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ESMO-MCBS: setting the 
record straight
We applaud Yolande Lievens 
and colleagues1 for promoting 
the development of value scales 
for surgical and radiotherapy 
interventions. However, regarding 
the European Society for Medical 
Oncology Magnitude of Clinical Benefit 
Scale (ESMO-MCBS), their evaluation 
of the current scale has two flaws: 
multiple mischaracterisations of the 
ESMO-MCBS, and misappraisal of their 
own experience. These factors have 
contributed to an underappreciation 
of the utility of the ESMO-MCBS in 
the grading of benefit demonstrated 
in studies evaluating radiothera
peutic and surgical interventions.

There are six inaccuracies in 
tables 1–3 describing the character
istics of the ESMO-MCBS. First, 
regarding treatment modalities that 
can be evaluated, the ESMO-MCBS 
is not necessarily restricted to 
systemic anticancer therapies; it 
grades benefits reported in studies 
when usual validated endpoints 
are part of the study design.2 Field 
testing the scale extensively in 
studies incorporating surgical or 
radiotherapeutic interventions will 
be of interest. Second, regarding the 
intended users, ESMO encourages 
use of the scale by patients, advocacy 
groups, providers, and the public 
(particularly through medical jour
nalism).2 Third, regarding treatment-
related mortality, the ESMO-MCBS 
includes treatment-related mortal
ity in the toxicity assessments 
incorporated in Form 2b.2,3 Fourth, 
regarding symptom assessment, all 
quality-of-life scales and their disease-
specific subscales validated in cancer 
incorporate symptom assessment.4 
The ESMO-MCBS credits symptom 
improvement that contributes to 
improved quality of life or delayed 
deterioration in quality of life. 
Additionally, when single symptoms 
or symptom clusters are the primary 
outcome of a study, they are credited 

independent of quality of life (using 
Form 2c).2,3 Fifth, regarding the 
outcomes of regional control, organ 
preservation, and reintervention rate, 
these are all factors that can influence 
quality of life. Studies evaluating 
these outcomes that incorporate 
quality of life as a primary outcome 
can be graded.2,3 Lastly, regarding the 
grading of meta-analyses and cohort 
studies, the directions for use of the 
ESMO-MCBS explicitly state that the 
scale can be applied to data derived 
from meta-analyses or case-cohort 
series.2

When applying the ESMO-MCBS 
(version 1.1) to seven illustrative 
studies, Lievens and colleagues write 
that they were “difficult to appraise” 
and, importantly, that the generated 
scores were low, undervaluing the 
important benefits observed.1 These 
conclusions are inaccurate. Four of 
the seven studies showed benefits in 
a curative setting and were accurately 
graded B which, according to the 
ESMO-MCBS, represents a substantial 
benefit.2 That the ESMO-MCBS 
does not grade benefits that have 
not been demonstrated—as was 
done in the other three studies—
STAMPEDE,5 ROLARR,6 and Badwe 
and collagues7—shows the desired 
quality of discernment,8 which should 
not be conflated with difficulty.
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