and security. Furthermore, so-called mundane low-interest services, such as 

cleaning and laundry activities, were most often outsourced in 2012, as in 2008. To 

predict outsourcing habits for the future the Swiss study also aimed to identify the pros 

and cons of this management approach, an approach which will presumably increase in 

popularity as hospitals' finances tighten.  

 

Controlling of Outsourced Services 

Hospitals assess the costs of outsourced services compared with former or potential in-

house efforts. Figure 27 shows the relation of quality and price. At best, services 

outsourced are of better quality (favourable) or a better price (favourable) or both; at 

worst they are more expensive (unfavourable) and of poorer quality (unfavourable) or 

both. In the last survey axes 1 to 1, 1 to 2 and 2 to 1 all indicate a more favourable 

situation either in price or quality or both at 36.2 per cent; compared with 2008 and its 

50.9 per cent this is a decrease of 14.7 per cent. The data comparing like with like 

increased in 2012 to 46.4 per cent, compared with of 22.6 per cent four years earlier. 

The reason for the shift could be the professionalisation of FM within hospitals. Overall 

the situation with regard to outsourced activities is either similar to in-house production 

or better, as indicated by 82.6 per cent compared with 74.2 per cent in 2008.  

A relatively minor part (10.7 per cent) of the surveyed hospitals seems to buy external 

services at a higher price, but whether they accepted a higher price level for better 

service quality or if higher costs occurred for other reasons remains unanswered.  In 

contrast, two hospitals (7.2 per cent) paid less or the same amount for poorer quality. 
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Quality-Price-Ratio 

 

Figure 27 Quality-price ratio   

Outsourcing is often linked with the terms quality and price but other characteristics can 

influence such a decision.  

Reasons Pro and Contra Outsourcing 

Reasons for or against outsourcing practices are manifold and very well discussed in the 

literature. The author analysed how Swiss hospitals stand up to those arguments.  

According to the outcome (Figure 28) concentration on core business activities turned 

out to be the most cited motive for outsourcing. Three-quarters of the acute hospitals are 

willing to purchase external services not related to core business activities, 5 per cent 

more than in 2008. The motive of cost reduction was not stated as frequently as 

concentration on core business, and accounted for 40 per cent, a decrease of 10 per cent 

from 2008. Those results confirmed the statements in Figure 27 that better prices have 

become less accessible. On the one hand it can therefore be assumed that cost cuts 
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hrough outsourcing, regardless of whether or not a service belongs to a core business, 

are not in force yet. The use of synergies and solving staff problems are rated third and 

fourth with far fewer notifications than the first and second issues. It is worth 

mentioning that the use of synergies should also bring economic benefit, so it was 

anticipated that service providers would improve the quality of the services outsourced. 

Figure 28 Reasons to outsource services  

As illustrated in Figure 29, Swiss hospitals’ most frequent criticism of outsourcing has 

changed within the last four years. In 2012, nearly half (45 per cent) of the participating 

hospitals feared a decline in quality most, compared with 40 per cent in 2008. The 

reason for keeping specific knowledge in-house was very dominant (64 per cent) in 

2008; in contrast to 2012 this reason was only cited 17 times (42.5 per cent). Comparing 

those results with the increase of outsourcing activities in security and medical 

technology we see a paradigm change in terms of buying specific knowledge.  Also, the 

unforeseen follow-up costs are no longer as high as in 2012; only little more than a fifth 

of hospitals (22.5 per cent), in contrast to 2008's 47.6 per cent, mentioned these costs as 

a reason not to outsource. In 2008, the fear of redundancy and loss of control were 

ranked fourth and fifth in contrast to 2012, when they were ranked third and fourth. 

Second on the list of cons of outsourcing in 2008 was unexpected consequential costs at 

47.6 per cent; four years later this item was only important for 22.5 per cent of the 

surveyed hospitals. These results lead to the conclusion that facility managers are more 

aware of outsourcing as a management tool than they were some years ago. At first 

glance the statement of conflict within the workforce seems to be unimportant. Some 20 

per cent of the surveyed hospitals, compared with 4.8 in 2008, are of the opinion that 

the danger of conflicts prevents hospitals from outsourcing. Such statements are 

2012 = n 40 

2012 = n 

40  

 

2008 = n 42 
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probably linked with the change to DRG, which brought an intensification of the 

workload.  

 
Figure 29 Reasons against outsourcing  

If outsourcing is to be an alternative to in-house production discussion in the institution 

is required because the facility manager will probably not rationalise his/her own job. 

Furthermore, the decision-makers are the board of directors so the final outsourcing 

decision does not fall to the FM manager.  

2012 = n 40 

2008 = n 42 
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4.2.3 Conclusion  

The research has disclosed the outsourcing activities of facility services of Swiss acute 

hospitals. The results indicate that the outsourcing rates are on average significantly 

lower than the ones in German acute hospitals. Those differences cannot be attributed to 

the fact that the implementation of the DRG remuneration system in Germany is already 

more advanced than in Switzerland, as the outsourcing rate in 2008 compared with 2012 

has changed only slightly. The low outsourcing rates also indicate that to date the 

financial pressure generated by the SwissDRG system does not seem to affect Swiss 

hospitals significantly. Nevertheless changes in use of the management tool outsourcing 

are obvious.  Activities with specialised knowledge and services of low interest are 

outsourced most, activities close to patients least. The common denominator of those 

two types, specialised knowledge and low interest tasks, is the relatively independent 

work assignments within the whole hospital context.  Activities close to patients are 

strongly linked with hospital image; hence it is assumed that managers do not trust 

service providers to perform hospital-like services. In this area, the interfaces of the 

activities close to patients are very strongly linked with the core business, and this has 

to be understood by the service providers if they are to perform adequately.  

The quality price ratio shows a major change from 2008 to 2012, as about half of the 

services (46.4 per cent) already outsourced are more or less of equal price and quality. 

In contrast to four years earlier, the outcome indicated either favourable price or quality 

or both, for nearly half (49.7 per cent). This suggests that hospitals have become more 

professional or that service providers are losing their competitive edge.   

In 2008, the speedy development of Swiss hospitals' outsourcing practices, owing to the 

DRG implementation, was not expected, and the survey of 2012 confirms this 

expectation was correct. An additional hindrance to outsourcing is the danger of 

conflicts within the workforce. As healthcareand its reform are very political issues, 

union consultations and unrest among workers delay reforms.  

Undoubtedly, these results have their limitations. Not all Swiss acute hospitals were 

surveyed and the change processes owed to the DRG implementation have only just 

started. The data do not show the reasons for the differences between Swiss and German 

hospitals and as well as the value of the tasks that are outsourced. The conclusion drawn 

from this is that the volume of the outsourced activities are not shown, hence there will 

be no correlation between service providers growth in sales to the outsourcing rate of 
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hospitals. Additional research could also reveal the influence of Swiss cantons' different 

statutory provisions regarding outsourcing rates, as well as the different legal conditions 

of private and public hospitals. In any case, Swiss hospitals have to perform under 

severe financial pressures and competition, which will most probably become harsher 

and more competitive in the future. If outsourcing eases such pressure, those changes 

will influence Swiss hospitals' outsourcing practices to a much greater extent than is 

currently the case.  
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4.3 RQ 1: Value of FM: Subquestions RQ 1, 1a and 1b 

With reference to the literature review and previous research, the frame gives reason to 

assume that hospital FM needs to demonstrate its value in terms of quality and cost as 

well as in terms of supporting core business. It is argued that an accumulation of skills 

and knowledge in various fields takes place as the hospitals compete with each other 

and as cost pressures rise.  

4.3.1 The Inquiry Value of FM - Method 

RQ 1, 1a and 1b are presented in detail in 2.7.1.   

RQ 1 : How do hospitals handle their FM? 

RQ1a: How important is the role of FM within hospitals? 

RQ1b: How does the SwissDRG measurement schema affect effectiveness and 

            efficiency in the field of FM? 

To answer RQ1, first the author needed to know the status of FM in-house from various 

perspectives, and then the perception of FM managers of their work compared with the 

core business. Literature often suggests that FM is mostly linked to costs; however, it 

also states that FM supports non-core activities by way of adding value. In that regard, 

the author enquired into the non-direct-cost issues, the value or added value which FM 

provides. This question was asked of different stakeholders, patients, employees and 

guests and also applied to the decision-making process of executive and non-executive 

team members. The new remuneration system will bring some changes, but which of 

them will affect FM performance? Are the available data of sufficient quality? One 

anticipates that the SwissDRG measurement scheme will change the effectiveness and 

efficiency in the field of FM but what exactly is to be expected? In addition, the 

measurement of efficiency is reliant upon key figures so it was essential to ascertain 

whether today’s data and indeed their quality would provide such key figures. The 

questions are illustrated in the Appendix (see Appendix D). 

Comprehensive data were collected via an online-questionnaire and in accordance with 

the methods already described in 4.1.2 and Chapter 3. The said questionnaire was 

directed towards participants in acute and psychiatric institutions as well as those in 

rehabilitation and specialised clinics. It was subdivided into publicly and privately 

financed categories; this division is in accordance with the “separation and specifi- 
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cation” requirements of the Federal Statistical Office. A further categorisation of 

hospitals into public and private entities was done according to the SFOPH list of 2008. 

A reminder was sent to hospitals eight days after the questionnaire was dispatched, on 

26 August 2010, in order to increase the number of participants. The questionnaires, 

which were addressed personally to the heads of the FM departments, were designed to 

facilitate the anonymity of participants. 

4.3.1.1 The Right Respondents and Representativeness of Value   

This survey relied on the address data collected from the previous surveys completed 

two or more years earlier (Hofer & Rohrer, 2011; Hofer & Biotti, 2008a, 2008b). These 

data are considered credible because of the continuous adjustments of the address data 

collected in the previous surveys. In that regard, some addresses were regarded as no 

longer valid as a result of rotations, mergers, changes in responsibilities or participants 

leaving the company. In the interim, there was a further decrease in the number of 

hospitals owing to mergers. Such mergers accounted for a total of 300 institutions (FSO, 

2011c) as compared with 321 in 2007 (FSO, 2009a) and 321 in 2007 (SFOPH, 2010). 

The procedure therefore corresponded with that detailed in 4.1.2.  

A total of 160 healthcare institutions were represented, so 165 personally addressed 

emails were sent out as described in 4.1.2.  In that regard the population (N) according 

to the APA (2010) rules was 160. Forty-nine hospitals responded, a response rate of 31 

per cent (30.6), and of this number 36 were public and 13 were private hospitals. The 

canton’s split was within the range of the earlier outsourcing enquiry (Hofer & Rohrer, 

2011) but was not of interest in this case.  

Privately-owned hospitals are usually small and as the survey did not encompass 

institutions with fewer than 20 beds such institutions were excluded more often than 

public ones. According to official data from FSO (2011c), 40 per cent of Swiss 

hospitals are privately run, so with regard to the survey they would have been 

underrepresented. Nevertheless adjustments made to the excluded private (and public) 

hospital numbers resulted in a ratio of two-thirds to one-third (see Table 6).  
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Table 6 Representativeness of acute hospitals 

Hospitals     

adjusted 

selection of 

sample = 157 

Public % Private % Beds of 

the 157 

clinics =    

27 500 

Public % Private % 

N 107 66.9 53 33.1 N 22 100 80.4 5400 19.6 

n 36 73.5 13 26.5 n 9659 85.6 1624 14.4 

The distribution was once again 13 private and 36 public hospitals, so at 26.5 per cent 

the private hospitals were underrepresented. In terms of the bed capacity, private 

hospitals represented 1624, public hospitals 9659 or a ratio of 20/80. With the 

representativeness of 14.4 per cent (private) and 86.6 per cent (public) the privately-

owned hospitals were underrepresented. The reason why private hospitals were under 

represented could be the fact, that their FM department are often run by the CEO. 

Private hospitals form part, within some exceptions of the category of small hospitals.  

Furthermore private hospitals are more often part of a hospital chain, with its own rules 

and regulations concerning public information.  

As a further step the author classified hospitals on the basis of the sample into small, 

medium and large. “S” denotes small hospitals, with fewer than 200 beds, “M” medium 

hospitals, with 200 to 499 beds and “ ” large hospitals, with more than 500 beds.  

Table 7 Representativeness of acute hospitals  

Selection of sample = 160  S per cent M per cent L per cent 

N 119 74.4 32 20.3 9 5.3 

n 28 57.1 16 32.7 5 10.2 

The split between hospital sizes is not very well balanced as the large and medium 

hospitals are overrepresented.   

 

 



Data Analysis   FM in Swiss Hospitals 

Susanne Hofer                        June  2013    149 

4.3.2 Results  
The questionnaire was divided into three main parts; first, questions about the 

organisation, second the status of FM and added value of FM and, third, the forth-

coming implementation of DRG.  

In the second section the survey provides results of how FM’s value is perceived and 

insights into the following are given: the hierarchical position of FM and its leaders in 

the hospitals' organisational structure, the actual versus the desired status of FM in 

hospitals and the issue of added value owing to FM activities. Part three of the survey’s 

outcomes looks at current on-going change owing to a change in the remuneration 

system to SwissDRG, which was fully implemented in 2012. 

4.3.2.1 Representation of FM: Who and Where? 

CEN (2012, p. 62) impressively demonstrated the importance of representation on the 

board level when it defined the new term C(FM)O (see also Figure 4). In the mid-1990s, 

the percentage of facility directors who were members of hospital executive boards in 

the UK ranged from 10 per cent to 24 per cent (Payne & Rees, 1999). In this survey, 63 

per cent reflect FM representation at either the executive board level or within the wider 

executive context. In the remaining 37 (36.7) per cent, just over a third, FM as a 

management discipline is barely represented, particularly at the board level of medium 

or small hospitals, and one institution outsourced the FM as an entire department (see 

Figure 30).  

 

Figure 30 Hierarchical level of FM  

The clustering distinguishes between hospitals by allocating classifications on the basis 

of the number of beds situated in each hospital. In this regard “S” denotes small 

hospitals, with fewer than 200 beds, “M” medium hospitals, with 200 to 499 beds and 
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“ ” large hospitals, with more than 500 beds. It should be noted that in German-

speaking Switzerland only a few hospitals (Aarau, Triemli, St Gallen, Winterthur, USB, 

USZ and Insel) have more than 500 beds. Other institutions have been merged, meaning 

that several hospitals are now under a specific umbrella body. This kind of merger has 

been seen most often within the last two years and more cantons have announced further 

mergers. As a result, the response rate of five of the large nine public hospitals, noted 

under “L”, is disproportionately high; furthermore those five public hospitals represent 

31 per cent of the available beds and FM is represented on their board level.  

The representation on the board level of medium-sized hospitals (16 hospitals) is 62.5 

per cent, whereas the representation of small hospitals (28 hospitals) is 57 per cent. The 

62.5 per cent of the medium hospitals comprise nine public and one private hospital, so 

representation in public hospitals is much higher than in private ones. A similar 

outcome is seen for the 28 small hospitals: the public ones have a FM representative on 

the board level more often (31 per cent) but overall, including the wider board level, 

private ones account for 38 per cent in this segment.  

Team members within executive management are increasingly representing FM. It 

should be added that from the position of the people involved in the query it is obvious 

that the position / job title, which represents FM or parts of it, is rarely called FM (see 

Appendix C 1). Furthermore, prior to the research, hospitals' organograms were checked 

via the internet to ascertain their structures; the term FM department was very seldom 

used.   

Hence a statement to the representativeness of Facility Managers on the board levels, 

compared to other countries, cannot be drawn as there are differences between job title 

and function.   
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4.3.2.2 Actual Versus Desired Status of FM in Hospitals 

In the first question participants were asked about the experienced (actual) and desired 

(target) perception of six attributes associated with FM, as seen in Figure 31. If the 

attribute did not reflect their perception they could respond with “not relevant”. These 

attributes had been previously matched with the literature and verified by experts, via 

interviews. The answers demonstrate the relevance FM holds for the hospitals surveyed. 

A large majority of the FM representatives (79 per cent), are in line with FMs aim to 

support the core business, nevertheless more than half (58 per cent = 79 minus 21) hope 

to be valued as more than just a service provider and supporter for the core business. 

For the one and only time the respondents were of the opinion that it matters if their 

work is valued as service provider, hence only two percent of the respondents were of 

the opinion that such statement was irrelevant. In reality only little more than a quarter 

(27 per cent) of the respondents find that FM actually contributes to a positive image, 

however half are of the opinion FM should indeed contribute. It can not be understood 

why 23 per cent of the respondents consider FM's contribution to build up hospitals 

image as irrelevant. The conclusions of the image-building answers gave rise to 

controversy, above all because they are argued solely from an internal-side, hence a 

final statement could not be drawn.  

If to become a “source of expenses” (cost causer) is not a target (only 2 per cent of the 

respondents) , the question arises to why two fifths of the respondents (39 per cent) are 

of the opinion that to be perceived as a cost causer is irrelevant. The majority of the 

participating heads are convinced that FM is valued as a cost factor (59 per cent), a 

perception which bears no correlation to the desired effect at all.  

A vast majority (57 per cent) of the respondents consider FM as to be in a position to 

demonstrate its power and potential in terms of cost transparency. Unfortunately only 

22 per cent of the participants think that FM actually uses its position and does support 

cost transparency. Moreover, the same percentage does not consider enhancing cost 

transparency to be relevant; regrettably, it has to be acknowledged that the reason of 

such an attitude is unknown. The counterpart to cost causer is cost saver therefore it was 

expected to have a mirrored contribution. At a first glance regarding FM as a cost saver, 

expectation and perception, as well as irrelevance, are almost valued identically.  
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Approximately two-fifths (38 per cent) of the respondents perceive that FM is only 

noticed if there is an inconsistency between service performance and service agreement. 

This translates to nothing more than 62 per cent of the respondents being of the opinion 

that their work and support are taken for granted. Such an attitude could also explain the 

acceptance of being a cost causer or performing a work task that is considered “below 

average social status” (Coenen et al., 2010, p. 265). Hence reflecting the statistic 

whereby little respect for one’s own work is one thing, little existing customer 

relationship another. Three-fifths (61 per cent) are of the opinion that differences 

between agreement and performance, thus customers’ satisfaction, is irrelevant.  In the 

present situation, fewer than half of participants think that FM is perceived as a cost 

saver, a promoter of cost transparency or an image-building factor. With respect to the 

status of FM, this suggests that the actual perception diverges from the target. A 

comparison of target and actual may lead to corrective measures that can be taken into 

account but an attitude of indifference or resignation will not lead to the position FM 

deserves. Overall, it is rather surprising that there was such a large number of “not 

relevant” responses given by FM heads themselves, meaning that they place a low value 

on their own work and its potential.   

 

Figure 31 Value perception of FM in hospitals (Hofer & Stampfli, 2011, p. 6: Stampfli, 2010, adjusted by the author)  
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To confirm or reject the statement of being a work task with low social status the 

respondents were asked to estimate their in-house acceptance and appreciation of their 

department. It was expected that the support division valued itself as lower to the core 

business divisions, even though less pronounced. The rating options in this regard 

related to being either more or less important to medical and nursing areas. The result 

was that the assumed appreciation of the medical and nursing areas was approximately 

five times higher than the assumed appreciation of FM. The conclusion which can be 

drawn from this assessment is that FM undervalues itself, as FM leaders find 

themselves confronted with a rather low appreciation of FM when compared to the core 

business. Comparing this statement with the previous question the suspicion arises that 

some respondents feel comfortable or at least not uncomfortable in the role of 

victimhood, as they tend to consider their activities irrelevant themselves. As discussed 

in the literature servitude is not accepted as an antonym to entrepreneurial vision and 

freedom of action.  

4.3.2.3 Added Value of FM 

Clarity with a single indicator is useful, but only if there is no ambiguity as to the nature 

of the phenomenon that it reflects. In our case FM is highly ambiguous in terms of cost 

causer, versus cost saver, countable versus uncountable activities and outcomes.  

Therefore the aim of the next questions was to find out the importance of discussing and 

estimating uncountable attributes. Furthermore, due to the statement that private 

hospitals have to perform more economically, the results are split into public and 

private.   

The importance of the debate regarding the extent to which a hospital’s supporting 

processes under the umbrella of FM add value was rated on a scale ranging from one 

(not important) to six (very important), with three and four being moderately important. 

Forty-five per cent of the respondents consider FM’s as an adding value task as a given, 

43 per cent believe that greater discussion is needed and twelve percent are of the 

opinion that such a discussion is irrelevant.   
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Figure 32 Importance of discussing added value within FM 

A comparison of the results between private and public hospitals shows that public 

hospitals valued the importance of the discussion much higher than private ones (see 

Figure 32). For public hospitals the discussion was valued with 50 percent in contrast to 

private ones with their 31 percent. Even though the mention of un-important is only of 

twelve per cent a closer look needed as public and private hospitals did not answer 

similarly. Twenty three percent of private hospitals indicated un-important whereas 

public ones indicated un-important with eight percent. A plausible reason for that 

outcome could be the size of the hospital; in smaller hospitals the CEO usually 

represents the FM organization and private hospital are generally smaller than public 

ones.  

Another question dealt with defining what “added value” means. Participants were 

asked to rank 14 attributes, previously checked within the literature and amongst 

experts, that might constitute such a definition, a first-place ranking being the most 

fitting. This ranking was further categorised according to the score associated with the 

particular attribute. Hence, the attribute with the lowest score was assigned a first place 

ranking accordingly.  

Table 8 shows the ranking and score of each attribute, calculated on the basis of the 

number of mentions and the number of questionnaires returned. The attributes “service 

quality” and “customer satisfaction” were ranked first and second respectively. The 

difference between “customer satisfaction” and “product quality”- ranked third- is about 

136 points. The first mention regarding costs is ranked fourth, followed by other cost-
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related mentions ranked 7 and 11. The term “capitalised earnings value”, that is, 

financially-related matters, can be found in the second-last place. The attributes 

concerning quality and customer satisfaction is about four fifth stronger than the 

financially-related attributes, measured by their averages (405.25 points versus 224.33).  

Comparing the frontrunners to the first financially driven attribute (operational costs) 

the difference from operational costs to the one ranked first as well as to the last on the 

ranking list are nearly similar (173 – 329 – 483). This indicates that, in order to define 

the added value of FM in hospitals, hospitals head of FM combined adding value with 

“soft” attributes such as quality and customers satisfaction.   

Table 8 Ranking terms for a definition of added value (Hofer & Stampfli, 2011, p. 7; Stampfli, 2010, adjusted by the author) 

Ranking Attribute Score 

1 Service quality 173 

2 Customer satisfaction 182 

3 Product quality 318 

4 Operational costs  329 

5 Flexibility 333 

6 Processes 362 

7 Maintenance costs 375 

8 Interfaces 392 

9 Range of services 394 

10 Communication 420 

11 Procurement costs 438 

12 Time 467 

13 Capitalised earnings value 479 

14 Complaints 483 

As the non-core activities are a major driver in image-building the question arose as to 

who has the priority in providing such services, patients or employees. Table 9 takes up 

the issue of which stakeholder should receive the most attention when the added value 

of FM, from the Head of FM's perspective, is discussed. The ranking and evaluation 

method was the same as the preceding one and shows that the main focus is on the 

external customers. The hospital staff, who are often in the role of customers as well, 

are ranked second. Third are the shareholders, defined in this context as any type of 

government or other hospital owner. This result reinforces the conclusion drawn from 

Table 8 that financial aspects cannot be regarded as the main drivers. It further leads to 

the assumption that FM is not regarded as increasing the stakeholder’s value or else the 

term shareholder would appear higher on the list. 
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Table 9 FM added value - stakeholder ranking (Hofer & Stampfli, 2011, p. 7; Stampfli, 2010 adjusted by the author) 

Rank Stakeholder Score 

1 External customer (patient/visitor) 85 

2 Hospital staff 110 

3 Shareholders (owner/state/canton)  135 

4 Environment (surrounding community) 160 

If FM adds the highest value to the customer / patient, the working tasks of FM should 

be customer / patient-related. Therefore the comparison between customer/patient-

related and staff-related services should bring the proof. According to hospitals head of 

FM do staff benefit more than customer from FM services. On a six-point rating scale, 

one being of no benefit for either patient- or staff-related services and six being of high 

benefit, the benefit of FM for staff-related services is with an average of 4.6, higher than 

customer/patient-related service (with an average of 4.3) as shown in Figure 33. The 

respondents are of the opinion that FM provides a high value service (5 and 6 of the 

rating scale) to staff (61 per cent or 30 out of 49); in contrast to customers (47 per cent 

or 23 out of 49). This comparison shows that the respondents judged FM services as 

being more beneficial for staff and obviously also as more requested than FM services 

for patients. This outcome raises the question as to whether FM is allowed to serve 

customers/patients in a customer-oriented manner. The result is a contradiction of the 

analysis illustrated in Table 9.   

 

Figure 33 Added value of FM for staff- and patient-related services (Hofer & Stampfli, 2011, p. 8, adjusted by the author) 

This contradiction raises the question of whether internal service departments give 

preference to their peers from the core business to avoid contention. It is known from 
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other business fields that services performed internally, e.g. food provision in the 

canteen, have lower value than a visit to an external restaurant, in view of the 

employees. Furthermore it is possible that the poor in-house appreciation of their 

department, in comparison with medical and nursing areas, has an impact on their 

behavior, hence the servitude to staff is higher. With providing a high servitude 

employees of the FM department may hope to achieve the status and appreciation they 

deserve. The conclusion which can be drawn from this assessment is that without a 

definition of quality and service levels the FM performance is not measurable and that 

could lead employees to provide “too much of a good thing”. Such a behavior 

ultimately does not help anyone as too much of a good thing costs more and benefits 

nobody.  

4.3.2.4 Influence of FM on a Strategic and Operational Level 

According to CEN Facility managers’ duties are on the strategical and operational 

levels. Therefore the survey also examined how the influence of FM on strategic 

decision-making processes as well as investment decisions on an operative level was 

rated by the responding heads on a scale ranging from one (no influence) to six (high 

influence). It is quite evident from the outcome, displayed in Figure 34, that the 

influence of FM is perceived to be greater on operational decisions than on strategic 

decisions. This outcome supports the thesis that although FM is responsible for about 

one-third of hospitals' total spending, its influence on the strategic level is not 

sufficiently recognised.  

 
Figure 34 Influence of FM on strategic and operational decisions 
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From this result it can be assumed that a facility manager’s duties are most often to 

operationalise the strategic decision, and have no impact on the processes or other cost-

saving measures.   

4.3.2.5 Changes owed to DRG 

According to the literature FM is not sufficiently recognised yet. Answers to the 

question of whether the status of FM in hospitals is likely to change under the new 

regulations paint a reasonably clear picture, as three-quarters (37 out of 49) of the 

responding heads thought that their status was going to change. When questioned on 

how important FM will become,  more than half (53 per cent) were convinced that FM 

will become very important, with the remaining number convinced that FM will at least 

become noticeable; none were of the opinion that the importance of FM under DRG 

was not going to change.  

The survey asked participants to rate on a six-point scale the statement that in 

preparation for DRG implementation the financial interest of supporting services is 

known and accordingly budgeted for. The intention was to gain an impression of the 

quality of the available data. The results, displayed in Figure 35, show that the majority 

of the respondents rated the availability and quality of the data between one and three, 

indicating that the data quality is insufficient to manage the budget process properly. 

Only a minority agreed that the budget process can be managed adequately with the 

existing data. 

 

Figure 35 Quality of data  

As Figure 36 illustrates, 38 per cent (marked five and six) of the respondents agree that 

the implementation of SwissDRG in 2012 will lead to changes in FM strategy within 
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the organisation. Forty-six per cent believe that it may change (marked three to four) 

and 16 per cent (marked one and two) believe that the implementation of SwissDRG 

will not affect their organisation’s FM strategy. 

 

Figure 36 Change in FM strategy  

 

It must be pointed out that psychiatric and rehabilitation clinics did not adopt DRG in 

2012. It remains uncertain whether or not the federal government will make a decision 

on if and when the DRG remuneration system will indeed be implemented in 

psychiatric institutions and rehabilitation clinics. Therefore, these answers are not to be 

considered too seriously.  

Cost transparency is one of the major objectives of the DRG, and so the necessity for 

cost data availability is increasing under the new system. It was important therefore to 

ascertain whether valuable data are traceable. On a six-point rating scale from not 

traceable to traceable in every detail, three-quarters of the respondents as shown in 

Figure 37 have usable data material, but only 12 per cent is traceable in every detail.  

According to Fetter (1991), the DRG remuneration system should lead to an increase in 

process transparency and a decrease in cost. Consequently the author wanted to know 

how FM managers think such statements apply within their respective hospitals (see 

Figure 37). Most of the respondents believe that Fetter’s statement will become true 

under the SwissDRG. The transparency will increase to a high level within the 

processes (44 per cent) and cost (38 per cent) (scale 1 and 2). FM managers expect 

certain improvements, 41 per cent within processes and 47 per cent within cost (scale 3 

and 4). Only 16 per cent are of the opinion that neither cost nor process transparency 

will change under DRG, and so transparency is not an objective which will have to be 
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met within the remuneration system.  With reference to the options fully applied, 

applied and not applied, fewer respondents are of the opinion that the process 

transparency will be higher than the cost transparency. 

 

Figure 37 Cost and process transparency  

4.3.2.6 Key Performance Indicators (KPIs)  

The survey also aimed at finding out whether or not FM KPIs are generated and how 

(qualitatively or quantitatively) they indicate the value of FM. Participants were given 

the task of stating whether a range of statements applied to their organisation, whereby 

more than one answer was possible and free interpretations were welcomed. The 

statements were previously discussed and pre-tested with experts and verified by them. 

The results are shown in Table 10. One point of discussion was whether or not the order 

was relevant to the respondent’s answers owing to the assumption that no benchmarking 

data for the whole area of FM would be available (statement 1). Most of the mentions 

(41) were related to the collection of data through patient satisfaction surveys. Figures 

indicating costs per unit (32) and figures indicating percentages of the overall costs of 

an FM unit (27) were also mentioned often. Fewer respondents mentioned that no data 

are collected outside the core business (8) and others (7) mentioned that the value is 

assessed by means of a balanced score card (see Table 10). 
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Table 10 Key performance indicators for FM value  

Option Mentions 

No collection of data that can demonstrate the value of FM definitively. 8 

With KPIs to indicate costs per unit (e.g. costs of full board and lodging 

per person). 

32 

With key figures that indicate qualitative statements of FM processes 

(e.g. patient satisfaction with the catering service. 

41 

With KPIs that indicate a percentage of the overall costs of an FM unit 

(e.g. rate of food costs in proportion to catering costs). 

27 

The value of FM is assessed by means of a balanced score card. 7 

When asked to assess the preconditions of data in their organisation to generate FM 

KPIs, more than half of the participating heads think that the preconditions of data for 

generating FM KPIs provided by the organisation are good or very good (55.1 per cent), 

as can be seen in Figure 38, illustrated like a traffic light. Twelve hospitals (out of the 

22, which did not fulfil the preconditions) believe that with the implementation of the 

new remuneration system the data provided will enable the generation of KPIs. Nearly 

half (44.9 per cent) are of the opinion that they are not able to generate FM KPIs from 

existing data owing to the lack of data transparency or quality.  

 

Figure 38 Preconditions of data 

With regard to the results regarding cost traceability (see Figure 37), where just a 

minority of the respondents are satisfied with the transparency of the available data, the 

above well-rated preconditions are questionable. 
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4.3.2.7 Conclusions 

Conclusions are drawn within each section and also in Chapter 5.  

4.3.2.7.1 Actual vs. Desired Status of FM in Hospitals 

The conclusion which can be drawn from this assessment of the actual versus the 

desired status of FM in hospitals is that FM is perceived rather as a cost factor than as a 

value-adder. It is obvious that FM managers’ own perception and their wants (desired 

status) are incongruent. Especially noticeable is that FM is only noticed if there is an 

inconsistency between service performance and service agreement. In addition to this 

FM managers are of the opinion that an adequate estimation of their own working tasks 

is irrelevant. FM leaders find themselves confronted with a rather poor appreciation of 

FM, especially as they tend to consider their activities irrelevant themselves. The fact 

that FM managers consider FM performance as irrelevant is disturbing to say the least, 

so how can the image of the “below average social status” (Coenen et al., 2010, p. 265) 

be eliminated and how can FM gain the status it deserves when even the head of the FM 

department does not believe in the work? Finch (2010) stated that “FM is all too often 

the slave to organisational efficiency” (p. 138). FM managers are all too often living in 

their own shadow.   

4.3.2.7.2 Value and Added Value of FM on a Strategic and Operational Level 

According to the literature FM is committed to providing added value to the core 

business (Jensen, 2010). The term added value is in use as a synonym of the term value-

added, hence a common understanding of those terms by healthcare providers cannot be 

confirmed. The survey confirmed that Swiss hospitals do discuss the issue of the value 

and the added value of FM, albeit with only moderate enthusiasm. Furthermore, clear 

terms used for the broad area of FM and its value or added value do not exist in the 

Swiss healthcare context, although terms such as service quality and customer 

satisfaction were very often used compared with financial attributes. With regard to the 

current state of research, it is not possible to fully define added value for FM in 

hospitals, notwithstanding the fact that the respondents see a significantly higher benefit 

for staff in staff-related services than in patient-related services. If we start from the 

perspective that added value (value-added, 2013) represents the value of an article 

which increased at each stage of its production, hence the reverse conclusion is that 

added value contains only the value of services which exceeds the agreement made. But 
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often, over fulfillment of service agreements is ineffective and causes higher costs, what 

eventually can lead to higher prices for the client (CEN, 2006b). Also if assuming that 

added value or value added is “ the amount by which the value of a product increases as 

it goes through the different stages of being made and sold” (Macmillan, 1994, p. 1103), 

it must be taken into consideration that the financial aspects are already integral part of 

value. As a consequence, the debate surrounding the value of support services of FM 

has to be conducted on a more effective, measurably and precise level. This also 

includes the necessity of examining value and added value in the hospital FM context 

from a historical and semantic perspective. It is necessary to take a closer look at the 

pertinent scientific papers to determine whether the understanding of value, added value 

and value added is identical in German-speaking and Anglo-Saxon countries in order to 

align the meanings of the German and English terms. A common understanding of FM 

in the hospital context and the leaders in this field is recommended in order to ensure 

that the role FM plays in hospitals is represented accurately. This approach should 

ultimately lead to a well-known standard, ensuring consistent use of the terms. BIFM 

suggest that a consistent use of the terms could also enhance FM’s influence on a 

strategic level as well as its becoming an integral part of a company’s strategic plans 

(BIFM, 2009) because despite the great potential of FM, FM managers are still 

perceived as minor contributors to strategic corporate value. 

4.3.2.7.3 Change within SwissDRG and KPIs 

After the philosophy of added value issues, the focus shifted to figures. The aim of 

DRG is to enhance hospitals competitive environment, to develop transparency of 

hospital’s performance and to enable hospitals to benchmark their performances (Conti, 

2010; Fetter, 1991). Three-quarters of facility managers believe that their status is going 

to change, and half of them see FM as a key department in healthcare institutions. Cost 

and process transparency is prerequisites in terms of change and already three-quarters 

of managers are of the opinion they have data material available, albeit of insufficient 

quality. Furthermore, fewer respondents are of the opinion that the process transparency 

will be greater than the cost transparency, suggesting that political issues are more 

important than financial pressures.   
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4.4 RQ 2 Rules and Regulations and Subquestion RQ 2a 

The questionnaire rules and regulations (see Appendix D) concern the view of head 

officials about hospitals’ FM and their influence on it. The aim was primarily to draw 

the attention of the cantonal head officials (see Appendix C 2) to the importance of the 

FM area by verifying or falsifying the dimensions and their subcategories, as shown in 

the model (Figure 39) below, and to gain additional individual information from the 

cantonal offices through the open-ended text fields in the questionnaire. 

4.4.1 The Inquiry Rules and Regulations - Method  

RQ2 (RQ2 and RQ2a) is presented in detail in 2.7.2.  

RQ2:  Are there any barriers to the FM department's not acting economically and 

enhancing hospitals' efficiency?  

RQ2a:  What external barriers do hospitals encounter in achieving their objectives? 

Initially telephone interviews with the head officials of the cantonal health authorities 

were planned instead of written questions, as telephone interviews make it possible to 

respond to the individual, often unique, situations of each cantonal authority; hence a 

survey guide according to Rubin and Rubin (1995) was designed. Owing to the breadth 

of the topic several dimensions had to be taken into consideration. A theoretical model 

served as the underlying theory by defining the questions (see Figure 39), which were 

connected to each other. According to Rubin and Rubin (1995, p. 159) a theoretical 

model, in this case derived from the statement that hospitals are now squeezed between 

the political will and the ability to compete (Avenir Suisse, 2008), serves the structure 

and supports the interconnectivity of questions. 
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Figure 39 Framing the interviews  

From previous work the author knew about the delicate situations head officials were in. 

On the one hand they are responsible for their institution and on the other they have to 

follow the political decisions or view of their political leader. In this case, it was found 

important to outline the dimensions with specific questions, as there is a broad body of 

knowledge, but in view of the interviewees, the author had to ask questions which they 

were competent to answer. The risk of not getting any answers was omnipresent.  

Two weeks before the summer holidays the author phoned all 19 head officials of the 

cantonal health ministry in German-speaking Switzerland to inform them about the 

survey and why it was essential, as well as about her personal interest in the subject of 

FM in healthcare. Another reason for the call was to check their availability.  

As stated in 3.5.5.2 most head officials wanted a semi-structured questionnaire, because 

they felt they would not be able to answer all the questions on the phone. Face-to-face 

interviews were rejected for reasons of time and the coordination required. Furthermore, 
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the impression was given that the head officials were rarely or never questioned by 

externals and that FM in hospitals was not really part of their remit. The author 

emphasised the importance of their answers as the results were to be presented at a 

congress in September (Hofer, 2009).  

To avoid a worst case scenario such as not having any respondents, a choice had to be 

made between either switching to written questionnaires or running the risk of not 

getting any answers if head officials refused to participate. The decision was straight-

forward: a written survey was required. Furthermore, the author realised that this survey 

had to be carried out with the utmost care as remarks such as “we are only the executors 

of political decisions” were made.  

The survey guide was therefore designed as written questions on the survey platform 

called 2ask. To avoid withdrawals from the survey, no filter questions were set, as the 

author wanted to exclude (the chance of) premature cessation of information, so the 

respondents were directed to subsequent questions. This meant that the author 

deliberately accepted that not all questions would be answered. As much feedback as 

possible from the 19 cantons was requested and a former employee of the cantonal 

health department of Zurich did the pre-test. The intention of the questions was largely 

understood and they needed to be modified only slightly. Finally, a letter including the 

link to the questionnaire was sent by email to the 19 cantonal head officials.  Therefore, 

the entire target population had been taken into account, N = 19 (see Appendix C 2). In 

this study, a reminder was sent before the deadline for submission to prevent the 

participants from feeling they had missed or forgotten something.  It was hoped that this 

measure would lead to more completed questionnaires in spite of holidays and other 

absences.  

The study was designed as a cross-sectional study (Zikmund et al., 2010), as the focus 

was on the information applicable at that specific time. The study will not be altered to a 

longitudinal study as under DRG the role of the cantonal authorities changes.  

4.4.1.1 Evaluation of Closed-Ended Questions 

The quantitative data, gained from the structured part of the questionnaire rules and 

regulations, were analysed on the basis of descriptive statistical methods (see 3.7.1). 

The evaluation of the open-ended text fields was intended to be carried out by applying 

qualitative content analysis according to Mayring (2008) (see 3.6.2). In this survey it 

was intended to apply a summarising method, but for each open-ended question there 
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was only one individual response, which is why a qualitative content analysis could not 

be carried out in its pure form.  

Some results of the descriptive data analysis were graphically displayed, others 

described.  

4.4.1.2 Representativeness  

Owing to the differences between the healthcare politics of the 19 cantons, general 

conclusions were not expected to be drawn; instead, trends with reference to cantonal 

differences were identified.  

All 19 head officials from German-speaking Switzerland were contacted and as many 

questionnaires were dispatched.  Eleven cantons participated in the survey, even though 

some left out certain questions. The cantons of Aargau, Appenzell Ausserrhoden, 

Glarus, Graubünden, Obwalden, Thurgau, Uri and Zug did not submit a response; in 

other words, around three-quarters (FSO, 2012) of the people living in German-

speaking Switzerland were represented (see also Figure 17).  

4.4.2 Results  
Several cantons converted their hospitals into public limited companies some years ago, 

whereas others are still guided by the cantonal governments. Regardless of the status, in 

the future, hospitals will continue to have to deal with their cantonal authorities as they 

remain as regulators. Therefore the head officials’ view concerning aspects of FM will 

have direct and indirect impacts on hospitals' FM also in the long run. The results are 

ordered according to the theoretical model.  

4.4.2.1 Management Structures: Strategic Leadership 

The responsibilities and competences of hospital management must be regulated, as 

new concepts in their visions and strategies may provide economic principles. The 

cantonal health officials were asked about the decision-making competences of 

hospitals’ strategic management bodies (administrative council, board of directors, 

foundation board), as illustrated in Figure 40. Establishing a non-clinical partnership is 

hospitals’ responsibility in 8 out of 10 cases, in two the cantons' responsibility and one 

representative did not answer the question. According to 3 out of 11 respondents, since 

financial investments in third-party organisations need a cantonal decision, those 

hospitals are not in charge of making this decision. Six cantons delegate such decisions 

to the hospital authorities and one canton did not answer the question.  
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Completion of rental contracts, renting space/parts of a building to and from third 

parties, completion of leasing contracts, completion of outsourcing contracts with 

external service providers (excluding core functions) and optimisation in terms of 

alignment or enhancement of support services within the existing infrastructure are all 

the duty of corporate management and solely the responsibility of the executive board 

of directors.   

Figure 40 Decision-making competences 

4.4.2.2 Finance and Investments 

In order to act in time and to be competitive it is essential for hospitals to have capital 

resources to finance their plans. When asked whether the hospitals have the opportunity 

to take out loans on the capital market, three-fifths (6 out of 10) of the respondents 

stated that investments are financed exclusively through the canton or the local 

authority. Correspondingly, only two cantons enabled hospitals to take out loans on the 

capital market and two cantons could not answer that question. The two loan 

possibilities were employed to finance medical equipment or real estate renovation. In 

contrast, the individual assessment differs: on a five-point rating scale ranging from not 

important to highly important (see Figure 41), one representative mentioned  the 

possibility of taking loans on the capital market as unimportant, one as rather 

unimportant, one as neutral and five as important or even highly important; three did not 

answer this question. Hence the majority deem the opportunity of taking out loans on 

the capital market as relevant and with it the need to be able to increase a hospital’s 

economic autonomy. 
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Figure 41 Importance of taking out loans  

When responding to this question, several head officials seized the opportunity to use 

the open text fields within the semi-structured questionnaire. Two head officials gave a 

statement instead of a ranking and one person made no comment on this question (see 

Table 11). Although no generalisation is possible as the statements are either in favour 

of the cantons or in favour of the free market. Obviously, some years before DRG 

implementation some cantons are still trying to retain control of their hospitals.  

Table 11 Statements on hospital financing 

- Essentially, the raising of financial means for public hospitals (e.g. public limited 

company or institution under public law) is always more favourable when procured 

by cantons. There is no reason for taking out loans on the capital market. 

- Will become less important under revised hospital financing (DRG). Freedom is 

important for organisations that are turned into independent enterprises. Remark: 

There is a risk of over-financing because the canton is regarded as a guarantor. 

- Hospital financing depends on the strategy of both the hospital and the canton. 

 

After a look at the physical fund-raising, a closer look at the handling of investments is 

necessary. According to the Swiss accounting system in most cases the investment 

requests of public hospitals must be submitted to the respective cantonal government or 

any other superior authority in charge, and the question then arises as to which criteria 

are used to assess the requests. In the field of FM there is a widespread belief that 

investments lead to an increase in efficiency within the core business. Therefore, the 

responses to the question of whether there are criteria for assessing hospital investment 

requests (e.g. recurrent saving potential owing to investments) is surprising; only two of 

11 cantons state that they apply standardised and transparently communicated criteria 

for assessing investment requests. Seven of 11 cantons have either no criteria or the 

criteria are not published (not known by the hospital representatives) and two cantons 

did not answer that question.  

Given the preceding question and answers, the question of whether investment requests 

(which lead to process improvements and financial savings) are evaluated particularly 

Importance of taking out loans  
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was expected to be a redundant one. Notwithstanding that, 2 out of 11 cantons stated 

that investments which lead to sustainable improvements are processed and authorised 

more quickly. Five cantons stated that all requests are assessed equally quickly. Three 

cantons integrated the hospitals into the decision-making process insofar as these 

investments are included in their budgets. One canton is only involved if the requests 

exceed 5 million CHF. Obviously a canton governs according to economic principles, 

as hospitals know the criteria for investment requests and if there is an optimisation 

potential the request is processed more quickly by the cantonal authority.   

4.4.2.3 Real Estate (Buildings, Landed Property and Equipment)  

With the implementation of the new compensation system of DRG hospital buildings 

and landed property gain importance. Immovables were part of the cantonal or other 

sponsor’s portfolio and are now going to have to change owing to SwissDRG. On the 

one hand, the questionnaire contained some questions regarding the actual situation and, 

on the other hand, questions about prospects for the coming years.   

Most of the cantons (8 out of 11) are the owner of the hospital building(s); hospitals, as 

institutions, are the owner of their building in only one canton and two did not answer 

the question. The answers concerning properties (land) differ slightly because one 

canton is only the owner of property and not the building; according to their comment in 

the open text field, this situation is currently in discussion. Just 2 out of 11 cantons 

stated that they also own equipment. Eight of the participants (of 11) stated that the 

canton is the owner of immovable property and the question arises as to whether the 

hospitals with premises in public ownership have to pay rent. Three cantons do ask 

hospitals to pay a market rent, two hospitals charge a cost rent and three have created 

individual calculation models. The rent settlement in three cantons is done by invoicing 

and in five cantons by internal transfer (direct debiting).  

According to the available literature, the implementation of DRG has led to many 

changes, such as modification in the use of hospital buildings or building sections. In 

order to estimate the freedom of the individual hospitals some information about the 

legal guidelines had to be gained. Are the hospitals authorised to rent out real estate 

without approval from the cantonal administration or political policy-maker? 

Previously, two cantons stated that the hospitals are the owners of the buildings but 

operate under cantonal mandate. These circumstances are irrelevant to the question. 

More than half (six out of 11) of the cantons stated they do not impose any conditions 
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on either renting out the whole building or individual rooms, so that hospital 

management is free to decide about renting out. Two cantons do not give any authority 

to the hospitals to conclude rental agreements. Two cantons' recommendations to rent 

out building sections are reviewed individually, and another two cantons give 

permission according to their regulations, but according to the head officials' statement 

in the text field there is rarely any space available for renting out (see Figure 42), so 

head officials do not have to define regulations.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 42 Raising capital   

To sum up, it can be said that the cantons mostly approve of partial renting out of 

hospital buildings under different assumptions. In only three cantons, however, have the 

hospitals been given full autonomy. 

If renting out is possible, the hospital receives the rental income. Only one canton 

demands part of the income; all others allow the institution to retain the income. Usually 

strategic management is in charge of public-private partnerships (PPP) and outsourcing 

tasks. Taking up the outsourcing issue, the author first wanted to know whether and 

how the cantons have experienced PPP, especially in relation to fund-raising.  

Most (nine of 11) cantons have no experience; however, two considered applying a PPP 

model in the next renovation project. Four cantons do not take into account a PPP 

model for building activities and five do not provide any information about this.  For 

legal reasons only four cantons allow the application of PPP models or the financing of 

real estate through PPP models. In contrast, four cantons do not allow any PPP model 

and three cantons have no explicit regulation.  
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As communities and cantons are under financial pressure it was important to find out 

whether private shareholding (investor groups, pension funds, companies) in hospitals 

would be an option to finance public institutions. If so, are there particular approaches 

or models acceptable from the head officials’ point of view? The officials were asked to 

give their ideas. These are listed below in Table 12.  

Table 12 PPP in Swiss public hospitals  

- The possibility of a PPP model should be explored only if the public authority is 

unable to finance renovation / investments. 

- There are no restrictions imposed by the canton. 

- The possibility exists, provided that private shareholding is permitted by the statutes 

of the public (independent or dependent) hospitals; there are no possibilities for a 

PPP model. LaMal requires the cantons to ensure the provision of healthcare  

services, which are mainly executed by the public hospitals. 

- PPP is not an issue at the moment. 

- Not for public hospitals because no return on investment is expected. 

- Unlikely, no investors in sight.  

- Not totally out of the question, but it would need approval from the political 

decision-making authority.  

- At the moment it is unlikely, but may be possible in the future.  

- From the year 2012, private investments will gain in importance. 

Half of the respondents (five) said PPP was not a possibility, another five said the 

possibility could become reality and one canton did not answer the question.  

4.4.2.4 Business Model: Management of Facility Services  

In a range of statements in the semi-open question section participants were asked to 

give their own comments. The head officials were asked to assess the following services 

according to their suitability for PPP models (e.g. cooperation or foundation of 

subsidiaries). Most comments related to laundry and cleaning services, followed by 

transport services, security, staff accommodation management and catering (Figure 43). 
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Figure 43 Services with potential for a PPP model 

If outsourcing in the form of a PPP model only exists in five of nine cantons, the 

obvious question is why? Therefore, the next question asked about the legal regulations 

that would have to be considered if support services were to be outsourced. Seven of 11 

cantons stated that there are no legal regulations. Four cantons pointed out the 

obligation to obtain prior approval from the local government authorities. In 

Switzerland, an expensive country, the question was asked in 2008 whether services 

could be obtained from abroad; hence in four cantons companies based abroad were 

allowed to provide services. The only question raised was about the regulation, not 

about the usefulness, of such a model. 

4.4.2.5 Legal form and ownership structure of hospitals  

This section covers questions about the entrepreneurial freedom of hospitals. Therefore, 

it was asked whether cantonal law allows private shareholding in hospitals on the 

cantonal list and whether any restrictions apply. 

Two cantons explicitly prohibit private shareholding and in five cantons it is permitted 

entirely or in participation with external service providers; three cantons could not 

answer the question and one canton did not answer at all. In the cantons in which 

private shareholding is permitted, the canton holds the majority of either the votes or the 

capital.   

According to the literature it can be assumed that with the implementation of DRG the 

raising of capital and therefore the rate of return will have to change. This raises the 
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question of whether private shareholding for individual hospitals over the next three 

years is under consideration. The majority, 8 out of 9 cantons were of the opinion that 

this is not being considered at the moment. Only one canton had a positive view about 

exploring private shareholding.  

The literature suggests that DRG implementation is concomitant with pressure on 

hospitals. Therefore, the head officials were asked for their opinion about whether the 

financial pressure on hospitals and cantons would increase after the implementation of 

SwissDRG. Most of the head officials (10 out of 11) thought that financial pressure on 

the individual institutions would increase after the implementation of DRG. The open-

ended question about possible savings (see Table 13) in the field of FM was answered 

as follows: 

Table 13 Saving measures  

- The hospitals are in charge of saving measures. Hospitals are financed by the canton 

and insurers according to performance. The base rate is the same for each hospital. 

- Modernisation of the infrastructure to facilitate cost-effective service provision. 

Optimisation of capacities including staff reduction. 

- Cooperation with other hospitals (e.g. purchasing); shared services (e.g. IT). 

- Exploration of co-operation and PPP, e.g. one single laundry for hospitals, nursing 

homes and homes for the disabled. 

- If these figures are correct, the exploitation of synergy effects through cooperation. 

- Joint solution; outsourcing; company foundation.  

Interestingly, the issue of saving measures and their implementation is, according to the 

head officials, exclusively the hospitals’ area of responsibility. 

In 2010, not only the hospitals but also the cantonal health authorities were preparing 

for the implementation of DRG. Therefore, the head officials were asked about their 

focus in terms of FM optimisation. It was possible to give more than one of the 

predefined answers, as well as make additional individual remarks. Three cantons 

intended to explore co-operation; others to rent out sections of their hospital to third 

parties or to establish legal foundations for outsourcing of support services, but most of 

the remarks were not FM-related. Determining saving or optimisation measures is one 

thing, implementing them another. That is the reason why the head officials were asked 

about possible difficulties or stumbling blocks in relation to their stated proposals.   

They could choose from a list of answers (more than one answer was possible) and were 

free to add individual remarks. Political resistance was mentioned four times, followed 
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by lack of investors, lack of internal know-how in general and on the management level, 

as well as a lack of professionalism on the part of service providers in the field of FM. 

To summarise, head officials defined barriers both outside the hospitals and inside the 

hospitals, as in Figure 44 below. 

Figure 44 Expected challenges 

4.4.2.6 Conclusions 

It can be concluded that the compromise of switching from interview to questionnaire 

was not very helpful. Some questions needed further explanation and hardly any use 

was made of the open-ended questions or the chance to add individual statements in the 

semi-open questions. The negative attitude towards interviews was also expressed in the 

written questions, as some head officials seized the chance to say “no comment”. As all 

survey participants left their mail address. 

According to the statements and the behaviour of head officials, FM in hospitals is not a 

favourite with cantonal governments, so support in terms of understanding and 

recognition of FM’s potential is not to be expected.   

The Swiss parliament’s original aim in implementing the SwissDRG system was to 

enhance competition within hospitals and in parallel reduce costs through greater 

transparency.  It should be mentioned that the implementation was, at the time of the 

survey, still three years ahead and that the resistance to it comes from hospital 

employees as well as from politicians. Nevertheless, fragmentation of healthcare 

institutions owing to cantonal authorities' whims cannot be a prospective solution; hence 

the change to an economic lead hospital is only a question of time. With reference to 

Schedler and Proeller (2006) we should not talk about an administration oriented 

towards effectiveness but rather of an administration-oriented effect. 
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RQ2b: Outsourcing View of External Service Providers 

The aim was primarily to draw attention to service providers, as there might be a 

disproportionately large demand for service performances in conjunction with the 

planned DRG implementation, because outsourcing is promoted as a problem-solving 

task. Consequently, how can service providers achieve the performances demanded and 

meet hospitals' expectations in terms of professionalism and quality? If patients and 

employees experience the outsourcer negatively, they will blame the hospital and not 

the contractor. At a time when increasing importance is attached to patient satisfaction, 

a negative impact is particularly undesirable. Therefore, contractors have to deal with 

patients in ways congruent with hospitals' values and policies. If there is non-

performance of a contract, legal liabilities and higher risks could damage a hospital 

severely. What are the expected impacts of the implementation of the SwissDRG on 

service providers’ business volume? Are there any anticipated risks to hospitals and 

external service providers?  

4.4.3 Inquiry Outsourcing (Service Providers) - Method 

RQ2b is presented in detail in 2.7.2.  

RQ2b: What contribution is made by external service providers? 

The third inquiry, in terms of time sequence, covered service provider interviews.    

The author prepared a survey guide according to Rubin and Rubin’s (1995) concept, as 

interviews make it possible to respond to the individual, often unique, situations of each 

service provider. To provide an overview, a theoretical model served as underlying 

theory, defining the questions (see Figure 45) 
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Figure 45 Framing the interview with service providers 

The questions were designed to include “why” and “what” as well as “how” (Kvale, 

1996, p. 130) by using a describing form (see Appendix D). 

Expert interviews with a semi-structured questionnaire, conducted with senior 

management from multinational service firms, were treated as purely qualitative 

research. To collect the data the expert interviews method (see also 3.6.2) was used and 

the path described in phase three (see 3.5.5.3) was used for analysis. The interview 

partners were people familiar with the research field who had greater knowledge than 

other people (Kvale, 1996, p. 147). They also held a key position within their 

organisation. Thus, they were considered as experts in their field. They were selected 

because of the wealth of information they were expected to have. Therefore, the 

purposive sampling concentrated on, preferably, internationally operating FM-

providers, with a main or partial focus on service provision in the healthcare sector. 

These providers have an information basis which can be translated to the Swiss 

situation. With regard to interviewees, purposive sampling meant that the interview 

partners were members of the executive board so they could provide information about 

the strategic orientation of the enterprise.  
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Most importantly, they could extrapolate from the conditions in countries which have 

already implemented DRG in order to identify trends more precisely. 

The purposive sampling identified a further seven interview partners who made 

themselves available for interviews. The interview guidelines had been applied in a pre-

test, which revealed that some of the questions needed more clarification to prevent 

uncertainty during the interview. All interview partners received the interview 

guidelines in advance. The interview contained 22 questions, some with subquestions. 

The interviews took 35 to 45 minutes and were conducted in German (standard 

language), with explanations in French for the MIBAG and Sodexo representatives. 

Overall and including the time for introduction and final conversations, the interviewer 

seldom stayed for more than 60 minutes. When making small talk with the interview 

partners, however, the author pointed out that additional responses were welcome and 

that the interviewee should feel free to comment. The interview partner sometimes 

anticipated the questions because the corresponding answers had already been given at 

an earlier stage in the survey. In addition they were outstandingly well-prepared. The 

representative of ISS spent days on this subject, even taking into consideration his UK 

peers’ opinions. Two other interview partners said that they had not yet or had only 

marginally dealt with the implementation of DRG and its impact. 

The transcription was first done verbatim and then by summarizing the text, so that the 

qualitative data were available for the content analysis. 

4.4.3.1 Mayring’s Qualitative Content Analysis  

The analysis of the interviews was carried out by qualitative content analysis in 

accordance with Mayring (2008). Qualitative content analysis is a technique by which 

fixed data are analysed and descriped systematically in the light of theoretical 

background knowledge. Questions to who, what, when, where and how - within 

explicitly formulated systematic rules to limit the effects of analyst bias - are typical of 

the content analysis.  The main item is the development of a category system based on 

the source data. Depending on the RQ, the analysis technique can be summarising 

(reducing), explaining or structuring. In this survey, a summarising method was applied. 

That means the text was reduced to its core statements step by step. As the sample of 

seven interviews was rather small, it was decided not to use an IT-supported process as 

preparation for only seven interviews were regarded as too time-consuming. The 

summarising of the content analysis was done in three steps (Mayring, 2008, pp. 64ff.): 
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1. Paraphrasing on the basis of the RQ. The text was first fully transcribed then 

passages of the text were rewritten in a short, descriptive way. The text content 

was then converted into standardised language forms and terms; non-relevant 

content was removed. 

2. Generalising the paraphrased passages.  

3. Reducing paraphrases that did not contribute to answering the RQs. Paraphrases 

which referred to similar thematic matters were clustered and paraphrases with 

different statements were summarised. 

The summarising content analysis is characterised by a theory-based perspective, which 

means that previous theoretical knowledge is needed to analyse unclear passages 

(Mayring, 2008). The author's personal expertise in the field of FM in healthcare 

supported the evaluation process. Yardsticks for the evaluation were the three criteria 

(see 3.4) of objectivity, reliability and validity (Mayring & Brunner, 2009).  

The order of the survey questions, which had been sent in advance to all the participants 

by email, was sometimes altered during the interview. The interview partners, with the 

exception of the Siemens representative, provided a response to each question. The 

interview partners had prepared themselves for the interviews very carefully and they 

were punctual for the appointment, which suggests considerable interest. Usually the 

author was welcomed by members of the executive board and sometimes they took part 

in the interviews. 

4.4.3.2 Representativeness  

The main characteristics of service providers based in Switzerland is their limited 

supply; either in terms of a single specification such as cleaning or food provision or as 

a micro-enterprise. Micro-enterprises do not have the power to provide services in a 

hospital with their demands and multinationals do not yet have access to the specific 

Swiss hospital culture. The objective  in finding interviewees in a FM related field was 

twofold, on the one hand to find out which companies already served the hospital 

market either within a specific task or as an integrated service provider and on the other 

hand to find out which companies would have the power to serve the mentioned market. 

Finally a list with the service providers in the Swiss FM market (von Felten & Coenen, 

2010) formed the underlying basis in defining the interviewees required. The list was 

set up according to the defined sample size (8 to 10 interviews) representing all relevant 

FM areas - a detailed description of respondents is outlined in Appendix C 3. The 
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definition of relevant FM tasks was in accordance with the service map (see 5.2.).  

Unfortunately of the chosen companies, that fulfilled the criteria (see 3.5.1.2; 3.5.6; 

4.4.3), only seven of them (see Appendix C 3) gave permission to be interviewed while 

three were not interested in doing so. The interviewees represented all relevant FM 

areas, also displayed in the service map (see 5.2). Furthermore, Sodexo, Siemens, ISS 

and Vebego are multinational companies, with experience in service performance in 

countries which have introduced DRG. Some of the interviewees contacted their 

affiliates in the Netherlands, France, Germany and the UK in order to be fully prepared 

for our meeting.  
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4.4.4 Results  

The method of gaining results from service providers’ interviews was in accordance 

with Glaser and Strauss’ (1969) four steps method (see 3.4.4.2) and according to 

Mayring’s (2008) theory ( see 4.4.3.1) as well as in comparing the interview frame (see 

4.4.3; Table 14; Table B2_1). According to the dimensions the statements were 

clustered and categories of attributes defined. The results (4.2; 4.3; 4.4) are summarized 

to comprehensive theories and described in chapter 5 (5.2; 5.2.1). The clustered and 

summarised results are displayed in Table 14 (see also Appendix B 2). It should be 

borne in mind that the questions alternated as the author especially asked for the 

interviewees’ companies’ views. After the question about which area service providers 

were working in and if they had thought of providing additional services 

(diversification) or had an increased level of capacity (scaling) most of them answered 

that they would like to diversify in terms of care-related activities and a range of 

strategic FM planning, such as becoming an integrated service provider. 

Table 14 Clustered and summarised results 

Question No  Summary  

3 Most providers stated the main reason for the relatively low 

outsourcing rate in Swiss hospitals (compared with Germany, 

the UK and the USA) as lack of cost pressure, the political 

structure and the resistance of employees.  

4 They considered the most important reasons for hospitals to 

outsource services were cost savings and problem-solving 

solutions within human resource management.  

5/6 Hospital FM managers explained that their rejection of 

outsourcing to service providers was based on the fear that 

employees would not be integrated in the hospital setting, and 

social factors would consequently be too little involved. 

Furthermore, they feared uncertainty about feasibility, as in 

financial terms the VAT liability of 8 per cent would also apply 

to all patient services and hospitals would have to cover a 

“surcharge” of 8 per cent.  

7 Service providers explained their successful contract with 
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hospitals as follows. The service provider’s image and the 

related trust in the company are viewed as decisive factors in 

their decision to make an outsourcing agreement. Furthermore 

they related image and trust to accessibility, meaning the 

company is able to perform within a short lead time.  

 

 

8 The service providers have developed their activity in the 

hospital sector within the past five years, particularly by 

increasing their level of capacity (scaling), and there has 

therefore been an increase in the volume of existing services.   

9 As regards the win-win situation of collaborating with hospitals, 

from a business perspective the success factor is that both 

parties can concentrate on their core business.  

10/11/12 As quality is a term very often cited in the literature, the 

question was if and how quality is defined and measured. The 

criteria and approaches that are used to record a hospital’s 

quality standards are usually defined in advance or are even 

defined before the public tender. If any quality standards are 

checked, it is done within general patient surveys. To the 

question of how adherence to these quality standards is 

monitored there were no answers; one company described a 40-

point check list as their internal audit.   

13 Regarding the changes that the implementation of the DRG 

system will bring, all interviewees agreed that cost pressure will 

increase. Thus they expect a high number of outsourced 

activities and furthermore that simultaneous new forms of co-

operation will become the modern standard.  

14 If DRG brings a change in service performances, what are the 

further stakes for the service providers? Some providers are 

looking forward to the new care-related services, as they expect 

rising demand. Others have not yet thought about the potential 

services which the change to DRG offers.  
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The answers about the value and added value of FM services in hospitals were preceded 

by a detailed explanation, as the terms were not easy to understand. The link between 

the economic, hard-core discussion about performances and their prices with the more 

philosophical discussion about value and added value was tricky and demanded 

empathy in terms of explaining the link between value/quality and cost/price.  

15/16/17/ Service providers give added value to hospitals as service 

providers’ employees are performing in their core business and 

financial statements such as reporting or benchmarking. To see 

if the terms were understood, providers were asked about the 

wording of the question or how they would explain added value 

to a politician. Unfortunately, none of the service providers 

wanted to explain or define the term or give any explanations to 

politicians as they were independent companies. Most of the 

interviewees showed a dismissive attitude toward communi-

cation with politicians, so even when they were asked again for 

reasons their answer was that their company was independent 

and did not need any political support. Hence it is to question if 

Service providers understood the specific culture hospitals have 

to deal with. Service providers did not want to explain their 

definitions of good services, in service providers’ view good 

service is a synonym for their best practice model. As so far no 

definition or expectation were available for best practice the 

question arose if sometimes performances are carried out in a 

way of too much of a good thing. Therefore, the question about 

successful pioneering projects or clinics was asked, as none of 

the interviewees were providing such a hospital. Most of them 

argued that healthcare institutions are traditionally run so new 

ideas and innovation are not very welcome.  

19 Before the next question, an explanation about the FM model of 

the Charité FM GmbH in Berlin was required. The Charité FM 

GmbH is an integrated, independent service provider whose 

shares are held by the Charité hospital itself and several service 

providers. Therefore, the answer to whether they could imagine 
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being an associated company was either a clear yes or no. This 

question was followed by others relating to how to become an 

associate with shareholders such as the hospital itself and if 

there was any interest in changing the own business model.  

 

20/21 The questions about hospitals’ and patients’ needs and wants as 

well as fears concerning outsourcing remained un-answered, 

hence it is, once more, to question if service providers 

understood the specific culture hospitals have to deal with.  

The last answer is more about service providers’ development. 

22 Interviewees were in agreement that FM performances were at 

the end of the value chain, so cost pressure and pressure to 

become a hospital with economic standards would lead to 

repression in terms of facility services as they would have to be 

performed much faster and at lower cost and quality standards 

would become similar to hotel service standards.  

If integrated service providers are to be used in hospitals in the 

future, what is the feedback today from patients, employees and 

guests on services provided by non-hospital staff?  No feedback 

on contracted services is currently available to service providers.  
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4.4.4.1 Conclusion 

When the service providers were contacted for the first time, only few of them were 

familiar with the expected outcome of the DRG implementation. Most of those 

interviewed realised that with the new remuneration system a company's turnover could 

increase, especially if it could diversify its portfolio. The author also came to the 

conclusion that for third parties providing services in hospitals was an “easy job”, not 

requiring much discussion or effort to acquire a contract or to discuss offers; hence 

competitiveness in the area of outsourced FM services was not of great importance to 

hospitals. Even more quality of outsourced services was not a matter of discussion.  

Service providers were not aware of service performances’ influence on hospitals 

image. Therefore, for service providers it was out of scope that service providers’ 

employees could blame the hospitals if patients’ expectations were not fulfilled. Also, 

awareness of being a company which positively supported a hospital's image was not 

pronounced, so hospital values and policies have not influenced the outsourced 

performances so far.  Service providers have not dealt with the subject of public 

hospitals as that they were not aware of the special conditions obtaining to public 

hospitals and, even worse, service providers refused to take the political realities into 

consideration.  

Statements on the new challenges differed as the multinational companies discussed 

their possibilities with their peers and it is to be expected that some of them are 

developing the healthcare market in a new way. The traditional companies' response to 

the changes in the healthcare sector is “to wait and hope” to remain in business. The 

limitation of the GT method led to the mixed-method approach and the research results 

of all inquiries are more than the sum of the individual results, which is demonstrated 

within the complex systems and patterns aroused out of the described interactions (see 

4.2; 4.3; 4.4) in chapter 5 (see 5.1; 5.2).  
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5 Conclusions and Implications  

In the previous chapter the relevant results from each of the four surveys were presented 

and summarised. Conclusions about the research questions and problems are defined in 

Chapter 5. Analysis and discussions about the findings are contrasted and the 

implications for both theory and practice are defined. Finally, the limitations of the 

study are described and further research areas outlined.  

5.1 Conclusions about the Research Questions and Problems 

As there were four responses to the RQs their conclusions appear under their individual 

subchapters in Chapter 4. The overall conclusions concerning the RQs are as follows.   

RQ1 and 1a are the ‘how?’ questions in terms of FM in hospitals in the view of 

managers, and represent the FM tasks.  

At first glance, the result of representativeness of FM on the executive board of a 

hospital was higher than expected at 63 per cent. A closer look shows that the 

representativeness of FM tasks was effective albeit in positions not described as FM. 

Furthermore the position representing FM was most often connected to another support 

task such as finance, general support or head of operations.  

The question of which services and activities do belong to FM could not be answered 

properly, most probably because of the lack of definition and the allocation of activities 

and services that belong to the FM performances. Full clarification was not possible, so 

a database of FM terminology is a precondition for future work.  

Hospitals’ representatives do not perceive themselves and their work tasks as having a 

high reputation. The respondents largely confirmed the lack of appreciation of attributes 

positively linked to FM by peers or top management such as image bearer, transparency 

causer and enhancer of efficiency of the core business. That is evident from the findings 

about the desired (target) perception levels. More alarming were the answers, which 

illustrate to some extent that such attributes of perception were irrelevant to heads of 

FM. Such attitudes mean FM has to keep a low profile, regardless of the consequences 

of losing opportunities, as FM can never openly promote its services and will not be 

able to ensure the competitiveness of undertakings. Such findings confirm Finch’s 

(2010) assessment that the profession has not yet been fully liberated.  
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As discussed in the literature the terms value and added value do not definitively belong 

to either soft or hard categories unless Hayes and Abernathy’s (as cited in Wilson et al., 

2001) statement which pinpoints added value as the difference between expenses and 

the income generated over the whole period of time is taken into account. Most of those 

surveyed are of the opinion that such a discussion underpins FM's right to exist, even 

though respondents clearly associate the terms with soft factors and hence innumerable 

attributes. Respondents valued the added value of FM to staff higher than to patients. 

Respondents are of the opinion that FM is mainly involved on an operational level as 

they have to operationalise strategic decisions. According to Swiss laws and regulations 

hospital boards usually make the strategic decisions on investments as financial issues 

fall within their remit. Thus, one should be able to assume that FM is highly involved in 

such a process; however, such is not the case. This suggests that on the one hand board 

members still do not recognise the potential of FM to reduce already limited financial 

resources and on the other hand that FM has so far not been able to convince at board 

level. According to the respondents, DRG is designed to remedy this situation; 

respondents believe that FM will be involved in strategic decisions in the future. In 

contrast, Fielder’s (2007) statement that FM is a decisive factor regarding strategic 

change in day-to-day reality was not rejected, even though FM is mainly involved on an 

operational level and is not yet accepted as a high-level strategic task. Therefore 

BIFM’s (2009) statement that organisations with a strong FM are at a significant 

strategic advantage was prescient (BIFM, 2009).  

This involvement is assumed to be stronger in process transparency than in cost 

transparency. According to Lennerts et al. (2005, p. 174) process-based cost allocations 

support potential savings that can be generated while the quality of the core process 

remains constant. To demonstrate this, however, FM’s value figures are needed. 

Unfortunately most of the respondents are of the opinion that the available data are not 

(yet) of sufficiently high quality and benchmarking or a set of arguments based on facts 

and figures is still to be implemented. The lack of managers’ self-esteem, as discussed 

by Kaya et al. (2005), and the lack of meaningful data could have supported the 

discussion about added value or value, whereas DRG instils confidence regarding 

certain positive changes. The aim of the positive change could also be considered as 

FM’s way to liberation (Finch, 2010) and as the way high quality data, presumably cost-

efficient measures. As a result, FM finally acquires the status it deserves and becomes a 

recognised management discipline 
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The answer to RQ1b on how the SwissDRG measurement schema will change 

effectiveness and efficiency in the field of FM. 

The response is more a speculation than a research-based prediction; a speculation in 

that the results, also highlighted in the previous section, do not display any differences 

from other countries which implemented their DRG years ago. At the time DRG was 

developed its aim was twofold: on the one hand it was to be a remuneration system and 

on the other hand a management tool (Fetter, 1991). According to the literature DRG in 

Switzerland is reducible to cost-cutting issues; hence it is strongly associated with cost 

reduction. As Swiss hospitals are facing government initiatives to reform them, they 

have to consider cost-cutting initiatives; thus cost-cutting initiatives are somehow 

diametric to the fact that re-election is more important to local politicians. To avoid 

FM's becoming the plaything of politicians or a victim of the savings mania there is a 

need to draw a clear distinction: hence FM has to provide measures, presumably cost-

efficient measures first. Cost-efficient measures as respondents are of the opinion that 

the status of FM in hospitals is likely to change under the new regulations. So far it has 

been assumed that decisions related to FM services are not based on models, concepts 

or figures as the data are not of high quality. Consequently, the strategic decision-maker 

will decrease FMs’ budget without defining the expected services. Furthermore, such a 

decrease does not take into account FM’s potential in terms of long-term savings 

because investments are viewed according to the lifecycle concept. So the overall 

conclusion of how SwissDRG will change efficiency and effectiveness, in terms of FM 

in hospitals, could be that it is for better or for worse: for better, inasmuch as data are 

available and benchmarks and other management tools are also suitable for FM, and 

hence hospitals' top management recognise FM as a panacea and define it as an equal 

partner. For worse, FM risks some sort of collapse, collapse in terms of being wiped out 

partially or completely through hasty actions from hospitals leaders. Hospitals’ leader 

do not take the advantage FM brings into consideration, hence reversely FM’s 

recognition for its effort would be set back by years.  

As hospitals are confronted with cost-cutting tasks and as outsourcing is strongly linked 

to cutting costs the issue of make or buy is important.  
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RQ 1c and 2b answer the questions as to whether outsourcing is a task that should be 

undertaken in service providers' and hospitals' view.  

According to the literature and in view of the financial restrictions it was expected that 

outsourcing had become a management tool at least in traditional facility services such 

as laundry, food provision and so on. Although at first glance outsourcing has at least 

become a modern standard within services with high levels of investment costs, such as 

laundry, whether this is in fact so remains unconfirmed, as food provision with its high 

investment in kitchens and their infrastructure has not been outsourced once. In contrast 

to the assumption that high investment costs are the driver in terms of outsourcing in 

areas where specific knowledge is a prerequisite, such as security, an increase in 

outsourcing activities can be confirmed. Another distinction is made within services 

which cannot be handled in isolation from other in-house activities such as logistics as 

well as food provision; hence any activities close to patients were excluded from 

purchasing from a third party. As private hospitals seem to have higher economic 

multipliers, their outsourcing rate was indicated as a measure. Furthermore it was 

assumed that within smaller entities specific knowledge has to be bought. The 

hypothesis that private hospitals use outsourcing more widely than public ones was 

confirmed in 2008 but rejected by 2012. Also, the hypothesis that hospital size is 

correlated to the outsourcing rate had to be rejected as there was no correlation. In 

contrast some heads of FM are of the opinion that their institution bought no or very 

few (<5 per cent) services or performances from third parties. This outcome indicates, 

once more, that outsourcing has to be defined within the field of hospitals. The fact that 

the outsourcing rate of private hospitals remained static at the level of 2008 and the 

outsourcing rate of public hospitals rose to the same level could indicate that the 

traditional method of outsourcing services has reached its limit. This stagnation and the 

alignment of public hospitals may suggest that services provided traditionally are 

exhausted or not understood, meaning that new systems of outsourcing will become a 

future trend. New systems such as e.g. strategic alliances, as already suggested by 

Bueldt and Sattler (2006), will outnumber individual performances by third parties.   

Also, the broader view on co-operation did not clarify the picture, as the rates, except 

for the logistics part, remained roughly constant, albeit under new conditions such as 

merged hospitals.  
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Nettesheim, Greben and Kottmann (2003) are of the opinion that the outsourcing of 

business processes “promises cost reduction and at the time higher service quality” (p. 

24), but such a statement made little impression on hospital heads of FM. The major 

driver in terms of outsourcing was the aim of focusing on core business. Executives 

need to ask themselves where their company’s core competencies lie and what they are 

doing to meet them best. Outsourcing could be a possible option for items not appearing 

on that list. It is not always a matter of cost but also about letting an outside company do 

processes better than they would be done in-house (Iluzka, 2008). The assessment of the 

make or buy decision, however, is extremely complex and dependent on the individual 

situation, and there is certainly much more involved than simply money and quality. 

Such statements allow a broad interpretation: is the main reason cost-related, quality-

related or other?  

Conversely hospital heads of FM foresee a decline in quality, so cost reduction seems 

not to be the major driver in terms of buying services. The pressure on costs and quality 

was obviously not as strong as expected or Schmid’s (1996) prediction that companies 

which outsource their processes gain an annual 9 per cent cost reduction as well as a 15 

per cent increase in the capacity and service quality would have been realised. The 

question about quality versus price of performances of a third party referred even more 

to quality, compared with the last survey four years earlier. 

This suggests that hospitals themselves regard their quality as superior to that of service 

providers; hence the question remains as to whether today’s service quality is too much 

of a good thing. Comparing outsourcing in Switzerland with countries with long-lasting 

outsourcing traditions we have to ask which came first, reduction in price, enhancement 

of quality or even a mix of them. In our case it might reasonably be assumed that 

hospitals are incapable of comparing in-house performances with external perform-

ances. First, the data are not comparable because they are not traceable and, second, 

measures of quality are missing. Especially as there is no standardised quality check, the 

quality of services provided internally is not defined, which makes any comparison 

impossible, and the data are of insufficient quality. If the data are not of adequate 

quality and no standards are set no meaningful comparison can be drawn, hence cost 

savings from outsourcing activities cannot be proved, as Bisman (2006) observed.  

Such an outcome prevents stakeholders from understanding outsourcing as a manage-

ment tool, and, in a broader view, such failure would in all likelihood aggravate the 

situation of FM as management discipline.  



Conclusions and Implications   FM in Swiss Hospitals 

Susanne Hofer                           June  2013     191 

A slightly different view from that of hospitals has been observed in service providers.  

Ngeo (1998, p. 43) stated that in the USA cost-cutting was replaced by the aim of 

contacting companies to boost service quality. Therefore healthcare organisations 

required service providers to create value for their patients, and in Switzerland service 

providers are of the opinion that pressure to cut cost is still lacking and resistance of 

employees is the reason for the low outsourcing rate. In contrast, Varcoe (2000) is of the 

opinion that British “service providers are dominated by cost considerations” (p. 384), 

just like service providers operating in Switzerland. Local service providers, running 

their business in Swiss hospitals, are of the opinion that hospitals outsourced their 

services for reasons related to saving money and give little attention to hospitals' 

culture, requirements and processes. 

Admittedly, few service providers were not aware of the DRG implementation and the 

expected changes. Some service providers hoped to benefit from the DRG 

implementation such as, for example, those in Germany where a consequential wave of 

outsourcing occurred after DRG implementation. Therefore some service providers 

consider the healthcare market, especially hospitals, as worth entering, although most of 

them lack the knowledge and abilities to become successful partners. To become a 

successful partner could go beyond delivering a certain service. To deliver a certain 

service is to be considered peculiar especially as most of the interviewed service 

providers are subsidiaries of multinational FM providers with experience of the hospital 

market abroad. In most cases such international FM companies have a significant stake 

in the healthcare market in the Anglo-Saxon countries, in contrast to Switzerland were 

their stake is little. We must note, however, that service providers have so far been 

hesitant in penetrating the healthcare market here. One reason lies in the fact that parent 

companies are very knowledgeable about the healthcare market in their respective 

countries and are therefore recognised as specialists with specific knowledge in this 

area. With regard to service providers’ hesitation it is assumed that the existing level of 

quality and the specific culture of Swiss hospitals are significant hurdles in terms of 

market entry. Some service providers with an existing service in this market increased 

the level of capacity and hence the volume Furthermore, providing services of high 

quality under the expected cost pressure is defined as a challenge. Some services with 

close contact with patients are kept in-house; others with little value or high 

infrastructure cost such as laundry for example are provided externally. Furthermore, 

with regard to the near-stagnation in outsourced services it is logical to assume that this 
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market is not evolving in a traditional way or that a new way of outsourcing concepts 

will become a modern standard. It can even be assumed that multinational FM 

companies are willing to develop and expand their healthcare portfolio by becoming a 

finance-related partner.  

 

RQ2 and 2a were looking for environmental barriers which do not allow FM to work 

economically, especially in relation to the concept of NPM. 

The questions, and hence their answers, are also related to 1c, the question concerning 

outsourcing.   

The implementation and establishment of competition and market mechanisms in 

addition to internal structural measures, such as service agreements, should not only 

lead to an increase in efficiency, productivity and flexibility within public service 

provision but also to an improvement of control mechanisms and transparency 

(Reichard as cited in Schedler & Proeller, 2006, p. 191), whereas strong and consistent 

objectives given by NPM cantons are required to enable hospital FMs to attain their 

goals. According to the available literature, the implementation of DRG has led to many 

changes, such as modification in the use of hospital buildings or building sections. It is 

notable that some of the cantons did not impose any conditions on either renting out the 

whole building or individual rooms, some did not give any authority, some cantons 

reviewed such a possibility and another two cantons gave permission according to their 

regulations. Hence the most important finding was that there is rarely any space 

available for renting out. This raises the question of whether officials are familiar with 

the (excepted) change in the healthcare market or if they see rules and regulations as 

undesirable effects. As communities and cantons are under financial pressure, new ways 

of financing were discussed. The well-known PPP model was so far not an issue for 

various reasons. One such was the lack of investors; one questions if officials are 

familiar with solutions implemented successfully abroad or if they understand the aim 

of the NPM model. Herrmann et al.'s (2008) statement that FM as a management 

discipline in the public sector is subject to conditions such as political decisions and 

organisational and individual approaches cannot be confirmed or rejected.  

According to Häfliger (2009), Swiss hospitals are keen to make savings even at first 

glance authorities are not interested in this, however, as the argument put forward by 

cantonal health ministries suggests that such considerations cannot be entertained at this 
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time. The findings lead to the conclusion that the rules governing finance investments 

vary and there are few cantons that support hospitals in becoming modern organisations 

with entrepreneurial freedom. Despite the rules complementing the DRG, such as 

cantons financing the investments themselves, tradition and conventional wisdom were 

not questioned in order to meet the challenges of the future. Officials believe that there 

is little interest in possible innovative models, and if services can indeed be outsourced 

will be encompassed within the competences of the hospital. Hence, under DRG the 

current power structure consisting of rules and regulations will probably change, and the 

low motivation to support FM in hospitals is therefore understandable.  

Fragmentation of healthcare institutions on cantonal authorities' whims cannot and 

should certainly not be a prospective solution; hence the change to an economy-led 

hospital is only a question of time. Therefore it is hoped that the shift from an 

administration-oriented effect to an administration oriented towards effectiveness will 

be in place soon. Regarding NPM in Switzerland, some cantons have decartelised their 

relationship with their hospitals, e.g. with defined performance indicators and global 

budgeting, the interaction between owners (cantons) and hospitals’ operators have 

already reached a new level (Dieckmann & Sattler, 2004), but with flat-rate investment 

expenses, starting in 2012, hospitals’ freedom of action starting is now at least minimal. 

If with flat-rate investment expenses the statement that “dedicated facilities (…) yield 

little benefit” (Porter & Olmsted Teisberg, 2006, p. 177) without being an integrated 

part of the system and without being “separable from the expenditure of manpower, 

facilities and equipment in delivering that care” (Fetter et al., 1976, p.135), remains is 

unknown. Unknown because officials did not reflect a high value appreciation on FM 

and its activities, hence FM is most often not seen as a part of the system.   

Overall, hospital heads of FM, cantonal officials and service providers do not at all 

consider FM’s responsibility to “maintain the complex infrastructure and to ensure the 

operability and  – nolens volens –  (…) FM and its services (…) act as a business card” 

(Salfeld et al., 2008, p. 99). The reason for this business card is because the quality of 

the services is visible to patients, employees and other stakeholders. The mentioned 

stakeholders define FM in hospitals as having low status, and as being “often the slave 

to organisational efficiency” (Finch, 2010, p. 138). Positively formulated facility 

managers are all too often living in their own shadow. 
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5.2 Implications for Theory and Practice  

The aim of the final chapter is to present the overall significance of the findings (see 

5.1) and its implications for theory and practice. These implications – some with a 

stronger focus on practice and others on theory – have emerged from the results as well 

as information from the literature review. There are also implications that either are in a 

constant process of change with regard to each other or depend on each other.  

Table 9 Implications for practice  

 FM’s role within the hospital’s efforts to compete  

 FM’s development perspectives in the future 

 Facility Managers’ role in the organisation and the value of the profession 

 FM’s implications to the organisation  

 FM’s conditions for metrics  

 FM’s approach to a partnership of equals  

 FM’s arbitration role or its judgement between needs and wants 

 FM’s financial support to hospital planning and building 

 FM’s benefit of freedom of action 

The explanations (see 5.2.1) of the implications presented in Table 15 can be assigned 

to several tasks and statements.  

5.2.1 Implications for Practice  

As previously mentioned and discussed, in the health-care sector, particularly in 

hospital settings, “reforms have failed and will continue to fail” (Porter & Olmsted 

Teisberg, 2004, p. 65), but from FM’s point of view failure is not an option, at least 

with regard to FM.  

Facility Management’s role within the hospital’s efforts to compete  

Patients and consumers are being offered a growing range of health-care services that 

can usually be provided without any waiting time (WHO, 2010a, p. 3), implying that 

competition or at least regulated competition will become the modern standard in the 

field of healthcare. The definition of competition in a hospital setting would be that 

hospitals or hospital groups act independently in order to grow their business by 
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offering the most favourable conditions, suggesting that favourable need not to be 

linked exclusively with price but could also be in terms services and accommodation – 

offering high-quality FM services as well as accommodation for patients that is 

generally equipped to a high standard. Scholars have confirmed that well-performed 

facility services enhance a hospital’s reputation and image, hence supporting the core 

business with regard to the ability to compete. Consequently employees of the FM 

department should be empowered to perform well as it is known know that 

shortcomings in FM services could contribute to unwanted consequences on patients 

and the hospital’s operating profit. As the survey results have shown, managers 

currently only link FM to the hospital’s reputation and image to a small extent. If 

recommendations such as create “value for patient” (Olmsted Teisberg, 2007, p. 14) and 

create a patient-centric way of thinking (Porter & Olmsted Teisberg, 2006, p. 167) are 

driving factors in healthcare, facility services should be taken in account. Such services 

and work tasks are considered important because of their great potential to add value to 

the entire process, support the patient’s recovery, positively influence patient choice, 

and, last but not least, support the hospital’s revenue and reputation (Hall, 2008; Fielder, 

2007; Payne & Rees, 1999). Since FM services tend to be too much of a good thing in 

practice, standards and service level agreements (for internal use) should first support 

dialogue within the hospital and then define how FM employees are expected to carry 

out their work in terms of quantity and quality. Changes to such attitudes and 

behaviours should be supported by the strategic and operational management teams as 

employees have to be empowered to provide their services under clear guidelines. 

Dialogue provides clarification of the expectations of FM and indicates FM’s potential 

to the core business, hence top management. 
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Facility Management’s development perspectives in the future 

A few decades ago access to health-care services was not casual; since then the situation 

has changed tremendously with health-care services in Switzerland becoming 

consumeristic (Sigrist, 2006b). To suggest that curing patients is somehow linked to 

consumerism would be considered too unilateral as the new economic driver called 

health prevention (Sigrist 2006d) contributes to shaping consumer behaviour. However 

this situation has placed value on the influence and impact of FM services, resulting in 

the continuous growth of FM. Due to the expected prevention boom (Sigrist 2006b), 

budget restrictions (Sigrist 2006a), and growing health-care services offers, health-care 

workers have to regard competition as appropriate, thus competing successfully 

becomes an issue of economic survival. Indeed many health-care organisations are now 

required to perform well in order to survive and stakeholders such as FM can provide 

multiple capabilities to support this requirement – unless of course other stakeholders 

are unwilling to do so.  

In the rapidly changing hospital setting FM departments need foresight in order to 

anticipate and predict change, and flexibility to adapt knowing that change is not only a 

result of internal influences but also external ones too. Therefore with increasing 

demand FM will face considerable challenges at all levels.  

Facility Managers’ role in the organisation and the value of their profession 

The findings confirm Glouberman and Minzberg’s (2001, p. 67) assessment that 

hospital professionals differ greatly in terms of education, attitude, and value system. 

Implementing OECD’s (2011) recommendations in “getting more out of Switzerland’s 

existing healthcare workforce” (p. 14) poses a challenge for facility managers. Since the 

influence of FM activities has not yet been fully recognised the time has come for FM 

to demonstrate and prove its potential – as long as facility managers are no longer their 

own worst enemy and their lack of self-esteem disappears – so that it will be regarded as 

a professional management discipline.  

Some basics should however be clarified in order for FM to become a fully operational 

discipline with the aim of supporting the core business. Hospitals have yet to properly 

define the interfaces existing between medical core processes, medical support 

processes, and non-medical support processes (see Figure 47). This lack of proper 

definition prevents the non-expert work carried out by physicians and carers, such as 
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delivering food to patients, from being performed more efficiently and cost-effectively 

by people with an FM background. Such a shift would additionally counteract the 

imminent labour shortage of carers. According to statistical data (FSO, 2013) the 

number of employees (full time equivalents) for non-medical services (see also Figure 

47) amount to about 29% of all employees. 

Keeping in mind that this statistic has not separated administrative staff into FM-related 

and other disciplines such as Finance or Human Resources, it is therefore assumed that 

FM-related employees account for about one-fourth of the total workforce. In contrast 

the care-related workforce accounts for about 42% (FSO, 2013). Assuming a shift from 

activities performed by nurses or carers to additional staff of the FM department the 

balance of power would change such that in terms of absolute numbers of employees 

the FM department would become larger if not the largest department in the hospital.  

Facility managers have to satisfy several stakeholders, some in diametrical opposition – 

their interests diverge. Managing the balancing act between the cultural differences of 

providing services as well as responsibility for real estate is challenging. FM faces 

exposure along multiple fronts without the guidelines or definitions of the expectations 

being formulated by the core business or the top management. Working without 

standards and objectives and therefore facing criticism from stakeholders may be the 

reason why facility managers are their own worst enemy, belittling the value of their 

own work. Even if FM’s attitude could be understood, it would neither be reasonable 

nor helpful to the matter in hand. 

It is hoped that with the increasing demand for facility managers job titles will be 

changed to reflect not only the position but also FM representation on the executive 

board. Consequently facility managers could develop guidelines relative to their job 

descriptions, standards, and objectives, and be able to value their work. The core 

business could therefore benefit from FM’s performance and activities to a far greater 

extent than exists today. 

There are clear signs that it is only a matter of time before FM becomes a major player 

at a strategic level inasmuch as facility managers act and debate on an equal footing. 

Such an outcome requires that on the one hand facility managers change from being 

accustomed to receiving orders to being responsible and trustworthy managers and on 

the other hand facility mangers be seen as highly professional. With acceptance on both 

sides FM will strive to improve the core business image, revenue, and FM’s social 

status to attract the attention it deserves. 
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FM’s implications to the organisation  

According to the OECD inefficiency leads to an untenable situation of wastage of 20–

40% of health spending. It is assumed that such wastage is related to all tasks in 

healthcare and becoming more efficient must therefore be the main drive of paramount 

importance to the whole organisation.  

In mathematical terms FM in hospitals accounts for one-third of the costs (Abel, 2009; 

Abel & Lennerts, 2006).FM’s influence on quality as well as core-business efficiency 

should both be taken into consideration. Therefore reducing waste in health spending in 

the area of FM, including the part related to the core business, could lead to an increase 

in productivity and a decrease in costs to the amount of about 10% (30% of one-third) 

of the hospital’s total cost – of course only from a mathematical perspective. To benefit 

from the savings potential it is able to contribute, FM should be involved in hospital 

planning, throughout the entire life cycle, and of course also in strategic decisions.  

FM’s conditions for metrics 

On the one hand DRG is reducible to cost-cutting issues in Switzerland; hence it is 

strongly associated with cost reduction (Olmsted Teisberg, 2007). On the other hand 

although Swiss hospitals would be keen to make savings (Häfliger, 2009), authorities 

are not (yet) interested in this; however within hospitals the power of “decartelisation” 

authorities is decreasing. It is therefore assumed that such statements are valid only for a 

short period of time as Switzerland must in future also gain cost control over health-care 

services. A cost allocation schema has to be defined before FM can gain cost control. 

FM should first deliver figures, measures, and metrics in order to gain cost control.  

As previously discussed, scholars (Grimshaw & Cairns, 2000) have noticed that FM’s 

failure in hospitals is due to the fact that metrics are missing. Metrics that substantiate 

claims that infrastructure management, FM services, and other FM-related tasks, 

enhance core business efficiency and identify the value FM adds. Even more so within 

hospitals’ financial statements: metrics, presumably cost-efficient measures, or key 

figures concerning FM tasks are not available or insufficient in terms of quality. 

Insufficient quality equates accruals and other bookings which are not effective and 

traceable. It was assumed that with the introduction of DRGs hospitals would have to 

follow full cost accounting without subsidisation, hence the accounting basis is still 

missing or of insufficient quality. Increased demand and cost pressures force the heads 
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of support and services, or the FM department, to take action – or so ought one to think. 

The question though is “what kind of action?” as the findings are not credible enough to 

make proposals for dealing with the problems and changes.  

According to Olmsted Teisberg (2007) better results reduce costs; therefore creating 

value for patients often brings an increase in outcomes and efficiency (Olmsted 

Teisberg, 2007, p. 88). So it is even more incomprehensible why head officials and 

service providers do not consider this. Kohler (2008) is of the opinion that only a 

combination of accurate benchmarks in relation to cost and quality is the basis for 

defining the benefit of DRGs. This statement is true for core activities but also 

applicable to non-core activities. The principle of benchmarking allows managers to put 

their performance measures in context (Camp 1989) and it has been observed that best 

practice models lead to superior performance. Watson (2007, p. 4) states that the 

business process must first be defined properly then results would become comparable. 

Only such an understanding of how benchmarking data comes about identifies the 

enabler of best practice results (Watson, 2007, p. 4). 

The definition of the business process in this context equates to quality and financial 

metrics. Quality metrics could be described as standards or service level agreements, or 

both, where innumerable attributes – such as adding value – are used to underpin 

arguments without any evidence. Financial metrics are figures and key figures generated 

from the accounting system. Both defining processes and generating data of high quality 

are major contributors to a modern organisation. The existing accounting system 

REKOLE is therefore in need of adaptation.  

Broad discussion on FM adding value to the core business is ongoing. As discussed in 

the literature review and confirmed by respondents, added value is considered a soft 

factor. Soft factors represent uncountable attributes such as “image bearer” and are used 

to underpin FM’s potential. Business is mainly driven by figures and facts, rarely by 

philosophical attributes. Therefore any discussions about non-measurable values remain 

anecdotal and are not evidentiary in a cost-driven field such as FM in hospitals. As a 

result FM should concentrate firstly on hard factors and secondly on attributes relevant 

to the soft factors.  
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FM’s approach to a partnership of equals  

New regulatory circumstances in a change process – such as DRGs in this case – first 

lead to optimisation in intra-organisational and supportive tasks (Mettler, 2010). Should 

structures and standards applied as measures not be far-reaching enough, adaptations in 

terms of organisational innovation such as outsourcing follow (Shortell et al. as cited in 

Mettler, 2010, p. 3). In the absence of the expected wave of outsourcing, hence the 

stagnation of outsourcing, it is uncertain whether optimisation of supporting tasks is 

already carried out or if outsourcing in the sense of conventional make-or-buy habits 

can be consistently deemed innovative.  Furthermore comparison of statements from the 

service provider perspective leads to the question of how prepared they are when 

dealing specifically with hospital culture since some negative feedback was about the 

quality of their performance and their willingness to understand hospital culture.  

FM’s arbitration role or its judgement between needs and wants  

Infrastructure and space have turned out to be significant cost factors; however this is of 

little consequence to the interviewee. According to Abel and Lennerts (2006, p. 43) 

floor space is by far the most expensive item in the entire FM department. On the one 

hand head officials blocked the debate by relying on the argument that there is not 

enough space anyhow, while on the other hand more efficient and effective use of 

property would yield great savings. Thomson, Kelly and Webb (1998) are in favour of 

“flexible supporting building space” (p. 349) as a result of the changing hospital 

environment. Hospitals need flexibility in performing their core function, but who 

defines the area required since it is related to size? The right size of a hospital is one 

thing, while the corresponding area usage to size is another. Within new concepts the 

required space/area ratio will hence change. The questions of how hospitals are 

planning their building and how they are financing their investments arise. So far 

buildings and infrastructure have been financed by cantons or municipalities; hence the 

authorities were the clients of the building and construction companies. It is therefore 

not surprising that hospital planning and hence design concepts deliberately relate to 

fixed area allocations. In the context of the investment backlog of Swiss hospitals to the 

tune of CHF 15–20 billion (Elsener, 2011) as well as financial restrictions, hospital 

planning in conjunction with financing is becoming more significant. Another decisive  
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factor within hospital planning is the whole life-cycle of such a building, as only 10 to 

15 per cent (Schroeter, 2006, p. 6) of the total life-cycle cost equates to the investment 

cost. This represents an opportunity for FM in hospitals to demonstrate its potential. 

According to the reviewed literature the leverage effect is linked with investing money 

to gain even more money. In lay terms the leverage effect means to multiply the positive 

outcome within the given situation. Therefore the leverage effect in terms of FM may 

imply that investing in resources – either money or human power – to achieve an 

objective which mainly serves the core business validates the strategic decision. FM is 

often misused as a synonym for outsourcing because it dates from an era when 

“downsizing of organisations, increasing efficiency, and reducing cost [had] become the 

focus of interest” (Dettwiler, 2006, p. 1). So far this statement has to be rejected unless 

hospital strategists start thinking about the possibilities of shrinking space requirements. 

This would be the case when services such as laundry, food provision or storage are 

produced externally.  

FM’s financial support to hospital planning and building 

The reasons for the low outsourcing rate are varied and the expectation that it will still 

become a modern standard within all traditionally outsourced services is relatively 

small. It is therefore not surprising as demand and expectation requested by hospitals 

are not be met by service providers Hossenfelder, 2008, p. 7) As integrated facility 

services are responsible for cost savings (Chyna, 2005) it was expected that facility 

service companies and other supplier are going to form strategic alliances (Bueldt & 

Sattler, 2006). In contrast to the situation with make-or-buy activities, some service 

providers are keen to enter the market as hospital shareholders and hence could be 

partners in financing hospitals. Such a new concept is already in discussion abroad and 

would also bring eminent change to today’s FM departments. The concept that would 

best apply – an example being the Charité Facility Management model – is of secondary 

importance. The most important issue to the FM department is that with such a concept 

the department would most probably become financially autonomous. 
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FM’s freedom of action  

Although NPM has been in use for about 20 years with the aim of bringing about 

transparency and resolve the financial mess (Hood, 1991, p.3), cantonal representatives 

are still driven by political whim. This situation is not a sound basis and precondition 

for the efficient application of resources and for economic thinking and acting. The idea 

of the DRG was only formulated in 2012 and should, like NPM, bring about 

transparency. In the hospital setting not only cost transparency but also revenue control 

should become common to this regulated market: regulated rather than free because 

cantonal governments still lead the entire hospital process according to the cantonal 

hospital list, and therefore have legislative power (Rüefli et al., 2005). As a result the 

freedom of action of hospitals is now not guaranteed as much since hospitals have to 

finance their infrastructure. Due to this situation NPM as the tool “to manage and to 

govern” (Osborne and Gaebler, 1992, p. 322) has first to be understood by both parties. 

 

The principal conclusion that can therefore be drawn is that FM requires a thorough 

organisational redesign at all levels and a holistic approach by all stakeholders in order 

to increase its potential and efficiency. Therefore monetary advantages that result from 

improvements to the process flow and from fewer disturbances to the core process 

(Lennerts, 2004) could become reality. Redesign at all levels includes the meta-

morphosis of the facility manager into a CFMO. 
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5.2.2 Exploration of new concepts and approaches  

In theory, it is expected that the position to be filled by the facility manager is 

hierarchically the high C level, hence the top management level. In practice, a strategic 

thinking and acting facility manager is urgently needed, although the position is not yet 

mapped on the organisational chart of Swiss hospitals.  

CEN (2012, p. 62) defined the first organisational model in using the C(FM)O 

nomenclature (see Figure 4). Due to characteristics defined in the literature this model 

should look different. Within a strong shift in the direction of strategic level the CFMO 

would have the power to act as a manager and the discipline finally recognised as a 

management discipline (see Figure 46). Due to Swiss rules and regulations the final 

decision-making authority concerning outsourcing activities remains on a strategic 

level. Hence, internal and external have been exchanged within the line of outsourcing 

(compare Figure 4 with Figure 46). The line between internal and external represents 

the flexibility in outsourcing. Thus, both are related to finance but only the external 

contracts need permission at the board level. Furthermore, as regards outsourcing 

activities, external contracts should, as a general rule, be aligned with service level 

agreements. Due to the fact that the internal FM department often provides services 

without having standards of quality, it is providing services with the characteristic of 

doing too much of a good thing. Even providing high class services does not entail 

consumer satisfaction. To make services and their quality accountable standards or 

service level agreements have to be worked out. With such management tools as well as 

cost-efficient and quality-efficient measures, the management style “management by 

objectives” can be applied in the field of FM. As a final observation concerning the 

correct position of the hospitals facility manager, activities and performances that are 

summarised under the umbrella term FM have to be named precisely and stringently, 

just as it was changed from the previous model (Figure 4) to the model shown in Figure 

46.   
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Figure 46 The correct position of hospitals CFMO (based on  CEN, 2012, p. 62, adjusted by the author)  

The terms used in describing the organisational model above are now in accordance 

with the FM terms used in the CEN model.  

According to the attributes and characteristic discussed in the literature, the role of the 

facility manager in Swiss hospitals does not exist in its pure form. So far, strong 

personalities are demanded as facility managers, in theory and especially in practice. 

From a theoretical point of view (see Figure 46), the person in the position of FM 

should be acting from a high hierarchical position. Therefore, requirements and 

conditions must be introduced; hence, the CFMO’s duties are various and the job 

requirements demanding. Here, the first attempt is made, which has to be discussed with 

job holders, to define a Corporate Facility Manager.  

The CFMO’s duties range from maintaining infrastructures and enhancing service 

quality, investments in buildings, and infrastructures, to cost-cutting initiatives. 

The hospitals CFMO has particularly strong skills in leadership, leading different 

business unit managers and various job cultures as well as value systems within 

the organisation. The CFMO is highly qualified and has professional expertise and 

a full range of management competencies, both in terms of routine operations and 

long-term strategy. Furthermore, the CFMO negotiates at many levels within the 

organisation, but also with other stakeholders, such as service providers, internal 

and external customers, as well as authorities. The CFMO’s focus is on the 

achievements of core businesses targets by supporting them in a service-friendly 

manner, while at the same time providing the day-to-day businesses and 

innovative projects in the most economical manner.  
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Already, the comparison between the job requirements and the behaviour of the 

respondents makes an important difference apparent. This effect is enhanced by the 

representativeness of FM on the executive board of directors. In theory, the facility 

manager is often represented on the executive board level, albeit by people not holding 

such a job title. Hence, the profession of a facility manager in hospital has to be 

strengthened in the direction of becoming a general manager on a strategic level. 

Therefore, the professional education has to be specialised. Such an important line of 

business needs managers who, through some form of education, are specialists in their 

field, instead of simply slipping into the industry by default. Most probably, by having 

managers with such an education who value the job, the title of facility manager would 

change rapidly from the wallflower image to a market leader position.  

In theory, definitions are a general rule when allocating and explaining the meaning or 

the multiple meanings of a term – which is not the case with regard to the FM in 

hospitals. According to the literature, and in view of the practical evidence, such a 

definition should read as follows:  

FM in hospitals is a management profession which encompasses multiple 

disciplines. The main objective is to support and improve the effectiveness of its 

primary activities, which are closely related to, for example, its medical tasks and 

nursing. 

The FM’s healthcare responsibilities are on three levels: operational, tactical and 

strategic. FMs’ tasks are linked to other support activities and to primary and 

secondary services with a strong focus on value creation for patients. The strategic 

FM is linked to the core business strategy as every change in production or 

infrastructures affects the hospital’s FM and its infrastructures. The further aims 

of the FM in hospitals are delivering high quality services, providing service 

solutions which result in cost-cutting / cost reductions and leveraging the 

efficiency of the core business. As a consequence, the FM in hospitals supports 

hospitals’ ability to compete and to perform on a defined quality level by 

enhancing hospitals’ image. 
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The position of FM in the context of healthcare, especially with regard to hospitals, is 

very complex. Scholars (see Figures 5 and 6) do not agree on a single definition and on 

the activity allocation of the FM in view of processes and services so far. Conversely, 

they do agree that medical and nursing tasks do not belong to the FM. Taking into 

account these conditions, the European norm CEN and the knowledge that the FM’s 

main responsibility is to improve the effectiveness of the primary activities (CEN, 

2006a, p. 5) the following map was created.  

If medicine and nursing belong to the primary processes these activities are also the 

medical core process or the core business of a hospital. Hospitals have yet to properly 

define the interfaces existing between medical core processes, medical support 

processes, and non-medical support processes as discussed in 5.2.1, therefore the first 

attempt to classify the processes is displayed in Figure 47. 

Tasks such as laboratories and diagnostics support the medical core process, and hence 

are medical support processes on a secondary service level. The non-medical support 

processes embrace virtually all aspects of FM and are located on the tertiary service 

level. Dividing services and facilities according to GEFMA (2004, p. 3) (see also Figure 

3), hence all parts and tasks not belonging to an everyday service should be considered 

separate, and, therefore, still under the umbrella term FM. So far, management 

processes and their services have not been classified in any allocation models. Here, the 

non-medical management processes or the overhead services do belong to the whole 

organisation and are opposed to the CEN model. CEN define tasks such as Human 

Resource as belonging to FM, albeit only in view of a single FM department.  

 

 

 

 

 



Conclusions and Implications   FM in Swiss Hospitals 

Susanne Hofer                                                   June  2013       207 

  

Figure 47 Processes and services model in hospitals 

The question regarding which services and activities do belong to FM could not be 

answered due to several reasons. As, according to theory, detailed service activities in 

hospitals are not stringently known by certain terms and, in contrast to CEN, some non-

medical management processes do not belong to hospitals’ FM, a detailed service map 

(includes 66 subgroups) (see Figure 48) was drawn and then validated on the occasion 

of the merger of three hospitals. All three hospitals have given similar names to their 

activities, even though the activities are not yet summarised in terms of the same 

organisational directions.   
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Business units Main processes / services Subprocesses Services / subprocesses

1 Portfolio Management Purchase / sale / renting / letting  / conversion / reutilisation of real estates, staff quarters and their financing
2 Letting/offsetting Letting (internal/external) spaces, invoicing rental and building charges, cost allocation according to space usage, user support
3 External tenants Hairdresser, flower shop, bank, kiosk, vending machine, nursery
4 Management of inventory Commercial management of movables (furniture,(operating)  equipment, artistic objects etc).
5 Property Accounting Object related bookkeeping and cost accounting (distinction between rental and building charges)
6 Cost control Account keeping, usage cost control and calculation, cost comparison, benchmarking, reporting
7 Contracti management Drafting, concluding, monitoring and altering contracts

8 Usage planning Workplace organisation, layout and occupancy planning, planning of space requirement
Space management 9 Room management Occupancy, optimisation of layout and usage

10 Room data documentation Analysis and description of spaces, recording alterations, recrding usage data (room book)
11 Spatial data documentation Administration of room and space documentation (based on CAD/CAFM)

12 Project management Supervision (main responsability) of renovation/modernisation/value enhancement until takeover
13 Documentation Documentation of construction, administration of buidling plans/blueprints
14 Building Maintenance Maintenance (painting and repair work), minor renovations
15 Maintenance of medical-technical equipmentMaintenance, inspection, service management with third party companies
16 Grounds maintenance Maintenance of grounds, parking areas, enclosures 
17 Equipment management Maintenance of interior appliances/equipment, allocation of furniture, storage, maintenance of furniture, fostering/surveillance of artistic objects, decoration

18 Project management Supervision of new installation, replacement, major restoration (replacement of defective components) and alterations of technical building equipment until takeover
19 Documentation Documentation of technical installations and devices (inventory and register, operating manuals, reports, operating log etc.)
20 Operations Settings, monitoring, support management, consumables refilling, checking, optimising, warranty management
21 Maintenance of technical building equipmentInspection, maintenance and repair of technical building equipment 
22 Energy management Procurement of energy, energy resp. consumption accounting, 
23 Maintenance of equipment/devices Inspection, maintenance and repair of devices needed to running the enterprise

IT Services 24 IT-planning and -coordination Strategy, project management, operational concept, product and service development 
25 IT-documentation Documentation of hard- and software, service agreements, information security and data protection
26 Application development and support 2nd level support, process support
27 IT-operations first level support,on-call service, hardware support, basic and special applications support, security and back-up support

28 External cleaning General room cleaning, cleaning of exterior space
29 Facade cleaning Facade cleaning (incl. glass surfaces)
30 Cleaning of glass surfaces Window cleaning (in- and outside)
31 General interior cleaning Cleaning of interior rooms, room care and hygiene, management of cleaning material and devices
32 Interior cleaning (sensitive space) Operating theatre, laboratories, intensive care units
33 Waste disposal/recycling Collection, separation, interim storage and disposal of waste, cost recording and offsetting
34 Plant and flower arrangements Caring room plants
35 Surrounding maintenance Garden maintenance, autumn and winter services

commercial
technical 36 Management of locking systems Locking plans
infrastructural 37 Acess control Acess control, authorisation and badge management, key management, locking systems

38 Building security Fire brigade, fire safety measures, chemical safety, fuel oil securtiy, altering
39 Handling hazardous waste Supervision of storage and disposal of chemical and radioactive waste, management of hazardous materials
40 Personnel and site protection Security service, intrusion protection, alerting, emergency calls, intervention management, personnel security, operational safety

41 Frontdesk Reception/concierge, gatekeeper, helpdesk, administrative emergency admission
42 Telephone services Telephone services, information hotline, callcenter, internal directory, charge registration

43 Internal mailsystem Receipt, distribution and dispatch of mail, packaging and franking
44 Office services Copy and printing services, graphic art service
45 Material management Storage and issuance
46 Purchasing Strategic and operational purchasing for support services and core business (incl. medical technology)
47 In-house travel service In-house travel agency
48 Archives Room management

49 Vehicle fleet management Vehicle procurement, management of the enterprise's fleet (for passengers, transportation and utility), maintenance and management, driving services
50 Bed maintenance unit Preparation and logistic of beds and accessories
51 Goods receiving point Reception, inspection, unpacking and interim storage of incoming goods
52 Forwarding service Packaging, delivery notes, dispatch
53 External transport services Transportation of goods and passengers (exploiting synergies with primary and secundary transports)
54 In-house transport services In-house transport services like distribution of material/goods, pneumatic dispatch system
55 Parking space management Management of parking fee register, controls
56 Relocation management Relocation planning, organisation and realisation

57 catering provision Meal provision, staff restaurant, catering vouchers, operation of vending machines, catering services
58 Patient/resident catering Meal provision for pensioners, patients etc.
59 In-house kiosk
60 Guest catering Meal provision for external guests
61 Room-service in ward 
62 Eventmanagement Event-organisation and catering 

63 Textile management Laundry for wet rooms, kitchen, cleaning activities, wards
64 Supply of working clothing Supply and care of working clothing, protective clothing
65 Room-fabrics Supply and care of room-fabrics (curtains, tableclothes, furniture covering etc.)

66 Private laundry Care of private laundry

Management of 

administrative services

Hospital

Catering management

Commercial building 

management

Transport 

management/logistics

Security management

Textile management

Cleaning management

Constructional building 

management

Core business

Management 
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Figure 48 Service map (Hubbuch, 2011, p. 18, adopted and adjusted by the author)
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Both models, processes and services as well as the service map (see Figures 47 and 48), 

are prerequisite for any benchmarking activities, e.g. Abel et al.’s (2004) cost and 

process-step based benchmarking (see Appendix A 5).   

A thorough qualitative benchmarking is still nowhere near meeting the FM and 

management criteria. The basis for benchmarking is the availability of reliable data. 

However, the quality of data is still insufficient in Swiss hospitals concerning FM. 

Therefore, an accounting chart that maps the FM activities / processes effectively has to 

be defined in conjunction with the existing chart called REKOLE (Besson, 2008).  
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5.3 Limitations 

The aim of the research was to give a comprehensive overview of today’s FM in Swiss 

acute hospitals. No aspects of the core business such as medicine, care and their 

interfaces with the non-core activities have been considered. The range of topics within 

this field of research is very broad and their research potential is infinite. So far research 

projects on FM in hospitals have considered specific and selective topics such as IT, 

supply chain and so on. Overviews of FM-related research on strategic and operational 

tasks are rare. Covering the complete range of topics relating to FM in Swiss hospitals 

would have gone beyond the scope of this thesis; therefore the work needs to be 

considered as an overview and as a basis for further (research) projects (see 5.4). 

Thanks to the present work, potential for further “higher empirical” research and 

development should be identifiable and consequently realisable. The author defines 

higher empirical research also in terms of quality, hence surveys should be done with 

care and the results made available in a timely manner. The next research steps, 

however, will need to strengthen specific FM topics and tasks in order to determine 

whether a qualitative or quantitative approach is appropriate. In the short run, it is likely 

that the quantitative approach will prove more suitable because of the lack of qualitative 

data.  

Some limitations regarding the significance and validity of the research results have 

been considered. For example, the sample sizes are relatively low, albeit they are all 

over 30 per cent. Furthermore, the selective implementation of DRG (particularly 

somatic acute care, which was only officially listed some years ago) in view of the 

institution-wide surveys could have an influence on the results. Hence the respondents 

could have been biased depending on their institution’s involvement and whether or not 

it had to operate in a DRG-like manner by 2012. In addition, the fact that some hospitals 

were decartelised during the research period could have influenced the respondents and 

therefore FM in hospital as a whole.  

Another issue to consider is the language as the questionnaires were written in German 

and the interviewees were conducted either in German or French. Therefore only the 

results were properly translated in English. Further limitations concerning the specific 

findings are listed in Chapter 4.  

For future research each category of hospitals should be surveyed separately and 

research questions on a specific FM topic as well as Facility Management should 
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become more precise. Stakeholders’ (e.g. head officials') interests are changing as a 

result of their power. As a result, the FM concept and FM’s potential need to be clearly 

communicated and understood by all stakeholders.  
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5.4 Further Research and Development 

Further research in the applied sector can be categorised into soft and hard factors, each 

of which influences FM and its services.  

Within the category of hard factors and according to the literature and the findings the 

following issues could constitute further (research) projects: 

- Binding declaration by the Swiss FM association of the definition of FM in 

hospitals, definition of facility managers in hospitals and rating of performance. 

- Accounting classification of FM activities according to Swiss GAAP FER and 

as a management tool for CFMOs.  

- Evaluation of FM’s leverage effect at the strategic level. Bringing value and 

added value to measurability and accountability across economic FM tasks.  

- Elaboration of management tools especially those related or belonging to FM 

(including financial models).  

- Development of collaboration and merger concepts concerning FM. 

- Conversion of buildings. Due to the decreasing needs of infrastructure for 

stationary patients the whole aspect of building conversion has to be taken in 

consideration. Furthermore infrastructure and space have turned out to be 

significant cost factors. Therefore, the use of space has become an asset and rent, 

mortgage interest or the cost of capital have to be paid for. Space is most 

expensive, albeit floor space is not defined for core and non-core activities, so 

standards in terms of the use of area and utilisation concepts need to be defined. 

- Elaborating benchmarking tools and measures for all FM services. 

- Elaboration of tools to simulate FM processes within new and in existing 

buildings. 

- Management by objective within FM, how to attract managers to reach hospitals 

objectives. 

- Definition of quality standards and SLAs according to the cultural environment. 

Within the category of soft factors 

- Image-building activities relating to hospitals, hence defining FM services. 

- The role of FM as a competitive advantage in the hospital setting. 

- Relationship-management with key stakeholders who help an organisation not 

only to survive but also to prosper. 
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As already discussed, FM in hospitals is a very broad field and few research projects 

have so far considered it. The basis for FM's development in hospitals by researchers 

and businesses has first to be developed, so basic research in terms of definitions and 

accounting systems is required. Without generating reliable hard factors such as an 

accounting system which generates quality data for FM and the allocation of activities 

and services that belong to the FM performance, further research or development of FM 

in hospitals, even in healthcare in general, will remain anecdotal. Furthermore, soft 

factors have little value in a business environment with a very strong focus on cost and 

hence are only of value if based on facts and figures. To summarise, the content of 

further research will be broad and infinite, and therefore it will have to be done by a 

large number of researchers. FM in hospitals is waiting to be developed. 
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7 Appendices 

Appendix A: Literature 

A  1   External Influences on Healthcare – the Primary Forces 

As already discussed, the literature review has been structured according to the model 

shown in Figure 2 and details of the driving forces are outlined in Appendix A 2. 

Society’s expectations, technological progress and the higher morbidity rate of an 

ageing population are constantly rising, and hence are contributing to the healthcare 

sector’s higher costs (Obsan, 2010; Avenir Suisse, 2008; Tanner, 2008; Olmsted 

Teisberg, 2007; Adams et al., 2006; OECD / WHO, 2006). 

For Switzerland, Sigrist (2006a) identified eight primary forces influencing healthcare, 

emerging from four areas, namely technology, society, economy and politics. These 

forces may fall into more than one area as there are no precise boundaries. These 

overlapping primary forces are specified as: progress in technology and therapies, 

demographic changes, changes in society’s expectations and consumerism, the 

definition of healthcareand its provision, the economisation of healthcare performances 

and political issues such as globalisation, the interests of politicians and the political 

environment (Sigrist, 2006b, p. 11). 

Some years ago, Hosking and Jarvis (2003) defined the drivers for the boom in the US 

healthcare construction business as: population growth including the ageing population, 

consumerism, the need to replace an ageing infrastructure, workforce and technology, 

market share and utilisation gains. Herzlinger and Parsa-Parsi (2004) characterised the 

Swiss healthcare system as consumer-driven, albeit attributed to consumer control. Such 

a control was obviously not the case in the US. Hosking and Jarvis (2003) accounted for 

the boom thus: “wealthy areas facing strong competition to build new facilities to 

accommodate services of a high standard” (p. 215). The buying habits of the baby 

boomer generation and their willingness to pay for the best led to consumerism, which 

in turn led to a construction boom (Hosking & Jarvis, 2003, p. 215). Adams et al. (2006) 

called consumerism “part of a broader movement promoting consumer interests and 

placing more power and control in the hands of individuals” (p. 4). According to 

Hosking and Jarvis (2003), with new constructions and the redevelopment of existing 

space the intention was to attract top clinicians and other employees, as a labour 
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shortage was expected, especially of nurses, physicians and highly specialised medical 

technicians. The redevelopment of existing space and processes will facilitate the work 

being carried out and make the work easier, enabling the workforce to continue working 

as they grow older, the idea being that the workforce will use new technology which 

will promote greater efficiency in daily working life. Several factors such as so-called 

deferred investment will drive the cost of ageing infrastructure but the underinvested 

hospitals are losing their market share, and deferred investments regarding postponed 

maintenance, reconstruction or redevelopments may result in financial restrictions. 

Utilisation gains are only possible for hospitals that have sufficient capital to maintain 

and upgrade their facilities. In the USA, the impact on market performance is evident as 

hospitals that have replaced or upgraded their facilities have experienced significant 

growth in inpatient admission as well as outpatient visits. Thanks to the upgraded 

facilities, between the “pre-opening to post-opening” (p. 221) phase the ratio of 

employees per bed decreased by 12 per cent. Financially, “redevelopment has had a 

positive impact on profitability levels, as in most cases the operating margin has 

improved” (Hosking & Jarvis, 2003, p. 222). 

Why compare the US healthcare system with the Swiss system? The US system is the 

most expensive, followed by the Swiss one, and the services provided by both are of 

high quality. When we compare the primary forces affecting healthcare in Switzerland 

and the construction boom in the USA, the economic factors of market share and 

utilisation gains are not considered as a force in Switzerland (yet), whereas the political 

dimension, including globalisation, is not an important force in the United States. The 

conclusion is that the handling of the various resources is the main driver of healthcare 

development and not the health system. Comparing the impact of the driving forces, 

Sigrist (2006b) believes that healthcare in Switzerland will be forced to change first by 

society, second by economic issues, third by technological progress and finally by the 

political environment. This change will also be affected by consumerism, which will 

lead to technological progress (Sigrist, 2006b, p. 52). The aspects mentioned, albeit 

contradictory, are all issues that affect FM in hospitals or its redevelopment activities in 

the long term. 
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A  2   The Driving Forces  

The Literature review has been structured according to the model shown in Figure 2 and 

covers general as well as specific Swiss information.  

A 2a Politico-Legal System in Switzerland 

Switzerland is governed by a dual political system consisting of liberalism and 

federalism. The dual political system is liberal in the sense that the government or 

canton only gets involved “when a private initiative fails to produce satisfactory results” 

(European Observatory on Healthcare Systems, 2000, p. 9) and the principle of 

federalism stipulates that the Swiss Confederation can legislate “only when expressly 

empowered” (European Observatory on Healthcare Systems, 2000, p. 9). Unique to the 

Swiss Confederation is its political structure: it is composed of 26 cantons (six are half-

cantons) which “are sovereign in all matters that are not specifically designated the 

responsibility of the federal constitution” (European Observatory on Healthcare 

Systems, 2000, p. 3). Therefore each canton and half-canton has its own constitution 

and a comprehensive body of legislation which covers healthcare.  

The position of the federal government has changed over the past few years as a result 

of almost complete lack of coordination between cantons and the rising subsidies 

(OECD / WHO, 2006). Today the tendency is towards reform, and thus the respective 

responsibilities and liabilities of cantons and the federal government have to be defined 

(Oggier, 2007b). 

Over the past decades, several major reforms have been proposed for the Swiss 

healthcare system but explaining all the reforms would go far beyond the scope of this 

document.  Some have been rejected by the voters in subsequent referenda, however 

(Olmsted Teisberg, 2007).  This illustrates why any wide-ranging modifications “have 

difficulties passing into law” (European Observatory on Healthcare Systems, 2000, 

p.77) and why the development of the Swiss healthcare system is uncoordinated and 

fragmented (Olmsted Teisberg, 2007).  According to Kocher (2010, p. 140), the Swiss 

Federal Office of Public Health aims to take the lead and then assume responsibility for 

setting Swiss health policy. “The regulatory powers (…) have increased considerably in 

recent decades, (...) structures for delivering healthcare and how the cantons finance 

healthcare services, (....) proposals to shift from state regulation to market regulation of 

healthcare provision” (European Observatory on Healthcare Systems, 2000, pp. 24-25). 
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According to Fetter, et al. (1976), the US government tried in the 1970s to change and 

control the medical care system because of rising costs. At this time, conflicts between 

federal and state programmes arose as the responsibilities of the authorities involved 

were not defined. Some decades later this situation is true for Switzerland (Kocher, 

2004). Even Economiesuisse (2006, p. 1), the Swiss corporate union, complained that 

cantons are more concerned with their labour forces and financial issues than meeting 

the constitutional rights for patients to be treated.    

Achtermann and Berset (2006, p. 75) suggest that for solving complex tasks, bilaterally, 

regionally or nationwide efficient inter-cantonal contracts are needed. Politicians need 

to create an operating framework, which will establish clear structures for improving 

transparency regarding costs and quality (Sigrist, 2006a, p.10; Economiesuisse, 2006). 

“Switzerland cannot afford the costs arising from cantonal fragmentation” (Kocher, 

2010, p. 133, translated by the author) anymore; inter-cantonal co-operation and joint 

use of hospital facilities are urgently required.  Some years prior to the above-mentioned 

statement Economiesuisse (2006) suggested a three-step model; implementation of a 

DRG system, transparency concerning costs and performances and equality in terms of 

rules and regulations of public and privately-owned hospitals. The Swiss Confederation 

(SFOPH, 2009) defines its healthcare vision thus: “the Federal Government wants a 

high quality of outpatient and inpatient healthcare at reasonable costs and available to 

all members of the community” (p. 9). 

 

Cantons and Political Obstacles 

Cantons in Switzerland are like the US states in that they have enormous autonomy 

(Olmsted Teisberg, 2007).  

In 1996, the Swiss Health Insurance Law [LaMaL] came into effect nationwide, 

whereby the responsibility for its enactment was delegated from the confederation to the 

cantons. The law stipulates that each hospital has to meet certain requirements to be 

recognised as a medical service provider (LaMAL, article 39). The requirements, hence 

the criteria for such medical service provider have not, however, been made public. It 

must be borne in mind that hospitals performances are financed by public funds, 

insurance payments and patient contributions, but to be reimbursed they have to be 

accredited by their cantonal hospital list. By means of the hospital-lists, cantons control 

the provision of healthcare through performance mandates issued to the hospitals 
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(Rüefli et al., 2005). To change this inequality - responsibility without competence - 

measures for transferring responsibility to the federal government are the subject of on-

going political discussions (European Observatory on Healthcare Systems, 2000). 

The cantons are obliged to carry out hospital planning with the goal of improving 

coordination and achieving an optimum use of resources (Rüefli et al., 2005; LaMal, 

Article 39). Cantons and municipalities are almost exclusively responsible for health 

and welfare in terms of supply, management and financing (Rüefli et al., 2005; 

European Observatory on Healthcare Systems 2000, p. 6; Federal Constitution of the 

Swiss Confederation, articles, 3, 41b, 43).  

The most important factors affecting cantonal hospital planning are the financial health 

of the cantons’ budgets, the regional political interests of the population and the interest 

that hospitals have in maintaining their status. Even though a nationwide model to plan 

future hospital needs is available (Weaver, Cerboni, Oettli, Andermatten, & Widmer, 

2009) the findings are not considered binding by the cantons. Various players in the 

healthcare sector have called in vain for planning to be replaced by competitive 

mechanisms driven by price and quality. To be successful, competitive mechanisms 

would need financial and structural conditions, such as monistic funding and 

entrepreneurial freedom for hospitals nationwide. It is recognised that entrepreneurs are 

a “rare breed of individuals motivated intrinsically to utilize the benefits of 

technological, demographic, and social changes to create upheavals in the current state 

of equilibrium and to us her new products and services or new ways of working” 

(Schumpeter as cited in Exton, 2008, p. 209). Monistic funding indicates that a single 

unit, in contrast to today’s dual financing system (of cantons and health insurances) is in 

charge and is responsible for financing the healthcare system.  Furthermore, private and 

public hospitals need to be treated equally, i.e. to be subject to the same legal conditions 

(Rüefli et al., 2005, p.VVVI). 

Long term gains in performance require a change in health-system governance and 

having twenty-six semi-autonomous systems makes it impossible to develop consistent 

national policies and competitive markets (OECD / WHO, 2006). An all-embracing 

federal framework for governance in the health sector is lacking, as the responsibilities 

for health are given by the constitution to cantons. The development of nationally 

consistent policies and the implementation of nationwide standards of care are therefore 

extremely complicated (OECD / WHO, 2006). 
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Society’s negative attitude toward any hospital closures is well known and any hospital 

closure has a direct influence “on cantonal election outcomes” (Rüefli et al., 2005, p. 

30). The fact that re-election is more important to politicians (Sax, 2007, p. 3) than 

accepting responsibility for the closure of a facility or its conversion to e.g. a home for 

elderly, does not exactly promote eagerness for reform. In this sense (some) politicians 

do not follow the main objective of the reform, hence to get a better handle on costs in 

the healthcare market (Britt, 2007a) is not there main goal. Although some cantonal 

authorities undertook certain reforms with respect to their hospitals, they ultimately 

failed because of the resistance of well-organised employees; hence the result was a 

shift towards other measures and not a reduction of staff (Olmsted Teisberg, 2007; 

Economiesuisse, 2006; Rüefli et al., 2005). Olmsted Teisberg (2007, p. 11) contends 

that policy debates are based on cost; however, as mentioned above, it would seem that 

re-election is often a more pressing concern. The cantonal authorities have to perform 

multiple roles; the canton is the hospital owner, the financier, the financial controller 

and the regulator in terms of services offered and the interests of local politicians should 

not be underestimated (Rüefli et al., 2005); that conflicts of interests can obstruct reform 

is obvious (Freeman & Moran, 2007). 

A national survey of the Gesundheitsmonitor (Interpharma, 2011, p. 37; Longchamp, 

Golder, Kopp, Tschöpe, & Ratelband-Pally, 2009) raised the question as to whether 

Swiss citizens want to have more competition or more regulation in the healthcare 

market. The outcome was that three-quarters (extremely, heavily and mostly) had a 

clear preference for market orientation compared with one quarter in favour of 

government regulation. Figure A 2a_1 shows the percentage of answers on the vertical 

axis (N = 1200) and the gradation of questions on the horizontal axis.  
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Figure A 2a_1 Market-oriented versus government-regulated (Interpharma, 2010, p. 37, adapted and translated by the author) 

 

It could be argued, however, that the significance of this survey is limited because the 

average citizen does not appreciate the implications of such change. Furthermore, 

cantonal disinterest and society’s negative attitude toward changes are so powerful that 

reforms have to be based on other reasons and arguments.   

 

A 2b Economic Aspects and Healthcare 

The economisation of health is described as a contemporary phenomenon. Kocher 

(2006) notes that health is not something which can be purchased but is very suitable for 

selling. Simon (2001, p. 24) observes that the care of the sick is becoming a means of 

achieving and optimising revenues. The organisation of health has been changing over 

time and is now “shifting from a professionally driven service to a managerially driven 

one” (Dent, 2005, p. 624) and there is a shift in attitude within the profession when 

financial issues become one of the major concerns of hospitals (Salgo, 2006, p. 27). 

Developments in Healthcare 

If the current trends persist to 2050, most OECD countries will be spending more than a 

fifth of their GDP on healthcare. For the USA and Switzerland, GDP is predicted to be 

more than half of their GDP in 2080 (OECD, 2010a; Drouin, Hediger & Henke, 2008, 

p.1). “Healthcare leaders fervently hope that these projections are off the mark” (Drouin 

et al., 2008, p.1). That is to say, healthcare leaders hope that these projections are 

Market-oriented versus government-regulated 
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greatly overstated. De Looper and Bhatia (2001, p. 86) conclude that the affordability of 

a nation’s health derives from the proportion of resources allocated. As a result, 

wealthier countries will spend proportionally more than the less wealthy countries do. 

Proportionally higher expenditures and incomes imply that healthcare demands can rise 

accordingly (Drouin et al., 2008, p. 2; OECD, 2010b, p. 32). In Europe, higher health 

spending per capita is generally associated with higher life expectancy (OECD, 2010a, 

p. 26). Existing comparisons of cost and quality of different countries’ health systems 

are difficult to take seriously because the data are not analogous and may be unreliable 

(Oggier, 2007a). 

The on-going increase in demand for healthcare is threefold: wealthier nations are 

spending proportionally more than other countries, higher incomes lead to a higher 

contribution to health and healthier people have a higher life expectancy.  

Economisation of health 

The consistent orientation of health services is in line with economic principles that 

should have become commonplace (Sigrist, 2006a, p. 27). To influence this process, 

orientation measures have been taken by the authorities and the healthcare insurers, 

such as introducing accountability, the use of synergies, supporting mergers and so on.  

Few of these measures have produced meaningful improvements in terms of cost 

reductions or process optimisation, but the stumbling block has been the lack of 

willingness to reform (Olmsted Teisberg, 2007). Reforms in terms of financial aspects, 

service and quality levels (Avenir Suisse, 2008; Olmsted Teisberg, 2007; Slembeck, 

2006; Sigrist, 2006a) are very unpopular. Accountability enables and supports the 

global transformation to sustainable healthcare systems, but the lack of a clear 

framework makes becoming a modern health organisation impossible (Adams et al., 

2006. p. 3). Some years ago, as a result of discussions and the German DRG 

implementation, Germany now has privatised state-run hospitals, which are intended to 

compete in the future (Ernst & Young, 2006). To successfully compete and conduct 

one’s daily business, transparency and accountability in all financial and managerial 

aspects are necessary. 
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Swiss Economy and Healthcare 

The report on long-term perspectives of the Federal Department Finance (Weber, 

Bruchez, Colombier, & Gerber, 2008), indicated that without any political changes, the 

so-called “no-policy-change-Annahme” (p. 8), the increase of healthcare’s proportion of 

GDP is expected to be 5 per cent within the next 40 years (p. 20), caused by the costs of 

social pensions, healthcare and long-term care costs. The forecast by the Swiss 

Department of Finance is not as negative as those of the OECD (2010a) and Drouin et 

al. (2008), who predict an increase to nearly 20 per cent, or a fifth of the Swiss GDP, by 

2050. Drouin et al. (2008) forecast, for the USA and Switzerland, that more than half of 

GDP will be devoted to healthcare by 2080. In OECD countries, including Switzerland, 

the rise in expenditure is outpacing the growth in GDP (Drouin et al., 2008; Busse & 

Riesberg, 2005, p. 98; Gilliand, 2004, p. 118). In Switzerland, health costs have risen to 

nearly 12 per cent, whereas 40 years ago they accounted for about 5 per cent of GDP 

(Slembeck, 2006, p. 6). Switzerland is one of the leading countries as regards healthcare 

expenditure, with $5,144 per capita annually, ranked third after the USA and Norway in 

2009; this expenditure corresponds to 11.4 per cent of GDP for the year 2009 (OECD, 

2011b). 

Figure A 2b_1 illustrates the rise of GDP over the last few years: the vertical axis shows 

the GDP in percentages and the horizontal axis the period in years.  
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Figure A 2b_1 The Rise of  GDP (OECD, 2008)  

 

The healthcare industry was (Somers, 1969) and still is (OECD, 2010a, 2010b; Sigrist, 

2006a) a major factor in Western economies. In Switzerland, 11 per cent of the total 

workforce is employed in the healthcare sector and this is increasing annually by more 

than 2 per cent (FSO, 2010b).  
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Within the healthcare market, the growth of medical wellness, the so-called health or 

prevention boom, has been predicted to become a new economic driver (Sigrist, 2006b). 

This growth has been described as an engine for innovation (Sigrist, 2006b). In view of 

this forecast and from an economic point of view the main goals of the Swiss growth 

policy are to maintain high employment and to increase labour productivity (Brunetti, 

2006). Experts assume that the prevention market is growing exponentially and that this 

market will exist in addition to the traditional healthcare market and have similar 

volume (Hofer, Honegger, & Hubeli, 2012; Hofer & Dettwiler, 2010; Sigrist, 2006b, 

p.32). The Swiss Federal Office of Public Health indicated their objectives in promoting 

preventative care, such preventive care would lead to an increase of the total healthcare 

expenditure. Today the activities of the preventive care are financially supported by 2.3 

percent of the total health expenditure (SFOPH, 2011b). Rowley (2003, p. 16) forecasts 

that a reluctant public will be forced by 2015 to take preventative measures. It will be 

compelled to change certain behaviours because prevention is judged as being less 

expensive than cure (Olmsted Teisberg, 2007).  In 2025, doctors and life coaches are 

likely to contribute to a healthy lifestyle accounting for almost one-half of health costs. 

In turn, the financial burden of illness is predicted to fall to 35 per cent of current levels 

(Rowley, 2003, p. 19). This statement echoes Olmsted Teisberg’s principle (2007, p. 

17) that “good health costs less than illness”. Instead of a maximisation of healthcare, 

better health of the individual is the ultimate goal, in that the focus is health-oriented 

rather than illness-oriented. This focus may lead to even higher consumerism (Somaini, 

2004, p. 65) and also to a higher demand for facilities and facility services.  

 

From Patient to Consumer 

The shift from patient to consumer affects economic and socio-cultural aspects (see also 

2.2.2 and 2.2.3.) as the change from governed hospitals to modern service suppliers is 

not only about drastic economic measures but also about customers’ expectations 

(Beach & Burns, 1995). Patients’ expectations are different insofar as that usually do 

not order directly their treatments and do not pay directly for healthcare services, hence 

supply and demand do not determine the price. This means that supply and demand 

does not regulate the market. Furthermore patients are usually not in a position to 

estimate the costs of their treatments. This incongruity often “results in producers 

ignoring cost / quality trade-offs” (Fetter, 1991, p. 9) which can cause an increase in 
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technical excellence for its own sake without consideration being given to costs and 

benefits (Fetter, 1991).   

Consumers have become used to being courted by different healthcare providers. Their 

expectations and behaviours are shifting from those of patients to those of healthcare 

consumers (Slembeck, 2006; Hosking & Jarvis, 2003). Herzlinger (2007) justifies 

consumerism as individuals pay a large amount out of their pocket, hence individuals 

expect to consume healthcare treatments. If the attitudes of these patients-consumers are 

similar to those they have towards consumer goods, it can be assumed that their 

willingness to pay more for enhanced services or products will increase accordingly. 

Huber (2003) views the situation quite differently, stressing that fewer people want to 

buy supplementary insurance. Brügger and Slembeck (2006) believe that buying habits 

in the healthcare sector have similarities with a supermarket, because in a supermarket 

consumers also make their choices according to their personal preferences in terms of 

expenditures.  

The former Federal President of Germany, Johannes Rau (2004), declared in an 

inauguration speech to physicians that “physicians are not service providers and patients 

are not consumers” (p. V, translated by the author), probably in the knowledge that all 

treatments for patients in Germany are state-financed.  A similar attitude is 

demonstrated by Adams et al. (2006) as they argue that consumerism should not be 

encouraged because societal expectations may inhibit change. Even if governments are 

against consumerism, modern citizens have become widely used to good health services 

and facilities, but whether people are willing to pay for these superior services has not 

yet been established.   
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Healthcare Expenditure in Switzerland 

Switzerland has an equal or a higher standard of healthcare services than other 

countries, but other countries spend less on their health care. To maintain this level the 

focus in the future will have to be on efficiency because future budgets are likely to be 

restricted (Sigrist, 2006a, p. 5).    

Generally, the terms healthcare costs and healthcare expenditures are synonymous. In 

economic terms, however, expenditure is the most effective form of spending, whereas 

healthcare costs also include other factors, such as indirect costs, also referred to as 

opportunity costs. Costs are considered as a loss of benefit. Consequently, the 

opportunity costs should be included (Telser et al., 2011, p. 10). These indirect costs 

influence the level of resources available, but do not necessarily affect levels of 

spending. In the healthcare sector, opportunity costs include the time family members 

spend in providing care as volunteers, as well as physical and mental difficulties like 

pain and a resulting decrease in quality of life.  The opportunity costs mentioned affect 

society’s welfare (Telser et al., 2011), but are not part of GDP. 

Figure A 2b-2 shows healthcare expenditure in 2009 with related financial flows. The 

overview shows the split of the four funding streams: insurance, private households, 

state fees for private insurance, and the financial flows of the service providers, 

including hospitals, ambulance service providers, social medical institutions, retailers 

and pharmacies, preventative tasks for government or administration, as well as non-

profit organisations. Each of the direct payers and the service providers is entitled, 

according to various laws and regulations, to receive a given amount. The focus of this 

paper is on hospitals, as the hospitals’ allocation for 2009 was CHF 21.7bn or 35.6 per 

cent of the overall healthcare expenditure in that year. 
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Figure A 2b_2 Overview of healthcare expenditures 2009  (GPI, 2011, p. 16, adapted and translated by the author) 

  

This illustration demonstrates that, in terms of the financial outlay, the annual 

expenditure on Swiss healthcare was, taking 2009 as an example, CHF < 61bn (FSO, 

2011a). Of this expenditure, hospitals accounted for one-third (35.6 per cent) of which, 

according to Abel (2009) and Abel and Lennerts (2006), one-third or about CHF 7bn 

was spent on FM tasks. Switzerland covers 41,285 km² and has a population of nearly 

eight million so it has a large number of healthcare institutions, including 318 hospitals 

in 2008 (2009b). Some politicians justify the number because of the Alps: many small 

hospitals, with less than 100 beds, were built in the valleys some decades ago (Olmsted 

Teisberg, 2007). The actual situation confirms the high economic, political and social 

relevance of the Swiss hospital market.  

Impacts on the Healthcare Labour Market 

The growth in the healthcare industry is owed to an increasing number of older people 

who are potentially more prone to diseases (Oggier, 2007a; Sigrist, 2006a; Slembeck, 

2006). That growth is threatened by the decreasing number of young workers, however.  

There is as expected a labour shortage (OECD / WHO, 2011; Bieri et al., 2009; Avenir 

Suisse, 2006) in terms of nursing staff and general practitioners (BASS, 2011; OECD, 
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2010a, p. 11), and consequently this contributes to making healthcare a highly sensitive 

topic (OECD, 2010a; Drouin et al., 2008). Another factor that influences the labour 

shortage is the increase in part-time work models.  

Most medical schools, including those in Switzerland, now have a higher percentage of 

female students than male and, in general, a significantly higher number of female 

physicians are working part-time. According to van der Reis and Xiao (2005, p. 9), the 

part-timers amounted to 35 per cent of female physicians in California and 67 per cent 

of female physicians in the Netherlands in 2004. Consequently, the shortage in medical 

practitioners is expected to become even more acute in Switzerland as the proportion of 

the female physicians is projected to become as high as in other countries within the 

coming years if the same trend continues.  Another issue is career planning;  employees 

tend to focus on large hospitals with a view to their own further education and career as 

well as their reputation (Flessa, 2006).  

As early as 1998, 11 per cent of medical technicians in Switzerland had to be recruited 

from abroad. Up until now, Swiss hospitals have been able to recruit from abroad 

because Switzerland has high salary levels which meet the expectations of (highly) 

qualified personnel from foreign countries (European Observatory on Healthcare 

Systems, 2000, p. 61). The shrinking young workforce, the shortage of physicians and 

nurses, the rising challenges in recruiting staff with high potential from abroad and 

especially Paeger’s (2009, 2011) statement about the non-expertise related work tasks of 

physicians and nurses give ample reason to introduce new FM concepts.   

A 2c Socio-Cultural Influences on Healthcare 

The Cambridge Dictionary defines society as “a large group of people who live together 

in an organized way, making decisions about how to do things and sharing the work that 

needs to be done” (“Society”, 2012).  

Society’s Expectations and their Financial Impact 

Health is part of the general quality of life in the modern world; medical treatments are 

regarded as a contribution to lifestyle and have become widely accepted as a consumer 

good (Slembeck, 2006) within Swiss society.  In the past couple of years, the role of 

actual and potential patients has changed as they have become increasingly demanding. 

Paying customers now expect to be recognised as and treated like customers (Slembeck 
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& Brügger, 2006; Sigrist, 2006b). Sometimes the difference between medical necessity 

and (medical) wellness is no longer obvious (Slembeck, 2006).  According to the OECD 

(2010b, p. 32) an increase in income correlates with greater health spending or “when 

people can afford it (...) they will spend almost any amount on health” (Drouin et al., 

2008, p. 2). This statement is confirmed by Frick, Girschik and Bosshart (2007) from a 

Swiss Hotel Association study which showed that the older generation is increasingly 

willing to spend money and that this attitude also benefits the healthcare and illness 

prevention industry, which includes wellness hotels and fitness studios.  

To predict future trends some information about wealth is required. In the wealthiest 

region, Zurich, one in five couples is retired and has taxable assets of more than CHF 1 

million and every second couple has more than CHF 360,000. In Solothurn, a less 

affluent region, 70-80-year-olds have taxable assets of CHF 175,000 on average and the 

over-80s an average of CHF 300,000 (Schneider as cited in Sigrist, 2006b, p. 22). 

Expectations are changing and the willingness to spend more money on the health 

industry affects not only medical treatments but infrastructural and service conditions as 

well.  

A 2d Technological Aspects of Healthcare 

The increase in healthcare spending can be attributed to technology, as its advance 

accounts for 25 to 50 per cent of the increase (OECD, 2010b, p. 32).  

Costs of Healthcare Technology 

Innovation in healthcare is mainly seen in new technological equipment that is used for 

medical treatments and medications (Telser et al., 2011, p. 3). New technologies are an 

opportunity to meet the challenges in today’s healthcare situation, in order to improve 

efficiency (Telser et al., 2011) and effectiveness and simultaneously enhance the quality 

of health services (Mettler & Rohner, 2009c). New therapies and high-tech equipment 

have multiplied the costs of health systems (Chandra, 2007; Adams et al., 2006; 

Slembeck, 2006). Many formerly fatal diseases are now curable (OECD 2010b, p. 23), 

and others have become at least controllable, thanks to new technologies and therapies. 

Technology reduces healthcare expenditure for some illnesses, but spending is still 

increasing exponentially overall (Drouin et al., 2008; Sigrist, 2006a). Moore's Law 

states that through technical progress, the complexity of integrated electronic circuits 

doubles approximately every 24 months, which implies that the performance of 
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technical devices increases exponentially while prices fall (Daintith, 2009, p. 341). If we 

apply Moore’s  aw to healthcare, it is apparent that technological progress will 

continue and the currently costly therapies and health products will cost less in the 

future (Sigrist, 2006a). This does not mean, however, that general health costs are 

decreasing. In fact, the reverse is true, as even greater technological progress is being 

made and more advanced therapies are becoming available. This inexorable 

technological progress and the associated increase in expenditures give rise to certain 

ethical dilemmas. For example, should a patient be treated irrespective of cost simply 

because treatment is available? This is where hospitals need to develop policies (Sigrist, 

2006a). Healthcare providers have to consider what treatment they can provide and at 

what price, or whether there must there be a trade-off between health services and costs 

(Eichhorn & Schmidt-Rettig, 2001, p. 7). Even if such discussions and decisions are the 

duty of the core business, the outcome will influence FM services as well as the 

management of facilities.   

A 2e Demographical Developments 

As mentioned earlier, one of the GDP drivers is demographic change because of the 

growth of the ageing population (Sigrist, 2006b; Rowley, 2003) and the shrinking work 

force (Groth & Trippel, 2011a, 2011b; Weber et al., 2008). More than half of the 

working population in healthcare will have to be replaced because of retirement by 

2030, according to Jaccard Ruedin and Weaver (2009, p. 7). Hence, the workforce is 

shrinking, in contrast to the continuation of technological productivity-progress. To 

avoid a weakening of the economy or a decrease in healthcare quality, additional 

working years could become necessary so a longer working lifetime should be 

considered (Groth & Trippel, 2011b; Hosking & Jarvis, 2003). This would mean that 

the age of retirement would have to be delayed, meaning the FM workforce would also 

become older.  

Basic Pension System 

In terms of pensions and long-term healthcare expenditure likely demographic changes 

will lead to a far-reaching need to modify the current form of the generational contract 

(Motel-Klingebiel, 2000). The generational contract is an unwritten agreement 

regarding the relationship between the workforce and people of pensionable age and  
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regulates the financing of pensions through contributions by the working population. 

This generational contract is now under threat. In Switzerland, the dependency ratio is 

expected to increase from 48.5 per cent in 2006 to over 80 per cent by the year 2050 

(FSO, 2010b; Olmsted Teisberg, 2007; OECD / WHO, 2006). The basic pension system 

was conceived at a time when the ratio of productive people to the retired population 

was completely different, as were life expectancy and disposable income, from what 

they are today (Groth & Trippel, 2011a, 2011b). This inequality raises questions as to 

how healthcare will be provided and financed in the coming decades.  

Influence of Socio-Demographic Trends on Swiss Health Workforce 

The ageing of society as a whole and the increasing numbers of older people will place 

an increasing burden on the pension system, the healthcare system and long-term care 

costs as the proportion of productive people in the Swiss population will fall sharply in 

the next few years. Bieri et al. (2009) and Kalbermatten and Küng (2009) expect that 

this situation will result in a shortage of skilled workers, especially in the healthcare 

sector. According to the calculations of the Bass Office (BASS, 2011), there will be a 

shortage of 411,000 skilled workers by 2030 and the UN Population Division expects 

Switzerland to experience a decrease in its labour force of 4.7 per cent by 2030 (Goth & 

Trippel, 2011; OECD / WHO, 2011, p. 90). There is a growing recognition of the 

feminisation of the medical profession in particular, as evidenced by the increase in 

female doctors, from 7.7 per cent in 1934 to 54 per cent in 2004.  If this trend continues, 

by 2020 over 50 per cent of active doctors will be women. As women are more likely to 

work part-time than men, the expected labour shortage will be even higher in medicine 

than in other industries (Hänggeli, Gmür, Jau, von Below, & Bradke, 2004).  

Thus, the OECD (2011, p. 14) recommends “getting more out of Switzerland’s existing 

healthcare workforce”. Industry commentators have already suggested some solutions. 

No value or low value-added activities performed by physicians account for 30 to 40 per 

cent of their work time and those provided by nurses or caregivers for between 20 and 

30 per cent. In other words, people with indifferent education would be more suitable 

for doing the low-value work tasks (Paeger, 2009, 2011). The non-expertise related 

work carried out by physicians and caregivers could be performed more efficiently and 

cost-effectively by people with an FM background as it is in hospitals’ interest to 

deploy their human resources where they will be of most benefit.  
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A 2f Global Aspects of Healthcare 

In the past, globalisation was regarded as a historical driver for change (Adams et al., 

2006, p. 3) but modern and innovative treatment methods are more related to localised 

conditions than global aspects (OECD / WHO, 2006). In general, provision of 

healthcare services has remained a regional and local issue (Adams et al., 2006, p. 4). 

General practitioners suggest that the local issue or the proximity to patients' homes is 

the reason most often given for a patient’s hospital choice (Salfeld, Hehner, & Wichels, 

2007, p. 127). Despite the choice of local institutions, globalisation results in greater 

demand, so higher healthcare spending is inevitable (Adams et al., 2006, p. 4).  

Compared with other developed countries, the driving forces that influence the hospital 

business vary, but the influences always affect FM as its service provider or cost 

reducer. 
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A  3   Healthcare Systems and Health Insurances    

The health system’s objective has to be the delivery of effective, safe and responsive 

care to patients (OECD, 2010c). In industrial countries three different types of health 

systems can be differentiated (Oggier, 2007b, pp. 81-82): 

(1)  National Health Service (NHS) 

Medical institutions and organisations are governmentally organised and 

financed primarily through taxes, with free access for all citizens. Great Britain 

and Sweden adopt this method.  

(2) Social Insurance Model 

This model is financed by social insurances, which means that every citizen 

has to have an insurance policy. The premiums can depend on the income and 

can be paid by employee and employer contributions. Insurers' organisations 

are both public and/or private enterprises. Care provision is mostly public but 

also private, depending on how the patient is insured. The social insurance 

model is applied in Germany, Switzerland and Austria with variations.    

(3) Private Insurance System 

Financially, such a system is primarily based on voluntary private health 

insurance premiums. The return for insured people depends on the amount they 

pay. Private care provision is largely offered. Among the developed countries 

the USA uses this model (Oggier, 2007b, p. 81).   

Rothschild and Stiglitz (1976) stated that private healthcare systems work 

inefficiently since market failures such as adverse selection and moral hazard 

occur.   

In contrast, social insurance models are also government financed and national health 

systems are complemented by insurances (Oggier, 2007b). 

In Switzerland each inhabitant is legally obliged to purchase basic health insurance from 

one of the many competing health insurers who cover a range of treatments listed in the 

Federal Act (LaMAl, 2012). The insurance companies are either local or federal and the 

insurers are “not allowed to refuse an individual’s application for compulsory health 

insurance coverage” (European Observatory on Healthcare Systems, 2000, p. 17). This 

mandatory health insurance revenue covers a third of total health spending, and almost 

another third comes from the individual’s pocket (Frey, Liechti, & Feer, 2011; OECD, 

2010d; Tanner, 2008 p. 27; European Observatory on Healthcare Systems, 2000 p. 31 
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and 33). The rest is funded by cantons, other social insurance schemes and voluntary 

health insurance (Obsan, 2011; OECD / WHO, 2006; European Observatory on 

Healthcare Systems, 2000). The last third is paid as subsidies by the cantons.  

Healthcare insurance fees are financed proportional or even progressive to the Swiss 

citizens’ income (Bolgiani et al., 2006, p. 227) and it is assumed that about a third of the 

Swiss population is receiving subsidies to cover their healthcare insurance fee 

(Underwood, 2009). As the insurance fee is a per-capita premium (with individual 

reductions from cantonal budget), it has the impact that a growing number of people 

become a financial burden (Bolgiani et al., 2006, p. 228). To relieve that financial 

burden, subsidisation of compulsory health insurance premiums through tax-financed 

allocations was launched some years ago (European Observatory on Healthcare 

Systems, 2010, p. 28), financed by cantonal budgets. That means that the Swiss 

cantonal governments directly provide subsidies to people with low incomes, so that 

they are able to cover their compulsory insurance contributions (Wegmüller, 2011; 

Underwood, 2009; Slembeck & Brügger, 2006), and the amount depends on the net 

income and wealth of the insured person (European Observatory on Healthcare 

Systems, 2010, p. 29). Critics of the heath financing system believe that subsidisation 

resulting in insurance premium reductions is the most ineffective means of eliminating 

the problem of rising costs. Indeed, reductions mean reforms are carried out even more 

slowly (Slembeck & Brügger, 2006).) In contrast, wealthier people pay for 

supplementary health insurance policies, available either as semi-private or as private 

health insurance. The proportion of people with additional insurance is decreasing, 

however. In 1998, nearly half of the population (46 per cent, of which more than a third 

(35 per cent) opted for semi-private and around 11 per cent for private insurance) 

bought additional insurances (Britt, Brombacher, & Streit, 2001, p. 131). In 2004, 

figures decreased as little more than a quarter (27.7 per cent) of the population bought 

additional semi-private or private insurance (FSO, 2006c) and in 2006 supplementary 

insurance was only affordable for 26 per cent of the population (Eisler & Lüber, 2006). 

A further decrease is likely to occur because the percentage of the people with 

supplementary insurance will fall even more sharply in the coming years as the highest 

proportion of this group are now over the age of 60, and this age group tends to make 

the greatest use of healthcare services. 

Figure A 3 shows the distribution of populations with basic or basic plus supple-

mentary health insurance, forecast from data for 2002 to 2005, and hence the 
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contribution margin will further decrease as there are restricted admissions in terms of 

the insured person’s age. 

 

Figure A 3 Age distribution of populations from 2002–05 data (Busato, Widmer, & Matter, 2011)  

In Switzerland, the percentage that patients have to contribute from their own pocket is 

one of the highest in the word (Frey et al., 2011; OECD, 2010d; Tanner, 2008, p. 27; 

European Observatory on Healthcare Systems, 2000, p. 31, 33) apart from the insurance 

fee, and it is also usual for the patient to make their own contribution / excess. 

Health insurance 

B                basic 
A                basic + supplementary  
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A  4   DRG -Objectives to be Met 

Since its establishment the DRG payment system has been implemented in more than 

20 countries, albeit individual adaptations have been made. Whether or not the system 

meets its objectives is still controversial (Brügger, 2010). A two-tier healthcare system 

is expected and feared because of a decrease of quality resulting from DRG (Brotschi, 

2010; Tommer, 2008).  Such an outcome has yet to occur, however, as the SDRG 

system was trialled in several hospitals and foreign countries have not reported a 

decrease in quality (Brügger, 2010). 

The assertion that costs are decreasing through DRG and efficiency is increasing can be 

questioned because some studies indicate that costs are not contained and that efficiency 

has even decreased owing to the system’s introduction.  This suggests that the DRG 

system does not bring any financial advantages per se (Brügger, 2010). Hospitals gain 

more cost awareness and hence cost transparency owing to DRG, however (Hölzer, 

2010). Hospitals’ budgets are linked to several activities, but hospital facilities are the 

most important factor because changes in the core business performance, as well as 

changes in treatment methods, have consequences for the design and construction 

processes. Also, renovation or replacement projects or other forms of modernisation in 

facilities that involve recapitalisation of expenses are excluded from long-term capital 

budgets and the planning process (Lynch, 2002, p. 49). The awareness and the cost 

transparency provide more benefits for patients in terms of a higher standard of 

treatment. It must be borne in mind that, prior to the introduction of the SDRG system, 

Swiss hospitals mostly had to pay their own costs of operation (Creditor, 1971; Fetter, 

1991) in a retrospective payment system, meaning that hospitals charged whatever they 

needed to pay the bill. There was no need and no interest, on the part of hospital 

management or medical leaders, to act in a more economical way.  

Quaye (2007, p. 394) argued that 65 per cent of the Swedish physicians interviewed did 

not support DRG. Rau (2004, translated by the author), however, sought to placate the 

professionals by saying that “the opposition against the proposal does not necessarily 

call into question the proposal of the implementation of German DRG itself […] the 

health policy debate is not only disproportionally polemic but also contains too many 

technical aspects” (Rau, 2004, p. II, translated by the author). Lungen and Lapsley 

(2003) believed that DRG is not the last reform in rebuilding the German Healthcare 

system, as reforms lead to more reforms. 
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One of the most important issues in terms of competing with the DRG system is to 

optimise the workflows affecting the needs of in-house patients in particular. This can 

help save resources while simultaneously increasing standards of medical care and 

patient comfort (Dieckmann, 2006). This also includes workflows which are part of the 

facility management tasks in hospitals. In Switzerland there are a number of small 

hospitals which are too costly (Wessalowski, 2008) and therefore could be forced to 

close down (Schlatter, 2006), as was the case in Germany at the time of DRG 

implementation (von Eiff, 2007, p. 44). It is not expected that this will lead to an 

insufficient supply of hospital medical services in rural regions but it may lead to 

hospital patients having to travel longer distances (Flessa, 2006). 

The DRG component of the reform was widely copied before there was evidence to 

evaluate its effectiveness (Hsiao et al., 1986). Therefore it must be questioned if the 

original idea of creating a management tool, as expressed by the New Haven medical 

doctors in 1967 (Fetter et al., 1991), is still the aim of today’s implementation.  
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A  5   Benchmarking Methods - Advantages and Disadvantages 

Benchmarking, in terms of looking at and learning from best practice, has various 

advantages.  

According to Dieckmann (2003, p. 6), the advantages for hospitals and their FM are: 

 Identification of improvement potential 

 Delivery of basics for the implementation and optimisation of standard processes 

 Delivery of basics for the definition of internal objectives 

 Providing indications for reasonable use of resources, such as personnel  

 Reference values for budget processes 

Therefore and according to Dieckmann, (2003, p. 6) examples of criteria for reasonable 

benchmarking include:  

 Data validity 

 Comparability of the comparison group 

 Consequent evaluation of the underlying processes 

 Adequate size of comparison group to evaluate the best in class benchmark 

Most of the processes of benchmarking require external objects of comparison. In this 

context, access to valid data is often problematic and in addition FM data are not yet 

available in a pure form in Switzerland (Dieckmann, 2003). The confidentiality of data 

needed to get usable results often makes meaningful benchmarking almost impossible. 

In addition, collaborating hospitals can generate a competitive edge because they are 

likely to have internal access to confidential data suitable for benchmarking. This is 

why collaborating private hospitals can have advantages in terms of efficiency or 

quality. Another way of gaining comparable data for hospitals willing to collaborate is 

through loose interest groups, initiated through associations, or research projects. 

Another group of institutions with an interest in the benchmarking of hospital 

performances are healthcare financers and insurers or controlling authorities 

(Dieckmann, 2003). 
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Process-Step Based Benchmarking 

This method leads to a high level of detailed knowledge about work processes, their 

interfaces and key performance indicators. It requires great effort by the participating 

benchmarking partners, however, as the collection of data corresponding to individual 

processes is labour-intensive and time-consuming. On the other hand, gathering detailed 

information about a process flow is the only way to identify best practice as it 

guarantees the comparability of the information. A welcome side-effect is that the 

information generated about hospitals' FM service processes is suitable for quality 

management functions (Abel et al., 2004). 

 

Cost Benchmarking 

Compared with the process-step based method this produces less meaningful results. It 

quickly provides a comprehensive overview of the general situation of a hospital with 

respect to facility services. The information gained through cost benchmarking can also 

be used to decide which processes are worth investigating further. The side-effect here 

is that this method can be used as a basis for a cost allocation system (Abel et al., 2004).  

In the light of their different - yet complementary - advantages, a combination of those 

two benchmarking methods should be used for sustainable improvement of facility 

management organisation in hospitals (Abel et al., 2004). 

Conducting usable and results-oriented benchmarking requires a certain cost and 

process clarity within the participating hospitals or, more precisely, their departments. 

In this way, the implementation of the DRG system contributes as their objective is 

better cost and process orientation (Dieckmann, 2003). In Switzerland, the nationwide 

implementation of a single accounting system is still in its infancy, so it is not yet 

known how the benchmarking process will benefit from it. Questions about data 

confidentiality, or rather how much of the data becomes or has to become public, will 

presumably continue to be asked, however. 
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Appendix B: Methods, Traditions and Paradigma 

B 1   External Influences on Healthcare – the Primary Forces 
Traditions define how the researcher does his or her work.  

Positivism 

The positivist tends to work “with an observable social reality and (….) the end product 

of such research can be law-like generalisations similar to those produced by the 

physical and natural scientists” (Remenyi et al., 1998, p. 32). In business and 

management disciplines positivism is the most frequently used research form (Myers, 

2009, p. 37). Although the phenomenon is available for observation, the researcher has 

to generate credible data and hypotheses have to be built on existing theories. The 

positivist should carry out the research in a value-free way, which indicates the 

researcher is external to the process of data collection, but in today’s fast-changing 

global business world, value-free research is rather difficult to undertake. The positivist 

uses a highly structured methodology and the quantifiable outcomes also “lend 

themselves to statistical analysis” (Saunders et al., 2009, p. 114) in order to facilitate 

replications (Gill & Johnson as cited in Saunders et al., 2007, p. 104) – an approach 

which was chosen for the outsourcing questionnaires sent to the heads of FM 

departments.  

Realism 

Realism also belongs to the epistemological position and represents the truth as reality 

and objects’ existence is “independent of the human mind” (Saunders et al., 2007, p. 

105), which implies that realism is the opposite of idealism. The realistic scientist 

assumes that “the world exists independently of its being perceived” (Hunt, 1990, p. 9). 

Realism is subdivided: direct realism declares “that what you see is what you get”, 

critical realism “what we experience are sensations, the images of the things in the real 

world, not the things directly” (Saunders et al., 2007, p. 105). Bhaskar, as cited in 

Saunders et al. (2007, p. 105), argues that “what we see is only a part of the bigger 

picture” (p. 105), and hence this research approach has to change the world.  According 

to Saunders et al. (2007, p. 105) a criticism of realism is that the social world in this 

research area is very complex and therefore “lends itself to theorising by definite laws” 

(p. 105), as we know from the physical sciences. The critical realist, has the capacity to 

change the understanding of the subject studied.  Even more, if the complexity of 

business and management was reduced to some law-like generalisations, in-depth 
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insights into this world (Saunders et al., 2007, p. 105), and the relatively young research 

field, would be impractical. 

Interpretivism 

The third of the epistemological positions is interpretivism. The researcher has to be 

able to understand “differences between humans in the role as social actors” (Saunders 

et al., 2007, p. 106), which tends to mean conducting research among people instead of 

products or objects. Furthermore, in this form of epistemology “the researcher has to 

adopt an empathetic stance” (Saunders et al., 2009, p. 116), which presumes that 

researchers understand the subject from their point of view (Saunders et al., 2009), like 

the author’s understanding of the social world of her research subject. Even if the 

question of generalisation comes up, it may not be of crucial importance, as the ever-

changing world of hospital business does not allow generalisations. According to 

Saunders et al. (2007, p. 107), an interpretative attitude accepts that organisations are 

unique and thus generalisation is less valuable,  which is, in fact, an underlying 

principle of this research. 

Social Constructionism 

Critical management theory papers became common in the 1990s and emerged from 

different sources such as social constructionism. Social constructionism emphasises that 

discussions, arguments and conversations are the most important factors of ambiguous 

and complex management issues in terms of making sense of the situation (Easterby-

Smith et al., 2012, p. 4). The tradition which contrasts most strongly to the first named, 

positivism, is social constructionism; it implies that the social scientist focuses on the 

respective merits of two contrasting views. Each position has its own stereotype, which 

gives comprehensive lists of philosophical assumptions and methodological 

implications (Easterby-Smith et al., 2012, p. 21). Social constructionism refers to 

interpretative methods and focuses on the “ways that people make sense of the world 

especially through sharing their experiences with others via the medium of language” 

(Easterby-Smith et al., 2012, p. 23) and uses, therefore, the subjectivist approach. 

Owing to the untidiness (Easterby-Smith et al., 2012, p. 28) of qualitative studies, which 

are difficult to prove in terms of the state of progress at the given time, some people 

give little credibility to them because of the subjective opinions that arise with 

qualitative studies. The strength of the social constructionist paradigm is characterised 

as the ability to understand people’s meanings, to adjust the meanings to new issues and 
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ideas and then contribute to new theories (Easterby-Smith et al., 2012, p. 28), which is 

what the author wanted to achieve with her research.  

Ontology helps us to understand how researchers make assumptions about the world 

and the way the world operates (Saunders et al., 2007, p. 108). Ontological philosophies 

are concerned with the nature of the social phenomenon of an entity (Saunders et al., 

2009, p. 128) and distinguish between objectivism and subjectivism. 

Objectivism’s approach is that “in reality social entities exist external to social actors” 

(Saunders et al., 2007, p. 108) and objectivists tend to view the culture as “something 

that the organisation has: something that can be manipulated, changed in order to 

produce the sort of state desired by managers” (Smirich as cited in Saunders et al., 

2007, p. 109).    

Subjectivism’s approach is that “social phenomena are created from the perceptions and 

consequent actions of social actors” (Saunders et al., 2007, p. 108); this engenders an 

on-going process that demands the phenomenon is in a “constant state of revision” (p. 

108). These particular situations have to be studied very carefully and in detail, as the 

understanding of the reality and / or the work behind this reality is essential (Remenyi et 

al., 1998, p. 35); this understanding refers to the term constructionism or social 

constructionism (Saunders et al., 2007, p. 108). Therefore social constructionism is 

associated with subjective opinions, and outcomes have little credibility among natural 

scientists. It has the ability, however, to open up people’s meanings, to adjust the 

meanings to new issues and ideas and then contribute to new theories (Easterby-Smith 

et al., 2012, p. 28), in conjunction with social constructivism, which is what the author’s 

work contributes to.  

Paradigm 

Radical humanism is a paradigm with the focus on subjectivist and radical change 

dimension. According to Burrell and Morgan (as cited in Saunders, 2007, p. 113), the 

aim of the radical humanist paradigm is “to articulate ways in which humans can 

transcend the spiritual bonds”. These theories are mainly concerned with reducing or 

cutting those social constraints that bind potential and attempt to explain the social 

phenomena (Saunders et al., 2007, 113), an approach that has no part in this research.  

The radical structuralist paradigm describes objective-radical change. According to 

Burrell and Morgan (as cited in Saunders et al., 2007, p. 113) it is essential that the 

researcher has a view which tends to achieve a “fundamental change according to the 

analysis in terms of power relationships and patterns of conflicts” (Burrell & Morgan, 
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as cited in Saunders et al., 2007, p. 113). According to Saunders et al. (2007, p. 113), 

the radical structuralist paradigm follows structural patterns and adopts an objectivist 

perspective because of the objective entities, a paradigm the author followed for the 

value questionnaires. The functionalist paradigm is followed by most business and 

management researchers, as its problem-oriented approach places the focus on 

providing “practical solutions to practical problems” (Burrell & Morgan, as cited in 

Saunders et al., 2007, p. 113). Characteristics of this paradigm are rational explanations 

that are followed by a set of recommendations (Saunders et al., 2007, p. 113), an 

approach the author followed and illustrated in Chapter 5. 

The interpretative paradigm, also named the subjective-regulated paradigm, refers to the 

way “humans attempt to make sense of the world” (Saunders et al., 2007, p. 113). The 

researcher has to understand the essential meanings of that institution (Saunders et al., 

2007, p. 113). Researchers’ findings may concern organisational politics; Burrell and 

Morgan (as cited in Saunders et al., 2007) came to the conclusion that an interpretative 

paradigm is when “every life is accorded the status of a miraculous achievement” (p. 

113), a challenge to explain what is going on.  

 

B  2  Qualitative comparative analysis  

The method of gaining results from service providers’ interviews was in accordance 

with Glaser and Strauss’ (1969) four steps method as well as with Mayring’s (2008) 

method (see 4.4.3.1).  

Table B 2_1: Qualitative comparative analysis   

Dimensions   Statements   Key words  

Range of 

perfor-

mances  

After asking in which area service providers (SP) could 

think of providing additional services (diversification) or  

having increased level of capacity (scaling) most of them 

indicated they would like to diversify on care-related 

activities and on a range of strategic FM planning, such as 

the establishment of being an integrated SP. 

Care related 

activities, 

integrated SP    

State of 

the art  

Most providers stated the main reasons for the relatively 

low outsourcing-rate in Swiss hospitals (as compared to 

Germany, UK and USA) were the missing cost pressures, 

Cost pressures, 

political 

structures  
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the political structures and the resistance of the employees.  

Hospitals 

view  

They considered the most important reasons for hospitals 

to outsource services as on one hand cost savings and on 

the other hand problem-solving-solutions within human 

resource management.  

Cost savings, 

problem-solving 

Hospitals 

view   

Hospitals FM mangers explain that their reason for 

rejecting outsourcing to SPs stems from their fear that 

employees would not be integrated in the hospital setting. 

Furthermore they fear that uncertainty regarding feasi-

bility would occur and as well as - from a financial pers-

pective the VAT liability of 8 percent which would also 

count for all patient services, implying therefore that hos-

pitals would have to cover a ‘surcharge’ of eight percent.  

Missing 

integration, 

feasibility and 

VAT  

Hospitals 

view  

SPs defined the decisive factors for a hospital to conclude 

an outsourcing agreement with SP’s image and the related 

trust in this company. Furthermore they related image and 

trust to their accessibility meaning the company is able to 

serve within a short lead time. 

Image and trust,  

short lead time 

Business 

develop-

ment  

SP’s activity in the hospital sector developed within the 

past five years regarding additional services 

(diversification) and increasing level of capacity (scaling) 

only as such relates to increasing their capacity meaning 

their sales increased.  

Turnover 

Best 

practice  

Asking about the win-win situation when collaborating 

with hospitals, from a business perspective, the success 

factors that led to a win-win-situation was that both parties 

were concentrating on their core-business.  

Core business 

Measure-

ments  

The criteria and approaches that are used to record a 

hospital’s quality standards are usually defined in advance 

or are even defined before the public tender.  If SPs check 

any quality standards, then the check itself is within 

general patient surveys. To the question of how the 

adherences to these quality standards are monitored were 

Criteria  
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no answers.  

Trend Regarding the implementation of the DRG-System, all 

interviewees agreed that cost pressure will increase, thus 

the degree of outsourcing. Furthermore they expect that 

simultaneously other new forms of co-operation will 

become the modern standard.  

New forms of 

cooperation  

Business 

develop-

ment  

Some SPs are looking forward to providing new care 

related services as they expect a rising demand whilst 

others have not as yet thought about possible changes due 

to the DRG implementation.  

Some SP intend 

to become  big 

players and are 

therefore willing 

to invest, others 

are still undecided  

FM and its 

value  

The answers about value and added value of FM services 

in hospital were preceded by a detailed explanation as 

value or added value was not very easily understood.  SP 

defined the added value of their performance as the work 

area of their employees is in their core-business, or argued 

with financial statements such as reporting or 

benchmarking. To figure out if the terms are understood 

the question was how they would explain it to a politician. 

Unfortunately none of the SPs preferred  to explain or 

define that term or to give any explanations to politicians 

as they were independent companies. Most of the 

interviewees showed a dismissive attitude toward any 

explanations to politicians, thus even when asked to 

provide  the reasons the answer was, that their  company is 

independent and does do not require  any political support. 

Conversely SPs have not dealt with the subject of public 

hospitals meaning that they were unaware of the special 

conditions public hospitals have.  

Not recognised as 

important element 

within the 

hospital setting  

as well as the 

governmental roe 

was not 

understood so far 

in the hospital 

setting  

Business 

develop-

ment 

To explain good services- as best practice model  - needs 

visualization first. Therefore the question about successful 

pioneering projects or clinics; however none of the inter-

Service excellent 

without knowing 

how to measure 
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viewees are delivering such to a hospital. In contrast most 

of them argued that healthcare institutions are traditionally 

operated, hence new ideas and innovation are often not 

welcome.  

excellence 

Invest-

ments  

The FM Model of the Charité FM GmbH in Berlin 

Germany was explained; it is an integrated independent SP 

whose shares are held by the hospital itself as well as by 

different SPs.  Therefor the answers - if they could imagine 

being an associated company- were either a clear yes or 

no. This question was then followed by other questions in 

terms of how to become such an associate with 

shareholders such as the hospital itself or whether there 

was interest in changing their own business model. The 

last two questions were more about SPs’ development. 

Thus a forecast concerning their activities within the next 

five to ten years was asked. Interviewees were in 

agreement that FM performances were at the end of the 

value chain; hence cost pressure in terms of their 

performances would be the result to become a hospital 

with economical standards. Hence quality standards would 

become  similar to hotel service standards.  

Become a partner 

or having a stake 

of hospitals 

investment could 

become standard 

but only in view 

of internationally 

recognised FM 

companies such 

as ISS and so on. 

For some future 

trends were not  

Business 

ethics  

Are there challenges if patients, employees and guest do 

know that the services are provided by non-hospital staff.  

So far not an 

issue for SPs 
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Appendix C: Addresses 

C 1 Addresses of hospitals’ Head of FM dated 12_2012 (based on SFOPH, 2011a and adjusted according to the explanations in 4.1) 

Canton  E-Mail  Surname  Name   Job Title   Hospital  Type  

AG marianne.tschannen@aarreha.ch  Marianne  Tschannen Frau Leitung Hotellerie aarReha Schinznach - 

Fachklinik für Rehabilitation 

Allgemeine 

Krankenhäuser 

 

BL anita.roellinger@adullam.ch Anita  Roellinger Frau Qualitätsbeauftragte / 

Leitung 
Hauswirtschaft 

Adullam-Stiftung - 

Geriatriespital 

Spezialkliniken Andere Spezialkliniken 

SZ brigida.boer@aeskulap.com Brigida Boer Frau Bereichsleitung 

Hauswirtschaft & 
Hotellerie 

Aeskulap-Klinik - Ärztliche 

Ganzheitsmedizin 

Spezialkliniken Rehabilitationskliniken 

AG nicole.monn@spitalleuggern.ch  Nicole Monn Frau Personalverantwortlich

e / Leiterin Hotellerie 

Asana Gruppe AG - Spital 

Leuggern 

Allgemeine 

Krankenhäuser 

Z/G 

AG martin.kwiatecki@spitalmenziken.ch Martin Th. Kwiatecki Dr. Direktor Asana Gruppe AG - Spital 

Menziken 

Allgemeine 

Krankenhäuser 

Z/G 

BE claude.crettol@bernerklinik.ch  Claude Crettol Herr Verwaltungsleiter Berner Klinik Montana Spezialkliniken Rehabilitationskliniken 

BE b.zimmermann@rehabern.ch Beat Zimmermann Herr Leiter 

Hotellerie/Support 

Berner Reha Zentrum AG 

Heiligenschwendi 

Spezialkliniken Rehabilitationskliniken 

BS daniel.tschopp@bethesda.ch Daniel Tschopp Herr  Leiter Hotellerie Bethesda Spital AG Allgemeine 

Krankenhäuser 

Z/G 

BS jonas.hubeli@buespi.ch Jonas Hubeli Herr Leiter Projekte  Bürgerspital Basel Allgemeine 

Krankenhäuser 

Z/G 

SO thomas.loew@spital.so.ch Loew Thomas Herr Leiter Hotellerie  Kantonsspital Solothurn Allgemeine 

Krankenhäuser 

Z/G 

TG Liliana.stiens@clienia.ch Liliana A.  Stiens Frau Bereichsleitung 

Hotellerie 

Clienia Littenheid AG - 

Privatklinik für Psychiatrie 

Spezialkliniken Psychiatrische Kliniken 

ZH christoph.baechtold@clienia.ch  Christoph  Bächtold Herr  Leiter Hotellerie Clienia Schlössli AG - 

Privatklinik für Psychiatrie 

Spezialkliniken Psychiatrische Kliniken 

BS jean-luc perrin@fps-basel.ch Jean-Luc Perrin Herr  Leiter FM Felix Platter-Spital Spezialkliniken Andere Spezialkliniken 

AG friedhilde.ramme@gzf.ch  Friedhilde Ramme Frau Leitung Hausdienst Gesundheitszentrum Fricktal 

AG - Spital Laufenburg 

Allgemeine 

Krankenhäuser 

  

AG marcel.vonah@gzf.ch Marcel von Ah Herr  Leitung Finanzen + 

Verwaltung 

Gesundheitszentrum Fricktal 

AG - Spital Rheinfelden 

Allgemeine 

Krankenhäuser 

  

BE dominik.vonbueren@schoenberg.ch  Dominik von Büren Herr  Gästebetreuung Gesundheitszentrum Schönberg 

Gunten AG 

Spezialkliniken Rehabilitationskliniken 

ZH elisabeth.stirnemann@GZO.CH  Elisabeth Stirnemann Frau Direktorin Betriebe GZO AG - Spital Wetzikon Allgemeine 

Krankenhäuser 

Z/G 

mailto:marianne.tschannen@aarreha.ch
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TG karin.marti@helios-kliniken.ch Karin  Marti Frau Leiterin Finanzen & 
Administration 

HELIOS Klinik Zihlschlacht  Spezialkliniken Andere Spezialkliniken 

TG frank.gihring@herz-zentrum.com Frank  Gihring Herr  Verwaltungsleitung Herz- Neuro-Zentrum 
Bodensee AG 

Spezialkliniken Andere Spezialkliniken 

ZH Deborah.Arcon@hirslanden.ch  Debora Arcon Frau Assistentin Hospitality 
& Facilitymanagement 

Hirslanden Zürich  Allgemeine 
Krankenhäuser 

 

ZG wolfram.beduhn@hirslanden.ch Wolfram  Beduhn Herr Hotelier hirslanden - Andreasklinik 
Cham Zug 

Allgemeine 
Krankenhäuser 

Z/G 

AG adrian.vonkaenel@hirslanden.ch Adrian  von Känel Herr Hotelier Hirslanden - Klinik Aarau Allgemeine 
Krankenhäuser 

 

SG andre.bruderer@klinikrosenberg.ch André Bruderer Herr Hotelier hirslanden - Klinik Am 
Rosenberg 

Spezialkliniken Andere Spezialkliniken 

BE simeon.bruelisauer@hirslanden.ch  Simeon  Brülisauer Herr Hotelier hirslanden - Klinik Beau-Site Allgemeine 
Krankenhäuser 

Z/G 

SH uwe.meier@hirslanden.ch  Uwe  Meier Herr Hotelier hirslanden - Klinik Belair Allgemeine 
Krankenhäuser 

Z/G 

BL malcolm.blaser@hirslanden.ch Malcolm  Blaser Herr Hotelier hirslanden - Klinik Birshof Spezialkliniken Andere Spezialkliniken 

ZH manfred.hofmann@hirslanden.ch Manfred Hofmann Herr Hotelier hirslanden - Klinik Im Park Allgemeine 
Krankenhäuser 

Z/G 

BE simeon.bruelisauer@hirslanden.ch  Simeon  Brülisauer Herr Hotelier hirslanden - Klinik Permanence Allgemeine 
Krankenhäuser 

Z/G 

LU marco.gugolz@hirslanden.ch Marco  Gugolz Herr Hotelier Hirslanden - Klinik St. Anna Allgemeine 
Krankenhäuser 

Z/G 

SG daniel.zeller@stephanshorn.ch  Daniel  Zeller Herr Hotelier hirslanden - Klinik 
Stephanshorn 

Allgemeine 
Krankenhäuser 

Z/G 

BE simeon.bruelisauer@hirslanden.ch  Simeon  Brülisauer Herr Hotelier hirslanden - Salem-Spital Allgemeine 
Krankenhäuser 

Z/G 

GR Caroline.Baldauf@hgk.ch  Caroline Baldauf Frau Rechnungswesen / 

Controlling 

Hochgebirgsklinik Davos Spezialkliniken Andere Spezialkliniken 

BE gabriela.schmid@insel.ch Gabriela  Schmid  Herr  Direktion Betrieb Inselspital - Universitätsspital 
Bern 

Allgemeine 
Krankenhäuser 

Z/G 

ZH marianne.Schurter@ipw.zh.ch  Marianne Schurter Frau Leiterin Stab 
Spitaldirektion 

Integrierte Psychiatrie - 
Winterthur-Zürcher Unterland 

Spezialkliniken Psychiatrische Kliniken 

BS andreas.jaeschke@wegmanklinik.ch Andreas Jäschke Dr. 
math

. 

Leiter Finanzen und 
Controlling 

Ita Wegman Klinik AG Allgemeine 
Krankenhäuser 

Z/G 

SG markus.merz@gd-kpdw.sg.ch Markus Merz Herr  Direktor CEO / 
Zentrale Dienste 

Kantonale Psychiatrische 
Dienste - Sektor Nord 

Spezialkliniken Psychiatrische Kliniken 

BL fabian.keller@kpd.ch Fabian  Keller Herr  Leiter Facility 

Managment 

Kantonale Psychiatrische 

Dienste Basel-Landschaft 

Spezialkliniken Psychiatrische Kliniken 

AI kurt-a.kaufmann@sp.ai.ch Kurt A. Kaufmann Herr  Direktor / Leiter 
Dienste 

Kantonales Spital & 
Pflegeheim - Appenzell 

 Andere Spezialkliniken 
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AG alice.ruferhohl@ksa.ch Alice Rufer Hohl Frau Leiterin Hotellerie Kantonsspital Aarau AG Allgemeine 
Krankenhäuser 

 

AG christoph.hamann@ksb.ch Christoph  Hamann Herr  Leiter Hotellerie & 
Logistik 

Kantonsspital Baden AG Allgemeine 
Krankenhäuser 

 

BL patrick.hugentobler@ksbh.ch Patrick  Hugentobler Herr  Leitung Services Kantonsspital Bruderholz Allgemeine 
Krankenhäuser 

Z/G 

GL daniel.meli@ksgl.ch Daniel Meli Herr  Leiter Unterstützende 
Prozesse und Finanzen 

Kantonsspital Glarus AG Allgemeine 
Krankenhäuser 

Z/G 

GR adolf.zuern@ksgr.ch Adolf Zürn Herr  Leiter Betriebe Kantonsspital Graubünden - 
Hauptstandort 

Allgemeine 
Krankenhäuser 

Z/G 

BL barbara.streich@ksla.bl.ch Barbara Streich Frau Leiterin Logistik / Stv. 
des Direktors 

Kantonsspital Laufen Allgemeine 
Krankenhäuser 

Z/G 

BL paul.nebel@ksli.ch Paul Nebel Herr  Leiter Facility 
Management 

Kantonsspital 
Baselland_Liestal 

Allgemeine 
Krankenhäuser 

 

NI remo.ehrsam@ksnw.ch Remo Ehrsam Herr  Ökonomie Leitung Kantonsspital Nidwalden Allgemeine 
Krankenhäuser 

Z/G 

OW remo.ehrsam@ksow.ch Remo Ehrsam Herr  Leitung Ökonomie Kantonsspital Obwalden Allgemeine 
Krankenhäuser 

Z/G 

SG thomas.sojak@kssg.ch Thomas Sojak lic. 
oec. 

HSG 

Departement Betrieb 
& Infrastruktur 

Kantonsspital St. Gallen - 
Direktion 

Allgemeine 
Krankenhäuser 

Z/G 

UR daniel.blaesi@ksuri.ch  Daniel Bläsi Herr  Leitung Ökonomie 
und zentrale 

Materialwirtschaft 

Kantonsspital Uri - 
Spitaldirektion 

Allgemeine 
Krankenhäuser 

Z/G 

ZH jari.sibrava@ksw.ch Jari  Sibrava Herr Direktor Infrasturktur Kantonsspital Winterthur Allgemeine 
Krankenhäuser 

Z/G 

ZH cornelia.grisiger@kispi.uzh.ch  Cornelia Grisiger Frau Leiterin Hotellerie Kinderspital Zürich -  Spezialkliniken Andere Spezialkliniken 

ZG hans.asper@klinik-adelheid.ch Hans Asper Herr Geschäftsführer / 
Leiter Logistik 

Klinik Adelheid AG Spezialkliniken Rehabilitationskliniken 

BE  sigg.m@klinik-bethesda.ch M. Sigg Herr Leiter Hotellerie Klinik Bethesda - Spezialkliniken Andere Spezialkliniken 

AI e.kiener@klinik-gais.ch Erich Kiener Herr Bereichsleiter 
Hotellerie 

Klinik Gais AG - 
Rehabilitation 

Spezialkliniken Andere Spezialkliniken 

GR denise.bundi@klinik-gut.ch Denise Bundi Frau Verwaltungsdirektorin Klinik Gut Chur Spezialkliniken Andere Spezialkliniken 

GR denise.bundi@klinik-gut.ch Denise Bundi Frau Verwaltungsdirektorin Klinik Gut St. Moritz AG Spezialkliniken Andere Spezialkliniken 

ZH rolf.wingeier@hirslanden.ch  Rolf Wingeier Herr Hotelier Klinik Hirslanden Zürich Allgemeine 

Krankenhäuser 

Z/G 

BE suni.popovic@klinikhohmad.ch Sunicia Popovic Frau Leitung Oekonomie Klinik Hohmad AG Allgemeine 
Krankenhäuser 

Z/G 
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AG daniel.lehner@klinikimhasel.ch  Daniel Lehner Herr Leitung Infrastruktur 
und Hotellerie 

Klinik im Hasel Spezialkliniken  

BE markus.grenacher@kliniklinde.ch Markus Grenacher Herr Betrieb & Infrastruktur Klinik Linde AG Allgemeine 
Krankenhäuser 

Z/G 

ZG beatrice.bill-wyss@meissenberg.ch Beatrice Bill-Wyss Frau  Klinik Meissenberg AG Spezialkliniken Psychiatrische Kliniken 

ZH sfelchlin@pyramide.ch Sarina  Felchlin Frau Administration 
Schwerzenbach  

Klinik Pyramide – 
Zweign.Schwerzenbach 

Spezialkliniken Andere Spezialkliniken 

ZH beat.huber@pyramide.ch  Beat Huber Herr Direktor Klinik Pyramide am See Spezialkliniken Andere Spezialkliniken 

TG fvs@klinik-schloss-mammern.ch Flandrina 
C. 

von Salis Frau  Klinik Schloss Mammern Allgemeine 
Krankenhäuser 

Z/G 

TG juchli.corinne@klinik-seeschau.ch Corinne Juchli Frau Leiterin Hotellerie Klinik Seeschau AG Spezialkliniken Andere Spezialkliniken 

BE richard.hebeisen@klinik-sgm.ch Richard Hebeisen Herr  Klinik SGM Langenthal Spezialkliniken Andere Spezialkliniken 

BE susanne.widmer@siloah.ch  Susanne Widmer Frau Leitung Hotellerie Klinik Siloah - Siloah Aerzte 

AG 

Allgemeine 

Krankenhäuser 

Z/G 

BL francoise.baumer@sonnenhalde.ch Francoise Baumer Frau Leiterin Hotellerie Klinik Sonnenhalde AG - 

Psychiatrie und Psychotherapie 

Spezialkliniken Psychiatrische Kliniken 

SG erwin.geiger@kjpz.ch Erwin Geiger Herr Verwaltungsleiter Klinik Sonnenhof - Kinder- 

und Jugendpsych. Zentrum 

Spezialkliniken Psychiatrische Kliniken 

ZH bruno.fellinger@susenbergklinik.ch  Bruno Fellinger Herr Verwaltungs Leitung /  Klinik Susenberg Spezialkliniken Andere Spezialkliniken 

AG dora.kupferschmied@villaimpark.ch  Dora Kupferschmie

d 

Frau Leitung Gastronomie Klinik Villa im Park Allgemeine 

Krankenhäuser 

 

SG h.duerger@klinik-valens.ch Hanna Dürger Frau  Qualitäts- und 

Prozessmanagerin 

Kliniken Valens - Reha 

Walenstadtberg 

Spezialkliniken Andere Spezialkliniken 

SG h.duerger@klinik-valens.ch Hanna Dürger Frau  Qualitäts- und 

Prozessmanagerin 

Kliniken Valens - 

Rehabilitationszentrum 

Spezialkliniken Rehabilitationskliniken 

GR reto.keller@spitalthusis.ch  Reto Keller Herr Spitaldirektor Krankenhaus Thusis Allgemeine 

Krankenhäuser 

Z/G 

AG michael.schlaepfer@spital-muri.ch Michael Schläpfer Herr Leitung Betrieb und 

Infrastruktur 

Kreisspital für das Freiamt Allgemeine 

Krankenhäuser 

 

GR guido.bloch@spital-savognin.ch Guido Bloch Herr Vorsitzender 

Spitalleitung,  

Kreisspital und Betagtenheim 

Surses/savonin  

Allgemeine 

Krankenhäuser 

Z/G 

BE gerhard.zundel@kurklinik-eden.ch Gerhard Zundel Herr Geschäftsführer   Kurklinik Eden AG Spezialkliniken Rehabilitationskliniken 

BE anna.moser@lindenhofspital.ch Anna Moser Frau Leitung Hotellerie Lindenhofspital Allgemeine 

Krankenhäuser 

Z/G 

BS h.spindler@lukasklinik.ch  Hermann Spindler Herr Leitung Hotellerie  Lukas Klinik  Spezialkliniken Andere Spezialkliniken 
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mailto:beat.huber@pyramide.ch
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mailto:erwin.geiger@kjpz.ch
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mailto:michael.schlaepfer@spital-muri.ch
mailto:gerhard.zundel@kurklinik-eden.ch
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LU fabian.wenger@LHM.CH Fabian  Wenger Herr Leiter 
Betriebswirtschaft   

Luzerner Höhenklinik Montana Spezialkliniken Andere Spezialkliniken 

LU geraldine.lang@luks.ch Roger Müller Herr Departementsleiter Luzerner Kantonsspital - 
Luzern 

Allgemeine 
Krankenhäuser 

Z/G 

LU geraldine.lang@luks.ch   Sursee 121   Sursee-Wohlhusen     

LU Hanspeter.haefliger@lups.ch  Hanspeter Häfliger Herr Leiter B’wirtschaft 

und Infrastruktur 

Luzerner Psychiatrie Spezialkliniken Psychiatrische Kliniken 

AG susanna.mattenberger@mz-brugg.ch Susanna Mattenberger Frau Geschäftsführerin Medizinisches Zentrum Brugg 

AG 

Allgemeine 

Krankenhäuser 

 

BS rolf.schwendener@merianiselin.ch  Rolf Schwendener Herr Operations Merian Iselin  Spezialkliniken Andere Spezialkliniken 

SG brigitte.schwizer@kispisg.ch  Brigitte Schwizer-

Guldimann 

Frau Leitung Hotellerie Ostschweizer Kinderspital Spezialkliniken Andere Spezialkliniken 

ZH therese.diggelmann@paracelsus-

spital.ch 

Therese  Diggelmann Frau Leitung Hotellerie Paracelsus-Spital Richterswil Allgemeine 

Krankenhäuser 

Z/G 

TG roland.geiger@klinik-aadorf.ch Roland Geiger Herr Leitung Gastronomie Privatklinik Aadorf Spezialkliniken Psychiatrische Kliniken 

ZH nrusso@gsmn.ch Nello Russo Herr Direktor Hotellier Privatklinik Bethanien Allgemeine 

Krankenhäuser 

Z/G 

ZH walter.denzler@hohenegg.ch Walter  Denzler Herr Verwaltungsdirektor Privatklinik Hohenegg AG Spezialkliniken Psychiatrische Kliniken 

ZH ilindemann@gsmn.ch Iris  Lindemann 

Krüsi  

Frau Leitung Hotellerie Privatklinik Lindberg Allgemeine 

Krankenhäuser 

Z/G 

BE melanie.moser@michel-gruppe.ch Melanie A. Moser Frau Leiterin Betrieb Privatklinik Meiringen   Spezialkliniken Psychiatrische Kliniken 

SO obach@obach.ch     Privatklinik Obach Allgemeine 

Krankenhäuser 

Z/G 

BE adrian.gehri@privatklinik-wyss.ch  Adrian Gehri Herr Direktion Dienste und 

Betrieb 

Privatklinik Wyss AG Spezialkliniken Psychiatrische Kliniken 

AG roger.buri@pdag.ch Thomas Zweifel Herr Leiter Betriebe Psychiatrische Dienste Aargau 

AG 

Spezialkliniken  

GR lydia.nigg@pdgr.ch Lydia Nigg Frau Bereichsleitung 

Hotellerie 

Psychiatrische Dienste 

Graubünden - Klinik Beverin 

Spezialkliniken Psychiatrische Kliniken 

ZG isolde.siegel@pkzs.ch Isolde Siegel Frau Leitung Ökonomie Psychiatrische Klinik Zugersee  Spezialkliniken Psychiatrische Kliniken 

ZH niklaus.baumgartner@puk.zh.ch  Niklaus Baumgartner Herr Leiter Betrieb und 

Infrastruktur,  

Psychiatrische 

Universitätsklinik - Zürich 

Spezialkliniken Psychiatrische Kliniken 

BE marlise.heng@gef.be.ch Marlise Heng Frau Leiterin Hotellerie PZM Psychiatriezentrum 

Münsingen 

Spezialkliniken Psychiatrische Kliniken 

BE cecile.gut@rs-e.ch Cecile  Gut Frau Leiterin 

Betriebswirtschaft 

Regionalspital Emmental AG  Allgemeine 

Krankenhäuser 

Z/G 

mailto:Hanspeter.haefliger@lups.ch
mailto:susanna.mattenberger@mz-brugg.ch
mailto:rolf.schwendener@merianiselin.ch
mailto:brigitte.schwizer@kispisg.ch
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GR matthias.lutz@spitalilanz.ch  Matthias Lutz Herr Leiter Dienste Regionalspital Surselva/Ilanz  Allgemeine 
Krankenhäuser 

Z/G 

BL e.pecourt@buespi.ch Eliane Pécourt Frau Leiterin 
Administration und 

Dienste 

Reha Chrischona Spezialkliniken Rehabilitationskliniken 

AG matthias.muehlheim@reha-rhf.ch Matthias Mühlheim Herr Administrativer 
Direktor 

Reha Rheinfelden Spezialkliniken  

GR paula.vetter@rehaseewis.ch  Paula Vetter-Niggli Frau Leitung Hotellerie Reha Seewis Spezialkliniken Rehabilitationskliniken 

BS claudia.frey@rehab.ch Claudia Frey Frau Leiterin Finanzen/ REHAB Basel AG Spezialkliniken Rehabilitationskliniken 

AG marco.brauchli@rehaclinic.ch  Marco Brauchli Herr Leitung Dienste RehaClinic Bad 
Zurzach/Baden/Braunwald  

Spezialkliniken  

AG oliver.bergamin@rehabellikon.ch Oliver Bergamin Herr Leiter Hotellerie Rehaklinik Bellikon Spezialkliniken  

BE susanne.schärlig@michel-gruppe.ch Susanne Schärlig Frau Leiterin Betrieb Rehaklinik Hasliberg AG Spezialkliniken Rehabilitationskliniken 

AR beat.voegeli@rheinburg.ch Beat Vögeli Herr Kaufmännische 

Leitung 

Rheinburg-Klinik Spezialkliniken Rehabilitationskliniken 

AG thomas.kirchhofer@parkresort.ch  Thomas Kirchhofer Dr. Vorsitzender 

Geschäftsleitung 

Salina Medizin AG - Salina 

Rehaklinik 

Spezialkliniken  

ZH s.hofmann@sanatorium-kilchberg.ch S. Hofmann  Leitung Infrastruktur   Sanatorium Kilchberg AG Spezialkliniken Z/G 

ZH herbert.schmidt@kws.ch Herbert Schmidt Herr Leitung Logistik Schulthess Klinik Spezialkliniken Andere Spezialkliniken 

LU Jean-luc.rohner@paranet.ch Jean-Luc Rohner Herr Leiter Bereich 
Hotellerie 

Schweizer Paraplegiker-
Zentrum 

Spezialkliniken Andere Spezialkliniken 

ZH rudi.grasern@swissepi.ch Rudi Grasern Herr Leiter Hotellerie Schweizerisches Epilepsie-
Zentrum 

Spezialkliniken Andere Spezialkliniken 

ZH Flurin.truog@see-spital.ch Flurin Truog Herr Leiter Hotellerie See-Spital - Horgen und 
Kilchberg  

Allgemeine 
Krankenhäuser 

Z/G 

BE r.goetzinger@sonnenhof.ch  R. Götzinger Herr Leiter 
Restaurant/Küche/Ern

ährungsberatung 

Sonnenhof AG Bern - Kliniken 
Sonnenhof und Engeried 

Allgemeine 
Krankenhäuser 

Z/G 

LU sana@sonnmatt.ch     Sonnmatt Luzern AG   

ZH myrtha.avedik@uroviva.ch  Myrtha Avedik Frau Leitung Hotellerie Spezialklinik für Urologie Spezialkliniken Andere Spezialkliniken 

ZH tamara.ravetta@spitalaffoltern.ch  Tamara Ravetta Frau Leiterin Finanzen und 

Betrieb 

Spital Affoltern Allgemeine 

Krankenhäuser 

Z/G 

ZH andrea.beetschen@spitalbuelach.ch  Andrea  Beetschen 

Schaad 

Frau Leiterin Hotellerie und 

Logistik 

Spital Bülach Allgemeine 

Krankenhäuser 

Z/G 

GR gabriela.svievi@spitaldavos.ch Gabriela Sievi Frau Bereichsleitung 

Hotellerie / Ökonomie 

Spital Davos Allgemeine 

Krankenhäuser 

Z/G 

mailto:matthias.lutz@spitalilanz.ch
mailto:e.pecourt@buespi.ch
mailto:matthias.muehlheim@reha-rhf.ch
mailto:paula.vetter@rehaseewis.ch
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SO christian.pfammatter@spital.so.ch Christian Pfammater Dr. Direktor Betriebe und 
Direktor Bürgerspital 

Solothurn + Grenchen 

Spital Dornach Allgemeine 
Krankenhäuser 

Z/G 

SZ jean-cloude.vonrotz@spital-
einsiedeln.ch 

Jean-
Cloude 

von Rotz Herr Leiter Hotellerie & 
Infrastruktur 

Spital Einsiedeln Allgemeine 
Krankenhäuser 

Z/G 

SZ susanna.heldner@spital-lachen.ch Susanna 

Luzius 

Heldner 

Suter 

Frau CFO 

Leiter Hotellerie  

Spital Lachen AG Allgemeine 

Krankenhäuser 

Z/G 

ZH claudia.bossart@spital-limmattal.ch Claudia Bossart Frau Leiterin Logistik und 

Hotellerie 

Spital Limmattal Allgemeine 

Krankenhäuser 

Z/G 

SG roland.tobler@spital-linth.ch Roland Tobler Herr Leiter Gastronomie Spital Linth Allgemeine 

Krankenhäuser 

Z/G 

ZH j.schiesser@spitalmaennedorf.ch Jürg Schiesser Herr Bereichsleitung 

Logistik & Hotellerie 

Spital Männedorf Allgemeine 

Krankenhäuser 

Z/G 

BE martin.leuenberger@spitalnetzbern.ch  Martin Leuenberger Herr Leiter Facility 

Management 

Spital Netz Bern AG - Allgemeine 

Krankenhäuser 

Z/G 

GR Schucan.lucian@spital.net Lucian Schucan Herr Leiter Personal, 
Organisation und 

Support 

Spital Oberengadin/Samedan  Allgemeine 
Krankenhäuser 

Z/G 

SZ kerstin.moeller@spital-schwyz.ch Kerstin Moeller Frau Co-Leiterin Spital,  Spital Schwyz - Direktion Allgemeine 

Krankenhäuser 

Z/G 

BE andreas.reber@spitalstsag.ch Andreas Reber Herr Leiter Facility 
Management 

Spital STS AG - Spital Thun Allgemeine 
Krankenhäuser 

Andere Spezialkliniken 

TG patrick.reiter@stgag.ch Patrick A. Reiter Herr Leitung Hotellerie Spital Thurgau AG - 
Kantonsspital Frauenfeld 

Allgemeine 
Krankenhäuser 

Z/G 

TG nicole.buehler@stgag.ch Nicole Bühler Frau Leitung Hotellerie Spital Thurgau AG - 
Kantonsspital Münsterlingen 

Allgemeine 
Krankenhäuser 

Z/G 

TG sandra.frey@stgag.ch Sandra Frey Frau Leitung Hotellerie Spital Thurgau AG - Klink St. 
Katharinental 

    

TG nicole.buehler@stgag.ch Nicole Bühler Frau Leitung Hotellerie Spital Thurgau AG - 

Psychiatrische Klinik 

Münsterlingen 

Spezialkliniken Psychiatrische Kliniken 

ZH roes.jaeger@spitaluster.ch  Rös Jäger Frau Leiterin Hotellerie Spital Uster Allgemeine 
Krankenhäuser 

Z/G 

VS stefan.brunner@hopitalvs.ch Stefan Brunner Herr Leiter Logistik und 
Investitionen 

Spital Wallis - Spitalzentrum 
Oberwallis (SZO) 

Allgemeine 
Krankenhäuser 

Z/G 

AG emanuel.egger@spitalzofingen.ch Emanuel Egger Herr Departemen Finanzen 
und Verwaltung 

Spital Zofingen AG Allgemeine 
Krankenhäuser 

 

ZH serenella.kammerhuber@spitalzollike
rberg.ch 

Serenella Kammerhube Frau Leitung Hotellerie Spital Zollikerberg Allgemeine 
Krankenhäuser 

Z/G 

BE fritz.nyffenegger@spitalfmi.ch  Fritz Nyffenegger Herr Leiter Betrieb spitäler fmi ag - Spital Frutigen Allgemeine 
Krankenhäuser 

Z/G 

SH  hanspeter.guentert@spitaeler-sh.ch Hanspeter Güntert Herr Leiter Departement 
Betriebe 

SPITÄLER SCHAFFHAUSEN Allgemeine 
Krankenhäuser 

Z/G 

mailto:jean-cloude.vonrotz@spital-einsiedeln.ch
mailto:jean-cloude.vonrotz@spital-einsiedeln.ch
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mailto:stefan.brunner@hopitalvs.ch
mailto:fritz.nyffenegger@spitalfmi.ch


Appendices        FM in Swiss Hospitals 

Susanne Hofer                                                                                    June  2013                                 274 

SH  hanspeter.guentert@spitaeler-sh.ch Hanspeter Güntert Herr Leiter Departement 
Betriebe 

SPITÄLER SCHAFFHAUSEN 
- Klinik für Psychiatrie und 

Psychotherapie 

Spezialkliniken Psychiatrische Kliniken 

SG sabin.rickenbach@srft.ch Sabin Rickenbach  Herr Leitung FM  Spitalregion Fürstenland 
Toggenburg - Geschäftsleitung 

Allgemeine 
Krankenhäuser 

Z/G 

SG bruno.walter@srrws.ch Bruno Walter Herr Leiter Betrieb & 
Organisation Spital 

Grabs 

Spitalregion Rheintal 
Werdenberg Sarganserland - 

Spital Grabs 

Allgemeine 
Krankenhäuser 

Z/G 

SG philipp.niederstein@srrws.ch  Philipp Niederstein Herr Leiter Betrieb & 
Organisation 

Spitalregion Rheintal 
Werdenberg Sarganserland - 

Spital Walenstadt 

Allgemeine 
Krankenhäuser 

Z/G 

SG thomas.recktenwald@srrws.ch Thomas Recktenwald Herr Leiter Betrieb & 
Organisation 

Spitalregion Rheintal 
Werdenberg Sarganserland- 

Spital Altstätten 

Allgemeine 
Krankenhäuser 

Z/G 

SG roland.rubin@srrws.ch Roland Rubin Herr Leiter Fachbereich 
Betrieb & 

Organisation 

Spitalregion Rheintal 
Werdenberg Sarganserland-

Geschäftsleitung 

Allgemeine 
Krankenhäuser 

Z/G 

AI denise.holderegger@svar.ch Denise Holderegger Frau Leiterin Hotellerie 
Heiden und Herisau  

Spitalverbund AI- 
Geschäftsleitung 

Allgemeine 
Krankenhäuser 

Z/G 

AI denise.holderegger@svar.ch Denise Holderegger Frau Leiterin Hotellerie Spitalverbund AI - 

Psychiatrisches Zentrum 

Spezialkliniken Psychiatrische Kliniken 

BE andrea.kraehenbuehl@szb-chb.ch Andrea Krähenbühl Frau Leiterin HW und 
Gastronomie 

Spitalzentrum Biel AG Allgemeine 
Krankenhäuser 

Z/G 

BE d.widmer@sro.ch Dieter  Widmer Herr Leiter Infrastruktur 
und Betrieb  

SRO AG - Spital Region 
Oberaargau 

Allgemeine 
Krankenhäuser 

Z/G 

BS monika.berger@claraspital.ch  Monika Berger Frau Leiterin Pflegedienst 
und Hotellerie 

St. Claraspital Allgemeine 
Krankenhäuser 

Z/G 

SG sandro.ursch@psych.ch   Sandro Ursch Herr Leiter Infrastruktur-
Dienste 

St. Gallische Psychiatrie-
Dienste Süd 

Spezialkliniken Psychiatrische Kliniken 

ZH mariette.gretler@triemli.stzh.ch Ruth Günter Frau Leiterin Bereich 
Betrieb 

Stadtspital Triemli Allgemeine 
Krankenhäuser 

Z/G 

ZH karin.boegli@waid.zuerich.ch  Karin Bögli Frau Leiterin Services Stadtspital Waid Zürich Allgemeine 
Krankenhäuser 

Z/G 

ZH jost.barmettler@swissana.ch Jost Barmettler Herr Klinikleiter/Geschäftsf
ührer 

Swissana Clinic AG Spezialkliniken Andere Spezialkliniken 

ZH rene.baumberger@balgrist.ch  René Baumberger Frau Leitung Hotellerie Uniklinik Balgrist Allgemeine 
Krankenhäuser 

Z/G 

BE therese.bernet@gef.be.ch  Therese Bernet Frau Leitung Hotellerie Universitäre Psychiatrische 
Dienste - Bern 

Spezialkliniken Psychiatrische Kliniken 

BS Andreas.Windel@upkbs.ch  Andreas Windel Herr Leiter Betrieb / Stv. 
Direktor 

Universitäre Psychiatrische 
Kliniken UPK 

Spezialkliniken Psychiatrische Kliniken 

BS erhard.locher@ukbb.ch Erhard   Locher Herr Leiter Hotellerie Universitäts-Kinderspital 
beider Basel UKBB 

  

BS mroth@uhbs.ch Manfred Roth Herr Leiter Hotellerie Universitätsspital Basel - 
Direktion 

Allgemeine 
Krankenhäuser 

Z/G 
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ZH Katharina.Alfoeldi@usz.ch Katharina  Alföldi  Frau Bereichsleiterin 
Gastronomie 

UniversitätsSpital Zürich   

ZG guido.steiner@zgks.ch Guido Steiner Herr Leiter Hotellerie Zuger Kantonsspital Allgemeine 
Krankenhäuser 

Z/G 

ZH karin.jakob@zhw.ch Karin Jakob Frau Leitung Servicezenter Zürcher Höhenkliniken Wald 
und Davos  

Spezialkliniken Andere Spezialkliniken 

AG andreas.kammer@barmelweid.ch Andreas Kammer  Leitung FM  Barmelweid   Spezialklinik 

TG frank.gihring@herz-zentrum.com Franz  Gihring  Leitung Betrieb  Herz-Neuro-Zentrum Bodensee  Spezialkliniken  

TG a.heer-tryland@venenklinik.ch  A.Heer    Capio Venenklinik Kreuzlingen Spezialkliniken 
 

 
 

The coloured marks refer to the situation described in 4.1 2 and 4.2.1.1 
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C 2: Head Officials / Adressverzeichnis deutsche Schweiz (dated 2009) 

   
      
Canton / Kanton 

Funktion 

Ansprechperson 
Adresse Telefon 1 Telefon direkt Mailadresse 

Aargau Leiter Gesundheitsversorgung 

 

Max Neuhaus  

Gesundheitsdepartement des Kantons 

Aargau 

Bachstrasse 15 
5001 Aargau 

062 835 29 30 062 835 29 31 max.neuhaus@ag.ch 

Appenzell Ausserrhoden Leitung Spitalamt 
 

Rolf Arnold 

Departement Gesundheit des Kantons 
Appenzell A.Rh 

Kasernenstrasse 17 

9102 Herisau 2 

071 353 65 92 071 353 68 53 rolf.arnold@ar.ch 

Appenzell Innerrhoden Sekretariat Gesundheits- und 
Sozialdepartement 

 

Antonia Fässler 

Gesundheits- und Sozialdepartement  
Hoferbad 2 

9050 Appenzell 

071 788 94 54 071 788 94 57 antonia.faessler@gsd.ai.ch 

Basel Land Gesundheitsplanung 

 
Baumann Giorgio 

Sanitätsdirektion des Kantons Basel-

Landschaft 
Bahnhofstrasse 5 

4410 Liestal 

061 552 56 03 061 552 67 13 giorgio.baumann@bl.ch 

Basel Stadt Gesundheitsversorgung 

 
Guido Speck 

Gesundheitsdepartement Basel-Stadt 

St. Alban-Vorstadt 25 
4006 Basel  

061 267 95 23 061 205 32 40 guido.speck@bs.ch 

Bern Leitung Spitalamt 

 

Erhard Ramseier 

Gesundheitsdirektion des Kanton Bern 

Spitalamt/ Rathausgasse 1 

3011 Bern 

031 633 79 65 031 633 79 61 erhard.ramseier@gef.be.ch  

Glarus Leitung Gesundheit 
 

Daniela de la Cruz 

Gesundheitsamt des Kantons Glarus 
Rathaus 

8750 Glarus 

055 646 66 00 055 646 61 40 daniela.delacruz.gl.ch 

Graubünden Spitalplaung 

 
Rudolf Leuthold 

Gesundheitsamt des Kantons 

Graubünden 
Planaterrastrasse 16 

7000 Chur 

081 257 26 44 081 257 26 41 rudolf.leuthold@san.gr.ch  

Luzern Leitung Dienststelle Spitäler 

 
David Dürr 

Gesundheitsdepartement des Kantons 

Luzern 
Bahnhofstrasse 15 

6002 Luzern 

041 228 60 84 041 228 59 60 david.duerr@lu.ch 

mailto:max.neuhaus@ag.ch
mailto:rolf.arnold@ar.ch
mailto:antonia.faessler@gsd.ai.ch
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Nidwalden Controlling 
 

Karen Dörr 

Gesundheitsdirektion des Kantons 
Nidwalden 

Engelbergstrasse 34 

6371 Stans 

041 618 76 02 041 618 76 05 karen.doerr@nw.ch  

Obwalden Gesundheitsamt 
 

Werner Gut 

Gesundheitsamt des Kantons Obwalden 
Dorfplatz 4 

Postfach 1261 

6061 Sarnen 

041 666 64 58 041 666 64 59 gesundheitsamt@ow.ch 

Schaffhausen Leitung Gesundheitsamt 
 

Markus Schärrer 

Gesundheitsamt des Kantons 
Schaffhausen 

Mühlentalstrasse 105 

3.Stock 
8200 Schaffhausen 

052 632 74 67 052 632 74 64 markus.schaerrer@ktsh.ch 

Schwyz Leitung Spitäler 
 

Matthias Luchsinger 

Amt für Gesundheit und Soziales des 
Kantons Schwyz 

Kollegiumstrasse 28 

6431 Schwyz 

041 819 16 65 041 819 16 61 matthias.luchsinger@sz.ch 

Solothurn Leitung Spitalabteilung 

 

Franz Müller 

Gesundheitsamt des Kantons Solothurn 

Ambassadorenhof 

4509 Solothurn 

032 627 93 71 032 627 93 70 franz.mueller@ddi.so.ch 

St. Gallen Leitung Gesundheitsversorgung 

 
Peter Altherr 

Gesundheitsdepartement des Kantons 

St. Gallen 
Davidstrasse 27 

9001 St. Gallen  

071 229 35 90 071 229 42 75 peter.altherr@sg.ch 

Thurgau Leitung Spitäler und Finanzen 
 

Raimondo Branca 

Gesundheitsamt des Kantons Thurgau 
Zürcherstrasse 194 a 

8510 Frauenfeld 

052 724 22 73 052 724 26 66 raimondo.branca@tg.ch 

Uri Controlling 

 

Sabine Heidenreich 

Amt für Gesundheit des Kantons Uri 

Klausenstrasse 4 

6460 Altdorf 

041 875 21 50 041 875 29 19 sabine.heidenreich@ur.ch  

Zug Leitung Spital- Heim und 

Rechnungswesen 
 

Karl Widmer 

Gesundheitsdirektion des Kantons Zug 

Neugasse 2 
Postfach 455 

6301 Zug 

041 728 35 39 041 728 35 12 karl.widmer@gd.zg.ch 

Zürich Generalsekretär / Stv. Generalsekretär 

  

Martin Brunnschweiler  
Samuel Eglin 

Gesundheitsdirektion des Kantons 

Zürich 

Obstgartenstrasse 19/21 
8090 Zürich 

043 259 24 99 043 259 24 04 

043 259 52 37 

martin.brunnschweiler@gd.zh.

ch 

samuel.eglin@gd.zh.ch 

mailto:karen.doerr@nw.ch
mailto:gesundheitsamt@ow.ch
mailto:markus.schaerrer@ktsh.ch
mailto:matthias.luchsinger@sz.ch
mailto:franz.mueller@ddi.so.ch
mailto:peter.altherr@sg.ch
mailto:raimondo.branca@tg.ch
mailto:sabine.heidenreich@ur.ch
mailto:karl.widmer@gd.zg.ch
mailto:martin.brunnschweiler@gd.zh.chsamuel.eglin@gd.zh.ch
mailto:martin.brunnschweiler@gd.zh.chsamuel.eglin@gd.zh.ch
mailto:martin.brunnschweiler@gd.zh.chsamuel.eglin@gd.zh.ch
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C 3 Service Providers 

Company characteristis Interview partner 

ISS an originated Danish company, an integrated facility 

services provider offers facility management, cleaning 

and support services as well as services in property, 

infrastructure and security in hospitals. 

Stefan Tobler, member of the board and 

Head of the Swiss Operation. 

Buckhauiserstrasse, 8010 Zürich   

Stefan.tobler@iss.ch 

MIBAG an originated Swiss company now owned by the French 

ETDE SA and thereof a part of the holding Bouygues 

Construction, specializes in caretaking of properties over 

their whole lifecycle. As a leading provider in property 

and facility management services, MIBAG’s service 

portfolio also includes strategic real estate consulting, 

commercial, technical and infrastructural FM, real estate 

IT and workplace management in hospitals. 

Miklos Heinrich, Key Account Manager 

and  

Michael Regorsek, Respondable 

Commercial 

Affolternstrasse 40, 8050 Zürich  

Michael.regorsek@mibag.com 

Sodexco An originated French company, offers a wide range of 

on-site service solutions in canteens, retirement homes, 

hospitals, schools and universities including (event) 

catering, industrial cleaning, reception, security and 

logistical as well as hard and soft services. 

Oliver Mouminoux, Managing Director,  

Sodexo (Suisse) SA  

Industriestrasse 18  

8604 Volketswil 

Oliver.mouminoux@sodexo.ch 

DSR is the market leader in community catering in the French 

speaking part of Switzerland, has more than thirty years 

of experience in old people’s and nursing homes and 

features an internal restaurant planning expert team. 

Christian Hürlimann, CEO 

Bändliweg 20, 8048 Zürich  

Christian.huerlimann@dsr.ch 

 

Zentralwäscherei The core business of InoTex Wäsche Service it the rental 

supply of textiles for companies in health services like 

hospitals and  home for elderly, for companies in the 

industry and the hotel business as well as general laundry 

services. 

Angelika Seiler, Head of Sales and 

Marketing and Herr Jakob 

Murtenstrasse, 3000 Bern 5  

Angelika.seiler@inotex.ch 

Siemens a multinational company, has an extensive portfolio in 

different fields in the healthcare sector like therapy 

facilities, laboratory diagnostics, audio-logy as well as 

modern information technology, maintenance and 

consulting services in the area of process optimization or 

hospital planning. 

Dr. Serge Reichlin, Head Health 

Innovation, Siemens Switzerland. 

Freilagerstrasse 40, 8047 Zürich  

Serge.reichlin@siemens.com 

Vebego Services an originated Dutch company, offers traditional domestic 

services like technical maintenance, area, office and 

security services as well as special services like basic 

cleaning and protection  treatments. 

Jürg Brechbühl, Head of Marketing  

juerg.brechbuehl@vebego.ch 

mailto:Stefan.tobler@iss.ch
mailto:Michael.regorsek@mibag.com
mailto:Oliver.mouminoux@sodexo.ch
mailto:Christian.huerlimann@dsr.ch
mailto:Angelika.seiler@inotex.ch
mailto:Serge.reichlin@siemens.com
mailto:juerg.brechbuehl@vebego.ch
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Appendix D: Surveys_ Questionnaires translated 

D 1 Outsourcing habits and trends II 

Outsourcing of Services in Hospitals  

Brief description of your Hospital   

Name of Hospital (optional):   

          Hospital group  

          Single hospital  

 

Canton:______________________________________________________________________________________________ 

Legal entity  

 Public  

 Private  

 Other: _______________________________________________________________________________________ 

Type of Hospital 

 University Hospital 

 Central Healthcare  

 Primary Healthcare 

 Psychiatric Clinic  

 Rehab Clinic 

 Other Speciality Clinic 

Size 

Number of Beds:  

Number of Employees:  

Number of FTE:  

Share of outpatient services total revenues:   

 

 

Facility Management  
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Security Services     

Closing services      

Technical Building Management (maintenance, repair 

and optimization of technical equipment)  

   

Energy Management     

Medical Technology    

Winter Services    

Reception Services    

Parkinglot Cleaning and Maintenance     

Garden and Outdoor maintenance     

Storage (including goods receipt and issue)    
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Material transport (Warehouse – final consumer)    

Storage (Ward) / Supply Assistant    

Waste Management, Recycling     

Disposal of Hazardous waste      

Patient Transport (internal)    

Patient Transport (external)    

Kitchen/Catering (production of meals)    

Cafeteria     

Room Service     

Kiosk     

Operating Room Cleaning     

Cleaning of Rooms and Offices    

General Cleaning     

Maintenance Cleaning    

Window (glass) Cleaning    

Bed Cleaning    

Laundry service: workwear     

Laundry service: flatwork     

Fleet Management    

Procurement     

Medical controlling    

IT    

Archive     

    

As it relates to costs and or quality do you check your outsourcing services by comparing their previous and or potential 

contribution with your own? 

 No  

 Yes, at random  

 Yes, at irregular intervals.  

 Various applications in the area of corresponding services.  

            Yes, on a regular basis of _____________________(weeks, months, years?) 

 

The outsourced service(s) is/ are generally compared with previous or potential contributions 

 of better quality  

 of the same quality.  

 of inferior quality.  

 No general assessment possible.  

 

 low-cost.   

 roughly at the same price level.  

 more expensive. 

 No general assessment possible.  
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Of how much are the outsourced services less expensive  

 1-3%.   

 4-6%.  

 7-9% 

 10-12%  

 13-15%  

Which of the following aspects would motivate your hospital to buy one or more outsourced services (multiple answers 

possible)? 

 

 Cost reduction 

 Using synergies  

 Problems in the recruitment  

  Concentration on the core business  

  Quality improvement 

 Other:   

Which of the following aspects would limit your hospital from utilizing one or more outsourced services (multiple answers 

possible)? 

 

  Reduction in quality  

  Staff redundancies  

 Conflicts with staff  

  Uncertain future development  

  Unforeseen costs  

  Loss of control  

 Restriction of the owner (Local Authority / Canton) 

 Retention specific operating Know-How  

  Other:                                                                              

 

With regards to an outsourcing decision who in your Hospital has the final decision?   

 

  The Executive Board  

  The Board of Directors  

  The Heads of  

  Other:  

 

With regards to an outsourcing decision who in your Hospital decides the company to be awarded the contract?   

 

  The Executive Board  

  The Board of Directors  

  The Heads of  

  Other:  

 

Where should the third-party be situated (multiple answers possible)? 

 

 it is not a criteria   

 Locally  

 Regionally  

 Nationally  

 Internationally   
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Would you outsource several benefits in the package (multiple answers possible)? 

 

 No.  

 Yes, to a single provider (a company as a partner).  

 Yes, to a provider community  

  Yes, to several independent providers 

Would you consider outsourceing to become more important in the next then years? 

 

 Yes              if so, please indicate the reasons______________________________________________________________ 

                                   If so, please mention the services you may eed___________________________________________________

 No 

If services are intended to be bought in the future, which timeline is expected? 

           

 < 12 months 

 1 – 3 years   

 4 – 5 years   

  not defined yet  

 

Thank you for your cooperation!  

__________________________________________________________________________________________________________ 

The questionnaire formulated in German, was then sent to the interviewees on the web-based platform 2ask, hence the data 

are from this platform.  

Links to the survey outsourcing II (two links due to a program crash)   

http://survey.2ask.ch/00a7f9e208814b47/survey.html 

http://survey.2ask.ch/94e47c2404b1e05b/survey.html 

 

 

 

 

http://survey.2ask.ch/00a7f9e208814b47/survey.html
http://survey.2ask.ch/94e47c2404b1e05b/survey.html
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D 2 Rules and Regulations_ head officials  

1. Management structure  

 

What are the duties of the strategic hospital management? Do the strategic management bodies of the hospitals 

(administrative council, board of directors, foundation board) have the following decision-making competences 

independently from political authorities (governing councils)? 

 Establishment of  non-clinical partnerships 

 Investments in a third party organization 

 Renting rooms/building sections of the hospital to third parties 

 Renting additional rooms/building sections from third parties 

 Completion of  leasing contracts 

 Completion of contracts with external service providers (outsourcing of support 

                  -processes/-services, do not consider core-processes) 

 Rent out for optimization of services within the existing infrastructure (e.g. kiosk, hairdresser) 

Are there associated restrictions? ____________________________________________________________________________ 

Please provide your feedback  

 

2.  Financing investments 

 

To become a modern organisation, competencies and the possibilities to finance changes have to be given.   

Do the hospitals have the opportunity to take out loans on the capital market? 

 Yes, loans can be taken out on the capital market. 

 Taking out loans is only possible to a limited extent. 

 No. Investments are financed exclusively through the canton (respectively, community/district). 

 This question cannot be answered. 

Are there restrictions? 

 

In the past five years, have the hospitals taken advantage of the opportunity to take out loans? 

 Yes, one or more public hospitals have taken out loans on the capital market. 

o Number of hospitals that have taken out loans:______ 

 No hospital in the canton has taken out loans. 

 This question cannot be answered. 

 

What items have been financed so far by loans from the capital market? (more than one answer is possible) 

 

 Medical equipment (e.g. MRI) 

 Technical facilities (e.g. heating) 

 Furniture (e.g. office equipment) 

 Real estate renovation 

 Real estate construction 

 Creation of new support services (e.g. accommodation facilities for relatives) 

 Others:__________________________________________________________________________________________ 

 This question cannot be answered. 

 

Please provide your feedback  
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How do you estimate the importance of loans for hospitals for increasing their economic autonomy? 1 = un-important, 3 = 

neutral, 5 = important.  

un-important  

     

 

 

important  

 1  5  
 

 

Please provide your feedback  

 

Are there criteria for assessing hospital investment requests? (e.g. recurrent saving potential due to investments)  

 Yes, there are standardized and transparently communicated criteria. 

 Yes, there are internal assessment criteria, which are not published. 

 No, there are no specified criteria used for assessment. 

 Others____________________________________________________________________________________________ 

Please provide your feedback  

 

How are investment requests of hospitals evaluated by the canton’s health authorities, if the suggested investments into 

infrastructure lead to process improvements and financial savings?  (e.g. decrease in logistic costs due to acquisition of an 

automatic transportation system)  

 Investment requests which lead to process improvements and financial savings are given priority to.  

 All investment applications are assessed equally. 

  Hospitals finance their investments themselves, and the results are shown in the income statements. 

 _________________________________________________________________________________________________ 

Please provide your feedback  

3.  Real estate (buildings, land and equipment) 

 

It is known from the German study (Lennerts, Abel, & Pfründer, 2004c) that space becomes the most important factor in the area of 

FM in hospitals.  

Who is the owner of the hospital buildings  

Who is the owner of the land and 

Who is the owner of the hospital equipment?  

Buildings  Land /  Property Equipment 

Hospital Public 

author-

ities 

Others Hospital Public 

author-

ities 

Others Hospital Public 

author 

ities 

Others 

         

         

         

         

Please provide your feedback 

 

 

 

 

 

javascript:newScaleValue(20,0,true,1)
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If the premises are in public ownership: are the hospitals paying rent?  

 No, the hospitals are not charged. 

 Yes, market rent. 

 Yes, cost rent. 

 Yes, calculation model, such as: _____________________________________________ 

By which method is the rent settled? 

 Invoicing 

 Internal settlement 

 ________________________________________________________________________ 

Are the hospitals authorized to rent out real estate without approval from the cantonal administration or political policy-maker? 

 Yes, whole buildings. 

 Yes, individual rooms. 

 No, hospitals are not authorised at all. 

 

 Please provide your feedback  

If renting out is possible: Who receives the rental income? 

 Hospital (e.g. extraordinary income in operational account) 

 Canton 

 Incomes are divided between hospital and canton 

 If there are any rental incomes: how is this point settled within the service agreement between hospitals and 

canton? ____________________________________________________________ 

 

Please provide your feedback  

 

Does today’s ownership structure change in the future? What are, from your point of view, possible approaches/models? 

 

 

 

Do you have experience with PPP in terms of hospital constructing in your canton? 

 Yes 

o Please provide examples __________________________________________ 

 No 

 

*Public Private Partnership (Explanation: view introduction) 

 

Is it planned to evaluate the possibilities of PPP regarding upcoming building projects? 

 Yes 

 No 

 

Please provide further remarks 

 

Is there a legal basis for managing real estate with PPP – Public Private Partnership? 

 Yes 

 No 

Please provide further remarks 
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Is there a legal basis for a hospital to agree on a sale-and-lease-back-contract*? 

 Yes 

         If so, have you already had any experience with such contracts in your canton? 

 No 

Please provide  remarks 

 

* Sale-and-lease-back. The canton sells real estate to a leasing company and leases it back for further use at the same time. 

From your point of view, are there other models to be looked at?  

Please provide remarks 

 

4.  Business Model (Management of facility services) 

To become a modern organization which works efficiently and effectively, there must be an adequate business model. According to 

you, do the services in the list below bear potential for outsourcing, co-operation in creation of subsidiaries)? 

 

 Yes, for the following service areas: 

o Laundry 

o Cleaning 

o Catering 

o Transport services 

o Technical services 

o Security services 

o Staff accomodation management 

o Others:________________________________________________________ 

 No, there is no potential. 

 

Are there currently implemented PPP-models for providing support services (facility services) in your canton? 

 No 

 Yes 

If so, please describe briefly 

 

Are there legal regulations in your canton that must be considered if support services are to be outsourced? 

 No 

 Yes,  

        Namely_________________________________________________________________ 

Is the outsourcing of support services from companies based abroad possibe? 

 Yes 

 No 

o Please provide reasons ___________________________________________ 

5.  Legal form and ownership structure of hospitals 

 

According to cantonal  law, is private shareholding in hospitals that are listed on the cantonal hospital list permitted?  

 Yes, private shareholding is permitted without restriction. 

 If permitted: can an external service provider participate? 

 Private shareholding is only possible with restrictions. 

 No. Private shareholding is explicitly prohibited under law. 

 

 

 

 



Appendices   FM in Swiss Hospitals 

Susanne Hofer  June  2013        287 

In the case of several owners: who is holding shares in addition to the canton? (More than one answer is possible) 

 Communities 

 Foundations 

 Associations 

 Private enterprises 

 Subsidiaries of the hospital 

 Individuals  

 Others:__________________________________________________________________ 

 

Are there restrictions? (More than one answer is possible) 

 The canton remains the majority of capital share. 

 The canton has the majority of votes. 

 Authorization of private shareholding by governing council. 

 Others:__________________________________________________________________ 

 

Is it intended to consider or implement private shareholding for individual hospitals over the next three years? 

 Yes, the implementation of private shareholding is in the planning phase. 

 Private shareholding should be reviewed at least. 

 No, private shareholding is not being considered at the moment. 

 

6.  Implementation of performance-based flat rates (SwissDRG) 

Do you estimate that the financial pressure on hospitals will increase after the implementation of SwissDRG? 

 

 Yes 

o Why?__________________________________________________________ 

 No 

Experience in Germany and England shows that the costs of support processes (excl. construction costs) lie between 30 and 35% 

of the total expenditure of a hospital. What kind of saving measures are mandatory from your point of view? 

. 

 

Which are the focal tasks for the cantonal health authority prior to the implementation of SwissDRG? (More than one answer is 

possible) 

 Examination of private shareholding in hospitals. 

 Examination of PPP-models for renovation projects of hospital real estates. 

 Examination of cooperation with service providers. 

 Renting/sale of not needed spaces. 

 Establishment of legal foundations for outsourcing support services 

 Others:__________________________________________________________________ 

What challenges do you expect for the implementation of the measures listed in question 6.3? (More than one answer is possible) 

 Lack of investors. 

 Lack of internal know-how in the hospitals. 

 Lack of competent service providers (for outsourced services). 

 Lack of know-how at management level. 

 Political resistance 

 Others:__________________________________________________________________ 

 

What other issues would be of interest to you ___________________________________________________________________ 
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Canton (optional)  

…………………… 

 

If you would you like to be informed about the results, please indicate your email 

 

 Email-address:____________________________________________________________ 

 

 

Thank you for your participation! 

__________________________________________________________________________________________________________ 

 

The questionnaire formulated in German, was then sent to the interviewees on the web-based platform 2ask, hence the data 

are from this platform.  

http://customer.2ask.ch/-/de_CH/o/-/-/-

/survey/starttest.html?surveyName=&customIDEncr=ec8d65a9a343a6b2&questIDEncr=106dcb8f623e0945&bo_langCountryCode

=de_CH&hideWarning=1&startPage=1&testLang=dehttps://www.google.ch/ 

 

 

http://customer.2ask.ch/-/de_CH/o/-/-/-/survey/starttest.html?surveyName=&customIDEncr=ec8d65a9a343a6b2&questIDEncr=106dcb8f623e0945&bo_langCountryCode=de_CH&hideWarning=1&startPage=1&testLang=dehttps://www.google.ch/
http://customer.2ask.ch/-/de_CH/o/-/-/-/survey/starttest.html?surveyName=&customIDEncr=ec8d65a9a343a6b2&questIDEncr=106dcb8f623e0945&bo_langCountryCode=de_CH&hideWarning=1&startPage=1&testLang=dehttps://www.google.ch/
http://customer.2ask.ch/-/de_CH/o/-/-/-/survey/starttest.html?surveyName=&customIDEncr=ec8d65a9a343a6b2&questIDEncr=106dcb8f623e0945&bo_langCountryCode=de_CH&hideWarning=1&startPage=1&testLang=dehttps://www.google.ch/
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D 3 Service Providers  

Guidelines for survey among service providers 

Internationally, outsourcing is reputed to have a positive effect on quality improvement and cost-savings. Nevertheless, compared to 

USA, UK or Germany the level of outsourcing in Swiss hospitals is low. Against this it may be argued that these countries have 

implemented DRG-systems in their healthcare sectors years ago. The aim of this survey is to learn from you as a service provider 

what led to the current collaborations, how they are organized and what your forecasts and further strategies for the hospital sector 

are.  

 

Enterprise:            

 

1. In which hospital areas are you actively involved as a service provider? 

2. In which areas could you think of providing additional services (diversification) or increase your level of capacity 

(scaling)? 

3. According to you, what is the main reason for the relatively low outsourcing-rate (compared to Germany, UK and USA) 

in Swiss hospitals? 

4. What do you consider the most important reasons (please prioritize) for hospitals to outsource services? 

5. What explanations do you receive from hospitals that reject outsourcing? 

6. Please indicate  

7. What do you feel were the decisive factors for a hospital to conclude an outsourcing agreement with your company? 

Please prioritize 

8. How has your activity in the hospital sector developed within the past five years regarding additional services 

(diversification) and increasing level of capacity (scaling)? 

9. When collaborating with hospitals, what are, from a business perspective, the success factors that lead to a win-win-

situation? 

10. What criteria and approaches are used to record a hospital’s quality standards. 

11. How do you achieve these quality standards? 

12. How is the adherence to these quality standards monitored 

13. Regarding the implementation of the DRG-System, what changes do you expect for facility management in hospitals? 

14. How do you regard the development of your business activity in hospitals for the next five to ten years? 

15. In your opinion, does FM create added value for the enterprise hospital? 

16. How do you explain to politics the added value created by FM services? 

17. How do you measure your service performance in order to demonstrate the added value to clients? 

18. Is your activity in hospitals, in any way, influenced by successful pioneering projects? 

19. Regarding your enterprise, what are reasons for or against founding an associated company with hospitals (e.g. Chartié 

FM GmbH)? 

20. What can you tell about your client hospitals‘ needs/competences/wishes/fears you perceive in connection with 

outsourcing? 

21. What can you tell about patients‘ needs/competences/wishes/fears you perceive in connection with outsourcing? 

22. What are your trend forecasts with regard to the coming changes in the hospital sector in general? 

 

 

 

Original version is in German  
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D 4 Value of FM  

Starting Situation 

* indicates a compulsory question 

Name of the hospital (optional): 

 

 

Is the person in charge of the support services (FM) member of the executive management team of your hospital/clinic? 

 

Yes, she/he is member of the executive management team. 

Yes, she/he is member of the extended management team. 

No, she/he is not member of the executive management team. 

 

 

Figures* 

Please indicate the average figures of the year 2009. 

 

Number of beds  

 

Number of outpatient treatments (optional) 

 

Total number of employees (entire enterprise) 

 

Total number of FTEs (entire enterprise) 

 

 

Legal form of the enterprise* 

Privately owned 

Limited company (more than 50% of the shares in public hand) 

Public (owned by canton/communities) 

Foundation 

Remark: _____________________________________________________________________ 

 

Hospital/clinic category* 

General hospital 

Psychiatric hospital  

Rehabilitation clinic  

University hospital  

District hospital  

Specialized hospital  

Remarks: _____________________________________________________________________ 
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In your enterprise, which of the following services do not belong to the support processes (FM)? 

List according to survey of Augursky & Scheuer 2008 

Waste disposal 

Bed maintenance / bed cleaning 

Fire-/ radiation safety 

Cafeteria 

Energy management  

Vehicle fleet management  

Garden area / exterior spaces  

Building maintenance  

Cleaning of glass surfaces  

Kiosk  

Kitchen / catering  

Storage (goods receipt /stocking /issue) 

Goods transport/distribution (warehouse to consumer)  

Maintenance of medical-technical equipment  

Parking space management  

Patient transportation (external transfer) 

In-house patient transportation  

Reception / concierge  

Room service  

Maintenance of technical building equipment / inspection, maintenance and optimization of   technical equipment  

General cleaning  

Textile management  

Winter services  

Finance department (entire enterprise) 

Human resources  

IT (entire enterprise) 

All services belong to the support processes  

Additional services:  ___________________________________________________________ 
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Status of FM 

 

FM is defined as support process. How do you assess the perception (actual state) of FM in your enterprise? How do you 

wish FM to be perceived (target state)? * 

 

 actual state target state without relevance 

FM as a support provider    

FM as an image-building factor    

FM as a cost factor    

FM as a promoter of cost transparency    

FM as a cost saver    

FM is not noticed except there is inconsistency between 

service performance and service agreement 

   

Remarks:  

Do you think the areas of FM, nursing and medicine differ from each other in terms of appreciation? How do you assess the 

in-house appreciation of FM in comparison with the areas of …? 

 

… nursing?  

 

Lower  

Higher 

Remarks:   

 

…medicine?  

 

Lower  

Higher 

Remarks:   

 

Added value 

 

Added value can be considered from either a quantitative or qualitative point of view. The quantitative approach is based on 

monetary units. When answering the following questions, both the quantitative and the qualitative added value should be taken into 

account. 

By which attributes can added value of FM be defined? * 

Please rank the following attributes from the most appropriate (1) to the least (14). Each grade can be used only once. 

 

 Operational costs 

 Complaints 

 Service quality 

 Optimization of earnings 

 Interfaces 

 Maintenance costs 
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 Procurement costs 

 Communication 

 Service scope 

 Time 

 Customer satisfaction 

 Processes 

 Flexibility 

 Product quality 

How do you assess the added value (additional benefit) of FM considering the patient related services (how high is the 

benefit of FM for patients)? * 

Please click on the scale. 

 

How do you assess the added value (additional benefit) of FM considering the staff related services (how high is the benefit 

of FM for the staff)? * 

Please click on the scale. 

 

How important do you assess debates, definitions etc. about the added value of FM? * 

Please click on the scale. 

 

Which stakeholder should be paid most attention when talking about the definition of added value of FM? * 

Please rank the following options from the most important (1) to the least (14). Each grade can be used only once. 

 External customer (patient / visitor) 

 Environment (public / surrounding area) 

 Owner / state / canton / shareholder 

 Staff 

 Other stakeholder that should be considered:____________________________________ 

 

 

 

 

high low 

high low 

highly important un-important 

irrelevant 

 1                                             6    

 1                                            6 

    1                                            6       
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How strong is the influence of the additional benefit / added value of FM on decision-making processes on the strategic level 

(Government, administrative-, foundation-boards etc.)? * 

Please click on the scale. 

 

How strong is the influence of the additional benefit/added value – not only the actual production costs but also the 

sustainable savings – on investment decisions (replacement and extension investments) on operational level? * 

Please click on the scale. 

 

SwissDRG2012 

In your opinion, will the status / importance of FM change through the implementation of SwissDRG2012? * 

  

Yes                          

No 

 

According to you, how important will the influence of FM be considered under the new system (billing of flat-rates)? 

Please click on the scale. 

 

How traceable are the FM services, respectively, the FM related costs on the basis of the currently available data? * 

Please click on the scale. 

 

Which statement do you agree with?* 

In preparation for the implementation of the flat-rates, the share for FM-services can be identified and therefore be included in 

the budgeting-process. 

(Actual state, also if in your enterprise invoices are already issued according to the DRG system) Please click on the scale. 

 

no influence high influence 

unimportant, 

irrelevant 

highly important 

unimportant, 

irrelevant 

highly important 

not traceable traceable in every 

detail 

false 100% true 

  1                                        6 

            1                                           6 

1                                            6 

1                                           6   

              1                                            6 
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SwissDRG2012 will lead to a change in the FM-strategy of your enterprise. 

Please click on the scale. 

 

SwissDRG2012 will lead to an increase in cost transparency across the entire enterprise. 

Please click on the scale. 

 

SwissDRG2012 will lead to an increase in process transparency across the entire enterprise. 

Please click on the scale. 

 

Key figures 

 

With what kind of key figures do you measure the value of FM in your enterprise? * 

More than one answer is possible. 

There is no collection of data, that can demonstrate the value of FM explicitly. 

With key figures that indicate costs per unit (e.g. costs of full board and lodging per person).  

With key figures that indicate qualitative statements of FM processes (e.g. patient satisfaction   about the catering service) 

With key figures that indicate a percentage of the overall costs of a FM unit (e.g rate of food costs in proportion to catering 

costs). 

The value of FM is found out by means of a balanced score card.  

Formula for identifying the added value of FM: _______________________________________ 

 

Are you interested in a benchmark of FM key figures with regard to the implementation of SwissDRG2012? 

More than one answer is possible. 

There is interest in a benchmark of overall FM key figures (e.g. overall costs for support processes per bed) 

There is interest in a benchmark of area specific FM key figures (e.g. costs per kg handled laundry) 

There is interest in a benchmark of areas which do not belong to the core business of an enterprise. 

 

 

 

 

 

 

 

false 100% true 

false 100% true 

false 100% true 

     1                                              6 

      1                                           6 

  1                                           6 
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How do you assess the preconditions of data transparency/-quality in your enterprise for generating FM key figures? * 

More than one answer is possible. 

very good 

good  

The necessary preconditions for a FM benchmark are not fulfilled. 

The necessary preconditions for a FM benchmark will be elaborated by the implementation of SwissDRG in the year 2012. 

 

Final remarks: 

 

 

 

 

 

 

______________________________________________________________________ 

The questionnaire formulated in German, was then sent to the interviewees on the web-based platform 2ask, hence the data 

are from this platform.  

Link to the survey value of FM (German version)  

https://secure-0004.2ask.net/0002/-/de_CH/o/-/-/-

/survey/starttest.html?surveyName=&customIDEncr=c3f29d3d076ab114&questIDEncr=f838bb3a0189fd37&bo_langCountryCode

=de_CH&startPage=1&testLang=de&useSSL=1 

 

 

 

https://secure-0004.2ask.net/0002/-/de_CH/o/-/-/-/survey/starttest.html?surveyName=&customIDEncr=c3f29d3d076ab114&questIDEncr=f838bb3a0189fd37&bo_langCountryCode=de_CH&startPage=1&testLang=de&useSSL=1
https://secure-0004.2ask.net/0002/-/de_CH/o/-/-/-/survey/starttest.html?surveyName=&customIDEncr=c3f29d3d076ab114&questIDEncr=f838bb3a0189fd37&bo_langCountryCode=de_CH&startPage=1&testLang=de&useSSL=1
https://secure-0004.2ask.net/0002/-/de_CH/o/-/-/-/survey/starttest.html?surveyName=&customIDEncr=c3f29d3d076ab114&questIDEncr=f838bb3a0189fd37&bo_langCountryCode=de_CH&startPage=1&testLang=de&useSSL=1

