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Common Sense Oncology: outcomes that matter
Oncology needs a recalibrated approach that is more 
patient centred and prioritises equitable cancer care. 
An approach that prioritises patients’ needs with 
treatments that improve survival and quality of life, 
promotes informed decision making, and ensures these 
treatments are accessible to all patients.

For both patients and clinicians, cancer treatment 
decisions are increasingly complicated. While some 
cancer treatments provide large benefits, many new 
approved treatments do not help patients live longer 
or better.1,2 All cancer treatments have side-effects, can 
cause substantial financial burden, and can result in 
lost time for patients spent in hospital rather than with 
friends and family. Thus, it is important to not only 
study and promote treatments that improve survival or 
quality of life (or both), but also to identify treatments 
that do not. Cancer systems now face a troubling 
paradox. In some circumstances there is substantial 
overuse of treatments with very small benefits, and 
at the same time many patients worldwide do not 
have access to the treatments that can make a very 
meaningful difference in their lives.

How have these problems arisen in modern cancer 
care? The reasons are multifactorial, but one key factor is 
the shift over the past few decades from predominantly 
publicly funded clinical trials designed to answer 
questions important to patients, to industry funded trials 
designed to achieve regulatory approval or commercial 
advantage.1 Often the goal of improving and lengthening 
the lives of patients and that of making a profit for 
commercial organisations are not concordant. Industry’s 
control of the research agenda has created a system 
that is predominantly focused on new cancer medicines 
at the expense of investigating new approaches to 
surgery, radiotherapy, palliative care, and prevention. 
This model is problematic for several reasons. Surgery 
and radiotherapy cure many more patients than cancer 
medicines, yet receive much less funding for research and 
delivery of care. Moreover, in many parts of the world the 
majority of individuals diagnosed have incurable cancer, 
yet lack access to adequate pain relief and palliative care.

Commercial interests, rather than patient interests, 
often drive cancer care and research, as seen by the 
mismatch between research spending on some cancers 
and their associated mortality and societal impact.3 In 

some countries, new cancer medicines cost more than 
US$200 000 per year, including those that do not help 
patients live longer.4,5 A substantial proportion of industry 
revenue is used for marketing campaigns to influence 
patients, policy makers, and oncologists, irrespective 
of clinical need.6 Industry marketing campaigns and 
media reports often hype marginal treatments, which 
contribute to overuse of cancer treatments with small or 
negligible benefits.7

Another factor that contributes to these problems 
is the absence of clear communication regarding 
the magnitude of benefit and risks associated with 
therapies. In the context of incurable cancer it is difficult 
for both oncologists and patients to balance hope 
with reality when discussing prognosis and treatment 
options. Patients and clinicians often feel compelled 
to do something when faced with progressive disease, 
even if that something has minimal benefit and causes 
side-effects. Clear and compassionate communication 
is necessary to ensure that patients make informed 
treatment choices, supported with honestly reported, 
evidence-based guidance from health-care teams that 
match individual goals and values.

Patients deserve better information and better 
care. To achieve this, paradigm shifts will be needed 
in education, research design and investment, policy, 
media and communication, and delivery of care.8 In 
April, 2023, global oncologists, academics, and patient 
advocates met at Queen’s University (Kingston, ON, 
Canada). The objectives of this meeting were to 
establish core tenets to guide development of a patient-
centred Common Sense Oncology (CSO) movement, 
develop goals and an action plan, and disseminate CSO 
guiding principles so that oncology trials and treatments 
are focused on outcomes that matter.

The mission, vision, and guiding principles of CSO 
are shown in the panel. CSO will focus initially on three 
pillars: evidence generation, evidence interpretation, 
and evidence communication. This work will be patient 
centred and emphasise health equity. CSO projects will 
seek solutions for problems with measurable targets to 
influence cancer research, education, delivery of care, 
and policy.

The first pillar is evidence generation, which aims 
to ensure that clinical trials use and report outcomes 
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For more on Common Sense 
Oncology and to get involved 
see www.commonsense 
oncology.org

http://www.commonsenseoncology.org
http://crossmark.crossref.org/dialog/?doi=10.1016/S1470-2045(23)00319-4&domain=pdf
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Panel: Common Sense Oncology: outcomes that matter

Mission
To ensure that cancer care focuses on outcomes that matter to patients

Vision
Patients have access to cancer treatments that provide meaningful improvements in 
outcomes that matter, irrespective of where they live or their health system. To realise this 
vision, we aspire that:
• Patient outcomes that matter must be at the centre of every drug registration trial; and 

patient outcomes that matter should be the standard for every drug regulatory 
decision

• Reporting of trials is transparent and uses language that can be understood clearly by 
oncologists and patients

• Patients receive clear communication regarding treatment options that enables them 
to make informed decisions that are aligned with their personal goals and values

• The only treatments that are registered, reimbursed, and recommended are ones that 
meaningfully improve patients’ lives

• Common Sense Oncology that is grounded in evidence-based medicine and critical 
appraisal becomes a core curricular component for oncology training programmes

• Health systems invest in both developing new treatments and ensuring that patients 
have access to and benefit from proven effective treatments

Guiding principles
1 Access to quality cancer care is a basic human right—no patient should be denied access 

to effective therapy or forced into financial catastrophe to access meaningful cancer 
care

2 Patient and societal needs should drive cancer research and delivery of care
3 Patient and public involvement is essential when making policy decisions
4 Patients should expect that recommended cancer treatments meaningfully improve 

their survival or quality of life
5 Shared decision making between patients and oncologists should be based on patient 

values and grounded in evidence-based medicine and critical appraisal
6 Cancer treatments should be fairly priced for the context in which they are used
7 Equity in access to high quality care should be prioritised as much as innovation and 

new treatments
8  Comprehensive patient-centred cancer care includes timely integration of psychosocial 

oncology, survivorship, and palliative care

that matter to patients. The randomised controlled 
trial (RCT) remains the gold standard to evaluate 
efficacy of new cancer therapies. Although meaningful 
improvements in patient outcome have come from 
pivotal trials, there are growing concerns about 
problems in design and reporting of some RCTs.9 This 
work stream will seek to offer solutions to improve trial 
design and reporting to ensure they prioritise outcomes 
that matter to patients.

The second pillar is evidence interpretation, which 
aims to foster critical thinking by clinicians. To assist 
patients in decision making, oncologists must be well-
trained in critical appraisal. Individual oncologists 
and guideline committees should not recommend 

treatments that are based on poorly designed or poorly 
reported trials that show marginal benefits. This work 
stream will aim to empower oncologists to make sound 
clinical decisions aligned with outcomes that matter to 
patients.

The third pillar is evidence communication, which 
aims to improve patient, public, and policy maker 
understanding of cancer treatment options. The 
clinical and research communities in oncology must 
communicate clearly with all stakeholders in the 
cancer system. Lack of clear communication can lead 
to unrealistic expectations among patients and hype 
within oncology societies and the media; this in turn can 
drive promotion of treatments that provide marginal 
clinical benefits to patients.10 This work stream will look 
at ways of facilitating better informed decision making 
with patients; engagement with policy makers; and 
work with journalists to ensure that media reports are 
balanced, contextualised, and less sensational.

CSO will promote interventions that measurably 
improve the lives of patients. We will celebrate well 
conducted trials and promote effective treatments but 
we will also speak up about and challenge interventions 
that might cause more harm than good. CSO welcomes 
engagement from all stakeholders—especially patient 
advocacy groups. CSO will educate and empower the 
next generation of oncologists to push our field to do 
better for patients. We will seek to decrease global and 
regional inequities in access to affordable high-quality 
care. Improvements in the generation, interpretation, 
and communication of evidence will help close these 
gaps and move our field closer to a future in which a 
patient’s outcome is not determined by where they live, 
what they can afford, or the strength of a marketing 
campaign. The CSO initiative will undoubtedly evolve 
over time, but our core mission will continue to ensure 
that cancer care and innovation is focused on outcomes 
that matter to patients rather than the commercial 
bottom line.
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Establishing a Lancet Oncology Commission on the 
humanitarian crisis of cancer

The idea for this Lancet Oncology Commission on 
the humanitarian crisis of cancer emerged in 2022 
in response to the shared concerns of a group of 
clinicians, scholars, and health policy leaders about 
the growing imbalance in the attention and resources 
directed to the biomedical and technological aspects 
of cancer care, compared with its humanitarian 
dimensions.1 It was clear that enormous resources had 
been invested in biomedicine in the 50-year-old “war 
on cancer”, a global quest for its cure launched by an 
act of legislation in the USA.2 However, it appeared that 
the relative neglect of the human dimensions of cancer 
care during this period had resulted in what we have 
termed a “humanitarian crisis of cancer”. This crisis has 

been amplified through out the world by the growing 
burden of cancer, particularly in low-income countries 
where costly therapies are a distant dream.

The aims of this Commission are threefold. First, 
we aim to document and quantify the imbalance 
in resources directed to elucidating the causes of 
cancer, improving detection, and prolonging survival, 
compared with those primarily intended to enhance 
quality of care, relieve suffering, and improve the well-
being of individuals with cancer and their families. This 
documentation will include an examination of the lived 
experience of these individuals and their families and 
the psychological, financial, sociocultural, and political 
factors that shape the experience and outcomes of 
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