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IN THE TREATMENT OF RELAPSED REFRACTORY MULTIPLE MYELOMA

—>
SARCLISA

(isatuximab)

ACHIEVE GREATER OUTCOMES
FOR YOUR PATIENTS

IKEMA2
mPFS 35.7 mo’

vs 19.2 mo with Kd alone

HR=0.58
(95.4% CI: 0.42-0.79)

SARCLISA + Kd vs Kd (N=3

IKEMA trial: SARCLISA + Kd'?

IKEMA (EFC15246) was a multicentre, multinational, randomised, open-label, 2-arm, phase 3
study that evaluated the efficacy and safety of SARCLISA in 302 patients with relapsed
and/or refractory multiple myeloma who had received 1to 3 prior lines of therapy. Patients
received either SARCLISA 10 mg/kg administered as an IV infusion in combination with Kd
(n=179) or Kd alone (n=123), administered in 28-day cycles until disease progression or
unacceptable toxicity. PFS was the primary endpoint; secondary endpoints included ORR,
CR, 2VGPR, MRD-, and OS. Median follow-up for the first interim analysis was 20.7 months.

Most common adverse reactions'?*
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ICARIA3: SARCLISA + Pd vs Pd (N=30
mPFS 11.53 mo

vs 6.47 mo with Pd alone

HR=0.596
(95% Cl: 0.44-0.81, P=0.001)

ICARIA ftrial: SARCLISA + Pd'3

ICARIA (EFC14335) was a multicentre, multinational, randomised, open-label, 2-arm, phase 3
study that evaluated the efficacy and safety of SARCLISA in 307 patients with relapsed and
refractory multiple myeloma who had received at least 2 prior lines of therapy, including
lenalidomide and a PI. Patients received either SARCLISA 10 mg/kg administered as an IV
infusion in combination with Pd (n=154) or Pd alone (n=153), administered in 28-day cycles until
disease progression or unacceptable toxicity. PFS was the primary endpoint; ORR was one of
the secondary endpoints. Median follow-up for the first interim analysis was 1.6 months.

In ICARIA, the most frequent adverse reactions (220%) were neutropenia (47%), infusion reactions (38%), pneumonia (31%), upper
respiratory tract infection (28%), diarrhoea (26%), and bronchitis (24%)

In IKEMA, the most frequent adverse reactions (>20%) were infusion reactions (46%), hypertension (37%), diarrhoea (36%), upper
respiratory tract infection (36%), pneumonia (29%), fatigue (28%), dyspnoea (28%), insomnia (24%), bronchitis (23%), and back pain (22%).

SARCLISA is indicated:

In combination with pomalidomide and dexamethasone, for the treatment of adult patients with relapsed and refractory
multiple myeloma who have received at least two prior therapies including lenalidomide and a proteasome inhibitor and have

demonstrated disease progression on the last therapy

In combination with carfilzomib and dexamethasone, for the treatment of adult patients with multiple myeloma who have

received at least one prior therapy

“Assessment by masked independent response committee (IRC)

References: L Sarcisa Hong Kong prescribing information based on EU SMPC 29 July 20212, Moreau P, ef ol Loncet 2021 397:2361-71 3. Atta M, et a. Lancet.
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SlelAglsilfeniel DARZALEX®SC

From the first dose, DARZALEX® SC transforms tfreatment
fime from a long infusion to just a 3-5-minute injection.!

You can now deliver equal efficacy with fewer
and less severe IRRs in a fraction of the time.23

References: 1. DARZALE; C Hong Kong Prescribing Information PO1. 2. Mateos MV, et al. Lancet Haematol. 2020;7(5):e370-80. 3. Usmani SZ, et al.

Haematologica. 2022;107(10):2408 Watch DARZALEX® SC

MOA video online

DARZALEX SOLUTION FOR SUBCUTANEOUS INJECTION 1800MG/15ML

ABBREVIATED PRESCRIBING INFORMATION

ACTIVE INGREDIENT(S): Daratumumab INDICATION(S): Mulfiple myeloma: 1) DARZALEX is indicated in combination with lenalidomide and dexamethasone:

or with bortezomib, melphalan and prednisone for the freatment of adult patients with newly diagnosed multiple myeloma who are ineligible for autologous

stem cell fransplant; 2) in combination with bortezomib, thalidomide and dexamethasone for the freatment of adult patients with newly diagnosed multiple

myeloma who are eligible for autologous stem cell fransplant; 3) in combination with lenalidomide and dexamethasone, or bortezomib and dexametha-

sone, for the treatment of adult patients with multiple myeloma who have received at least one prior therapy; 4) in combination with pomalidomide and

dexamethasone for the treatment of adult patients with multiple myeloma who have received one prior therapy containing a proteasome inhibitor and

lenalidomide and were lenalidomide-refractory, or who have received at least two prior therapies that included lenalidomide and a proteasome inhibitor

and have demonstrated disease progression on or after the last therapy: 5) as monotherapy for the treatment of adult patients with relapsed and refractory

multiple myeloma, whose prior therapy included a proteasome inhibitor and an immunomodulatory agent and who have demonstrated disease

progression on the last therapy. Light chain (AL) amyloidosis: DARZALEX is indicated in combination with cyclophosphamide, bortezomib and dexametha-

sone for the treatment of adulf pafients with newly diagnosed systemic AL amyloidosis. DOSAGE & ADMINISTRATION: 1800 mg administered subcutaneously

over approximately 3-5 minufe according fo the dosing schedule in package insert. Refer to package insert for dose and schedule of other medicinal

products in combination and recommended concomitant medicinal products. CONTRAINDICATIONS: Hypersensitivity fo the active substance or to any of

the excipients. SPECIAL WARNINGS & PRECAUTIONS: Infusion-related reactions: patients should be pre-medicated with antihistamines, antipyretics, and corticosteroids as well as monitored and
counselled regarding IRRs; Neutropenia/thrombocytopenia: complete blood cell counts should be monitored periodically during treatment: Interference with indirect antiglobulin test (indirect
Coombs test); Interference with determination of complete response; Hepatitis B virus (HBV) reactivation: HBV screening should be performed in all patients before inifiafion of freatment. SIDE
EFFECTS: Infusion-related reactions, fatigue, nausea, diarthoea, constipation, pyrexia, cough, neutropenia, thrombocytopenia, anaemia, oedema peripheral, peripheral sensory neuropathy and
upper respiratory tract infection. Refer to the full prescribing information for other side effects. PREGNANCY & LACTATION: DARZALEX is not recommended during pregnancy and in women of
childbearing potential not using contraception. A decision must be made whether to discontinue breast-feeding or to discontinue/abstain from DARZALEX therapy taking into account the benefit
of breast-feeding for the child and the benefit of therapy for the woman. INTERACTIONS: No interaction studies have been performed. PLEASE REFER TO FULL PRESCRIBING INFORMATION BEFORE
PRESCRIBING.

AP version to be quoted on promotional material: Darzalex SC aPl ver.1.0

Janssen, a division of Johnson & Johnson (HK) Ltd
13/F Tower 1, Grand Century Pl . 193 Prince Edward Road West, Mongkok, Hong Ko ®
JANSSEN T oo ehnfece: 72 Fince b o et Mongtk Hong tong DARZALEX

(olmcrsfohmaer C’z‘)::s ;8‘;':255';‘;‘9 e daratumumab subcutaneous




Welcome Message

Prof. James CS Chim

Founding & Current Chairman,
Hong Kong Society of Myeloma

Dear friends & colleagues,

Time flies! It's been a year since our last Annual Scientific Meeting (ASM). The ASM of the Hong
Kong Society of Myeloma (HKSOM) is around the corner, and you are cordially invited to the
13™" ASM of HKSOM. The treatment of multiple myeloma is complex and rapidly evolving because
of groundbreaking advances in recent years, particularly in the post COVID-19 pandemic era.

In this meeting, we are delighted to have internationally renowned myeloma experts to talk about
the advances in the management of multiple myeloma, spanning from anti-CD38, IMID to
anti-BCMA. Moreover, it is also the prime time to have brainstorming on the need of re-defining
“high-risk” myeloma, and hence a possible risk-stratified approach.

Therefore, on behalf of the Society, | would like to extend to you our warmest welcome, and am
sure that you will enjoy these inspiring presentations. Moreover, it is time to catch up with one
another after these years of separation.

Looking forward to seeing you soon!

Sincerely yours,

Prof. James CS Chim
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For appropriate patients faced with
relapsed/refractory multiple myeloma

FORGE AHEAD -
WITHA BOLD APPROACH
Target BCMA for RRMM :
BLENREP is the first and only BCMA-targeted

antibody-drug conjugate (ADC) monotherapy.! So you can
offer your RRMM patients a clear option.

INDICATION

BLENREP is indicated as monotherapy for the treatment
multiple myeloma in adult patients, who have received a
least four prior therapies and whose d|seas€'7§refractory to.
at least one proteasome inhibitor, one immunomodulatory—
agent, and an anti-CD38 monoclonal antibody, and who have
demonstrated disease progression on the last therapy.

Important Safety Information for Blenrep (Belantamab mafodotin)

+ The most commonly reported adverse reactions were keratop_athy
including microcyst-like epithelial changes in corneal epithelium with or
without changes in visual acuity, blurred vision, and dry eye.

* Patients should be advised to use caution when driving or operating
machinery as Blenrep may affect their vision.

+ Patients should have an ophthalmic examination performed by an eye
care professional at baseline, before the subsequent 3 treatment cycles,
and as clinically indicated whilst on Blenrep treatment

* Physicians should advise patients to administer preservative-free
artificial tears at least 4 times a day beginning on the first day of
infusion and continuing until completion of treatment

BLENREP Prescribing Information:

NREP

belantamab
mafodotin
HK67213-Blenrep powder for concentrate d f G
for solution for insfusion 100mcg M ade ror Th IS M Omel‘lt
Reference: 1. BLENREP (belantamab mafodotin) Summary of Product Characteristics.
The material is for the refe and use by i only. For adverse events reporting, please call GlaxoSmithKline Limited at (852) 3189 8989 (Hong Kong) or email to HK Adverse

Event mailbox: HKAdverseEvent@gsk.com. Full Prescrlblng Information is available upon request. Please read the full prescribing information prior to administration, available from GlaxoSmithKline
Limited. Trade marks are owned by or licensed to the GSK group of companies. ©2023 GSK group of companies or its licensor.

GlaxoSmithKline Limited PM-HK-BLM-ADVT-210001(09/2025)
23/F, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Kowloon, Hong Kong  Tel: (852) 3189 8989  Fax: (852) 3189 8931 Date of preparation : 10/2023
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Recommended by NCCN

I ® °
Reviimid ( Pomalyst &EHA-ESMO Guidelines
(lenalidomide) (pomalidomide) as preferred regimens™?

REVLIMID® is indicated:

- As monotherapy for the maintenance treatment of adult patients newly diagnosed MM who have stem cell
- As combination therapy for the treatment of adult patients with previously untreated MM who are not eligible for transplant.

- In combination with DEX for the treatment of MM in adult patients who have received at least one prior therapy.

POMALYST® is indicated:

- In combination with BORT and DEX for the treatment of adult patients with MM who have received at least one prior treatment regimen including
REVLIMID®.

- In combination with DEX for the treatment of adult patients with RRMM who have received at least two prior treatment regimens, including both
REVLIMID® and BORT, and have demonstrated disease progression on the last therapy.

BORT: bortezomib. DEX: EHA: European Association. ESMO: European Society for Medical Oncology. MM: multiple myeloma.
NCCN: National Comprehensive Cancer Network. RRMM: relapsed and refractory multiple myeloma.

References:

1. National Comprehensive Cancer Network. NCCN Guidelines: Multiple Myeloma, Version 7.2021. Available at: https://www.ncen.org/professionals/
physician_gls/pdf/myeloma.pdf (accessed on 6 May 2021).

2. Dimopoulos MA, et al. Ann Oncol. 2021;32:309-322.

Abbreviated Prescibing Information: Revlimid®  mg, 10 mg, 15 mg, 25 mg hard capsules.
R to e ul Prescring nformaion () bfore prescribing, Ful P s avaiabl on request
me of medicine: Revlimid” 5 mg, 10 mg, 15 mg, 25 mg hard capsules. Active ingredient: Lenalidomide. Available dosage forms: Hard capsules containing lenalidomide 5 mg, 10 mg, 15 mg or 25 g
ndicaions: Revirid as monoiherapy is Indicatad fo the malnienance reatment of acul patents wih newly clagnosed miple myeloria who have undergane aulologous sior Goll ranspariaton.
Reulimid as combinaton herapy s ndicatedfor th eatmen afe notagible fo ransplant. Reyimide in combination wi
or therapy. Posology and method of administration: For all indications described below: Dose is modified
based o e inings. Dose adjusirhent, durng reatment and restat of reatment,afe ecommended fo manage arade 3 or 4 trombocytopenla, neuTopenia, o ohr grads 5 or 4
Ifless than the patient
Gan take the dose. If more than 12 hours has elapsed since missing a coss at the normal tma, the patient should not ke the ose. but take the next dose at he normal tma on the following day. Newly
Giagnosed mltple myeloma (Lenalidomide mailenance in patenis who have undergone autologous siem il transplantaton (ASGT): Lonalicomids mainenance shoui be iniated afer Sdequate
aematologi recovery olwing ASCT n ptlents wilhout evdence of progression. Lenaldomide st 1o b strtd f the Absolte Newrophi Count (ANC) is < 1.0 0L, and/or latele souns ar <73
XA Tho recommended siatng doss s laraidani; 0 crey oce caty ooy (iRl 25 of repsste 25-cey cycee hven U 5o progresslon o Iicerance. At 3 cyckes of
. t0 15 mg orally . Newly diagnosed mult il
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corinia jonaharie s Gexainethadcns e Caeadl OB BSCKIE I A UL vty s Sousofapaiior i A LA TR RLTURIR: v clow el o 3 o
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Abbreviated Prescribing Information: Pomalyst® 1 mg, 2 mg, 3 hard capsules.
Refer to the ful Prescrbing Information (P) before prescribing s available on request
edicing; Pomalys” { g 2mg, 3 mg, & P form: 11 mg, 2mg, 3 mg or 4 mg. Authorised
indications: Pomalyst?in combination with bortezomib and dexamefhasone s indicated in the treatment of adult patients with multiple myeloma who have received at least one prior treatment regimen
including lenalidomide. Pomalyst in combination with dexamethasone is indicated in the treatment of adult patients with relapsed and refractory multiple myeloma who have received at least two prior
treatment regimens, including both lenalidomide and bortezornib, an on the last therapy. Posology and method of administration: Dosing is continued or modified
sed upon cinialand laboratory indings. Pomaldormide incombinaton i bortezomid and dexamelhasone: The recommended starling dose of Pomalyst® is 4 mg orally once daiy on Days 1 1o 14 of

repeated 21-day cycles. Pomalidomide in combination with mib and dexamethasone, as shown in Table 1 of the full_PI. Please refer to section 4.2 of the P! for the recommended
aing scharna (0 oamalVaE Y o etel i SR T CRI o cnono. Formaikionsde i comiation vt Gexomns/aasere: The oG EIRURIL o<ty ' 4 ma s caly
taken orally on Days 1 to 21 of repeated 28-day cycles. The recommended dose of dexamethasone is 40 mg orally once daly on Days 1, 8, 15 and 22 of each 28-day treatment cycle. Treatment with
gomsldorids combined wih dexamsthasans shalld bs given untl diseass prograssion oruntl unacosptle toxity occurs. Pomadoride, mustbs discontued faf extistve or bulous resh, of i
e L S 0 Reaclon i Ecsiiopila ard Syt Sympbrme  CRECCIESS S SRR ! be rmemed oiuing
from thess reactons or be considered for Grade 2-3 skin rash. Pomalidomide must be discontinued permanently for angioedema and
emmyiache racion. Specel oplalons. Eriamy: Piases tlo o Secton 4.-of e ol B o Seias Basqatic polation, Thae s v Folvant 1 o1 pomeldOMIde 1t chldren o464 015 yeors ot he
indication of multiple myeloma. Renal impairment. No dose adjustment of pomalidomide is required for patients with renal impairment. take their
o e e R R 20 5L oper ot g e excuded o TR Hepatic impaimentas a modest ofect on the
d by the Child-Pugh criteria. However, patients with hepatic
impairment should be carefully monitored for adverse reactions and dose reduction or mlermmlon B oot show ot ol a5 seedecd ConFaIMCalane ErSgrnGy. Vet of CAliboman
polentl, unless all the condiions of the ragnancy preventon programime are mal, Mae patiens unable to folow or comply wit the required coiraceptive measures. Hypersensivy (o he acive
Substance or 0 any of the exciplents. WarTinge: Pregtancy wamming omaidarmide must not e taken during pregnancy, since a (oatogenic efiectis sxpecied. The conditrs of i Prognancy Provention
rogramme must be fuled fo al patients rless thers i rlisbl ovidence that the patent does not have chidbearing potentl, Referto Secion 4.4 of the Pl fora ful st of o s 1 waman
Itis not known f mil. in milk of lactating rat the mother. Counselling.
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THE MAZE OF

3sAbs MAY PROVIDE
A NEW WAY
FORWARD*

‘ ﬂ B-cell maturation antigen (BCMA) is overexpressed on multiple myeloma (MM) cells'?

Y Bispecific antibodies (BsAbs) designed to target BCMA have the potential to function as
tumor-recognizing immune enhancers and may offer a new way forward for MM patients®®
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The Role of IMiDs in the Treatment of
Multiple Myeloma in the 21st Century

Prof. Joaquin MARTINEZ-LOPEZ

Complutense University of Madrid, Spain

Since 1999, when the NEJM published a study showing thalidomide's efficacy in multiple myeloma (MM), thalidomide
and its derivatives have been used increasingly and have had a positive impact on MM treatment. We now know that
thalidomide derivatives act through cereblon, which is responsible for both their primary antimyeloma effects and their
main adverse events. Cereblon E3 ligase modulators are immunomodulatory medications. Cereblon is a protein that
plays a role in the degradation of other proteins. IMIDs bind to cereblon and alter its activity, which can lead to the
degradation of proteins involved in cancer cell growth and survival. In MM, IMIDs specifically target two proteins for
degradation: karos and Aiolos. These proteins are transcription factors that play a role in the development and survival
of myeloma cells. By degrading lkaros and Aiclos, IMiDs can kil myeloma cells. New IMIDs are more specifics to
degrade Ikaros and Aiolos; this reduces their adverse events because reduce their effect over other proteins
degradation that produce some adverse events. IMIDs have also a immune-stimulatory effect. This means that it can
help to activate the immune system to fight cancer cells. IMIDs does this by upregulating the expression of cell
adhesion molecules on myeloma cells. This makes it easier for T-cells to bind to and kill the myeloma cells. These
increase also the cytotoxity activity of immune effectors cells against MM cells.

Now we have & IMiDs within the clinic: thalidomide, lenalidomide and pomalidomide approved and 2 in the last steps
of clinical development. The success of IMIDs is due to their high oral antimyeloma activity, safety with low long-term
adverse events, and synergy with other key antimyeloma drugs. Although thalidomide is approved in MM and can now
be used in combination with daratumumab and bortezomib in patients eligible for transplant, it is avoided because it
frequently causes irreversible neuropathy.

Lenalidomide plays a pivotal role in the initial treatment of multiple myeloma, both during induction therapy and as part
of a maintenance regimen, often in conjunction with proteasome inhibitors, monoclonal antibodies, and corticoids.
Meanwhile, pomalidomide finds application in combination with other antimyeloma medications in second and
third-line treatments, demonstrating efficacy especially in patients who have become refractory to or have been
exposed to lenalidomide.

Importantly, all these drugs share a similar safety profile. The predominant adverse events involve hematological toxicity,
including neutropenia, anemia, and thrombocytopenia. While they do elevate the risk of thrombosis, this risk can be
mitigated through the use of antiplatelet agents or anticoagulants. Moreover, the likelihood of significant neuropathy is
substantially reduced to approximately 5%.

New IMiDs show preliminary results from early-phase clinical trials suggested that may be effective, particularly in
combination with other myeloma therapies. It has shown promise in treating patients who have become resistant to
other treatments, including lenalidomide and pomalidomide, even in some cases where patients had relapsed after
CAR-T cell therapies. But now its development is focus on newly diagnosis patients. These are also well-tolerated by
most patients. The most common side effects are like to pomalidomide and lenalidomide.

Furthermore, these are currently under investigation in combination with other anti-myeloma drugs in various phase |l
and phase Ill clinical trials for the treatment of multiple myeloma in early and late phases of the disease.

In conclusion, the new class of drugs known as IMDs, has shown a highly favorable safety profile along with promising
clinical efficacy in the treatment of multiple myeloma. These findings offer hope for improved treatment options for
patients with this challenging disease.
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Anti-CD38 Antibody Therapy Sequencing
in rMM Management

Prof. Kwee YONG

University College London, United Kingdom

CD38 is a type I transmembrane glycoprotein that functions as both membrane receptor inducing leukocyte
proliferation, and ectoenzyme regulating calcium signalling. Its elevated expression in multiple myeloma cells render it
differential target for anti-tumor therapy. Currently approved anti-CD38 antibodies, including isatuximab and
daratumumab, exhibited diverse mechanisms of action. For instance, they may directly inhibit CD38 cyclase activity,
trigger receptor removal or even apoptosis. In addition, Fc-mediated responses such as antibody-dependent
cell-mediated cytoxicity (ADCC), cellular phagocytosis (ADCP), immunomodulation or complement-dependent
cytoxicity (CDC) are also involved.

With such mechanistic differences, it was proposed that various anti-CD38 medications might be used in sequence
o treat relapsed/refractory multiple myeloma (mMMIM). Whether isatuximab should be administered before or after
daratumumab remain disputed. In this session, evidence-based anti-CD38 drug sequencing strategies would be
discussed.
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Incorporating the BCMA-Targeted Therapies
Throughout the MM Disease Course

Dr. Suzanne TRUDEL

University of Toronto, Canada

B-cell maturation antigen (BCMA) is a type Il transmembrane glycoprotein receptor of tumor necrosis family. lts
expression is elevated in neoplasm such as multiple myeloma, correlating with disease burden. Thus, BCMA-targeted
therapies are widely-anticipated to be efficacious.

One pharmacological direction is chimeric antigen receptor T-cell (CAR-T) therapy. By engineering patient T-cell to
express CAR specific to tumor-associated antigen (TAA) such as BCMA, cell-mediated immune response could be
directed towards tumor cytotoxicity via granzyme B/ perforin pathway.

Another direction is use of T-cell engaging bispecific antibodies (BsAbs). By immediately linking BCMA to T-cell surface
marker such as CD3, cell-mediated immune response could also be engaged. Both strategies have demonstrated
clinical efficacy, and are subjected to similar side effect such as cytokine release syndrome and immune effector
cell-associated neurotixicity syndrome (ICANS). In this session, different BCMA-targeted therapies would be compared
throughout disease course of multiple myeloma
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The Era of T-cell Redirecting Bispecific
Antibodies in Multiple Myeloma

Prof. Gareth MORGAN

New York University, United States

T-cell engaging bispecific antibodies (BsAbs) is a novel treatment option for multiple myeloma patients refractory to
multiple drug classes, including immunomodulatory imide drug (IMID), proteasomal inhibitors (Pl) and anti-CD38
monoclonal antibodies (MADB). By linking tumor-associated antigen (TAA) to T-cell surface marker such as CD3,
cel-mediated immune response could be directed towards tumor cytotoxicity via granzyme B/ perforin pathway.

Yet, BsAbs are often inducive of cytokine release syndrome, necessitating addition of IL-6 receptor-blocking antibodies
o manage side effects. As BsAbs continued to show promising efficacy, therapy combinations are being developed
to improve clinical outcomes.

In addition, structural design of BsAbs has direct pharmacological implication. Antibodies that omit Fc fragments [such
as bispecific T-cell engager (BiTe)] prevent non-specific T-cell activation, yet reduced half-life to the extent that
continuous intravenous administration might be required. Optimising BsAbs for clinical use remain challenging. In this
session, the landscape of BsAbs in clinical practice would be surveyed.
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Induction for Non-transplant Candidates
of Multiple Myeloma & Case Presentation

Prof, James CS CHIM

University of Hong Kong, Hong Kong SAR

Dr. Justin KS LI

Tuen Mun Hospital, Hong Kong SAR

To transplant-ineligible multiple myeloma patients, conventional induction therapies were poor. For more than 40 years,
combination of melphalan and prednisone (MP) was the standard approach, yielding progression-free survival (PFS) of
about 18 months and overall survival (OS) of 3 years at best. Treatment goal was limited to achieving partial response
and preventing organ damage.

With advent in combination therapies, three-drug regimens were reported with higher efficacy and safety for newly
diagnosed patients. They commonly comprised of one proteasome inhibitor, one steroid, and one immunomodulatory
imide drug (MiDs) or DNA alkylator. For instance, both the National Comprehensive Cancer Network (NCCN) and
European Society of Medical Oncology (ESMO) have recommended bortezomib/lenalidomide/dexamethasone (VRd)
as primary therapy for non-transplant candidates. Daratumumab, an anti-CD38 antibody, also served as replacement
for bortezomib (DaraRd) or augmenting the combination into four-drug regimen (DaraVMP). In addition,
second-generation novel agents such as carfilzomib and elotuzumab were being investigated. In this session, the
variations in induction therapy for non-transplant multiple myeloma patients would be discussed in depth and
exemplified by case studies.
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