Treatment Patterns and Healthcare Resource Utilization in Patients With Relapsed/Refractory Multiple
Myeloma (RRMM) on Second and Third Line (2L/3L) Therapy, Classified by Urbanicity and Ethnicity

Multiple myeloma (MM) is a hematologic malignancy characterized
by uncontrolled proliferation of clonal plasma cells.!

Advances in treatment have improved outcomes for patients with
relapsed/refractory MM (RRMM), with a 5-year survival of
approximately 55%.1-* However, RRMM remains incurable and
long-term clinical management is complex, with little standardization

Results

Patient population

A total of 4560 patients initiated 2L treatment, of which 1991 (43.7%) subsequently initiated 3L treatment. The
analysis by race and geographical residence included 4434 patients (97.2%) in the 2L cohort and 1941 patients
(97.5%) in the 3L cohort, once patients with unknown race were excluded (Table 1).

Mean + standard deviation (SD) age in overall the 2L cohort was 75.1 (7.9) years and 48.4% were male; similarly,
in the overall 3L cohort mean age was 74.5 (7.7) years and 46.7% were male. Most patients were indexed

Treatment patterns

Treatment regimen utilization did not differ greatly, with the most frequently used agents (bortezomib,
lenalidomide, and daratumumab) remaining similar between ethnicity subgroups (Figure 2).
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Figure 2. The 5 most common treatment regimens used at 1L, 2L, and 3L treatment by race
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HCRU

More Black patients presented for emergency care (21 emergency department [ED] visits) than White
patients in 2L (36.3% vs 30.2%) and 3L (35.2% vs 27.7%) (Figure 3).

A larger proportion of Black patients also had received inpatient care (=1 hospitalizations) than White
patients in both 2L (43.4% vs 35.7%) and 3L (37.5% vs 34.9%) settings (Figure 4).

More patients in rural areas presented for emergency care and inpatient care than those in urban settings.
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This was a retrospective, observational cohort analysis of adult patients
with RRMM using administrative claims data from the US Medicare
FFS claims database.

The analysis included patients who had previously received 21 prior line
of MM therapy and who initiated 2L therapy between January 1, 2016, Black
and December 31, 2020. urban

with other types of insurance or those who are uninsured.

There is potential for misclassification of variables such as medication usage and disease status.
Medication usage was based on filled prescriptions and medical claims for physician-administered
medications, and patients were assumed to have taken medications as prescribed.

Additionally, certain cohorts had small sample sizes, and the study design did not provide insight on the
reasons for differences in HCRU between cohorts.
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Figure 4. Frequency of 21 inpatient hospital visit in the 2L (A) and 3L (B) cohorts
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for 212 months before and 230 days after the treatment index date. Race Urbanicity Race Urbanicity Despite the limited scope of this analysis, the findings highlight a need for further research to inform

and improve care-related decisions and inform the community of additional actions needed to minimize
differences in care and access.

Other included native Hawaiian or other Pacific Islander, Hispanic or Latino, and American Indian and Alaska Native.
2L, second line

Treatment patterns, HCRU, and expenditures were reported
descriptively by line of therapy (2L or 3L), race (White, Black, or other),
and location (urban or rural residence).
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