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Figure 1. Study design Figure 2. Patient flow diagram Figure 3. Most common index-line regimens (+ corticosteroids)
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subsequent LOT, discontinuation data suggested that toxicity remained
stable across LOTs; however, as treatment options become more limited
with each progression, patients tend to exhibit greater tolerance and
higher attrition rates, which may affect observed toxicity rates

e These results emphasize the need for more tolerable and effective
treatments to improve adherence and long-term outcomes for
patients with MM; further research on the real-world impact of

Patient flow and patient characteristics

« Patient flow diagram is shown in Figure 2, and patient characteristics are shown

in Table 1

Table 1. Patient demographics and clinical characteristics

Characteristic

Treatment patterns

« Patients in the US were generally more likely to receive immunomodulatory drug
(IMiD®) agents, proteasome inhibitors (Pls), and anti-CD38 monoclonal antibodies
(mAbs) and become double-class and triple-class exposed earlier than patients in
ex-US (Table 2)

« Patients in ex-US had higher exposure to alkylating agent-based therapies (Table 2)

Reasons for treatment discontinuation
o Reasons for treatment discontinuation are shown in Table 3

« The proportion of patients discontinuing treatment due to death or disease
progression increased with later LOTs, and fewer patients in later LOTs
discontinued due to treatment completion/maximum clinical benefit

« During reclassification of the free text “Other, please specify” responses,
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(NCTO01838512) to assess demographic and clinical characteristics, treatment patterns,
and rates and reasons for treatment discontinuation in patients with MM (Figure 1)
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