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German Cancer Society (Deutsche Krebsgesellschaft, DKG)

• Largest scientific society in oncology in German-speaking countries

• Committed to cancer care based on evidence-based medicine and interdisciplinarity

• Our aim is high quality of oncological care and our focus is on:

• the certification of centers of oncological care,

• the development of evidence-based, independent treatment guidelines and
patient guidance,

• knowledge development and knowledge transfer in oncology and

• reliable patient information

• DKG includes 16 regional cancer society’s, has more than 8,000 individual members
and is organized in 24 working groups

• DKG represents Germany in international organizations (i.e. UICC, ECL and EU) and is
the co-founder of the German National Cancer Plan



Starting point of the Certification Programme

National Cancer Plan

Cancer care is
provided in
certified
cancer centres
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Differences in
survival rates of
(breast) cancer
patients in the
member states
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Organisation of certified cancer centres

CCC

Oncology Centres

Organ Cancer Centres

National Cancer Plan

• An Organ Cancer Centre is a centre
specializing in one organ or specialty
(breast, colorectal, lung, prostate,
skin, gynecological tumors)

• An Oncology Centre extends to
several organs or specialties,
particularly for not common cancers

• A Comprehensive Cancer Centre (CCC)
is a leading Oncology Centre with
major research aims. Specifically for
rare cancer diseases and special issues



Organisation of certified cancer centres

CCC

Oncology Centres

Organ Cancer Centres

National Cancer Plan

• Breast Cancer Centres
• Colorectal Cancer Centres
• Skin Cancer Centres
• Gynecological Cancer Centres
• Prostate Cancer Centres
• Lung Cancer Centres

• Head and Neck-Tumor Centres
• Neurooncological Centres
• Pancreatic Cancer Centres
• Liver Cancer Centres
• Gastric Cancer Centres
• Esophageal Cancer Centres
• Pediatric Tumor Centres
• Sarkoma Centres

Tumor entites which can be
certified within the certification
system:



Organisation of certified cancer centres

CCC

Oncology Centres

Organ Cancer Centres

National Cancer Plan

849 centres

103 centres

14 centres

Note:

Each year
>200.000
patients with a
primary cancer
diagnosis are
treated in the
centres.

as of: 30.09.2017

http://www.oncomap.de/



Organisation of certified cancer centres

CCC

Oncology Centres

Organ Cancer Centres

National Cancer Plan

849 centres

103 centres

14 centres

Note:

The centres are
located at 442
hospitals in
Germany and
German-speaking
countries
-> most of the
hospitals have
more than 1
certified centre

as of: 30.09.2017



Organisation of certified cancer centres

CCC

Oncology Centres

Organ Cancer Centres

National Cancer Plan

849 centres

103 centres

14 centres

Note:

84 centres are
located outside of
Germany
->
Starting point for
the European
Cancer Centre
certification
program

as of: 30.09.2017



Patient-centred Quality need:

Patient Reported
Outcomes

Patient Reported
Outcomes

Patient Reported
Outcomes



Patient-centred Quality needs:

To ensure and establish unified
structures and processes by:
1. Setting-up tumour-specific

networks
2. Ensuring interdisciplinary and

inter-professional
cooperation

3. Applying tumour-specific
requirements

1. Qualitative Criteria



Qualitative Criteria for:
1. Setting-up tumour-specific networks along the
entire chain of oncological care

Cooperation Partners within a Breast Cancer Centre:Definition of a Cancer Centre:

“A network of qualified and jointly
certified interdisciplinary and trans
sectoral [...] institutions that [...] if
possible represent the entire chain of
health care for those affected [...] ”



Qualitative Criteria for:
2. Ensuring Interdisciplinary and Inter-professional
Cooperation

Cooperation between medical
specialties (= interdisciplinarity),
professional groups (= inter-
professionalism), and (if needed)
hospitals

Treatment partners work together on
the basis of cooperation agreements

Each network has a board which
consist of the main cooperation
partners and has a designated director
and coordinator

The board of the network is
responsible for the development and
strategic planning of the cancer centre

Cooperation Partners within a Breast Cancer Centre:



Structure/
Personnel

qualification

processes

education

technical
equipment

Qualitative Criteria for:
3. Applying tumour-specific Requirements

To ensure uniformity:

 All cooperation partners within the network have to full-fill the
requirements set out in the Catalogue of Requirement

 All cooperation partners have to define SOPs which are agreed
within the centre

 The cooperation partners decide together on the guidelines to be
used



Qualitative Criteria for:
3. Applying tumour-specific Requirements

Chap. Requirements for Tumour Board:
1.2.1 Frequency/participants

The tumour board must meet at least once a week.
Tumour board participants
Participation in the tumour board on the specialist level is mandatory for the following specialties and
must be documented by an attendance list:
 visceral surgery
 gastroenterology
 radiotherapy
 haematology/oncology
 pathology
 radiology
Metastases:
a correspondingly specialised surgeon with specific expertise must be consulted on organ metastases.
Additional participants may be invited (e.g. palliative care, psycho-oncology, etc.) depending on the
indication.

1.2.2 Tumour conferences: general requirements
Several cooperation partners
If a number of cooperation partners are designated for the specialty, then the attendance of one
representative is sufficient, provided that a regular exchange of information takes place between them
(e.g., via quality circles).
Regardless of this, each main cooperation partner must participate in a tumour board at least once a
month.
Web-/online-conference
If web-conferences are held, sound and presented material must be transmitted. It must be ensured, that
every main cooperation partner is able to present documents and images. Telephone conferences
without image material are not permitted.
Presentation at tumour conference
Patients with rectal carcinoma should be presented again at the tumour-conference after the
neoadjuvant therapy with full clinical remission to discuss a “Watch and Wait Strategy”.

1.2.4 Patients with (local) recurrence/distant metastases
 Surgical responsibilities for resection of recurrences must be laid down (particularly liver, lung), if

applicable in cooperation
 Therapeutic approaches (curative and palliative) to metastatic surgery and radiotherapy (e.g.

stereotactic radiotherapy in the case of brain tumours) must be laid down in procedure descriptions.
Patients with primarily unresectable liver metastasis should be presented regularly for evaluation at the
tumour conference during systemic treatment.

1.2.5 Demonstration using picture material
Patient-related picture material (e.g. pathology, radiology) on advanced tumours must be available at the
conference, and suitable technical equipment must be available for presenting the picture material.

Chap. Requirements for Tumour Board:
1.2.1 Frequency/participants

The tumour board must meet at least once a week.
Tumour board participants
Participation in the tumour board on the specialist level is mandatory for the following specialties and
must be documented by an attendance list:
 visceral surgery
 gastroenterology
 radiotherapy
 haematology/oncology
 pathology
 radiology
Metastases:
a correspondingly specialised surgeon with specific expertise must be consulted on organ metastases.
Additional participants may be invited (e.g. palliative care, psycho-oncology, etc.) depending on the
indication.

1.2.2 Tumour conferences: general requirements
Several cooperation partners
If a number of cooperation partners are designated for the specialty, then the attendance of one
representative is sufficient, provided that a regular exchange of information takes place between them
(e.g., via quality circles).
Regardless of this, each main cooperation partner must participate in a tumour board at least once a
month.
Web-/online-conference
If web-conferences are held, sound and presented material must be transmitted. It must be ensured, that
every main cooperation partner is able to present documents and images. Telephone conferences
without image material are not permitted.
Presentation at tumour conference
Patients with rectal carcinoma should be presented again at the tumour-conference after the
neoadjuvant therapy with full clinical remission to discuss a “Watch and Wait Strategy”.

1.2.4 Patients with (local) recurrence/distant metastases
 Surgical responsibilities for resection of recurrences must be laid down (particularly liver, lung), if

applicable in cooperation
 Therapeutic approaches (curative and palliative) to metastatic surgery and radiotherapy (e.g.

stereotactic radiotherapy in the case of brain tumours) must be laid down in procedure descriptions.
Patients with primarily unresectable liver metastasis should be presented regularly for evaluation at the
tumour conference during systemic treatment.

1.2.5 Demonstration using picture material
Patient-related picture material (e.g. pathology, radiology) on advanced tumours must be available at the
conference, and suitable technical equipment must be available for presenting the picture material.

1.2.6 Preparation of the tumour conference
 The essential patient and treatment data must be summarised in writing beforehand and made

available to the conference participants.
Suitable study patients must be observed beforehand.

 All patients with relapses and/or metastases who have asked the Centre for treatment must be
presented.

1.2.7 Minutes of the tumour conference
 The outcome of the tumour conference consists, among other things, of a written, interdisciplinary

treatment plan ("minutes of the tumour conference").
 The minutes of the tumour conference must be reliably available at all times for all main cooperation

partners and can simultaneously represents the doctor's letter.
 The "minutes of the tumour conference" should be automatically generated from the tumour

documentation system.
The outcome of the tumour conference must be recorded in the tumour documentation system.

1.2.8 Participation in the tumour conference as advanced training
Participation in the tumour conference must be made possible for the following functions/professions:
 Assistant staff (medical-technical assistants, radiology technicians, etc.) from the fields of radiology

and radiotherapy
 Social-services and psycho-oncology staff
 One specialised oncology nurse and at least 2 nurses per treatment unit

1.2.9 Therapy deviations
 In principle, the treatment plans and/or recommendations of the tumour board are binding.
 In case any deviation from the original therapy plan or divergence from the guidelines is

ascertained, they must be noted and assessed. Measures to avoid such divergence are to be
introduced, depending on the cause.

It must be noted if the patient refuses to begin or prematurely interrupts treatment (despite an existing
indication).

1.2.10 Morbidity/mortality conference
 This conference can be scheduled to coincide with the tumour conference.
 The date of the conference can be combined with the tumour board or with scheduled events for the

referring physicians
 A list of participants is kept.
 Morbidity conferences are to be held at least twice a year.
 Cases with a special history or a history that could be improved should be discussed. Patients who

deceased after surgery/ after intervention must be subject to the conference.

1.2.6 Preparation of the tumour conference
 The essential patient and treatment data must be summarised in writing beforehand and made

available to the conference participants.
Suitable study patients must be observed beforehand.

 All patients with relapses and/or metastases who have asked the Centre for treatment must be
presented.

1.2.7 Minutes of the tumour conference
 The outcome of the tumour conference consists, among other things, of a written, interdisciplinary

treatment plan ("minutes of the tumour conference").
 The minutes of the tumour conference must be reliably available at all times for all main cooperation

partners and can simultaneously represents the doctor's letter.
 The "minutes of the tumour conference" should be automatically generated from the tumour

documentation system.
The outcome of the tumour conference must be recorded in the tumour documentation system.

1.2.8 Participation in the tumour conference as advanced training
Participation in the tumour conference must be made possible for the following functions/professions:
 Assistant staff (medical-technical assistants, radiology technicians, etc.) from the fields of radiology

and radiotherapy
 Social-services and psycho-oncology staff
 One specialised oncology nurse and at least 2 nurses per treatment unit

1.2.9 Therapy deviations
 In principle, the treatment plans and/or recommendations of the tumour board are binding.
 In case any deviation from the original therapy plan or divergence from the guidelines is

ascertained, they must be noted and assessed. Measures to avoid such divergence are to be
introduced, depending on the cause.

It must be noted if the patient refuses to begin or prematurely interrupts treatment (despite an existing
indication).

1.2.10 Morbidity/mortality conference
 This conference can be scheduled to coincide with the tumour conference.
 The date of the conference can be combined with the tumour board or with scheduled events for the

referring physicians
 A list of participants is kept.
 Morbidity conferences are to be held at least twice a year.
 Cases with a special history or a history that could be improved should be discussed. Patients who

deceased after surgery/ after intervention must be subject to the conference.



Patient-centred Quality needs:

To make Quality of Cancer
Care

1. Measurable
2. Transparent
3. Evaluable
4. Improvable

2. Quantitative Criteria



Quantitative Criteria for:
1. Measuring of Quality of Cancer Care

Indicator Sheet



Quantitative Criteria for:
1. Measuring of Quality of Cancer Care

Indicators for inter-disciplinary
and inter-professional

cooperation



Quantitative Criteria for:
1. Measuring of Quality of Cancer Care

Indicators for medical expertise
of health care providers



Quantitative Criteria for:
1. Measuring of Quality of Cancer Care

Quality Indicators for ensuring
the application of evidence-

based medical guidelines



www.xml-oncobox.de\en

+

Quantitative Criteria for:
2. Transparency of Quality of Cancer Care

=> Only collecting data without checking the structures
and processes on-site will not generate valid results !

1.

2. On-site Audit



Quantitative Criteria for:
3. Evaluation of Quality of Cancer Care

Individual Report



Quantitative Criteria for:
4. Improving Quality of Cancer Care

Indicator sheet:
Recording of Quality

Analysis

Certified
network

Audit +
internal

discussion:
Identifying of

actions

= Implementation of a PlanDoCheckAct-Cycle through certification:

Certified
network



Quantitative Criteria for:
4. Improving Quality of Cancer Care

C Reissfelder, F Trautmann, M Pecqueux, J Weitz, J Schmitt (2017) Wirksamkeit operativer
Behandlungen von Patienten mit Kolonkarzinom in zertifizierten Krebszentren. Eine Sekundärdaten-
basierte Kohortenstudie. Z Gastroenterol 2017; 55(08): e57-e299 DOI: 10.1055/s-0037-1604861

Significantly increased outcome quality for oncological patients:

 Colorectal Cancer:
Analysis with data from the
biggest health insurance
provider in Germany (AOK);
6,186 patients with surgically
treated colorectal carcinoma

 Summary:
1-5 year survival rates were
higher in certified centers;
30-day mortality was 5.2
percentage points lower in
cases resected in certified
centers (7.4%) than non-
certified centers (12.6%) and
rate of follow-up-resection
was lower (OR 0.51)”

1 year 2 years 3 years 5 years 6 years 7 years 8 years
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4 years

Time since diagnosis



Patient-centred Quality needs:

Bridging the Gap:

Ensuring that the stated
quality of the health care
providers and the treatment
according to the evidence-
based guidelines meets the
need of the patients

3. Patient Reported Outcomes



PCO-Study

….systematic measurements of
clinical and patient reported
outcome quality for localized
Prostate Cancer

www.pco-study.com

Prostate Cancer



What makes this project special?

Clinical Data
pre- and post
therapeutic
survey data

• Comparison of results
• Identification of reasons for different results
• Identification of improvement potential and its application

1. Connection of clinical data and survey data:

Prostate Cancer



Every practitioner can
see anytime the
results of his/her
patient and can act in
case of conspicuous
treatment results

2. Utilisation of survey data on-site i.e. during consultation hours:

What makes this project special? Prostate Cancer



Conclusion

Patient-centred Quality needs:

To ensure and establish
unified structures and
processes for patient
centred care by
• Setting up tumor-

specific networks
• Ensuring

interdisciplinary &
inter-professional
cooperation

• Applying tumour-
specific requirements

To make quality of care
• Measurable
• Transparent
• Evaluable
• Improvable

By using indicators to:
• ensure the

application of
evidence-based
medical guidelines

• ensure high quality
medical expertise of
health care providers

Through the collection of PRO it is ensured that
the reported high quality of the health care
providers and treatment based on evidence-
based guideline meets the need of the patients
• PCO study (prostate cancer)
• EDIUM (colorectal cancer)



Thank you!

Ellen Griesshammer
ECC Certification Division / German Cancer Society
griesshammer@krebsgesellschaft.de
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1. Setting-up tumour-specific networks along the
entire chain of oncological care

The Breast Cancer Centre as an example:

Radiology

Cancer Registries



Qualitative Criteria for Quality of Cancer Care

1. Setting up tumour-specific
networks with qualified health
care providers who treat patients
along the entire chain of
oncological care

2. Interdisciplinary, inter-
professional cooperation (i.e.
tumour conference, quality
circles)

3. Unified structures and processes
for patient centred care
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