Chapter 1.2 Multidisciplinary cooperation

Compilation from Set of Standards CCCN, Set of Standards Colorectal and Pancreatic and Set of Standards Lung

	all
	The number of primary cases of patients treated for each tumour entity must be documented.
Definition primary case:
· Patients and not stays and not procedures
· Count time is the time of initial diagnosis.
· Recurrence/metastasis of a patient is a new case, not a primary case
· Histology report, medical report and, where appropriate, treatment/surgical report should be available

	all
	Tumour board types
If there are different types of tumour boards, the differences and specifics (circle of participants, cycle…) are to be described. Different variants may, for instance, arise through special approaches to pre-therapeutic treatment planning.

	all
	Patient pathways
Patient pathways are to be drawn up for all tumour entities treated in the CCCN, which chart the procedure from patient admission to the CCCN up to the termination of care (special consideration being given to interdisciplinary and trans-sectoral cooperation to ensure seamless care). 
The Tumour-specific networks have agreed pathways of care for all patient groups including roles, responsibilities, co-ordination, sequence, and referral processes, according to a standard template.

	all

	Tumour board cycle /participants
A tumour board for each tumour entity is held at least once a week

All tumour patients are to be presented at the tumour board (organ-specific requirements are to be taken into account). Exceptions are to be explained.


Web/online conference
· If web conferences are used, it must be possible to transmit the sound and documents presented. It must be possible for each main cooperation partner to present its own documents/imaging material.
· Telephone conferences with no imaging material are not allowed.
· For standard questions, documented electronic consent is possible – preferably before the actual tumour board.

	all
	Participation in the tumour board at a specialist level is mandatory for the following specialties:
· Diagnostic, surgical and, if applicable, organ-specific, medical specialty: 
· Radio-oncology
· Medical oncology
· Radiology
· Pathology

	all
	Standard Operating Procedures could, beside other measures, detail which other disciplines and professional groups are involved in the tumour board as required (e.g. pharmacists, surgery, neurosurgery, neurology, orthopaedics, palliative medicine, nuclear medicine, nursing care, psycho-oncology, specialised pain therapy, study coordination).

	all
	Several cooperation partners
If several cooperation partners are named for a specialty, then the presence of one representative is sufficient as long as the formalised exchange of information between the partners is in place (e.g. via quality circles).
Independently thereof, each cooperation partner must take part in the tumour board at least once a month.

	all
	The process of registration, preparation, execution and documentation of the tumour board is to be described in a Standard Operating Procedure.


	all
	Preparation of the tumour board
· The main patient data are to be summed up in writing prior to the tumour board and distributed to the participants.
· A pre-appraisal of suitable study patients is to be undertaken.
· All patients with recurrent symptoms and metastases, who are treated within the CCCN are to be presented.

	all
	Metastasis therapy
· Presentation of all patients with metastatic cancer is mandatory at the tumour board
· Description of treatment strategies with responsibilities for the various metastasis locations must be available (liver, lung, skeleton, brain…)
· The CCCN has clear patient pathways for metastatic cancers, including patient transfer to another specialty unit.

	
	Patients with an incurable disease 
· Details are given in a protocol of the CCCN about how palliative care is integrated into the treatment process.

	Colorectal 
	Recurrence/metastasis
· Surgical responsibilities for metastasis resection are to be laid down (in particular liver, lung) where appropriate by means of cooperation.
· Therapeutic approaches (curative and palliative) for metastasis surgery and radiotherapy (e.g. stereotactic irradiation of brain tumours) are to be laid down in the descriptions of the procedures. 
Patients with primary unresectable liver metastasis should be regularly presented during systemic therapy for evaluation in the tumour board.

	lung
	Oligometastasis in NSCLC 
Definition of oligometastasis:
The stage of oligometastasis is characterized by limited metastasis, in which local ablative therapy of all tumour sites in addition to system therapy pursues a curative therapeutic goal. A limited number of metastases on imaging is used as a surrogate for a limited metastatic capacity. The definitions of oligometastatic NSCLC vary between a solitary distant metastasis according to stage M1b of the UICC classification (8th ed) and a maximum of 3-5 distant metastases as inclusion criteria of prospective studies. The majority of the evidence is based on patients with a maximum of two distant metastases, which should form the basis for the indication of a local ablative therapy in combination with an adequate system therapy of oligometastatic NSCLC.
· For oligo-metastasised patients, information must be available for the pre-therapeutic tumour board: 
· number of metastatic foci
· metastasis localisation
· largest diameter of organ metastases
· Depending on the location of the metastases, the specialist disciplines neurosurgery, trauma surgery/orthopaedics and/or visceral surgery/urology must be included in the decision-making process, interventional radiology (participation at the tumour board or consultation)
The disciplines consulted should work in a cooperating certified network (CCC or CCCN)

	all
	Presentation of visual material
Patient-related images (e.g. pathology, radiology) must be available at the conference and suitable technical equipment must be provided for the presentation of the visual material. Computer-assisted presentation is sufficient. 

	Colorectal /panc
	For the following specialties participation by specialists in the tumour board is mandatory:
· Visceral surgery
· Gastro-enterology
· Radiotherapy
· Medical oncologist 
· Pathology
· Radiology 

Metastases:
In the case of organ metastases, a surgeon with the corresponding specialisation and specific expertise is to be consulted.

Depending on the indication, other participants (nursing, palliative medicine, psycho-oncology, etc.) are to be invited.

	lung
	Participants tumour board
The main cooperation partners attend each tumour board. Participation must be proven, for instance in a list of participants.
Palliative physicians should regularly attend the tumour board.
The main cooperation partners of the LC CCCN are:
· Pneumology
· Thoracic surgery
· Medical oncology
· Radiotherapy
· Pathology
· Radiology 
· Nuclear medicine

In line with needs, other partners (section 1.1.3) (e.g. psycho-oncology, nursing care) and other specialties (Interventional radiologists, neurology, neurosurgery, surgery, pain therapy, orthopaedics, etc.) are to be included in the tumour board.

	
	Tumour Board Minutes
· The results of the tumour board consist, inter alia, of a written, interdisciplinary treatment plan ("Minutes tumour board").
· The treatment plan/tumour board recommendations must be made available to the tumour board participants and to care and specialty units responsible for further treatment.
· Treatment plan/tumour board recommendations must be part of the patient’s medical record.
· The "minutes of the tumour board" should be automatically generated from the tumour documentation system.
· The outcome of the tumour board is to be recorded in the tumour documentation system.

	lung
	Tumour board
All patients, who come to the LC CCCN with a first manifestation, a new recurrence or remote metastasis, must be presented at the pretherapeutic tumour board and/or in the tumour board after conclusion of primary therapy.

	lung
	Pretherapeutic tumour board
· Primary cases
· Local recurrence/distant metastases

	
	Indication conference[footnoteRef:1] [1: ] 

· In LC CCCNs with >500 primary cases, the pre-therapeutic tumour board can be conducted as an indication conference.
· Participants: Pneumology/medical oncology, thoracic surgery, radiology. Optional: Radiotherapy, palliative medicine

	lung
	All patients after surgical therapy (to examine the indication for adjuvant therapy) have to be presented in the post-therapeutic tumour board

	all
	Therapy deviation
· In principle, treatment plans and tumour board recommendations are binding on clinicians, but subject to patient choice.
· If any deviations from the original therapy plan or deviations from the guidelines are observed, they must be documented and evaluated. Depending on the reason, steps are to be taken to avoid deviations.
· If, at the patient’s request, treatment does not start or is discontinued prematurely (despite an existing indication), this must be documented.

	
	Tumour board results
The patient must be informed about the recommendations of the tumour board.
Patient information (case-related):
The patient is given 
· An aftercare plan (if available)
and, on request, the following documents:
· Tumour board recommendation
· Discharge letter
· If relevant, clinical trial documentation

	
	Treatment plan 
· An individual interdisciplinary treatment plan is also drawn up for all patients. This also applies to patients not presented at any tumour board.
· A uniform documentation template is recommended for the treatment plan 

	all

	Participation tumour board as further training
For the following functions/professional groups, participation in the tumour board is to be made possible:
· Assistant staff (Medical Technical Assistan (MTA), Medical Technical Radiology Assistan (MTRA), etc. ...) from the fields of radiology and radiotherapy
· Staff members social services and psycho-oncology
· Specialist oncology nurse and at least 2 nurses for each treatment unit
· Participation in the tumour board is recognised as further training for the aforementioned functions/professional groups.

	
	Fertility preservation
· All patients with a planned fertility-reducing treatment (surgery, radiotherapy, systemic therapy) should be offered information about fertility-preserving measures prior to therapy. The consultation must be documented.
· A description of the procedure with the names of the responsible persons is to be given. 

	
	
Additional requirements:


	
	Quality circles (QCs)
· Tasks, circle of participants and contents of the quality circles are defined by the steering committee in consultation with the specialist disciplines.
· The Members of the CCCN must take part in or initiate QCs.
· Quality circles are to be held at least three times a year. Oncological topics are one of the foci.
· Morbidity/mortality conferences are also recognised as quality circles.
· A list of participants is kept.
· Organisation and documentation by the Centre coordinator or QM officer.
· The quality circles must produce clear results (actions, decisions) which are deemed conducive to significant further development/improvements in the CCCN.
· A quality circle must have been held by the time of initial certification. 
The results of the quality circle are to be documented.

	
	Centralised list of guidelines/Standard Operating Procedures (SOPs)
A list of guidelines/SOPs is kept (in accordance with Annex 1 which the corresponding specialty unit undertakes to implement. The person responsible for each guideline is to be identified by name in the list.
SOPs are updated and concrete diagnostic and therapy instructions, which are based on the guidelines. For entities which do not have respective guidelines, the implementation of adequate SOPs is expected.


	
	Tasks of the persons responsible for the guidelines are defined for:
· Monitoring of actuality and further development
· Presentation of guideline contents to new staff members (description of type of presentation and documentation)
Monitoring of guideline implementation (e.g. guideline audit, data monitoring)

	
	Changes to guidelines
· There are systematic, timely and verifiable presentation of changes in continuing education sessions, quality circles)
Changes to internal procedures/ specifications resulting from guideline changes are also presented.



