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2. Antragstellung 

2.1 Antragsberechtigung 

Antragsberechtigt sind ausschließlich wissenschaftliche Hochschulen, vertreten durch 

ihre Leitung. 

2.2 Voraussetzungen der Antragstellung und Förderbedingungen 

a) Voraussetzungen für die Durchführung des Projektes 

Gebühren für Artikel in Open Access Zeitschriften können übernommen werden, sofern 

folgende Rahmenbedingungen erfüllt sind: 

 Die zu veröffentlichenden Artikel erscheinen in Zeitschriften, deren Beiträge 

sämtlich unmittelbar mit Erscheinen über das Internet für Nutzer entgeltfrei zu-

gänglich sind ("echte Open-Access-Zeitschriften") und die im jeweiligen Fach an-

erkannte, strenge Qualitätssicherungsverfahren anwenden. 

 Aus den von der DFG bereitgestellten Mitteln dürfen Publikationsgebühren aus-

schließlich dann gezahlt werden, wenn sie die Höhe von maximal 2.000,- EUR 

pro Aufsatz nicht übersteigen. 

 Es können ausschließlich Artikel finanziert werden, bei denen ein Angehöriger 

der wissenschaftlichen Hochschule des Antragstellers als "submitting author" o-

der "corresponding author" für die Bezahlung der Publikationsgebühren verant-

wortlich ist. 

 Die Open-Access-Freischaltung von Aufsätzen in prinzipiell subskriptionspflichti-

gen Zeitschriften nach dem Modell des "Open Choice" ist nicht förderfähig. 

b) Anforderungen an die Projektergebnisse 

Die von der DFG bereit gestellten Mittel sind als Anschubfinanzierung für den Aufbau 

eines Open-Access-Publikationsfonds gedacht. Die projektnehmenden Hochschulen 

sind verpflichtet, den mit diesen Mitteln initiierten Publikationsfonds zu verstetigen und 

durch weitere Maßnahmen zu gewährleisten, dass die Hochschule das Open-Access-

Publizieren nachhaltig unterstützt. Mit dem Antrag sind entsprechende Planungen und 

Initiativen darzulegen. 

 

Die DFG geht davon aus, dass die antragstellende Hochschule selbst keine inhaltlich-

qualitative Begutachtung der einzelnen Beiträge vornimmt. Denn die Frage der Quali-



• Editorial criteria
– Scientifically rigorous
– Ethical
– Properly reported
– Conclusions supported by the data

• Editors and reviewers do not ask
– How important is the work?
– Which is the relevant audience?

• Use online tools to sort and filter scholarly 
content after publication, not before
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Infectious Diseases

6,984 4,909 4,788 4,031 

Computational Biology Oncology Evolutionary Biology Ecology

From 48,439 PLOS ONE articles published until November 8, 2012
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Figure 3. Proportion of top 1% and 5% most cited papers for emerging journals, 1970-2010. 

 

The total number of papers published has been increasing during the past several decades, and in most 

cases, the number of papers published yearly by individual journals has also been increasing. To 

assess whether the patterns documented above were simply due to increases in the number of papers 

published by each journal relative to the total number of papers published, we computed a yearly 

normalized top 1% index for each journal. The normalized top index is a measure of the number of top 

papers (1%, 5%, etc., here we use the 1% threshold) published in a journal in a given year relative to 

what would be expected if the top papers were randomly distributed throughout all journals. More 

specifically, for a given year, it is the relative number of top papers in a given journal (top papers / total 

papers) divided by the proportion of top papers published in all journals. A coefficient of 1 would indicate 

that the number of top papers published by a journal is what would be expected by chance. A coefficient 

of 10 indicates that a journal published 10 times as many top papers as would be expected by mere 

• PLOS ONE was the 6th most cited journal in 2011
• 1% of the 2010 top 1% most cited papers were 

published in PLOS ONE
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Are elite journals declining? http://arxiv.org/pdf/1304.6460v1

http://www.scimagojr.com/journalrank.php?
area=0&category=0&country=all&year=2011&order=tc&min=0&min_type=cd



PLOS ONE is not a second-tier journal
Combined Scopus citation counts for all PLOS 
Biology and PLOS Medicine articles published in 
2009, as well as top 200 PLOS ONE articles in 2009
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Citation counts collected November 8, 2012

884932634341

264 199 200

PLOS Biology PLOS Medicine PLOS ONE

Median 15.5 Median 11 Median 51.5
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• the need to eliminate the use of journal-based 
metrics, such as Journal Impact Factors, in funding, 
appointment, and promotion considerations;

• the need to assess research on its own merits rather 
than on the basis of the journal in which the research 
is published; and

• the need to capitalize on the opportunities provided 
by online publication (such as relaxing unnecessary 
limits on the number of words, figures, and 
references in articles, and exploring new indicators 
of significance and impact).
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66,809,958 HTML pageviews

15,029,850 PDF downloads

What users do with PLOS ONE papers
Article-Level Metrics for 48,439 PLoS ONE papers published until November 8, 2012. 
HTML pageviews and PDF downloads from PLoS journals website.

31,622 Wikipedia mentions

176,705 CrossRef citations

223,071 Facebook mentions

379,155 Mendeley bookmarks

Article-Level Metrics 
from November 8, 2012 
for 48,439 PLOS ONE Papers
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Age in Months

Total Views

Genome-Wide Association Scan Meta-
Analysis Identifies Three Loci Influencing 
Adiposity and Fat Distribution 
10.1371/journal.pgen.1000508

Infiltrating Blood-Derived Macrophages Are 
Vital Cells Playing an Anti-inflammatory Role 
in Recovery from Spinal Cord Injury in Mice 
10.1371/journal.pmed.1000113 Systemic Complement Activation in 

Age-Related Macular Degeneration 
10.1371/journal.pone.0002593



13



14



15



16

http://alm.plos.org/sources/mendeley.rss?days=30

http://alm.plos.org/sources/mendeley.rss?days=30
http://alm.plos.org/sources/mendeley.rss?days=30


PLOS Article-Level Metrics will add new 
data source in August 
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T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

n engl j med 361;2 nejm.org july 9, 2009128

Table 3. Olaparib-Related Adverse Events Found in at Least 5% of the Safety Population, According to Olaparib Dose.*

Adverse Event

<100 mg, Daily  
or Twice Daily, 
2 of Every 3 Wk 

(N = 18)

100 mg, 
Twice Daily,  

2 of Every 3 Wk 
(N = 4)

100 mg, 
Twice Daily, 
Continuously 

(N = 5)

200 mg 
Twice Daily, 
Continuously 

(N = 20)

400 mg 
Twice Daily, 
Continuously 

(N = 8)

600 mg 
Twice Daily, 
Continuously 

(N = 5)
Total 

(N = 60)

number of patients/total number (percent)

Anemia

Grade 1−2 1 (6) 0 0 0 0 1 (20) 2 (3)

Grade 3−4 0 0 0 1 (5) 0 0 1 (2)

Lymphopenia

Grade 1−2 0 0 0 0 0 0 0

Grade 3−4 0 0 0 2 (10) 1 (12) 0 3 (5)

Diarrhea

Grade 1−2 0 0 0 2 (10) 1 (12) 0 3 (5)

Grade 3−4 0 0 0 0 0 0 0

Dyspepsia

Grade 1−2 0 0 0 1 (5) 1 (12) 2 (40) 4 (7)

Grade 3−4 0 0 0 0 0 0 0

Nausea

Grade 1−2 6 (33) 1 (25) 0 7 (35) 0 3 (60) 17 (28)

Grade 3−4 0 0 0 0 1 (12) 1 (20) 2 (3)

Stomatitis

Grade 1−2 0 0 0 3 (15) 0 0 3 (5)

Grade 3−4 0 0 0 0 0 0 0

Vomiting

Grade 1−2 2 (11) 1 (25) 0 5 (25) 0 3 (60) 11 (18)

Grade 3−4 0 0 0 0 1 (12) 0 1 (2)

Anorexia

Grade 1−2 3 (17) 0 0 2 (10) 0 2 (40) 7 (12)

Grade 3−4 0 0 0 0 0 0 0

Dysgeusia

Grade 1−2 0 2 (50) 0 2 (10) 1 (12) 3 (60) 8 (13)

Grade 3−4 0 0 0 0 0 0 0

Fatigue

Grade 1−2 3 (17) 0 1 (20) 4 (20) 5 (62) 4 (80) 17 (28)

Grade 3−4 0 0 0 1 (5) 0 0 1 (2)

Dizziness

Grade 1−2 0 0 0 1 (5) 0 1 (20) 2 (3)

Grade 3−4 0 0 0 0 1 (12) 0 1 (2)

* The listed adverse events were classified as being possibly, probably, or definitely related to olaparib in the safety population. No grade 5 
adverse events related to olaparib were reported at the time of the analysis. Adverse events were graded according to the Common 
Terminology Criteria for Adverse Events (version 3.0).

Copyright © 2009 Massachusetts Medical Society. All rights reserved. 
Downloaded from www.nejm.org by MARTIN FENNER on February 13, 2010 . 

Figures and tables 
often can't be 
reused without a 
specific permission

Fong et al. Inhibition of poly(ADP-ribose) polymerase in tumors from 
BRCA mutation carriers. N Engl J Med 2009;361:123-34
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hypogonadism and need for testosterone replacement after
treatment.
In EGCC, the necessity of testicular biopsies in patients with

proven EGCC was likewise questioned. The majority of
panelists voted against performing biopsies in EGCC patients
when both of the testes were normal upon clinical examination
and ultrasound (supplementary material S3, available at Annals
of Oncology online). Spiral computerized tomography (CT)
scans of the thorax, abdomen and pelvis remain the staging
investigation of choice (Table 1) [12]. Diagnostic imaging of
the brain is recommended in patients with visceral metastases
and mandatory in the presence neurological symptoms
(supplementary material S4, available at Annals of Oncology
online). Magnetic resonance tomography imaging (MRI) as an
alternative staging procedure to CT scanning should be
reserved to selected patient populations (e.g. intolerance to
intravenous contrast agents) and to institutions with special
expertize using MRI (supplementary material S5, available at
Annals of Oncology online). Positron electron tomography–
computerized tomography scanning (PET–CT) has no role as
a staging procedure due to its low additional diagnostic yield
over CT or MRI scans and its additional radiation exposure
[13, 14].
Serum tumor markers AFP, HCG and lactate dehydrogenase

(LDH) should be determined in all patients before and after
orchiectomy and in patients with metastatic disease also
immediately before chemotherapy. In metastatic patients, these
pre-chemotherapy markers—and not the pre-orchiectomy
markers—should be used for the correct allocation to the
IGCCG prognostic category (supplementary material S6,
available at Annals of Oncology online) [4–6, 15, 16]. Particular
attention should be paid to patients with radiological stage I
disease and elevated tumor markers: patients should be
monitored with frequent post-orchiectomy serum marker
determinations until complete marker normalization before
these patients are classified as having true stage I disease. All
other patients with an increase of serum tumor markers after

orchiectomy must be considered as having metastatic disease.
Patients with normal serum tumor markers and equivocal
retroperitoneal metastases in CT or MRI scans should be
followed closely by repeat scanning or in case of a non-
seminoma may receive upfront staging retroperitoneal
lymph-node dissection (RPLND) or before a definitive
treatment decision is made.

clinical stage I disease in seminoma
and non-seminoma
Clinical stage I in seminoma and non-seminoma is defined as
disease limited to the testes with no radiological evidence of
metastatic disease and normal serum tumor markers after
orchiectomy.
In respect to the optimal management of seminoma stage I,

the discussion revealed a spectrum of opinions among
panelists (Table 2). The first discussion circled around the issue
of prognostic factors. In contrast to the initial analyses from
the Canadian group, rete testis infiltration and tumor size >4
cm could not be validated in two prospective series for the
identification of seminoma patients with a high risk of occult
metastases [17, 18]. However, contrary to these most recent
publications, about one half of the panelists still believed that
these factors are useful in decision making in seminoma stage I
(supplementary material S7, available at Annals of Oncology
online), since at least the negative predictive value of these
factors has been prospectively shown in the most recent
Spanish trial [19]. The second discussion focused on the
optimal management strategy. Here, no consensus could be
achieved. Whereas one-third of panelists considered

Table 1. Initial management of patients with suspected GCC

History and clinical examination
Testicular ultrasound
Serum tumor markers AFP, HCG and LDHa

CT of the thorax, abdomen and pelvisb

Orchiectomy in patients with gonadal diseasec

Detailed histopathological report
Option of semen cryopreservation in patients scheduled for chemotherapy

aAlso after orchiectomy in all patients with elevated markers as well as
immediately before chemotherapy in patients with metastatic disease.
bCT or MRI scan also of the brain in patients with visceral metastases
and/or neurological symptoms or signs.
cOrchiectomy should be delayed until completion of chemotherapy in
patients with advanced disease at initial presentation and/or imminent
organ failure. Patients with normal testes and suspected extragonadal
germ-cell cancer (EGCC) may or may not have a testicular biopsy.
GCC, germ-cell cancer; AFP, alpha-fetoprotein; HCG, human chorionic
gonadotropin; LDH, lactate dehydrogenase; CT, computerized
tomography; MRI, magnetic resonance imaging.

Table 2. Strategies in clinical stage I seminoma and non-seminoma

Seminoma
Risk factors for occult
metastases:a

Tumor size ≥4 cm
Invasion of rete testis

Treatment options: Surveillance (preferred in low risk
patients)

One cycle carboplatin AUC 7
Adjuvant paraaortic radiation 20 Gyb

Non-seminoma
Risk factors for occult
metastases:

Vascular or lymphatic invasion

Treatment options: Surveillance (preferred in low risk
patients)

One adjuvant cycle BEP
Two adjuvant cycles BEP
Primary RPLND (rarely indicated)c

aValidity of risk factors have been challenged in recent analyses.
bRadiotherapy was a less favored adjuvant treatment option due to the
long-term risk of induction of secondary malignancies.
cIndicated, e.g. in stage I patients with retroperitoneal lymph-nodes of
equivocal size who are unwilling to accept surveillance (see the text for
further details).
AUC, area under the curve; Gy, Gray; BEP, bleomycin, etoposide, cisplatin;
RPLND, retroperitoneal lymph-node dissection.
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Did the first author write the paper?
527 random PLOS papers published 7/1/09 to 12/31/09. Bubble size correlates with Scopus citations. Blue
bubbles mean the first author did not write the paper. Data collected May 20, 2013.
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