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Pillars of Myeloma Treatment

Holden Comprehensive Cancer Center

PIs:
• Bortezomib
• Carfilzomib
• Ixazomib

IMiDs©:
• Thalidomide
• Lenalidomide
• Pomalidomide

Anti-CD38:
• Daratumumab
• Isatuximab

High Dose 
Melphalan 
(Transplant)

Anti-SLAM-F7:
• Elotuzumab

Alkylating
• Cyclophosphamide
• Melphalan
• Bendamustine

Selinexor Belantamab Venetoclax

CAR T:
• Idecabtagene
• Ciltacabtagen

e

Bispecific
• Teclistamab
• Elrantamab
• Talquetamab



Quads in Transplant-eligible 
PERSEUS (DRVd vs RVd)

Rodriguez Otero ASCO 2024 (#7502)

Age inclusion in PERSEUS and 
GRIFFIN – up to 80 years



Quads in transplant-ineligible



Phase 3 Study Results of Isatuximab,

Bortezomib, Lenalidomide, and Dexamethasone 

(Isa-VRd) Versus VRd for Transplant-Ineligible Patients With 

Newly Diagnosed Multiple Myeloma (IMROZ)
Thierry Facon,1 Meletios-Athanasios Dimopoulos,2 Xavier Leleu,3 Meral Beksac,4,5 Ludek Pour,6 Roman Hajek,7 Zhuogang 

Liu,8 Jiri Minarik,9 Philippe Moreau,10 Joanna Romejko-Jarosinska,11 Ivan Spicka,12 Vladimir Vorobyev,13 Michele Cavo,14 

Hartmut Goldschmidt,15 Thomas Martin,16 Salomon Manier,17 Marie-France Brégeault,18 Sandrine Macé,18 Christelle 

Berthou,18 Robert Z. Orlowski19
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3Service d'Hématologie et Thérapie Cellulaire, CHU and CIC Inserm 1402, Poitiers Cedex, France; 4Department of Hematology, Ankara University, Ankara, Turkey; 5Istinye University Ankara Liv 
Hospital, Ankara, Turkey; 6Department of Internal Medicine, Hematology and Oncology, University Hospital Brno, Brno, Czech Republic; 7Department of Hemato-Oncology, University Hospital 
Ostrava and Faculty of Medicine, University of Ostrava, Ostrava, Czech Republic; 8Shengjing Hospital of China Medical University (Huaxiang Br), Shenyang, China; 9Department of Hemato-Oncology, 
University Hospital Olomouc and Faculty of Medicine and Dentistry, Palacky University Olomouc, Olomouc, Czech Republic; 10Department of Hematology, University Hospital Hôtel-Dieu, Nantes, 
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Anderson Cancer Center, Houston, Texas, USA.
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Primary endpoint:

PFS

Key secondary endpoints:

CR rate, MRD– CR (NGS, 10-5) 

rate, ≥VGPR rate, OS

Treatment until PD, 

unacceptable 

toxicities, patient 

withdrawal

Study design: Isa-VRd vs VRd in 
transplant-ineligible NDMM

C, cycle; d, dexamethasone; Isa, isatuximab; R, lenalidomide; SC, subcutaneous; V, bortezomib.

Orlowski RZ, et al. ASCO 2018.

Induction

(4x 6-week cycles)

Continuous treatment

(4-week cycles)

Isa + VRd

VRd

Isa + Rd

Rd

Ti* NDMM

≤80 years

N=446

Day 1 8 15 22
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Isa IV (C1 only) 10 mg/kg

29 36 43

Isa IV (C2–4) 10 mg/kg

V SC 1.3 mg/m2

R PO‡ 25 mg

d IV/PO§ 20 mg

Day 1 8 15 22
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Isa IV (C5–17) 10 mg/kg

29

Isa IV (C18+) 10 mg/kg

R PO‡ 25 mg

d IV/PO 20 mg
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:2

*Patients considered Ti due to age or 

comorbidities. 
†In the continuous phase, patients randomized 

to the VRd arm who experience PD may cross 

over to receive Isa-Rd. 
‡10 mg/day if eGFR 30–<60 mL/min/1.73 m2. 
§If aged ≥75 years, d was administered on 

days 1, 4, 8, 11, 15, 22, 25, 29, and 32.

PD†

MRD (bone marrow aspirate) 

In case of CR or VGPR

   

At end of induction



12 mos 18 mos 24 mos 36 mos



*Cutoff date for PFS analysis: September 26, 2023 (median follow-up, ~5 years). †Nominal one-sided P value.
NR, not reached.

At a median follow-up of 5 years (59.7 months), Isa-VRd followed by Isa-Rd 

led to a statistically significant reduction in the risk of progression or death by 40.4%

Primary endpoint met: Interim PFS analysis–IRC 
assessment in ITT population

162 PFS events: 84 (31.7%) in Isa-VRd; 78 (43.1%) in VRd*

1.0
0.9
0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
0.0

0 6 12 18 24 30
Time, months

42 48 54 60 66 72

265 243 234 217 201 190 177 164 153 104 43 2 0

181 155 141 121 104 96 89 81 70 51 20 2 0

Isa-VRd

VRd

Isa-VRd
VRd

36

Censor

Log-rank P=0.0005†

HR, 0.596 (98.5% CI, 0.406–0.876)
60-mo PFS rate: 45.2%
mPFS: 54.34 months 
(95% CI, 45.207 to NR)
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60-mo PFS rate: 63.2%
mPFS: NR

Number at risk
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*Adaptive Biotechnologies clonoSEQ®. †Stratified Cochran-Mantel-Haenszel test. Two-sided significance level is 0.025. ‡P value not reported; not a key secondary endpoint.

MRD–, minimal residual disease negativity.

Isa-VRd followed by Isa-Rd resulted in deep response rates, with a significant improvement in the MRD– CR 

rate, as well as higher rates of MRD– and sustained MRD– for ≥12 months

58.1 55.5 46.843.6 40.9 24.3
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MRD– ITT

OR (95% CI):

1.791 (1.221–2.627)‡

MRD– CR

OR (95% CI):

1.803 (1.229–2.646)

P=0.003†

MRD– sustained 

for ≥12 months
 

OR (95% CI):

2.729 (1.799–4.141)‡

P
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, 
%

MRD Rate (NGS,* 10-5)
Isa-VRd

VRd

≥CR rate: P=0.01†; ≥VGPR rate: OR (95% CI): 1.729 (0.994–3.008)

2.3 9.414.3

18.8

63.8

58.6

10.9
5.5

Isa-VRd VRd
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%

Best Overall Response

≥CR:
74.7%
 

≥VGPR: 
89.1%
 

≥CR:
64.1%
 

≥VGPR: 
82.9% 

sCR

CR

VGPR

PR

Depth of response in ITT population

Time to MRD–, median (95% CI)

Isa-VRd: 14.72 (11.53–24.08) months

VRd: 32.79 (17.51–45.11) months

ORR: 91.3%

 

ORR: 92.3%

 



What role does addition of 
bortezomib play in transplant 
ineligible upfront treatment?



Slide 1



Study design: Isa-VRd vs Isa-Rd in Ti NDMM

Bortezomib weekly
Steroid until cycle 12



Slide 7
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Relapsed Refractory
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• Each slide: 

• No more than 30-40 words per slide

• No more than 6 lines of text

• Include citations, where applicable

1. Dimopoulos et al. Ann Oncol 2021 ; 2 Lonial et al. Lancet Haematol 2022. 3. Matyskiela

ME, et al. J Med Chem 2018;61:535-542. 4. Watson ER, et al. Science 2022;378:549-553.

Compound
CRBN Binding Affinity 

(IC50)
3

Active CRBN 

Confirmation4

Lenalidomide ~1.5uM 20-25%

Pomalidomide ~1.2uM 20-25%

Iberdomide ~0.06uM 50%

Binding surface interactions with CRBN1
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All-oral triplet iberdomide ixazomib and dexamethasone in 
elderly patients with multiple myeloma at first relapse : 
results of the IFM phase 2 study I2D

Cyrille Touzeau1, Xavier Leleu2, Mourad Tiab3, Margaret Macro4, Aurore Perrot5, Julie Gay6, Carine Chateleix7, Murielle 

Roussel8, Lionel Karlin9, Caroline Jacquet10, Salomon Manier11, Cyrille Hulin12, Olivier Decaux13, Valentine Richez14, 

Thomas Chalopin15, Mohamad Mohty16, Frédérique Orsini-Piocelle17, Denis Caillot18, Cécile Sonntag19, Hervé Avet-

Loiseau5, Alexandra Jobert20, Lucie Planche20, Jill Corre5, Philippe Moreau1

Cyrille Touzeau

1 Service d’hématologie, CHU Hotel Dieu, Université de Nantes, France.2 Service d’hématologie, CHU de Poitiers, Université de Poitiers, France.3 Service 

d’hématologie, Centre Hospitalier Départemental Vendée, La Roche sur Yon, France.4 Service d’hématologie, CHU Caen, France.5 CHU de Toulouse, IUCT-O, 

Université de Toulouse, UPS, Service d’hématologie, Toulouse, France.6 Service d’hématologie, Centre Hospitalier Bayonne, France.7 Service d’hématologie, 

CHU de Clermont-Ferrand, France.8 Service d’hématologie, CHU de Limoges, France.9 Hôpital Lyon Sud, Pierre-Bénite, France. 10 Service d’hématologie, CHU 

Nancy, Vandoeuvre-lès-Nancy, France.11 Maladies du Sang, CHRU de Lille, France.12 Service d’hématologie, Hôpital Haut-Lévêque, CHU de Bordeaux, Pessac, 

France.13 Service d’hématologie, CHU de Rennes, France.14 Service d’hématologie, CHU de Nice, France.15 Service d’hématologie, CHU de Tours, France.16 

Service d’hématologie, Hôpital Saint Antoine, Paris, France.17 Service d’hématologie, CHR Annecy, France.18 Hématologie Clinique, CHU Dijon Bourgogne, 

France.19 Hématologie Clinique, Institut de Cancérologie de Strasbourg Europe, Strasbourg, France.20 Département de recherche clinique, CHU Hotel Dieu, 

Nantes, France.
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I2D study design

Key inclusion criteria:

- Age > 70

- Relapsed myeloma ; 1 prior line of therapy

- ECOG 0-2

- Creatinine Cl ≥ 30 mL/min
- ANC >1000 G/L ; Plt > 75 G/L

Objectives:

- Primary Objective : 

Very good partial response (VGPR) rate

- Secondary Objectives:

Safety, ORR, DOR, PFS, OS

Iberdomide 1.6 mg D1-D21

Ixazomib 3 mg D1,8,15

Dexamethasone 20mg D1,8,15,22

Iberdomide 1.6 mg D1-D21

Ixazomib 3 mg D1,8,15

Dexamethasone 10mg D1,8,15,22

Iberdomide 1.6 mg D1-D21

Ixazomib 3 mg D1,8,15

Cycle 1 and 2 Cycle 3 to 6 Cycle 7 +

28-day cycle; treatment given until disease progression or unacceptable toxicity
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Cyrille Touzeau

Patient characteristics

N=70

Median age (range), years 76 (70-87)

Age >80 (%) 20 (29)

ECOG PS (n,%)

0-1 65 (94%)

2 4 (6%)

IMWG frailty score (n,%)

0-1(fit/intermediate fit) 35 (50%)

>2 (frail) 35 (50%)

High-risk cytogenetics (n=54) 

t(4;14) 8 (15%)

del(17p)* 10 (18.5%)

N=70

Median time from MM diagnosis to 

study enrolment (range), months
28 (5-130)

Prior proteasome inhibitor 31 (44%)

Prior lenalidomide 61 (87%)

Len refractory 52 (74%)

Prior anti CD38 28 (40%)

Anti CD38 refractory 26 (37%)

Anti CD38 + Len refractory 26 (37%)

* positivity cut-off : 30%
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Cyrille Touzeau

I2D Safety

Any grade

n(%)

Grade 3/4

n(%)

Neutropenia 34 (54%) 29 (46%)

Anemia 7 (11%) 1 (2%)

Thrombocytopenia 7 (11%) 6 (9%)

Hematologic treatment related AE:

Any grade

n(%)

Grade 3/4

n(%)

GI disorders 23 (36%) 3 (5%)

Infection 19 (30%) 5 (8%)

Fatigue 14 (22%) 2 (4%)

Insomnia/sleep disorders 14 (22%) 0

Peripheral neuropathy 14 (22%) 0

Muscle spasms 7 (11%) 1 (2%)

Skin rash 6 (9%) 3 (5%)

Most common (>5%) non hematologic

treatment related AE:

AE leading to treatment discontinuation (n=4):

Skin rash (n=1), cytopenia (n=2), peripheral

neuropathy (n=1)

Grade 3-4 infection (n=5)

COVID-19 (n=2) ; pneumonia (n=2) , septicemia (n=1)

Death due to AE (n=2)

Septic shock (n=2)

AE, adverse event ; GI, gastro intestinal
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I2D Response rates
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Overall response rate : 65%
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Subgroup analysis of ORR
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Progression-free survival and duration of response

Progression-free survival Duration of response

Data cut-off: March 2024

12-month PFS : 52% (42% - 66%) 12-month DOR : 76% (64% - 90%)

Median follow-up: 14 months
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I2D Overall survival

Data cut-off: March 2024

12-month OS : 86% (78% - 95%)

Median follow-up: 14 months
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Results from the randomized phase 3 DREAMM-8 study 
of belantamab mafodotin plus pomalidomide and 
dexamethasone vs pomalidomide plus bortezomib and 
dexamethasone in relapsed/refractory multiple myeloma
Suzanne Trudel,1 Meral Beksac,2 Luděk Pour,3 Sosana Delimpasi,4 Hang Quach,5 Vladimir I. Vorobyev,6 Michele Cavo,7 

Kazuhito Suzuki,8 Pawel Robak,9 Kristin Morris,10 Amy Phillips-Jones,11 Xiaoou L. Zhou,12 Giulia Fulci,12 Neal Sule,13 

Brandon E. Kremer,13 Joanna Opalinska,13 Maria-Victoria Mateos Manteca,14 Meletios A. Dimopoulos15

1Department of Medical Oncology and Hematology, Princess Margaret Cancer Centre, Toronto, ON, Canada; 2Department of Hematology, Ankara Liv Hospital, Istinye University, Ankara, 

Turkey; 3Department of Internal Medicine, Hematology and Oncology, University Hospital Brno, Brno, Czech Republic; 4General Hospital Evangelismos, Athens, Greece; 5University of 

Melbourne, St. Vincent’s Hospital, Melbourne, VIC, Australia; 6Leningrad Regional Clinical Hospital, St Petersburg, Russian Federation; 7IRCCS Azienda Ospedaliero-Universitaria di Bologna, 

Seràgnoli Institute of Hematology, and Department of Medical and Surgical Sciences, University of Bologna, Bologna, Italy; 8Division of Clinical Oncology/Hematology, Department of Internal 

Medicine, The Jikei University School of Medicine, Tokyo, Japan; 9Medical University of Lodz, Lodz, Poland; 10GSK, Durham, NC, USA; 11GSK, Stevenage, UK; 12GSK, Waltham, MA, USA; 
13GSK, Collegeville, PA, USA; 14Hematology Department, University Hospital of Salamanca/IBSAL/Cancer Research Center-IBMCC (USAL-CSIC), Salamanca, Spain; 15Department of Clinical 

Therapeutics, School of Medicine, National and Kapodistrian University of Athens, Athens, Greece.

Suzanne Trudel, MD
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DREAMM-8

Belantamab 

Mafodotin
+ Pd

36

Study Design

AE, adverse event; BCMA, B-cell maturation antigen; BPd, belamaf, pomalidomide, and dexamethasone; CD, cluster of differentiation; CRR, complete response rate; DOR, duration of response; HRQOL, health-related quality of life; IMWG, International Myeloma Working Group; IRC, independent 

review committee; ISS, International Staging System; IV, intravenous; LEN, lenalidomide; MM, multiple myeloma; MRD, minimal residual disease; ORR, objective response rate; OS, overall survival; PD, progressive disease; PFS, progression-free survival; PFS2, progression-free survival on 

subsequent line of therapy; PRO, patient-reported outcome; PVd, pomalidomide, bortezomib, and dexamethasone; Q3W, every 3 weeks; Q4W, every 4 weeks; SC, subcutaneous; TTBR, time to best response; TTP, time to progression; TTR, time to response; VGPR, very good partial response. 
a Patients aged >75 years, with comorbidities, or intolerant to 40 mg dose in Arm A or 20 mg dose in Arm B could have dose level reduced to half per investigator discretion. b Some patients were stratified by ISS status (I vs II/III); the protocol was amended on 20 April 2021 to replace this randomization 

factor with prior anti-CD38 treatment (yes vs no).

B
P

d
 (

Q
4

W
)

P
V

d
 (

Q
3

W
)

Belantamab mafodotin
2.5 mg/kg IV (cycle 1) then 1.9 mg/kg IV Q4W from cycle 2 

onward

+

Pomalidomide 4 mg orally on days 1-21 (28-day cycles)

+

Dexamethasone 40 mga on days 1, 8, 15, and 22

Bortezomib
 1.3 mg/m2 SC on days 1, 4, 8, and 11 of cycles 1-8 then 

days 1 and 8 (21-day cycles)

+

Pomalidomide 4 mg orally on days 1-14 (21-day cycles)

+

Dexamethasone 20 mga on the day of and day after 

bortezomib

Treatment period
Until PD, death, unacceptable toxicity, end of study, or 

withdrawal of consent

Primary endpoint:

PFS (IRC assessed per IMWG)

Key secondary endpoints:

OS, MRD negativity, DOR 

Additional secondary 

endpoints include:

ORR, CRR, ≥VGPR,TTBR, 

TTR, TTP, PFS2, AEs, ocular 

findings, HRQOL, and PROs

Eligibility criteria

• Adults with MM

• ≥1 prior line of MM 

therapy including LEN

• Documented PD 

during or after their 

most recent therapy

• No prior treatment 

with anti-BCMA or 

pomalidomide; not 

refractory/intolerant to 

bortezomib

E
n

d
-o

f-
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e
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n
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Stratificationb: 

• Prior lines of treatment (1 vs 2 or 3 vs ≥4)

• Prior bortezomib (yes vs no)

• Prior anti-CD38 therapy (yes vs no)

Recruitment period
October 2020 to December 2022

1
:1

 r
a
n
d
o
m

iz
a
ti
o
n

N=302

Suzanne Trudel, MD
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BPd Led to a Significant PFS Benefit vs PVd

The treatment effect (HR and corresponding 95% CIs) was estimated using the stratified Cox proportional hazards model, and the P value was produced based on the 1-sided stratified log-rank test. Stratified analyses were adjusted for number of prior lines of therapy and prior 

bortezomib use.

BPd, belamaf, pomalidomide, and dexamethasone; HR, hazard ratio; NR, not reported; PFS, progression-free survival; PVd, pomalidomide, bortezomib, and dexamethasone.

BPd led to a statistically significant and clinically meaningful reduction in risk of 

disease progression or death vs PVd (HR, 0.52; 95% CI, 0.37-0.73; P<.001)

Suzanne Trudel, MD

PFS BPd (N=155) PVd (N=147)

Events, n (%) 62 (40) 80 (54)

Median PFS (95% CI), months NR (20.6-NR) 12.7 (9.1-18.5)

HR (95% CI); P value 0.52 (0.37-0.73); <.001
P
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0.8

1.0

No. at risk

(no. of events)
155

(0)

143

(5)

135

(10)

130

(15)

125

(19)

122

(21)

117

(26)

113

(28)

111

(30)

109

(32)

107

(34)

102

(37)

97

(41)

93

(42)

82

(47)

80

(47)

77

(49)

75

(50)

72

(52)

67

(53)

64

(54)

59

(56)

50

(58)

45

(59)

38

(61)

36

(61)

28

(62)

23

(62)

21

(62)

16

(62)

13

(62)

8

(62)

4

(62)

2

(62)

1

(62)

0

(62)

0

(62)

0

(62)

0

(62)

0

(62)
BPd

147 138 123 111 102 96 92 83 75 68 59 56 54 51 47 43 40 39 37 30 25 22 22 19 18 18 17 13 11 7 5 4 3 2 2 1 1 1 1 0

(0) (4) (14) (23) (27) (33) (37) (45) (49) (52) (59) (62) (62) (64) (66) (68) (68) (68) (70) (73) (76) (77) (77) (77) (77) (77) (78) (78) (79) (80) (80) (80) (80) (80) (80) (80) (80) (80) (80) (80)
PVd

Time since randomization, months

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39

PVd

BPd

12 months

51%

71%

Median follow-up, 21.8 months (range, 0.03-39.23 months)
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Deeper Responses With BPd vs PVd

Suzanne Trudel, MD

PR: 14

PR: 34

VGPR: 24

VGPR: 22

CR: 31

CR: 14

sCR: 9 sCR: 3
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BPd (N=155) PVd (N=147)

ORR: 77% 
(95% CI, 70%-84%) ORR: 72% 

(95% CI, 64%-79%)
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%

≥VGPR: 64%
(95% CI, 56%-71%)

≥CR: 40% 
(95% CI, 32%-48%)

≥VGPR: 38% 
(95% CI, 30%-46%)

≥CR: 16% 
(95% CI, 11%-23%)

The CR or better rate in the BPd arm was more than double that reported in the PVd arm

CIs were based on the exact method. All percents are based on the ITT population.

BPd, belamaf, pomalidomide, and dexamethasone; CR, complete response; ITT, intent to treat; ORR, objective response rate; PR, partial response; PVd, pomalidomide, bortezomib, and dexamethasone; sCR, stringent complete response; VGPR, very good partial response.
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Longer Duration of Response With BPd vs PVd 

Duration of response is defined as the time from first documented evidence of PR or better until progressive disease or death due to any cause. 

BPd, belamaf, pomalidomide, and dexamethasone; DOR, duration of response, mDOR, median duration of response; NR, not reported; PR, partial response; PVd, pomalidomide, bortezomib, and dexamethasone.
a Percentages are based on the number of responders. b CIs estimated using the Brookmeyer-Crowley method.

An early and consistent separation of DOR curves was observed favoring BPd vs PVd.

Follow-up for progression or death was ongoing in over half of the BPd responders at the data cutoff

Suzanne Trudel, MD

DOR BPd (N=155) PVd (N=147)

Number of respondersa 120 106

Events, n (%) 39 (33) 49 (46)

Patients with ongoing 

response 66 (55)
33 (31)

mDOR (95% CI),b months NR (24.9-NR) 17.5 (12.1-26.4)
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Positive OS Trend Favoring BPd vs PVd

Median follow-up, 21.8 months (range, 0.03-39.23 months). Minimum ongoing follow-up, 12.8 months. 

BCMA, B-cell maturation antigen; BPd, belamaf, pomalidomide, and dexamethasone; HR, hazard ratio; ITT, intent to treat; NR, not reached; OS, overall survival; PVd, pomalidomide, bortezomib, and dexamethasone.
a Includes patients who died after study withdrawal when permitted per local laws. b The treatment effect (HR and corresponding 95% CIs) was estimated using the stratified Cox proportional hazards model. Stratified analyses were adjusted for number of prior lines of therapy and 

prior bortezomib use. c Includes any subsequent antimyeloma therapy. Selected categories of interest are included. d Identified by posthoc analysis. e Includes belamaf, teclistamab, elranatamab, REGN5458, and EMB-06.

Positive OS trend favoring BPd was seen despite the use of effective anti-MM therapies after 

progression with PVd; additional OS follow-up is ongoing

Suzanne Trudel, MD

Interim OS BPd (N=155) PVd (N=147)

Events, n (%)a 49 (32) 56 (38)

Median OS (95% CI), months NR (33.0-NR) NR (25.2-NR)

HR (95% CI)b 0.77 (0.53-1.14)
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12 months

76%

83%

No. at risk

(no. of events)

Subsequent antimyeloma 

therapy, n (%)c

ITT population

BPd (N=155) PVd (N=147)

Steroids 37 (24) 59 (40)

Anti-CD38 antibodies 23 (15) 49 (33)

Proteasome inhibitor 26 (17) 36 (24)

Immunomodulator 14 (9) 29 (20)

BCMA-targeting therapyd,e 1 (<1) 20 (14)

Chemotherapy 16 (10) 25 (17)

Transplant 1 (<1) 5 (3)
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Safety Overview

Median treatment duration across all components was 16.54 months (range, 0.92-35.06 months) in the BPd group and 8.51 months (range, 0.26-39.85 months) in the PVd group.

AE, adverse event; BPd, belamaf, pomalidomide, and dexamethasone; CTCAE, Common Terminology Criteria for Adverse Events; KVA, keratopathy and visual acuity; PVd, pomalidomide, bortezomib, and dexamethasone; SAE, serious adverse event.
a Includes any patient with a grade 3 or 4 AE. b posthoc analysis of exposure-adjusted incident rates were calculated as the total number of patients with an event divided by the total exposure time in person-years (per 100 person-years). Total person-years is the sum of all 

patient exposure calculated as (last dose − first dose + 1)/365.25. c Fatal SAEs of pneumonia, meningoencephalitis herpetic, and metastatic gastrointestinal cancer were considered related to treatment in one patient each in the BPd group. dDose frequency was reduced Q4W to 

Q8W; 9 patients received 1.4 mg/kg Q8W

Suzanne Trudel, MD

Event, n (%)
Safety population

BPd (N=150) PVd (N=145)

Any AE 149 (>99) 139 (96)

Grade 3/4 AEa 136 (91) 106 (73)

Exposure adjusted, patients/100 person-yearsb 66 78

AEs leading to interruption/delay 136 (91) 109 (75)

Exposure adjusted, patients/100 person-yearsb 66 80

Any ocular (CTCAE/KVA) event leading to dose 

interruption/delay of any study treatment
124 (83) 2 (1)

AEs leading to dose reduction 92 (61) 88 (61)

Exposure adjusted, patients/100 person-yearsb 44 65

Any ocular (CTCAE/KVA) event leading to dose reduction of 

any study treatment
88 (59) 0

AEs leading to permanent discontinuation of 

any study treatment
22 (15) 18 (12)

Exposure adjusted, patients/100 person-yearsb 11 13

Any ocular (CTCAE/KVA) event leading to discontinuation of 

any study treatment
14 (9) 0

Any SAE 95 (63) 65 (45)

Exposure adjusted, patients/100 person-yearsb 46 48

Fatal SAEs 17 (11)c 16 (11)

• Exposure-adjusted AE rates were 

similar or lower in the BPd vs PVd 

arm

• Overall rates of AEs leading to 

treatment discontinuations were 

low and balanced between arms

Ocular events were managed by dose holds (83%) 

and reduction in dosing frequencyd (59%) and led 

to treatment discontinuations (9%)   
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AE, adverse event; AESI, adverse event of special interest; BPd, belamaf, pomalidomide, and dexamethasone; CTCAE, Common Terminology Criteria for Adverse Events; PVd, pomalidomide, bortezomib, and dexamethasone.
a posthoc analysis. b Thrombocytopenia includes events identified by site or preferred terms thrombocytopenia or platelet count decreased. c  Neutropenia includes preferred terms febrile neutropenia, neutropenia, and neutrophil count decreased. d Infections are based on all 

preferred terms included in the system organ class of infections and infestations. 

Grouped term, n (%)a
Safety population

BPd (N=150) PVd (N=145)

n (%) Patients/100-person years n (%) Patients/100-person years

Thrombocytopeniab

Any event

Grade 3 or 4

82 (55)

57 (38)

40

28

60 (41)

42 (29)

44

31

Neutropeniac

Any event

Grade 3 or 4

95 (63)

86 (57)

46

42

66 (46)

57 (39)

49

42

Infectionsd

Any event

Grade ≥3

123 (82)

73 (49)

59

35

99 (68)

38 (26)

73

28

Ocular AESIs (by CTCAE) preferred terms, n (%)
≥30% of patients in either treatment group

Any grade Grade ≥3 Any grade Grade ≥3

Any event 133 (89) 65 (43) 44 (30) 3 (2)

Vision blurred 119 (79) 26 (17) 22 (15) 0

Dry eye 91 (61) 12 (8) 14 (10) 0

Foreign body sensation in eye 91 (61) 9 (6) 9 (6) 0

Eye irritation 75 (50) 6 (4) 13 (9) 0

Photophobia 66 (44) 5 (3) 6 (4) 0

Eye pain 49 (33) 3 (2) 7 (5) 0

The safety profile of BPd was broadly consistent with the known profile of the individual components of the regimen

Suzanne Trudel, MD

AEs of Clinical Interest
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Bilateral Worsening in Best Corrected Visual Acuity

Suzanne Trudel, MD

BCVA, best corrected visual acuity; BPd, belamaf, pomalidomide, and dexamethasone; NA, not available.
a Only patients with baseline visual acuity of 20/25 or better in ≥1 eye with on-study worsening to 20/50 or 20/200 in each eye at the same visit. b Defined as time from onset to resolution to normal baseline. c posthoc analyses. d One event resolved to normal baseline after 57 days, while for the other 

event, patient follow-up ended prior to resolution; median not available. e “Improved” was defined as no longer 20/50 (or 20/200) or worse in both eyes. f Ongoing events were defined as events that had not resolved to normal baseline. Shi C, et al. bioRxiv. Published online May 22, 2018.

20/20020/5020/20

Reprinted from Shi C, et al. bioRxiv. 2018;doi:doi.org/10.1101/328443. Copyright © 2018 the Author.

Visual acuity changes that could affect activities of daily living were reversible in most patients

BPd
Bilateral worsening of BCVA in patients with normal baseline (20/25 or better in ≥1 eye)

20/50 or worsea 20/200 or worsea

Patients, n/N (%) 51/150 (34) 2/150 (1)

Time to onset of first event, median (range), days 112 (28-761) 351 (29-673)

Time to resolution of first event to normal baseline, median (range), daysb,c 57 (14-451) NAd

Time to improvement of first event, median (range), dayse 29 (7-196) 25.5 (22-29)

First event resolved to normal baseline, n/N (%)c 43/51 (84) 1/2 (50)

First event improved, n/N (%)e 47/51 (92) 2/2 (100)

Follow-up ended with event ongoing, n/N (%)c,f 4/51 (8) 1/2 (50)







DREAMM-7: deeper responses with BVd vs DVda



DREAMM-7: BVd led to a significant increase in PFS vs DVd



DREAMM-7: early OS trend favoring BVd vs DVd









Will I use Belantamab?

• Ocular side effects scare patients

• What are my other options?
–CART

• Vein-to-vein time has improved

• Moved to 2nd LOT

–Bispecifics

Holden Comprehensive Cancer Center



Multiple Myeloma Clinical trials at 
UIowa







Summary

• Consider quadruplets as upfront treatment in ‘transplant-
ineligible’

–With dose modifications

• All oral regimen as a second line therapy for frail?

• Belantamab may be coming back in R/R. But where will it fall 
with CART and bispecifics.


	Slide 1
	Slide 2: Disclosures
	Slide 3: Acknowledgements
	Slide 4
	Slide 5
	Slide 6: Pillars of Myeloma Treatment
	Slide 7: Quads in Transplant-eligible  PERSEUS (DRVd vs RVd)
	Slide 8: Quads in transplant-ineligible
	Slide 9: Phase 3 Study Results of Isatuximab, Bortezomib, Lenalidomide, and Dexamethasone  (Isa-VRd) Versus VRd for Transplant-Ineligible Patients With Newly Diagnosed Multiple Myeloma (IMROZ)
	Slide 10: Study design: Isa-VRd vs VRd in  transplant-ineligible NDMM
	Slide 11: Primary endpoint met: Interim PFS analysis–IRC assessment in ITT population
	Slide 12: Depth of response in ITT population
	Slide 14: What role does addition of bortezomib play in transplant ineligible upfront treatment?
	Slide 15: Slide 1
	Slide 16: Study design: Isa-VRd vs Isa-Rd in Ti NDMM
	Slide 17: Slide 7
	Slide 18: Slide 11
	Slide 19: Slide 9
	Slide 20
	Slide 21: Relapsed Refractory
	Slide 22
	Slide 23
	Slide 24: All-oral triplet iberdomide ixazomib and dexamethasone in elderly patients with multiple myeloma at first relapse : results of the IFM phase 2 study I2D
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35: Results from the randomized phase 3 DREAMM-8 study of belantamab mafodotin plus pomalidomide and dexamethasone vs pomalidomide plus bortezomib and dexamethasone in relapsed/refractory multiple myeloma
	Slide 36: Study Design
	Slide 37: BPd Led to a Significant PFS Benefit vs PVd
	Slide 38: Deeper Responses With BPd vs PVd
	Slide 39: Longer Duration of Response With BPd vs PVd 
	Slide 40: Positive OS Trend Favoring BPd vs PVd
	Slide 41: Safety Overview
	Slide 42: AEs of Clinical Interest
	Slide 43: Bilateral Worsening in Best Corrected Visual Acuity
	Slide 44
	Slide 45
	Slide 46: DREAMM-7: deeper responses with BVd vs DVda
	Slide 47: DREAMM-7: BVd led to a significant increase in PFS vs DVd
	Slide 48: DREAMM-7: early OS trend favoring BVd vs DVd
	Slide 49
	Slide 50
	Slide 51
	Slide 52: Will I use Belantamab?
	Slide 53: Multiple Myeloma Clinical trials at UIowa
	Slide 54
	Slide 55
	Slide 56: Summary

