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Masterclass 1

Quality circles as a model for 
cross-sectoral quality development

• Thomas Bo Drivsholm, senior medical advisor, KiAP. General practitioner, Ph.D., associate professor at University of Copenhagen

• Adrian Rohrbasser, Dr. med. Dr. phil. et MSc in Evidence Based Healthcare 

This masterclass is open to all and independent of the keynote lecture by 
Adrian Rohrbasser yesterday, although participants at the keynote will 
experience a much deeper and interactive exploration of key issues of the 
quality circles framework.



Partners in the public health system in Danmark

How do we improve our cross-sectional work?

Municipality

Hospitals

General practice

and

primary care partners

Patients
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Δ All 4SPM fulfilled Δ ≥2 HbA1c measurements Δ Lipid profile

Δ Nephropathy status Δ Ophthalmology (24 months) Δ ≥1 inpatient stay

Δ Total healthcare costs Δ Outpatient costs Δ Inpatient costs

sample 1

Relative improvement with DMP  sustainable & increasing



The quality circles model as a new approach (?)
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Purpose and learning objectives these 3 hours
Overall purpose
• What is the evidence behind quality circles and the methods involved?
• What can we learn from international experiences? 

Expected insights and skills
• An overview of current ways of working together in cross-sectoral quality development in 

Denmark. 
• Inspiration to new ways of approaching cross-sectoral quality development through quality 

circles  
• Could quality circles be a model for your own area, i.e. within primary or secondary health 

care? 
• Could quality circles be a general model for cross-sectoral quality development in Denmark? 

Thomas Bo Drivsholm, senior medical advisor, KiAP. General 
practitioner, Ph.D., associate professor at University of 

Copenhagen
5



Program for this masterclass (9:00-12:00)
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FormatFocusTime

PlenaryBackground, purpose end mutual expectations10 min.09:00: Welcome and introduction

Plenary including Q&ACurrent ways of working together in cross-sectoral quality development in 
Denmark (TBD)

15 min.09:10: Presentation, Q&A

Plenary including Q&AThe evidence behind quality circles and the methods involved (AR)30 min.09:25: Presentation, Q&A

10-15 min.BREAK

10-15 min.BREAK

Plenary including Q&APlenary discussion30-40 min11:10: Reflection and discussion

PlenaryTake home messages5-10 min11:50: Completion and goodbye

Plenary including Q&ACross-sectoral quality development through quality circles (AR)30 min.10:10: Presentation, Q&A

Small groups and plenary including Q&ACould quality circles be a model for cross-sectoral quality development in your 
own area? In Denmark?

15-20 min10:40: Reflection and interactive exercise, 
Q&A



Experiences in working together

Municipality

Hospitals

General practice

and

primary care partners

Patients

Referrals / epicrisis

Telephone / video

Data

CME

Meetings

Cluster meetings (QC)

Remember:
- time and money!

Move knowledge 

– not patients
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Quality circles as a model for 
cross-sectoral quality development

• Thomas Bo Drivsholm, senior medical advisor, KiAP. General practitioner, Ph.D., associate professor at University of Copenhagen
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This masterclass is open to all and independent of the keynote lecture by 
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experience a much deeper and interactive exploration of key issues of the 
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116 clusters established in 2018; 3.256 GPs included (5,5 mill. patients)

10

98-99 % of PLO-GPs are 
registered in a cluster

Approx. 30 GPs (11-70) 
in a cluster

Data central, but doesn’t do 
the job by itself
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The GPs approach to 
quality circles in Denmark
 Cluster meetings 3-4 times per year in groups of 

app. 30 (11-70) GPs in a geographic area

 Attendance rates high (80-100 %)

 Clusters choose focus areas for the meetings

 Cognitive dissonance and reflection re. variation in 
quality are central aspects

 Time at meetings to discuss and plan how 
implementation in own clinic can be approached

 At present an increasing focus on how learning 
points from cluster meetings can be implemented in 
own clinic and how staff can be involved

 Very concrete implementation tools, e.g. fraces, 
written instructions, videos and guidelines

 Automatic, systematic follow-up-data 



Clusters vs. Quality Circles?!
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nnnnnnn

Aim: Contribute to a 
better treatment of 
individual patients



Clusters vs. Quality Circles?!
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nnnnnnn

Optimal contribute to 
a better treatment of 
individual patients



Our approach in KiAP: Is this Quality Circles?

14
www.kiap.dk
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Development from 2018
- Conjunctivitis, CRP, UTI, opioids, upper and lower airway infections 
- COPD, T2DM og IHS (”Forløbsplaner”)
- GPs well-being and job satisfaction

- Gradually increasingly focus on more complex diseases / problems and 
cross-sectional areas – areas that are central to GPs:

Municipal acute function, municipal rehabilitation, medication
dispensing, municipal certifications, dyspepsia, palliation (organ-failure), 
children well-being, PSA

- High risk patients:
Familiar hypercholesterolemia, Triple Whammy, Metformin/kidney 
function

to 2025

In 2026: Adult psychiatry (with eKVIS/FAPS), AMR, polypharmacy, lower backpain (with SUND-K)

Focus areas in our cluster-packages (all with 6-12 months follow-up)



What is quality?

Thomas Drivsholm, lægefaglig leder i KiAP, praktiserende læge, 
ph.d., lektor ved afd. for almen medicin i Kbh. 16

Clinical quality

Organisational 
quality

Patient 
experienced 

quality



Plsek PE, Greenhalgh T, BMJ 2001;323:746–9

The challenge of complexity in health care



Partners in the public health system in Danmark

How do we improve our cross-sectional work?

Municipality

Hospitals

General practice

and

primary care partners

Patients



Cross-sectional cluster packages (2022 =>  )
Working together with the municipals re. 

1) medication dispensing, 
2) certifications, 
3) acute function, 
4) prevention and rehabilitation measures, 
5) palliation (can be chosen with the local hospital as well), 
6) patients with dementia receiving antipsychotic medication,
7) children well-being and
8) vulnerable COPD-patients

In process
1) adult psychiatry / SAD (Stress, Anxiety, Depression) with eKVIS/FAPS, 
2) lower backpain with SUND-K

19



New ways of working together: How?



GP/MD/nurse/team-patient vs. population

21

Patient
GP / MD / 

nurse  / 
team

GP / MD / 
nurse  / 

team
Population
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Data – Information - Knowledge

SENSKY, T. 2002. Knowledge management. Advances in Psychiatric 
Treatment, 8, 387-395.

Health Care Professionals

 Data recording during
consultations

 Understanding the
information

 Developing knowledge in 
workshops and quality
circles

Medbase IT

FEEDBACK



Quality circles as a model for cross-sectorial 
quality development?

Adrian Rohrbasser
Adrian Rohrbasser, DPhil and MSc in 

EBHC
General Practitioner – Switzerland

Wil Switzerland
Institute of Primary Care 

(BIHAM)
University of Bern



Cross Sectional Quality Circles:
Interprofessional Quality Circles

 QI is about
 CME

 CPD

 Re organising the context



Team-work in Primary Health Care – new skill mixes
Interprofessional quality circles

• Shared Purpose: Clear, unified objectives

• Complementary Skills: Diverse talents that enhance performance (the group 
knows more than the individual)

• Collaboration: Open communication and mutual support

• Trust & Accountability: Reliability and mutual respect

• Adaptability: Ability to respond to change and challenges



4

The Forum for Quality Circles CH is an interest group that aims to 
preserve the principles of quality circles (QC) and thus keep quality 
development in the hands of service providers. The following 
associations belong to the forum:



Basic training for facilitators

Interprofessional 
setting

Learning together Working together 

Common understanding about what we do
Common understanding about how we do it as administrators and policy makers
Common understanding about how we do it as participants



Interprofessional Quality Circles

 Chronic Care (PCPs, APNs, Physiotherapists, MPA, …..,Psychologist,…)
 Diabetes Mellitus (example)

 Cardiovascular diseases (example under development)

 Drug safety (PCPs, Pharmacists) (pilot has been completed)
 Polypharmacy

 Drug interaction check

 Dose adjustment

 Potentially self-limiting infectious diseases - (example)
 (PCPs, Pharmacists, APNs, Hospital based ED)

• Harmonising the language
• Harmonising information tools
• Process: we are at the stage of QCs with pharmacists (to include them into everyday work)





Prerequisites

Responsibility for QI – legal code

QI embedded in a system

Professional self-regulation

Change of regulations: Pharmacies are part of primary health care (Start 2019; 
extension of what they can do 2025 with start in 2027



Since the revision of the Therapeutic Products Act came into 

force in 2019, Swiss pharmacists have been able to dispense 
certain prescription medicines without a prescription, subject to 
certain conditions. This enables pharmacists to treat common and 
easily treatable conditions competently and comprehensively in 
pharmacies.

Responsibility for QI

QI embedded in a system

Professional self-regulation

Pharmacists: Pharmacies are part
of Primary Health Care

Collaboration with GPs



Bridging planning and intervention
collaborative and participative approach

Decide on 
target 

behaviour(s) 
and target 
group(s)

Conduct 
‘behavioural 
diagnosis’ 

using COM-B 
model

Select from 
menu of 
policy 

options

Build 
intervention

Implement, 
disseminate 
and evaluate 
intervention

Program 
Theory

Behavioural 
Change 

Techniques
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and collaborativ approach
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Evaluation

Health insurance
claims data –
difference in 

difference analysis
over time

We follow clinical
perfomance
indicators

We plan a realist
evaluation of concepts
concerning people with
chronic diseases such 

as diabetes



Adrian Rohrbasser, Cornelia Caviglia, Maria Trottmann, Maria Carlander, Christian Frei, Birgitta Rhomberg, Thomas Egger, 

Marc Höglinger 

 Collaboration SWICA / ZHAW / Medbase

Introducing Diabetes Management Concept (Diabetes Management 
Programme DMP-Cohorts)



Intervention Medbase

SGED  Criteria: performance indicators
Number of consultations

Lifestyle counselling: physical exercise, nutrition, smoking habits, 
driving,….

Blood Pressure, BMI 

HbA1c

LDL

Nephropathy: S-creatinine,  ACR (Urine albumin to creatinine ratio)

Looking for Retinopathy (Ophtalmologist)

Checking feet for neuropathy (monofilament test) and vasculart
problems (puls)

Introducing
interprofessional care
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Data – Information - Knowledge

SENSKY, T. 2002. Knowledge management. Advances in Psychiatric 
Treatment, 8, 387-395.

Health Care Professionals

 Data recording during
consultations

 Understanding the
information

 Developing knowledge
in workshops and 
quality circles

Medbase IT

Adjustment of electronic 
medical records
according to HCPs 
needs



Interprofessional Care

 General Practitioner

 Medical Practice Assistant / Practice Coordinator 
with clinical training

 Nurse Practitioner

 Physiotherapist

 Other relevant health care professional

Care: 
• patient centered
• according to current patient needs
• may differ depending of the state or patient

needs



Interprofessional care concept: 
„co-management“ APN and MPA

 Lower care costs, fewer complications and 
hospital admissions

 Integration of patients in treatment 
processes and decision-making based on 
the bio-psycho-social-spiritual model

 Lower stress levels in teams (improved 
psychological well-being)

 Prerequisites:

 mutual respect

 trust

 common care / care philosophy

 clarified roles

12.01.2026

19

(Norful et al., 2022, Norful et al., 2019)



Interprofessional care concept
‘Co-management
 -Lower care costs, fewer complications and 

hospital admissions

 -Integration of patients in treatment 
processes and decision-making based on 
the bio-psycho-social-spiritual model

 -Lower stress levels in teams

 -Prerequisites:

 -mutual respect
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 -common care / care philosophy

 -clarified roles

12.01.2026
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(Norful et al., 2022, Norful et al., 2019)



Detailed care plan for patients with type 2 diabetes mellitus

First step: 

-Agree goals with the patient: 

 what do they want? 

 what's important to them?

Second step: assessing the clinical situation
Assessment of cardiovascular risk factors

Assess diabetes-associated complications

Blood glucose

21



Who is doing what and why?

12. Januar 2026 Evelyne Graf, APN-CH 22

PhysicianPhysician Medical 
Practice 

Assistant

Medical 
Practice 

Assistant

APNAPN PhysiotherapistPhysiotherapist

Patient:in

(Graf & Rohrbasser, 2024)

(Eisenegger, 2022)



Who is doing what and why?

12. Januar 2026 Evelyne Graf, APN-CH 23

PhysicianPhysician Medical 
Practice 

Assistant

Medical 
Practice 

Assistant

APNAPN PhysiotherapistPhysiotherapist

Patient:in

(Graf & Rohrbasser, 2024)

(Eisenegger, 2022)

Foot Care: 1x/year foot exam for long-term 
consequences, foot care instruction

Exercise: 30 minutes/day or >200 min/week moderate 
activity

Nutrition: Prefer vegetables, fruit, nuts, legumes, fish, 
and whole grains

Smoke-free: Achieve goal with counselling, support, and 
pharmacotherapy

Blood Pressure: Regular monitoring; goal <130/80 
mmHg

HbA1c: 3–4x/year monitoring of blood sugar and long-
term blood glucose

Lab: 1x/year major lab check (cholesterol, kidney values, 
etc.)

Eyes: 1x/year eye exam by ophthalmologist



Intervention

• Feedback on performance indicators
 for health care professionals

 for Quality Circles

 no benchmarking
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Data – Information - Knowledge

SENSKY, T. 2002. Knowledge management. Advances in Psychiatric 
Treatment, 8, 387-395.

Health Care Professionals

 Data recording during
consultations

 Understanding the
information

 Developing knowledge
in workshops and 
quality circles

Medbase IT

FEEDBACK



Evaluation

Health insurance
claims data –

difference in difference
analysis over time

We follow clinical
perfomance indicators

We plan a realist
evaluation of concepts
concerning people with
chronic diseases such 

as diabetes



Thomas Egger & Marc Höglinger
11.09.2025

Implementing a Disease Management Program in Swiss Primary Care to Improve 
Diabetes Care: Results and Experiences from a Long-Term Follow-Up Study
Marc Höglinger1, Thomas Egger1, Cornelia Caviglia3, Maria Carlander2, Christian Frei2, Birgitta Rhomberg2, Adrian 
Rohrbasser3,4, Maria Trottmann2

1 Winterthur Institute of Health Economics, Zurich University of Applied Sciences, Switzerland
2 SWICA Healthcare Organisation, Winterthur, Switzerland
3 Medbase Health Care Provider, Winterthur, Switzerland
4 Institute of Primary Health Care (BIHAM), University of Bern, Switzerland



SWICA-insured persons with
PCG Diabetes Type I/II 2015-2023

Control group
SWICA-insured persons with

free choice of doctor
(standard/list) + PCG

SWICA-insured persons enrolled 
in a Medbase practice with DMP 

Treatment group:
DMP-cohort 2018, 2020, 

2021, 2022, 2023
SWICA-insured persons
enrolled in a Medbase

practice with DMP + PCG

Diabetics in Medbase DMP-
practices without PCG-
markers (no relevant 

medication)

PCG-diabetics not in Medbase-practices 
with DMP and without free choice of 
doctor (Telmed, GP models, including 

Medbase practices without DMP)

Population of the claims-data analysis

 SWICA-insured persons with PCG 
diabetes type 1 or type 2 (at least one 
year 2015 – 2023, >180 DDD / year)
 Treatment group: patients in Medbase

practices that introduced DMP (DMP-
cohorts)

 Control group: patients with free physician 
choice in standard/list insurance model

 Not included:

 patients in Medbase without DMP
 patients without free choice of 

doctor (in other HMO, GP-models)
 patients with gestational diabetes

Figure 1: Treatment group (green) and control group (red) for the Claims-Data Analyses

PCG: Pharmaceutical Cost Groups for diabetes-specific medication



Diabetes Projekt
Eintritt ins 
Projekt

Austritt
Diabetes 
Patienten 
2017

Diabetes 
Patienten 
2018

Diabetes 
Patienten 
2019

Diabetes 
Patienten 
2020

Diabetes 
Patienten 
2021

Diabetes 
Patienten 
2022

Diabetes 
Patienten 
2023*

Diabetes 
Patienten
2024 (31.12.)

PIS

St. Gallen Vadian 2018 231 172 250 277 293 383 230 415 Axenita

Wil 2018 323 299 381 432 453 558 645 633 Axenita

Winterthur Neuwiesen 2018 298 199 336 358 374 388 426 466 Axenita

Eglisau 2018 73 81 106 109 134 165 144 171 Axenita

ZH Oerlikon 2018 224 290 285 322 321 393 375 397 Axenita

ZH Wiedikon 2018 131 178 155 170 181 201 192 194 Axenita

Basel Elisabethen 2018 171 164 268 288 297 320 293 307 Axenita

Kreuzlingen 2020 129 154 257 216 120 139 Axenita

Rorschach 2020 128 151 129 163 175 211 Axenita

Kloten 2020 143 211 233 246 235 240 Axenita

Wattwil 2021 110 129 156 152 160 Axenita

Frauenfeld 2021 159 196 192 175 172 Axenita

Bern Zentrum 2021 141 153 180 98 146 Axenita

Weinfelden 2022 413 369 381 370 Axenita

Bischofszell 2022 2023 299 247 Axenita

Schaffhausen 2022 111 133 227 232 Axenita

Bern Bahnhof 2023 186 76 90 Axenita

Kriens Mattenhof 2024 296 210 Axenita

Baden 2024 108 209 Axenita

Bern Westside 2024 114 124 Axenita

Düdingen 2024 128 142 Axenita

Teufen 2024 168 199 Axenita

Thun Strättligen 2024 27 28 Axenita

Uzwil 2024 81 155 Axenita

Gampelen 2024 12 379 Axenita

Zug 2024 50 67 Axenita

St. Gallen Einstein 2025 56 Axenita

Heerbrugg 2025 81 Axenita

Winterthur Brunngasse 2025 22 Axenita

Wetzikon 2025 91 Axenita

Axenita

Anzahl PatientInnen 1451 1383 2181 2882 3973 4496 4928 6106

Anzahl Standorte 7 7 10 13 16 17 25 29
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Δ All 4SPM fulfilled Δ ≥2 HbA1c measurements Δ Lipid profile

Δ Nephropathy status Δ Ophthalmology (24 months) Δ ≥1 inpatient stay

Δ Total healthcare costs Δ Outpatient costs Δ Inpatient costs

Relative improvement with DMP  sustainable & increasing
Effect of DMP on outcomes. DiD-estimates by year since DMP introduction (change to baseline relative to the control group). Point estimates 
with 95%-CI, 141,604 observations from 20,520 patients (2015-2023) 



Effect of the DMP: Relative ∆ to baseline in year 5 
(“different development of the treatment relative to the control group”)

Positive effect on patient share with 
guideline adherent treatment 

(4SPM)

+11%-points

No effect on                     
hospitalisation rate

Reduced healthcare cost growth

-1,869 CHF (corresponding to 12% 
of controll group costs)



Cardiovascular diseases

PhysicianPhysician Medical 
Practice 

Assistant

Medical 
Practice 

Assistant

APNAPN PhysiotherapistPhysiotherapist

Patient:in
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Data – Information - Knowledge

SENSKY, T. 2002. Knowledge management. Advances in Psychiatric 
Treatment, 8, 387-395.

Health Care Professionals

 Data recording during
consultations

 Understanding the
information

 Developing knowledge
in workshops and 
quality circles

Medbase IT

FEEDBACK



Evaluation

Health insurance
claims data –
difference in 

difference analysis
over time

We follow clinical
perfomance
indicators

We plan a realist
evaluation of concepts
concerning people with
chronic diseases such 

as diabetes
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Antibiotic resistance – the silent pandemic

22.09.2023 Simon Gottwalt, FOPH 35



Shared decision-making in guideline-based treatment of self-
limiting infectious diseases in Swiss general practices: 

a new approach to reducing excessive antibiotic prescribing

Adrian Rohrbasser1,3 , Deborah Holzer1, Tamara Scharf1, Lena Zwicker1, Philipp Aebi1, Beatrice Metry1, 
Kali Tal1, Reto Auer1,2

1Institute of primary health care (BIHAM), University of Bern, Switzerland, 2Center for Primary Care and Public Health 
(Unisanté), Lausanne, 3Medbase, Wil



Shared decision-making in guideline-based treatment of self-limiting 
infectious diseases in Swiss general practices:  2024
an approach to reducing excessive antibiotic prescribing

2022 IQVIATM Sales Data (Sell-In) from pharmaceutical industries 
to public pharmacies,  self-dispensing physicians
37

22.09.2023 Simon Gottwalt, FOPH

86%



Switzerland uses few antibiotics in primary care 2023

3822.09.2023
For Switzerland: IQVIATM Sales Data (Sell-In) from pharmaceutical industries to public pharmacies, self-dispensing physicians and 

hospitals; For other countries: Antimicrobial consumption database (ESAC-Net), 2021. 



Overuse of antibiotics and antibiotic resistance

 If primary care physicians (PCPs) prescribe fewer 
antibiotics, this should lower the rate of antibiotic 
resistance

 Five self-limiting infections account for 80% of 
antibiotic prescription in ambulatory care:

 acute otitis media

 tonsillopharyngitis

 uncomplicated urinary tract infection

 infectious cough (bronchitis)

 sinusitis
Hamm, R.M., R.J. Hicks and D.A. Bemben, 1996; Coxeter, P., et al., 2015; 
Glinz, D., et al., 2017, Glinz, D., 2018; Glinz, D., et al.,, 2021. Anresis 2023/ 
BAG Sentinella Meldesystem



Change of prescription patterns 

12.01.2026

YES

NO

Quality Circles of 
PCPs

Shared decision 
making

www.guidelines.ch
Audit and 
Feedback

Communication 
skills training

OR



Development the tools

Develop and test evidence-based summary 
information (EBSI) for PCP and SDM instruments 
over four Plan-Do-Study-Act (PDSA) cycles:

1) Literature review
2) Feedback from PCPs in three focus groups
3) Feedback experts and patients
4) Feedback form PCPs in focus groups
5) Testing the documents in consultations

Quality circles served as focus groups



Tools

PCPs: information on treating 
self-limiting infections with and 
without antibiotics

Patients need visual support 
during consultation



Process in Quality Circles: PCPs, Pharmacists, APNs

Using clinical cases to discuss:

 natural course

 complications

 antibiotic treatment
o impact on symptoms and natural course

o Impact on complication rate

 symptomatic treatment

 Training communication skills

12.01.2026

(Rohrbasser et al., 2022)



Intervention

Online tool to learn about clinical 
assessment, treatment effectiveness, 

complication rate and clinical signs that 
suggest a patient in a potentially 

dangerous situation needs prompt 
investigation and treatment (red flags).

Quality circle sessions (on the topic 
of self-limiting infectious diseases and 

shared decision making).

Use of tools in consultations 
(information for HCP and consultation 

aid)



Evaluation

Health insurance
claims data –
difference in 

difference analysis
over time

We follow 
prescription patterns

We plan a realist
evaluation of concepts
concerning people with
chronic diseases such 

as diabetes



Intervention: 18 medical centers 132 000 patients -
prescriptions of antibiotics in outpatient setting

Baseline Analysis



Intervention in 18 medical centers 132 000 patients – DiD analyis

Probability of a patient receiving at 
least one antibiotic prescription in a 
quarter:
• Without intervention 1.54% 
• With intervention 1.35%
• This corresponds to an absolute 

decrease of 3.8 prescriptions per 
1,000 insured individuals 
annually.

• Reduced Likelihood of Antibiotic 
Prescribing Among Participating 
GPs (ORௗ=ௗ0.86)

Intervention



Tools

• Languages: 

• German, English, French, Italian



Thank you
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