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Chapter 7. Fiscal & Institutional Landscape   

Having discussed the main issues, product fit and procedural & competitive landscape in 
previous chapters, the analysis now turns to the fiscal and institutional landscape. This 
chapter maps out the relevant institutions regulating infection prevention and control in the 
Netherlands, Germany and Belgium. These institutions set the rules and regulations that 
govern the market. Furthermore, the chapter presents some insights as to how infection 
prevention and control budgets are set. The relevant institutions are detailed per country in 
section 7.1. The key decision makers within the hospitals are identified in section 7.2. The 
policies and budgetary aspects concerning infection outbreaks are discussed afterward in 
section 7.3. Finally, the hospital budget decision-making process is outlined in section 7.4. 

7.1 Relevant Institutions 

7.1.1 Overview  
  Netherlands  Belgium  Germany 

Geographic 

Scope 
National National & EU National & Regional

Degree of 

Authority 
High High Moderate 

Opportunity for 

Local 

Adaptation 

Low Moderate High 

Table 7.1:    Institutional landscape overview 

The Ministry of Health and the Healthcare Inspection (or its equivalent) holds formal 
authority in all three countries. However, each country has a variety of institutions that 
influence and co-determine policy making and implementation. In analyzing these 
institutions, differences between the institutional landscapes of the Netherlands, Belgium 
and Germany become clear. 
 
In the Netherlands, relevant institutions operate on the national level. Their authority is high, 
leaving little to no room for local adaptation of rules and policies. In Germany, this 
distribution is completely the opposite: although powerful national institutions exist, a lot of 
power resides in the state and regional level organizations. As a result, plenty of room exists 
for local adaptation of national guidelines. Belgium is positioned somewhere in the middle 
of these extremes; relevant institutions are organised nationally, but the guidelines they set 
offer moderate room for local adaptation. In addition, Belgium is the only country in which 
influence of the European Union on the sector can be detected. 
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7.1.2 The Netherlands 

The healthcare sector in the Netherlands is typified by strong governing institutions but weak 
rules and regulations. Formal authority resides with the Ministry of Health, Welfare and Sport 
and the related Healthcare Inspection (IGZ, or Inspectie voor de Gezondheidszorg). The 
healthcare Inspection visits hospitals regularly, announced or unannounced, to ensure that 
they live up to relevant rules and policies. If hospitals do not implement the appropriate rules 
and regulations, the healthcare inspection has the authority to close them down, as was the 
case recently with the IJsselmeerziekenhuizen in Lelystad and Emmeloord (Inspectie voor de 
Gezondheidszorg, 12 September 2008). However, the Healthcare Inspection does not set 
rules and regulations itself. The team identified the three most important policy-setting bodies 
to be the RIVM, WIP and CTB.  

 The RIVM (‘Rijksinstituut voor Volksgezondheid en Milieu’, or the National 
Institute for Public Health and the Environment) claims to be an official research 
facility of the Ministry of Health, Welfare and Sports (www.rvim.nl, 2008). Its main 
tasks are to conduct research and collect knowledge worldwide in the fields of health 
care, infectious diseases, medicines, the environment, and nutrition and safety. The 
results of their research are used to support the Dutch government in formulating its 
policy.  

 The WIP (Workgroup Infection Prevention) is cooperation between three 
scientific associations in the area of infection prevention and hospital hygiene 
(www.wip.nl, 2008). The WIP is actually responsible for guideline-setting in the area 
of infectious disease control and prevention in the Netherlands, even though it does 
not have the formal authority to impose binding regulations for the healthcare sector. 
Still, WIP standards are seen as ‘best practices’ by all Dutch interviewees that 
mention guidelines (8 out of 11), and the Healthcare Inspection itself operates on the 
basis of these rules. Consequently, in essence all hospitals and healthcare institutions 
in the Netherlands adhere to WIP standards.  

 The CTB (Committee of Admission of agricultural protection substances and 
biocides) has to grant permission before a product claimed to be a ‘disinfectant’ is 
allowed for use in a healthcare environment in the Netherlands; in this case the 
product will be granted an ‘N mark.’ Companies can try to outsmart this policy by 
claiming that their products are for ‘hygienic use’ (or synonym) only, but the resulting 
lack of legitimacy will lead to healthcare professional low willingness to accept the 
product.  All hospital hygienists included in the research sample (6 out of 11) warn 
against use of products that do not bear an N-mark.  
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 Other relevant institutions identified in the research are the CBO (Dutch Institute for 
Healthcare Improvement; aimed at improving the quality of healthcare for patients in 
cooperation with healthcare professionals (www.cbo.nl, 2008)) and the VIZ (the 
Dutch Association for Infectious Diseases; aims to improve the study of and 
knowledge spread regarding infectious diseases (www.infectiezieken.org, 2008)). In 
addition, there are many institutes that conduct research in the area of infectious 
diseases regionally or locally. Often these institutions are linked to academic hospitals 
and possess no legislative or rule-setting powers. Examples of these institutes include 
the Microbiology Laboratory Twente-Achterhoek and the Eijkman-Winkler Institute 
for Microbiology of the University Medical Centre in Utrecht.  

In short, the WIP is the institution that sets forth the guidelines and best practices in the area 
of infectious disease prevention and control, which are then enforced by the Healthcare 
Inspection.  Often these guidelines are not crystallized into actual law; the authority of the 
Healthcare Inspection and prestigious reputation of the WIP are enough to enforce them. 
Although institutions have some freedom to translate the rules and regulations to their own 
situations, the general policies apply nationwide. Disinfectants can only be sold if they carry 
the N mark, which can be obtained through CTB testing. This testing generally costs between 
€200,000 and €500,000 and lasts somewhere between one to two years. In addition, various 
research institutes shape the procedural landscape, most notably the RIVM, CBO and VIZ.  
Figure 7.1 depicts an overview of the Netherlands institutional landscape. 

 

Figure 7.2: Dutch Institutional Landscape 
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7.1.3 Germany 

The institutional situation in Germany is significantly more fragmented than that of the 
Netherlands. There are a great many institutions, all of which seem to possess limited 
authority. There do seem to be more laws governing infection prevention and control, yet 
most of the rules and policies are still enforced via authority rather than legislation.  

The most relevant policy-setting institutions are the following: 

 The Robert Koch Institute is the central federal institution responsible for disease 
control and prevention. According to Prof. Dr. Mielke, the RKI is independent in its 
scientific mindset and provides advice for not only politicians, but also policy makers 
at lower-level institutions and hospitals. The two main guidelines set forth by the RKI 
are the product list (specifies which types of disinfectants are to be used) and hospital 
hygiene guidelines.  

 The ‘Gesundheitsamt’ is the local branch of the federal healthcare system. The 
branch’s exact task division differs strongly per state (Bundesstaat). What makes the 
Gesundheitsamt a relevant institution in the area of infection prevention is that it 
overviews all hospitals and other healthcare institutions in its region and ensures that 
proper hygiene practices are in place. According to Dr. Voelker, every 
Gesundheitsamt also keeps track of disease outbreaks and MRSA infection rates 
within its respective region.  

 The VAH (Association for Applied Hygiene) aims for “…consolidation of 
competence in applied hygiene in order to meet new challenges in the prevention of 
infections on a national and international level.”1 It is mainly notorious for publishing 
a list of accredited disinfectants in the field, but is also involved in the research and 
setting of hygiene policies and standards.  

At the top of the chain is the Ministry of Health, which possesses the power to overrule 
decisions of lower governing bodies and institutions. It also supervises the Robert Koch 
Institute (RKI), which overviews regional healthcare agencies, called ‘Gesundheitsaemter.’ 
The Gesundheitsaemter, in turn, supervise hospitals and other healthcare institutions in their 
respective regions. The  authority of the RKI and Gesundheitsaemter stems from the 
Infection Prevention Act, which rewards them the right to enter health care institutions and 
check adherence to national rules and policies. Another relevant regulation-setting institution 
is the VAH (‘Verbund für Angewandte Hygiene,’ or Association for Applied Hygiene), 
which publishes a well-known list of accredited disinfectants.  

                                                   
1  VAH mission statement: http://www.vah‐online.de/cmsmadesimple/index.php?page=vah‐2 
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Other institutions abound, and their authority and structures are quite ambiguous. Most 
regions have independent research institutes which check samples of healthcare institutions 
and other parties for the presence of harmful bacteria and viruses; one such example is the 
Hygiene-Institut des Ruhrgebiets. There are also various research institutes linked to specific 
university hospitals.  

In summary, the research facilitated to identified the RKI to be the most important 
policy-making institution. The guidelines set forth by the RKI are considered to be ‘best 
practices’ by 4 out of 7 (interview with RKI itself excluded) professionals in the field, yet 
they are not lived up to 100% of the time. Individual hospitals experience quite a large degree 
of freedom in implementing the guidelines and adherence seems to be quite a bit lower than in 
the Netherlands. Illustrative of this is the fact that national health controls and regulations are 
deemed the least important factor driving adoption of hospital hygiene policies and 
procedures by German survey applicants, secondary to internal constrains (see appendix L, 
online survey results for details). The RKI does not have the same level of authority as the 
WIP in the Netherlands; a likely explanation is the federal division of Germany, in which 
each separate Bundesstaat (state) has some degree of autonomy. The powerful 
Gesundheitsaemter are organised accordingly.  

When it comes to new product acceptance, however, national accreditation is more vital than 
local or European accreditation. Three out of four German online survey respondents 
indicated this fact (see Appendix L, online survey results, for details). The two relevant 
product accreditations indicated by interviewees are those published by the VAH and the RKI. 
According to Prof. Dr. Mielke, testing by the RKI costs approximately €5000, although this 
figure is strongly dependent on the product and antecedent research available. One prior 
requirement is that at least two independent research institutions have accredited the product. 
Figure 7.2 depicts the German institutional landscape.  
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Figure 7.3: The German institutional landscape 
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body, capable of overruling other institutions. The most relevant institutions are the 
following: 
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 The Conseil Supérieur de le Santé (CSS), or ‘The Superior Health Council’ links 
government policy to the scientific world in the field of infection prevention. It 
provides independent advice and recommendations to the Ministry of Health2.  

 The ‘Institut de Santé Publique’ (ISP), or ‘The Scientific Institute of Public 
Health’ is a federal institution focused mainly on “… scientific research in view of 
support of health policy.”3 It provides advice mainly to the Ministry of Health, and 
thereby indirectly to the CSS.  

 The BAPCOC (Belgian Antibiotics Policy Coordination Committee) is a hygiene 
platform that also acts as an advisor, but is focused more on the hospital as a unit of 
analysis. The BAPCOC includes one hygienist per province; this hygienist discusses 
problems, recommendations and new practices not brought up by the CSS. The 
BAPCOC gathers this information and gives recommendations to the CSS to include 
them in national guidelines.  

 The BICS (Belgian Infection Control Society) is the only institute that is not 
directly linked to the government. It is a scientific society that does not have any 
legislative powers, but conducts scientific research and provides recommendations. In 
addition, the BICS publishes one of the leading magazines in the area of hygiene and 
infection control in Belgium, the NOSO Info. 

The Ministry of Health supervises the ‘Conseil Supérieur de le Santé’ (CSS), which sets 
national policies and guidelines for hospitals to follow. The Ministry of Health and the CSS 
are advised by two official national government institutions: the ‘Institut de Santé Publique’ 
(ISP) and the hygiene platform BAPCOC (Belgian Antibiotics Policy Coordination 
Committee). The BICS (Belgian Infection Control Society) is the most important scientific 
society in the area of infection prevention, although it does not possess any legislative powers. 
The following figure depicts the Belgian institutional landscape.  

                                                   
2  CSS, Mission statement, 

https://portal.health.fgov.be/portal/page?_pageid=56,4190386&_dad=portal&_schema=PORTAL&_menu=m

enu_3_1 
3  ISP mission statement: http://www.iph.fgov.be/Index.asp?Lang=EN&Proc=MISSION 
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Figure 7.4: The institutional landscape in Belgium 
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7.2.2 Key Decision Makers 
At first glance it is difficult to grasp where the authority resides within hospitals; this is 
because almost every hospital has a slightly different internal structure. However, in taking 
a bird’s eye view approach, one can see that structural differences across individual 
hospitals and countries are actually rather small. Most notable is that in Germany the 
microbiology and hygiene departments are always separate, whereas in the Netherlands 
these departments tend to be integrated (with the exception of the Reinier de Graaf 
Ziekenhuis and the Maasstad Ziekenhuis).  
 
Within the hospital environment, the microbiologists generally determine hospital policy in 
the area of infection prevention. This entails that they also typically determine the type of 
disinfectants used. Input is formed by national guidelines and policies. Depending on the 
country, hospital guidelines are influenced by regional or supranational regulatory bodies 
(European Union, World Health Organization (WHO) or CDC, the US Center for Disease 
Control) and adapted to suit each particular hospital situation. The budget itself is generally 
allocated on a periodical basis to the different departments by the Board of Directors. This 
fact is surprising since, in the Netherlands and Germany, each hospital receives a certain 
reimbursement for each diagnosis it sets, from health insurance and the government. This 
reimbursement always includes a certain amount that is to be allocated to hygiene and 
infection prevention. However, in practice, the reimbursements are aggregated and then 
redistributed periodically among the various hospital departments. 
 
 Depending on the country, hygiene nurses are also key decision makers. They occupy 
themselves with the day-to-day practices on the work floor and, in some hospitals 
interviewed, are in charge of ordering disinfectants. Although hygiene nurses generally do 
not make any product type-related purchase decisions, they do have a strong influence on 
the type of product chosen and especially the quantity used. As Ms. Daha of the WIP 
confirms, the key position of hygiene nurses is particular in the Netherlands. Products are 
often purchased by facility services departments, however there is no indication that they 
have any influence on the type or quantity of products bought.  
7.3 Outbreak Procedures 
7.3.1 Overview 
All interviewed hospitals possess outbreak protocols that state what measures need to be 
taken in the case of an infectious disease outbreak. Generally, these are based on guidelines 
set forth by the main national policy-setting agency. Hospitals must pay for the cost of 
outbreaks themselves, although in the Netherlands health insurance companies step in when 
the costs reach a certain level. The exact cost of such an infectious disease outbreak is 
difficult to estimate since is highly dependent upon the type and extent of outbreak at hand. 
The total costs are composed of a disinfection component, opportunity cost component 
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(hospital wards need to be closed down as a result) and the cost of reputation and legal 
damages.  
7.3.2 The Netherlands 
The general understanding of what constitutes an outbreak is the discovery of at least two 
related strings of infectious diseases in patients within the institution (WIP). In case such an 
outbreak occurs within a hospital, there is always a clear protocol to be followed. Although 
protocols vary somewhat per individual hospital, the WIP guidelines are followed in every 
case. The protocol for a suspected outbreak therefore begins by analyzing the cultures of 
bacteria or viruses found in infected patients. If the outbreak is confirmed, the following 
general steps are taken: 
 

1. Isolate the ward in which the outbreak occurred. Staff, patients and visitors are not 
allowed to move freely in and out of the ward.  

2. Create a committee with the department head, the hospital director, infectious 
disease control staff and cleaning staff to supervise the process. Inform the 
healthcare inspection; it can offer assistance. 

3. Analyze who the infected patients have been in touch with. Check if those people 
are infected. If patients were transferred to other institutions, inform them 
straightaway.  

4. By the end of the first week there needs to be a clear profile of what exactly the 
cause of the outbreak is and how the disinfection process will be tackled.  

5. Call in a media agent to manage the impact of the outbreak on public opinion. 

6. Implement the disinfection process and monitor progress. 

 
The general understanding is that hospitals must pay outbreak costs themselves. 
Surprisingly, only one of the hospitals interviewed has an emergency budget for this 
occasion. The hospital in question suffered from a heavy MRSA outbreak about five years 
ago. If the costs become too high to handle for the hospital, however, the health insurance 
companies will pay. Ms. Messemaker of the St-Franciscus Gasthuis indicated that the health 
insurer steps in when the costs of disinfection exceed €50 000.  
 
Estimates of the cost and time involved in an outbreak differ greatly per interviewed 
professional and also according to the magnitude and type of the outbreak. Some estimates 
include the following: 
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 Costs are at least €20,000 per patient infected with MRSA. In addition, it costs 
€0,5 million to close an Intensive Care Unit for one week; this is mainly an 
opportunity cost from cancelled operations, rather than a direct cost of dealing with 
MRSA. Outbreaks can last from one week up to ten days.  

 In a moderate outbreak of ten patients, five employees are needed. The costs 
amount to €300,000 and the outbreak can last anywhere between six and twelve 
months. 

 Minimum outbreak length is four to five days.  In one 1996 case, it took one and a 
half years to treat an outbreak.  

 
A preliminary literature research into the cost of MRSA outbreaks reveals the following. In 
their 2001 study of Canadian hospitals, Kim et al. found the cost to treat an MRSA-infected 
patient to be $14,360 (€7,980). The cost for isolation and management of colonized patients 
was $1,363 (€758) per admission. Karchmer et al. (2002) studied a ten and a half-month 
outbreak in a neonatal intensive care unit of a tertiary hospital in the United States. This 
outbreak resulted in eighteen colonized and four infected infants and its total cost were 
estimated to be between $48,617 (€33,917) and $68,637 (€47,884).  
 
Although these estimates differ greatly, the conclusion can be drawn that costs are 
tremendous. This fact creates a strong incentive for institutions to avoid reporting minor 
outbreaks. In fact, Ms. Hopmans stated that outbreaks are usually not reported to the 
government or press. Unfortunately, it is beyond the scope of the research project to test 
whether this statement is true. However, the government has picked up on the fact that 
many small healthcare institutions, such as nursing homes, simply cannot handle the cost of 
an outbreak. For these type of institutions, the government does indeed offer financial 
support. Another concern expressed by Ms. Daha is that MRSA is a public health concern 
(since the virus usually spreads outside of a hospital environment), yet the hospitals are 
forced to deal with it. All in all, research indicates the existence of a strong lobby in favor of 
government support for outbreaks. 
7.3.3 Germany 
The protocol for dealing with outbreaks in Germany is similar to that of the Netherlands as 
is the definition of what constitutes an outbreak: “Hospitals are obliged to report a (possible) 
outbreak if there are at least two cases which appear to be epidemiologically connected” (Dr. 
Mielke). In this case, the RKI has clear guidelines of what to do. The first step is always to 
inform the local Gesundheitsamt, which then attends to and analyzes the situation and 
reports to the Robert Koch Institute. Although the diagnosis is done by the Gesundheitsamt, 
the disinfection plan and its implementation are generally left to the hospital itself. If the 
hospital does not have the staff and expertise required to tackle the product in a satisfactory 
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manner, the Gesundheitsamt will take care of it. Either way, the costs are to be paid by the 
hospital itself. Please see Appendix I for a detailed overview of the ten step scheme in the 
case of an outbreak.  
 
Interestingly, MRSA infections are generally no longer considered to be outbreaks in 
Germany. In the Gelsenkirchen region, hospitals periodically report the quantity of MRSA 
infections encountered on an anonymous basis. This situation is interesting, considering that 
Dr. Voelker stated that 30,000 people die from hospital infections on a yearly basis in 
Germany, while in comparison, only 6,000 people die in traffic accidents. There is 
considerable room for improvement in this area. 
 
Again, outbreak cost estimates are highly dependent on the specific situation. Still, in every 
case, interviewees estimate costs to be very high. Two interviewees substantiate this claim 
by noting that it is not so much the cost of the disinfection itself that are large (although 
these can also be substantial), but that the majority of costs are opportunity costs resulting 
from downtime in the infected wards. The estimated outbreak duration ranges from several 
days (e.g. noro-viruses) to months or years (e.g. MRSA).  
7.3.4 Belgium 
Information provided on outbreaks by Belgian interviewees is limited. As in the 
Netherlands and Germany, hospitals must take on the costs themselves and they do not 
possess emergency budgets to turn to when outbreaks occur. Interestingly, two out of four 
Belgian interviewees speak on the fact that patients often sue the hospital if they become 
contaminated while staying there; this issue does not seem to prevail in either of the other 
target countries. In addition, Belgian interviewees mention the positive effect of outbreaks 
on subsequent budget allocation for infection control and prevention.
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7.4 Budget 
7.4.1 Overview 
Information provided by interviewees on budget related matters is rather limited. The reason 
behind this is twofold. Firstly, budgets are a sensitive matter for most hospitals as their 
current levels were indicated by some interviewees to be too low to live up to hygiene 
standards. Secondly, most respondents are healthcare professionals that do not have an 
economic background, nor have a significant influence on the setting of budgets. They 
therefore simply do not know much about the size of the budget or the allocation process. In 
the Netherlands and Germany, hospitals get a certain budget per diagnosis. From this budget, 
all patient related expenses have to be made. In both countries, budgets are set by the central 
board of directors and allocated to specific departments periodically (usually once a year).  
7.4.2 The Netherlands 
The  healthcare  system  in  the  Netherlands went  through  some major  changes  recently.  In  the 

current system, hospitals get paid not for the amount of time a patient spends in hospital, but per 

diagnosis. For each diagnosis, the amount hospitals get paid includes a certain percentage that is to 

be allocated to hygiene and infection prevention. The current guidelines state that there needs to 

be one infectious control nurse for every 250 beds. In practice, the situation is a little bit different 

however. Depending on the size of the hospital, infectious control nurses generally have to attend 

to more beds than stated in the guidelines. Also, budgets tend to be set by the board of directors 

and  are  then  assigned  to  individual departments. As Ms. Nolles  and Ms. Meeuwes noted, each 

individual apartment has to pay  infection prevention and hygiene costs out of their own budget. 

Mr. Hendrix pointed out rightfully that this means that infection control budgets tend to be cut as 

they do not generate direct  income. The benefits of  infection prevention and control are simply 

very difficult to observe for an individual department.   

7.4.3 Germany 
Germany has recently adopted a new healthcare system based on the Australian DRG 
(Diagnosis Related Groups) system. It seems to be highly similar to that adopted in the 
Netherlands. Hospitals get a certain budget per diagnosis of which everything has to be paid. 
Although German interviewees do not specify whether this budget includes a certain 
percentage for hygiene and infection prevention, this seems to be likely. Dr. Voelker does 
point out however, that under the new system it costs hospitals more if patients have to stay 
in the hospital longer. They do not get reimbursed for this, as was the case previously. This 
has a positive effect on infection prevention budgets. Another interesting observation is 
made by Dr. Martiny: there is an increase in the number of patients filing for lawsuits in 
case of hospital infections. These cases are usually settled out of the court, as the reputation 
of the hospital is at stake. 
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7.4.4 Belgium 
Specific information as to the structure of the Belgian health care system was not given by 
the interviewees. Interesting to note is that at least in the CHU St. Pierre hospital, the 
infectious disease control staff has a direct influence on the infection prevention and control 
budget. None of the German or Dutch interviewees mentioned to have such influence.  
Every hospital in Belgium has to be represented by at least two members in the national 
platform of infection control: an infection control medical director and an infection control 
nurse. In return, hospitals get financial support from the government for infection 
prevention and control. Dr. Gordtz notes also that patients get compensated in case of 
infections caused by the hospital. Legal procedures seem to be hardly ever started against 
hospitals, however, even though their number is on the rise. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 




