Tree, Shiarli, Patel and colleagues should have been more critical in their review articles about SABR
in the management of patients with metastatic disease.[1-3] 'Oligometastatic’ disease has no
biological basis or agreed definition.[4] The observational evidence of treatment is all flawed by
selection and immortal time biases. Showing whether ablative treatments, such as SABR, improve
survival requires randomised trials (RCTs) with overall survival (OS) as the primary endpoint.
Progression free survival (PFS) is not an adequate surrogate endpoint because radical treatment or
removal of visible metastases will inevitably improve PFS without necessarily influencing OS. There
are only three such RCTs. The CLOCC trial[5] (119 patients) investigated the use of radiofrequency
ablation in CRC patients with liver metastases and reported a hazard ratio [HR] 0.58, 95% Cl 0.38 to
0.88. But the mean number of metastases in the two arms differed and there are uncertainties in
the survival analysis, undermining the reliability of the results. The SABR-COMET trial [6] ,also small
(99 patients), showed a survival advantage for intervention. But it is also flawed by imbalance in key
prognostic factors, with more patients with a solitary metastasis and more patients with breast and
prostate cancer in the intervention arm. The PulMiCC trial investigating surgical removal of CRC lung
metastases [7] closed early and, despite 512 patients being registered, only 65 were in the end
randomised to metastasectomy or not. There was no significant difference in OS (HR 0.82,95%ClI
0.43 -1.56). These three RCTs comprise the meagre evidence supporting the use of any surgical or
ablative treatment for ‘oligometastases’. Were this intervention a drug, NICE would not approve it
because it has not been shown to be clinically effective. SABR for metastases should not be widely
implemented until it has been subject to proper scrutiny and there is reliable evidence of survival
benefit.
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