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A B S T R A C T   

Aim: The Health outcomes and Understanding of MyelomA multi-National Study (HUMANS) was a large-scale, 
retrospective study conducted across Denmark, Finland and Sweden using linked data from national registries. 
We describe the characteristics, treatment patterns and clinical outcomes for patients with newly diagnosed 
multiple myeloma (NDMM) over 2010–2018. 
Methods: Patients with NDMM who received MM-specific, first-line treatments, were categorised by treatment 
(autologous stem cell transplantation [ASCT] or a combination chemotherapy regimen based on bortezomib, 
lenalidomide or melphalan-prednisolone-thalidomide). 
Results: 11,023 patients received treatment over 2010–2018. Time between diagnosis and treatment was shortest 
in Denmark (0.9 months), then Sweden (2.9 months) and Finland (4.6 months). Around one third of patients 
underwent ASCT. Lenalidomide-based regimens were prescribed to 23–28% of patients in Denmark and Finland, 
versus 12% in Sweden. Patients receiving lenalidomide had the longest wait for treatment, from 3.2 months 
(Denmark) to 12.1 months (Sweden). Treatment persistence was highest among patients receiving melphalan- 
prednisolone-thalidomide (7–8 months) in Finland and Sweden and lowest among those receiving bortezomib 
(3.5 months) in Finland. Overall survival (OS) was longest among patients with ASCT (7–10 years). Among 
patients receiving chemotherapy, OS (from diagnosis/treatment initiation), varied between cohorts. In a sensi
tivity analysis excluding patients with smouldering MM, OS decreased for all; for patients receiving bortezomib 
or lenalidomide, OS from diagnosis was 40–49 and 27–54 months, respectively. 
Conclusions: This population-based study of patients with NDMM receiving first-line MM-specific treatment, 
provides real-world data on treatment patterns and outcomes to complement data from randomised clinical 
trials.   

1. Background 

Multiple myeloma (MM) is the second most common haematological 
malignancy [1,2]. Patient survival has improved significantly in recent 

decades [2], related to the introduction of new drugs, changes in ther
apeutic strategies and autologous stem cell transplantation (ASCT) [3, 
4]. Nevertheless, MM remains incurable, and 5-year overall survival 
(OS) rates differ markedly between countries [5]. Although a range of 
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treatment options are available, patients with newly diagnosed MM 
(NDMM) eventually relapse and become refractory to treatment, owing 
to multiple drug resistance [2,4,6]. 

Evidence underpinning decision making in MM is based predomi
nantly on randomised clinical trial (RCT) data [7]. Although RCTs 
remain the gold standard for determining efficacy and safety, external 
validity may be limited owing to restrictive patient eligibility criteria. 

Observational studies in MM have been conducted using data from 
registries or hospital charts [8–12]; however, analyses of larger pop
ulations are needed to understand real-world treatment patterns and 
outcomes, and to extend knowledge about new agents. The Health 
outcomes and Understanding of MyelomA multi-National Study 
(HUMANS) was conducted across Denmark, Finland and Sweden using 
national registry data providing almost complete coverage of the pop
ulation. Here, we describe the characteristics, treatment patterns and 
clinical outcomes for patients with NDMM in Nordic countries from 
2010–2018. 

2. Methods 

2.1. Study design 

HUMANS was a population-based, longitudinal, retrospective study 
conducted across Denmark, Finland and Sweden (Supplementary 
Fig. 1). Data were obtained from national health registries between 1 
January 2010 to 31 October 2018. Use of data was approved by data 
holders in each registry, and the ethics committee in Sweden (DNR 
2017/2355–31). All patient data were pseudonymised, with no identi
fying information, to comply with privacy laws in each country. 

2.2. Data sources 

The four registry archetypes evaluated in the study were the National 
Patient Registry (NPR), National Prescription Registry (PDR), Cancer 
Registry (CR) and Cause of Death Registry (CDR). For further informa
tion on the registries, please see Abildgaard et al. 2022 [13] and Sup
plementary Material. 

2.3. Study population 

Patients first diagnosed with MM between January 2010 and 
December 2016 (2017 in Sweden), who initiated first-line (1 L) MM- 
specific therapy, were included. In Denmark, first MM diagnoses up to 
2016 were identified in the NPR and CR. The NPR was used to identify 
patients with first MM diagnoses up to 2016 (Finland) and up to 2017 
(Sweden) [13]. Patients with any other haematological cancer, or who 
had received any MM-specific treatment before their first MM diagnosis, 
were excluded. Patients were categorised into two subgroups according 
to their MM-specific 1 L therapy: ASCT or non-ASCT (combination 
therapy). 

2.4. Treatments 

Index treatment was defined as MM-specific 1 L therapy with the 
index date defined as treatment initiation and classified as ASCT or 
combination therapy, based on MM-specific drug regimens. If 
dispensing dates for drugs in combination differed, the dispensing date 
of the earliest MM-specific treatment was considered as the initiation 
date. Two treatment lines were included in the analyses, with second- 
line (2 L) treatment defined as a new MM-specific treatment regimen 
starting after 1 L treatment. 

Patients who underwent ASCT were identified by NPR International 
Classification of Diseases 10th revision and medical procedure codes. 
For the combination therapy subgroup, patients were classified and 
identified according to their specific chemotherapy regimen (Supple
mentary table 1). In Denmark, the melphalan-prednisolone-thalidomide 

(MPT) arm was excluded from the analysis due to inconsistent reporting 
for patients receiving 1 L MPT treatment. 

2.5. Treatment persistence 

Treatment persistence was defined as the number of days/months 
that a treatment was taken (from first dose/first day, to the last day of 
the last dispensed dose or discontinuation), permitting a grace period of 
60 days. A treatment break was recorded if a patient had not been 
dispensed treatment for a given period but, subsequently, re-initiated 
the same treatment. If the treatment break between current dispensing 
and end of the previous dispensing was within the 60-day grace period, 
consecutive treatment periods were merged. If the patient re-initiated 
the same treatment after the grace period, a 2 L treatment of that drug 
was considered to have started. In Denmark, dispensed package or dose 
information was unavailable; therefore, defined daily dose (DDD) was 
used for persistence analysis, and defined as the number of days after the 
last dispensation, which counts towards treatment length. A DDD of 28 
days was assumed for lenalidomide (LEN) and 7 for bortezomib (BTZ). 

As BTZ is typically administered in a hospital setting, and these data 
are not captured by the PDR, 1 L treatment persistence could not be 
determined for BTZ in Sweden. A proxy outpatient pattern, including 
procedure code analysis, was used to identify patients who may have 
been prescribed BTZ in Finland. MPT 1 L treatment persistence could not 
be assessed in Denmark given the complexity of classifying whether 
patients were receiving 1 L melphalan or thalidomide monotherapy or 
concomitant melphalan-thalidomide or MPT treatment. 

2.6. Study outcomes 

OS was evaluated from MM diagnosis to death and from initiation of 
1 L therapy to death. Patients were censored at the date of loss to follow- 
up or study end, whichever came first. Time to next treatment (TTNT) 
was defined as the time from initiation of 1 L to that of 2 L treatment. 

2.7. Data analyses 

Descriptive statistics included categorical variables that were sum
marised using frequency and percentages in each category. Unless 
otherwise specified, these were based on the full analysis set, and 
continuous variables. Kaplan-Meier curves were used to examine time- 
to-event analyses for treatment persistence of 1 L agents, OS and 
TTNT. Analyses included observed events and censored observations for 
each time-to-event outcome. 

Data robustness was assessed via sensitivity analyses: for treatment 
persistence, a more restrictive 42-day grace period was permitted; for 
OS, treatment initiation within 3 months of diagnosis to identify true 1 L 
patients without previous smouldering MM (SMM); for considering two 
MM-specific treatments as the same treatment line or as combination 
treatment, a more restrictive 14-day overlap period was agreed. 

Data were stratified according to index treatment group and country. 
Analyses were performed using SAS v9.3 or higher (SAS Institute, Cary, 
NC, USA), Stata v11 or higher (StataCorp, College Station, TX, USA) and 
R v3.1.0 (R Core Team, R Foundation for Statistical Computing, Vienna, 
Austria) or higher. 

3. Results 

3.1. Patient characteristics 

Overall, 25,326 patients were identified across Denmark, Finland 
and Sweden; 11,023 (43.5%) were treated over the study period. Around 
one third of patients received ASCT as 1 L treatment (n = 2924; Table 1); 
in Sweden, patients with any other haematological cancer record in the 
CR, at least two other haematological cancer records in the NPR or only 
one MM diagnosis recorded in the NPR, were excluded from the initial 
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data set. 
The median age of patients at first MM diagnosis was 69–70 years 

(60–61 years for patients who underwent ASCT compared with 70–74 

years for those receiving BTZ or LEN). Median age at treatment initiation 
was 61–62 years (ASCT) and 72–76 years (BTZ) (Table 2). Patients who 
received other chemotherapy regimens in the 1 L setting were older at 
diagnosis (median 75–77 years) and at treatment initiation (median 
76–78 years) than those who received BTZ or LEN in the 1 L setting. 

The time between diagnosis and treatment varied across countries 
(Denmark: 0.9; Sweden: 2.9; Finland: 4.6 months). When individual 
chemotherapy agents were considered (n = 5625), BTZ-based regimens 
were most frequently prescribed as 1 L treatment in Denmark and 
Finland, with ~50% of patients receiving this regimen. In Sweden, only 
21% of patients received a BTZ-based regimen in the 1 L setting. Patients 
receiving 1 L LEN had the longest wait for treatment (Sweden: 12.1; 
Finland: 8.1; Denmark: 3.2 months). Conversely, BTZ treatment was 
initiated after < 1 month in Denmark and Sweden, but 3.4 months in 
Finland. Patients receiving MPT-based regimens (Finland and Sweden), 
generally received treatment within < 2 months. These results should be 
interpreted with caution owing to the use of prescription dispensing as a 
proxy for BTZ treatment in Finland and Sweden. 

3.2. Treatment persistence 

Due to limitations with drug registration, treatment persistence 
could not be ascertained for MPT in Denmark and BTZ in Sweden. 
Overall, treatment persistence was highest among patients treated 1 L 
with MPT in Finland (8.1 months) and Sweden (7.4 months) (Table 3). 
Treatment persistence was lowest among patients receiving 1 L BTZ 

Table 1 
Study population identified from Denmark, Finland and Sweden according to 1 L 
treatment regimen.   

Denmark Finland Sweden 

Raw dataset, N (C90.0 in NPR/CR) 5244 6559 13523 
Treated patients, N (in 2010–2016/2018 

timeframe) 
3680 1987 5356 

Final analysis set,a N 2451 1585 4823 
Treatment regimen, n (%)    

ASCT 887 (36.2) 470 (29.9) 1567 
(32.5) 

Non-ASCT 1564 
(63.8) 

1102 
(70.1) 

2946 
(67.5) 

BTZ based 838 (53.5) 559 (50.7) 629 (21.3) 
LEN based 356 (22.7) 306 (27.7) 356 (12.1) 
MPT 102 (6.5) 64 (5.8) 411 (14.0) 
Other 631 (40.3) 380 (34.5) 1550 

(52.6) 

Abbreviations: 1 L, first line; ASCT, autologous stem cell transplantation; BTZ, 
bortezomib; CR, cancer registry; LEN, lenalidomide; MPT, melphalan- 
prednisolone-thalidomide; NPR, national patient registry. 

a BTZ and LEN groups are not mutually exclusive, as some patients receive a 
BTZ/LEN/dexamethasone regimen. 

Table 2 
Patient demographic and disease characteristics for the Denmark, Finland and Sweden cohorts.  

Denmark All patientsa N = 2451 ASCT n = 887 Bortezomib n = 838 Lenalidomide n = 102 MPT Other n = 631 

Median age at first MM Dx (Q1, Q3), years 69 (62, 76) 60 (54, 65) 72 (67, 77) 74 (70, 82) – 76 (72, 82) 
Median age at TI (Q1, Q3), years 70 (63, 77) 62 (56, 66) 73 (68, 78) 76 (71, 82) – 77 (72, 82) 
Sex, n (%)     –  

Female 1060 (43.2) 380 (42.8) 339 (40.5) 50 (49.0)  294 (46.6) 
Male 1391 (56.8) 507 (57.2) 499 (59.5) 52 (51.0)  337 (53.4) 

Median time MM Dx to TI (Q1, Q3), months 0.9 (0.4, 5.4) 0.8 (0.4, 16.3) 0.7 (0.3, 1.6) 3.2 (0.9, 16.7) – – 
Median time MGUS Dx to TI (Q1, Q3), months 59.1 (20.5, 109.0) 65.1 (31.5, 109.8) 50.4 (16.7, 103.8) 47.3 (16.9, 98.1) – – 
Median time MGUS to MM Dx (Q1, Q3), months 41.6 (1.3, 88.5) 41.6 (11.9, 78.2) 50.2 (5.6, 86.0) 10.9 (0.5, 45.1) – – 
No MGUS Dx, n (%) 2354 (96.0) 859 (96.8) 803 (95.8) 94 (92.2) – –  

Finland All patientsa N =
1585 

ASCT n = 470 Bortezomib n =
559 

Lenalidomide n =
306 

MPT n = 64 Other n = 380 

Median age at first MM Dx (Q1, Q3), years 69.9 (62.7, 76.7) 61.0 (55.8, 
64.9) 

71.3 (66.7, 76.0) 70.5 (65.8, 74.5) 76.7 (73.2, 
79.3) 

77.5 (72.3, 
81.7) 

Median age at TI (Q1, Q3), years 71.0 (63.6, 77.3) 62.1 (56.6, 
65.7) 

72.3 (67.9, 76.7) 72.1 (67.2, 76.3) 77.8 (73.3, 
79.6) 

78.1 (73.0, 
82.4) 

Sex, n (%)       
Female 797 (50.3) 228 (48.5) 279 (49.9) 130 (42.5) 32 (50.0) 208 (54.7) 
Male 788 (49.7) 242 (51.5) 280 (50.1) 176 (57.5) 32 (50.0) 172 (45.3) 

Median time MM Dx to TI (Q1, Q3), months 4.6 (1.7, 9.7) 6.2 (4.6, 9.3) 3.4 (0.9, 11.4) 8.1 (3.7, 30.7) 1.7 (1.0, 3.9) – 
Median time MGUS Dx to TI (Q1, Q3), months 16.9 (5.3, 52.6) 12.2 (6.5, 30.3) 18.9 (2.8, 54.1) 34.8 (5.7, 58.4) 10.3 (6.3, 42.8) – 
Median time MGUS to MM Dx (Q1, Q3), 

months 
2.7 (0.5, 19.3) 1.9 (0.6, 13.6) 2.3 (0.5, 14.4) 3.5 (0.5, 22.1) 0.8 (0.3, 34.6) – 

No MGUS Dx, n (%) 1365 (86.1) 414 (88.1) 488 (87.3) 268 (87.6) 57 (89.1) –  

Sweden All patientsa N =
4494 

ASCT n = 1567 Bortezomib n =
610 

Lenalidomide n =
356 

MPT n = 411 Other n = 1550 

Median age at first MM Dx (Q1, Q3), years 70.0 (62.0, 78.0) 60.0 (53.0, 
64.0) 

73.0 (68.0, 78.0) 72.0 (68.0, 77.0) 75.0 (71.0, 
79.0) 

77.0 (72.0, 
83.0) 

Median age at TI (Q1, Q3), years 71.0 (63.0, 79.0) 61 (54.0, 65.0) 73 (69.0, 78.0) 74.5 (70.0, 79.0) 76.0 (72.0, 
80.0) 

78.0 (73.0, 
83.0) 

Sex, n (%)       
Female 1915 (42.6) 585 (37.3) 270 (44.3) 151 (42.4) 182 (44.3) 727 (46.9) 
Male 2579 (57.4) 982 (62.7) 340 (55.7) 205 (57.6) 229 (55.7) 823 (53.1) 

Median time MM Dx to TI (Q1, Q3), months 2.9 (0.8, 7.0) 3.9 (3.1, 6.9) 0.9 (0.2, 3.1) 12.1 (2.1, 31.5) 0.8 (0.3, 2.8) – 
Median time MGUS Dx to TI (Q1, Q3), months 19.5 (3.4, 67.2) 18.8 (5.0, 66.2) 14.3 (1.6, 64.2) 58.9 (16.1, 111.6) 12.3 (1.2, 51.1) – 
Median time MGUS to MM Dx (Q1, Q3), 

months 
1.4 (0.00, 45.8) 0.6 (0, 40.2) 1.1 (0, 54.8) 20.5 (0.4, 74.2) 1.3 (0.0, 35.9) – 

No MGUS Dx, n (%) 3662 (81.5) 1346 (85.9) 499 (81.8) 286 (80.3) 326 (79.3) – 

Abbreviations: ASCT, autologous stem cell transplantation; Dx, diagnosis; MGUS, monoclonal gammopathy of undetermined significance; MM, multiple myeloma; 
MPT, melphalan-prednisolone-thalidomide; Q, quartile; TI, treatment initiation. 

a Treatment subgroups (ASCT, bortezomib, lenalidomide, MPT, other) do not total 2451 as these are not mutually exclusive groups. 
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compared with MPT and LEN (Finland: 3.5; Denmark: 4.4 months). In 
Finland, treatment persistence was shorter with BTZ compared with 
MPT (3.5 versus 8.1 months, respectively). Including data from patients 
who initiated treatment within 3 months of diagnosis (sensitivity anal
ysis) had a minor effect on treatment persistence (Table 3). An addi
tional sensitivity analysis with a 42-day grace period and exclusion of 
patients initiating treatment within 3 months of diagnosis, had a minor 
impact on the results. 

3.3. Clinical outcomes 

As 2 L treatment is administered predominantly in the hospital 
setting, the TTNT analysis was conducted for Denmark only, where such 
treatment is recorded reliably [14]. TTNT was shorter for patients 
receiving BTZ (15.3 months) compared with those receiving LEN (16.9 
months) (Table 4). There was a high degree of variability for the two OS 
timeframes (Table 4, Figures 1 and 2), irrespective of the type of treat
ment. Across all countries, OS from diagnosis was longest for patients 
who underwent ASCT (main analysis: 93–117 months; sensitivity anal
ysis: 72–99 months). 

Patients receiving LEN-based regimens generally survived longer 
than those receiving BTZ treatments; however, there was more vari
ability in OS (both timeframes) among patients receiving LEN. For pa
tients receiving BTZ, OS from diagnosis was 53–58 months (sensitivity 
analysis: 40–49 months) and for LEN, 62–78 months (sensitivity anal
ysis: 27–55 months). Across treatments, sensitivity analyses confirmed 
that, when patients with longer time intervals between diagnosis and 
treatment were excluded, OS was similar, decreasing across all cohorts, 

consistent with the exclusion of patients with SMM (Table 4). 

4. Discussion 

As the prognosis for patients with MM has improved, it is important 
to review treatments to clarify the most beneficial regimens and identify 
shortfalls in existing therapy. As RCTs have strict eligibility criteria, 
large population studies, representing heterogeneous patient cohorts 
and daily clinical practice, are needed to provide insight. To our 
knowledge, this was the first large-scale, observational study to describe 
regional differences in the real-world management of patients with MM 
across Nordic countries. 

The accuracy, reliability and registration of MM data have been 
discussed [13]. Danish registries are the most comprehensive overall, 
particularly related to treatment patterns, whereas Finnish and Swedish 
registries provide less complete data for non-solid versus solid tumours 
[15,16]. In Denmark, integration of the CR with the NPR provides highly 
reliable coverage for MM. Maret-Ouda et al. [17] reported on the po
tential for combining Nordic data registries, and concluded that these 
can be combined with high validity and statistical strength. Laugesen et 
al. [18] reported that similarities between and within Nordic registries 
(e.g. welfare state models) permit researchers to obtain large quantities 
of linked patient population data with long-term (≥10 years) follow-up. 

Our study population of > 11,000 patients who initiated 1 L treat
ment for NDMM within the study period resulted in a final data set of 
8859 patients with > 10 years’ follow-up, representing an important 
resource for gaining insight into clinical characteristics, treatment pat
terns and outcomes for patients with MM. 

Patient characteristics were largely consistent with those described 
previously; patients undergoing ASCT were generally younger at diag
nosis than those receiving combination chemotherapy [4,19], in line 
with international clinical guidelines for MM [20,21]. 

Clinical guidelines recommend treating patients with NDMM within 
3 months of diagnosis; however, a delay to treatment was found in our 
study, with patients receiving 1 L treatment waiting longest. Such delays 
for LEN, particularly in Sweden, could be explained by a proportion of 
patients with SMM receiving LEN, patient uncertainty/refusal and long 
waiting times. Nevertheless, while measures were implemented to 
ensure that no non-registered treatments would distort the analysis, it is 
possible that some patients receiving LEN were 2 L patients. 

There was variation in treatment persistence between countries, 
possibly related to differences in reporting methods, speed of treatment 
[8] and drug availability or access [22,23]. Nevertheless, using a 

Table 3 
Treatment persistence (months) with BTZ, LEN and MPT based on the primary 
(all patients) and sensitivity (patients who initiated treatment within 3 months 
of diagnosis) analyses.   

Denmark Finland Sweden 

Primary analysis, median (95% CI), months 
BTZ cohort 4.4 (4.0–4.6) 3.5 (2.9–4.1) – 
LEN cohort 7.3 (4.7–10.1) 5.9 (5.1–6.5) 6.1 (5.5–7.0) 
MPT cohort – 8.1 (6.4–9.4) 7.4 (6.6–7.9) 
Sensitivity analysis, median (95% CI), months 
BTZ cohort 4.5 (4.1–4.9) 3.8 (2.8–4.4) – 
LEN cohort 9.6 (6.7–14.7) 6.7 (4.5–8.2) 5.9 (5.0–7.8) 
MPT cohort – 8.5 (6.5–9.6) 7.6 (6.9–8.5) 

Abbreviations: BTZ, bortezomib; CI, confidence interval; LEN, lenalidomide; 
MPT, melphalan-prednisolone-thalidomide. 

Table 4 
TTNT and OS in the different treatment cohorts across countries based on the primary (all patients) and sensitivity (patients who initiated treatment <3 months of 
diagnosis) analyses.   

Denmark Finland Sweden  

Primary analysis Sensitivity analysis Primary analysis Sensitivity analysis Primary analysis Sensitivity analysis 

Bortezomib cohort       
TTNT 15.3 (14.0 –16.8) – – – – – 
OS from diagnosis 52.9 (46.2–58.2) 40.7 (37.6–47.4) 57.6 (47.7–66.8) 42.1 (37.0–58.9) 54.8 (50.4–64.0) 49.3 (42.6–54.8) 
OS from 1 L therapy 41.5 (37.8–47.4) 40.0 (37.0–47.3) 38.3 (34.2–44.7) 41.7 (37.2–61.3) 48.7 (42.3–53.6) 48.1 (41.6–54.5) 
Lenalidomide cohort       
TTNT 16.9 (12.4–22.0) – – – – – 
OS from diagnosis 69.3 (54.7–108.4) 54.7 (37.1–NA) 61.5 (52.1–79.1) 27.3 (19.7–NA) 77.9 (63.4–105.2) 35.0 (21.1–56.0) 
OS from 1 L therapy 39.7 (35.8–53.4) 53.4 (36.1–NA) 31.7 (26.1–38.6) 26.4 (18.1–NA) 37.5 (31.8–44.6) 32.2 (20.1–53.3) 
MPT cohort       
TTNT – – – – – – 
OS from diagnosis – – 61.1 (42.7–73.5) 48.0 (37.1–61.1) 49.4 (43.9–55.8) 41.5 (38.6–48.1) 
OS from 1 L therapy – – 54.7 (38.1–68.3) 47.3 (35.1–60.7) 43.9 (39.4–49.8) 41.1 (38.3–48.1) 
ASCT cohort       
OS from diagnosis 117.2 (104.2–133.8) 99.3 (88.1–NA) 92.6 (83.0–113.1) 72.4 (NA) 107.4 (98.5–116.2) 84.9 (74.7–92.0) 

Values are months, median (95% CI). 
Abbreviations: 1 L, first line; ASCT, autologous stem cell transplantation; CI, confidence interval; MM, multiple myeloma; MPT, melphalan-prednisolone-thalidomide; 
NA, not available (median predicted patient survival not reached for the higher 95% CI within the timeframe of study follow-up); OS, overall survival; TTNT, time to 
next treatment. 
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Fig. 1. Overall survival from diagnosis among patients receiving A) ASCT, B) BTZ, C) LEN and D) MPT in Denmark, Finland and Sweden. Abbreviations: ASCT, 
autologous stem cell transplantation; BTZ, bortezomib; CI, confidence interval; LEN, lenalidomide; MM, multiple myeloma; MPT, melphalan-prednisolone- 
thalidomide. 
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sensitivity analysis with a more restrictive 42-day grace period and 
excluding patients initiating treatment within 3 months of diagnosis 
showed only a marginal effect on the results, suggesting that the study 
methods were robust. Indeed, previous real-world studies reported the 
median duration of 1 L therapy to be approximately 6–9.9 months [8, 
24]; however, these did not describe the median duration of treatment 

with individual therapies. While clinical guidelines recommend a longer 
duration for the regimens than was observed here, early discontinuation 
of MM treatment may be related to side effects. Patients receiving BTZ 
had a shorter treatment duration than those receiving LEN or MPT, 
which is expected based on regimen differences. 

Our study revealed some variation in OS between countries. The 

Fig. 2. Overall survival from diagnosis among patients in A) Denmark, B) Finland and C) Sweden receiving ASCT, BTZ, LEN and MPT. Abbreviations: ASCT, 
autologous stem cell transplantation; BTZ, bortezomib; CI, confidence interval; LEN, lenalidomide; MPT, melphalan-prednisolone-thalidomide. 
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marked differences in OS reported from diagnosis or from treatment 
initiation can be explained by patients waiting longer between diagnosis 
and treatment initiation also having longer OS given the inclusion of 
patients with SMM. In the sensitivity analysis excluding patients with a 
longer wait (i.e. patients with SMM), OS rates decreased for all. In each 
country, patients who received ASCT had longer OS than those receiving 
chemotherapy. Previous OS data have generally been extrapolated from 
RCTs, providing longer estimates than in our study [25–27]. 

A retrospective chart review suggested OS and progression-free 
survival benefits for patients with NDMM receiving 1 L LEN-based reg
imens, compared with those receiving 1 L BTZ-based regimens in Europe 
[28]. Despite this, the comparative efficacy of 1 L LEN versus BTZ in 
patients with MM must be interpreted with caution as physician treat
ment choices were not accounted for in the current study or by Zamagni 
et al. [28]. 

A strength of our study was that it was, in principle, unbiased, 
providing representative real-world data and clinically meaningful in
sights into MM characteristics, treatment patterns and outcomes. While 
registries are well established in epidemiological research, data used in 
our analyses were not collected for this purpose and we had no control 
over data quality, although this was checked by the registry holders and 
study investigators through exploratory analyses. There were limitations 
attributed to the data sources; for example, baseline patient character
istics such as disease stage or risk status could not be evaluated from 
these registries, although it is acknowledged that these can have a large 
impact on patient outcomes. In addition, proxies were used for hospital- 
registered drugs (BTZ) in Finland and Sweden. Furthermore, the regis
tries do not routinely collect relevant disease-specific outcomes, such as 
progression-free survival, although TTNT is commonly used as a clini
cally meaningful endpoint for patients with incurable malignancies 
[29]. Nevertheless, TTNT may not be reliable across Finland and Swe
den, as 2 L treatment is often administered in hospitals or clinics and 
would not be picked up in the study. Additionally, registration meth
ods/diagnostic habits/procedure codes may have differed across the 
regions/countries. We advise caution in applying our data to other 
geographical regions, which may have different clinical practices and/or 
healthcare systems. In particular, countries such as the United States do 
not operate universal and tax-funded healthcare systems as seen in the 
Nordic countries. This may have an impact on access to specific treat
ment regimens and could affect how long oncologists are able to keep 
patients on expensive treatments [18]. 

In conclusion, this large-scale, observational study using data from 
national patient registries across Denmark, Finland and Sweden pro
vided real-world evidence relating to patient profiles, treatment patterns 
and clinical outcomes of the NDMM population receiving 1 L 
treatments. 

Role of the funding source 

This study was funded by Takeda Pharmaceuticals International AG, 
who contributed to the study concept/design, protocol analysis and 
interpretation of results. Writing support was provided by Parexel, 
funded by Takeda Pharmaceutical Company Ltd. 

Authors’ contributions 

Niels Abildgaard: Overall study design, plan for collection and 
interpretation of data in Denmark, primary investigator for Denmark, 
interpretation of data across all countries. Pekka Anttila, Anders 
Waage, Markus Hansson: Conception and design of the study, data 
analysis and interpretation. Katrine Hass Rubin: Data management, 
analyses of the Danish data. Sigurd Ørstavik: Conception and design of 
the study, supervision of data collection, data analysis and interpreta
tion. Nawal Bent-Ennakhil, François Gavini: Input into the study 
analyses, reviewed the study results. Yuanjun Ma: Data analysis and 
interpretation. Jonatan Freilich: Overall study design, primary 

investigator for Sweden, coordinated data access in Finland and 
Denmark, oversight of the analysis in all countries. All authors: Writing, 
reviewing, editing, and accountability for the work. 

Declaration of Competing Interest 

The authors declare the following financial interests/personal re
lationships which may be considered as potential competing interests: N 
Abildgaard has received research grants from Amgen, Bristol Myers 
Squibb, Celgene, Janssen, and Takeda; consulting fees from Bristol 
Myers Squibb, Celgene, Janssen, Novartis, and Takeda. P Anttila has 
received consulting fees from Amgen, Bristol Myers Squibb, Celgene, 
GlaxoSmithKline, Janssen, Novartis, Sanofi, and Takeda; travel grants 
from AbbVie, Amgen, Bristol Myers Squibb, Celgene, Janssen, Mundi
pharma, Novartis, Roche, Sanofi Genzyme, and Teva. A Waage has 
received consulting fees from Janssen and Takeda. J Freilich and Y Ma 
are employees of Parexel and received funding from Takeda for con
ducting study analyses. N Bent-Ennakhil and S Ørstavik are employees of 
Takeda. M Hansson has received lecture fees or participated in advisory 
board meetings for Amgen, Bristol Myers Squibb, Celgene, Janssen, 
Sanofi, Shire and Takeda. All remaining authors have declared no con
flicts of interest. 

Acknowledgements 

The authors gratefully acknowledge the contribution of Anders 
Green, MD, DrMedSci, Institute of Applied Economics and Health 
Research and Odense University Hospital, Odense, Denmark, in 
providing scientific support and advice on access to, and management of 
data from the Danish registries. Writing support was provided by Par
exel, funded by Takeda Pharmaceutical Company Ltd. 

Appendix A. Supporting information 

Supplementary data associated with this article can be found in the 
online version at doi:10.1016/j.ejca.2024.113921. 

References 

[1] Chari A, Romanus D, Palumbo A, Blazer M, Farrelly E, Raju A, et al. Randomized 
clinical trial representativeness and outcomes in real-world patients: comparison of 
6 hallmark randomized clinical trials of relapsed/refractory multiple myeloma. e16 
Clin Lymphoma Myeloma Leuk 2020;20(1):8–17. https://doi.org/10.1016/j. 
clml.2019.09.625. 

[2] Pinto V, Bergantim R, Caires HR, Seca H, Guimaraes JE, Vasconcelos MH. Multiple 
myeloma: available therapies and causes of drug resistance. Cancers 2020;12(2). 
https://doi.org/10.3390/cancers12020407. 

[3] Richardson PG, San Miguel JF, Moreau P, Hajek R, Dimopoulos MA, Laubach JP, 
et al. Interpreting clinical trial data in multiple myeloma: translating findings to the 
real-world setting. Blood Cancer J 2018;8(11):109. https://doi.org/10.1038/ 
s41408-018-0141-0. 

[4] Weil C, Gelerstein S, Sharman Moser S, Chodick G, Barit Ben-David N, Shalev V, 
et al. Real-world epidemiology, treatment patterns and survival of multiple 
myeloma patients in a large nationwide health plan. Leuk Res 2019;85:106219. 
https://doi.org/10.1016/j.leukres.2019.106219. 

[5] Ludwig H, Novis Durie S, Meckl A, Hinke A, Durie B. Multiple myeloma incidence 
and mortality around the globe; interrelations between health access and quality, 
economic resources, and patient empowerment. Oncologist 2020;25(9):e1406–13. 
https://doi.org/10.1634/theoncologist.2020-0141. 

[6] Bird SA, Boyd K. Multiple myeloma: an overview of management. 
1178224219868235 Palliat Care Soc Pr 2019;13. https://doi.org/10.1177/ 
1178224219868235. 

[7] Terpos E, Mikhael J, Hajek R, Chari A, Zweegman S, Lee HC, et al. Management of 
patients with multiple myeloma beyond the clinical-trial setting: understanding the 
balance between efficacy, safety and tolerability, and quality of life. Blood Cancer J 
2021;11(2):40. https://doi.org/10.1038/s41408-021-00432-4. 

[8] Yong K, Delforge M, Driessen C, Fink L, Flinois A, Gonzalez-McQuire S, et al. 
Multiple myeloma: patient outcomes in real-world practice. Br J Haematol 2016; 
175(2):252–64. https://doi.org/10.1111/bjh.14213. 

[9] Blimark CH, Turesson I, Genell A, Ahlberg L, Björkstrand B, Carlson K, et al. 
Outcome and survival of myeloma patients diagnosed 2008-2015. Real-world data 
on 4904 patients from the Swedish Myeloma Registry. Haematologica 2018;103 
(3):506–13. https://doi.org/10.3324/haematol.2017.178103. 

N. Abildgaard et al.                                                                                                                                                                                                                            

https://doi.org/10.1016/j.ejca.2024.113921
https://doi.org/10.1016/j.clml.2019.09.625
https://doi.org/10.1016/j.clml.2019.09.625
https://doi.org/10.3390/cancers12020407
https://doi.org/10.1038/s41408-018-0141-0
https://doi.org/10.1038/s41408-018-0141-0
https://doi.org/10.1016/j.leukres.2019.106219
https://doi.org/10.1634/theoncologist.2020-0141
https://doi.org/10.1177/1178224219868235
https://doi.org/10.1177/1178224219868235
https://doi.org/10.1038/s41408-021-00432-4
https://doi.org/10.1111/bjh.14213
https://doi.org/10.3324/haematol.2017.178103


European Journal of Cancer 201 (2024) 113921

8

[10] Remes K, Anttila P, Silvennoinen R, Putkonen M, Ollikainen H, Terava V, et al. 
Real-world treatment outcomes in multiple myeloma: multicenter registry results 
from Finland 2009-2013. PLoS One 2018;13(12):e0208507. https://doi.org/ 
10.1371/journal.pone.0208507. 

[11] Mohty M, Knauf W, Romanus D, Corman S, Verleger K, Kwon Y, et al. Real-world 
treatment patterns and outcomes in non-transplant newly diagnosed multiple 
myeloma in France, Germany, Italy, and the United Kingdom. Eur J Haematol 
2020;105(3):308–25. https://doi.org/10.1111/ejh.13439. 

[12] Langseth OO, Myklebust TA, Johannesen TB, Hjertner O, Waage A. Patterns of 
previous and secondary malignancies in patients with multiple myeloma. Eur J 
Haematol 2021;106(4):529–36. https://doi.org/10.1111/ejh.13581. 

[13] Abildgaard N, Freilich J, Anttila P, et al. Use of linked Nordic registries for 
population studies in haematological cancers: the case of multiple myeloma. Clin 
Epidemiol 2023;15:987–99. https://doi.org/10.2147/CLEP.S413587. 

[14] Gimsing P, Holmström MO, Klausen TW, Andersen NF, Gregersen H, Pedersen RS, 
et al. The Danish national multiple myeloma registry. Clin Epidemiol 2016;8: 
583–7. https://doi.org/10.2147/clep.S99463. 

[15] Ji J, Sundquist K, Sundquist J, Hemminki K. Comparability of cancer identification 
among death registry, cancer registry and hospital discharge registry. Int J Cancer 
2012;131(9):2085–93. https://doi.org/10.1002/ijc.27462. 

[16] Leinonen MK, Miettinen J, Heikkinen S, Pitkäniemi J, Malila N. Quality measures 
of the population-based Finnish Cancer Registry indicate sound data quality for 
solid malignant tumours. Eur J Cancer 2017;77:31–9. https://doi.org/10.1016/j. 
ejca.2017.02.017. 

[17] Maret-Ouda J, Tao W, Wahlin K, Lagergren J. Nordic registry-based cohort studies: 
Possibilities and pitfalls when combining Nordic registry data. Scand J Public 
Health 2017;45(17_suppl):14–9. https://doi.org/10.1177/1403494817702336. 

[18] Laugesen K, Ludvigsson JF, Schmidt M, Gissler M, Valdimarsdottir UA, Lunde A, 
et al. Nordic health registry-based research: a review of health care systems and 
key registries. Clin Epidemiol 2021;13:533–54. https://doi.org/10.2147/CLEP. 
S314959. 

[19] Raab MS, Cavo M, Delforge M, Driessen C, Fink L, Flinois A, et al. Multiple 
myeloma: practice patterns across Europe. Br J Haematol 2016;175(1):66–76. 
https://doi.org/10.1111/bjh.14193. 

[20] Nordic Myeloma Study Group (NMSG). Recommendations for allogeneic 
haematopoietic stem cell transplantation of multiple myeloma. On behalf of NMSG. 
Available from: 〈http://www.nordic-myeloma.org/filer/Referenceprogrammer 
/Annette_Vangsted_MM_allo_Nordic_recommendations-marts2017–3.pdf〉. 
(accessed 6 November 2021). 

[21] Kumar SK, Callander NS, Hillengass J, Liedtke M, Baljevic M, Campagnaro E, et al. 
NCCN guidelines insights: multiple myeloma, version 1.2020. J Natl Compr Canc 
Netw 2019;17(10):1154–65. https://doi.org/10.6004/jnccn.2019.0049. 

[22] Boccadoro M., Usmani S.Z., Chari A., et al. A global treatment standard in multiple 
myeloma (MM) remains elusive despite advances in care over 15 years: first results 
from INSIGHT MM, the largest global prospective, observational MM study. 
Preliminary data from the first 1000 patients enrolled in the INSIGHT MM study 
from 13 countries. Presented at: 23rd Congress of the European Hematology 
Association; 14–17 June 2018; Stockholm, Sweden. 

[23] Usmani S.Z., Hungria V.T.M., Xavier Leleu X., et al. Transplant status does not 
impact the selection of induction regimens for newly diagnosed multiple myeloma 
(NDMM) patients (pts) in the INSIGHT MM prospective, observational study. 
Preliminary data from the first 1056 patients with newly diagnosed MM enrolled in 
the INSIGHT MM study from 14 countries. Presented at: American Society of 
Hematology 60th Annual Meeting & Exposition; 1–4 December 2018; San Diego, 
CA, USA. 

[24] Kumar SK, Therneau TM, Gertz MA, Lacy MQ, Dispenzieri A, Rajkumar SV, et al. 
Clinical course of patients with relapsed multiple myeloma. Mayo Clin Proc 2004; 
79(7):867–74. https://doi.org/10.4065/79.7.867. 

[25] Durie BGM, Hoering A, Abidi MH, Rajkumar SV, Epstein J, Kahanic SP, et al. 
Bortezomib with lenalidomide and dexamethasone versus lenalidomide and 
dexamethasone alone in patients with newly diagnosed myeloma without intent 
for immediate autologous stem-cell transplant (SWOG S0777): a randomised, open- 
label, phase 3 trial. Lancet 2017;389(10068):519–27. https://doi.org/10.1016/ 
S0140-6736(16)31594-X. 

[26] Facon T, Dimopoulos MA, Dispenzieri A, Catalano JV, Belch A, Cavo M, et al. Final 
analysis of survival outcomes in the phase 3 FIRST trial of up-front treatment for 
multiple myeloma. Blood 2018;131(3):301–10. https://doi.org/10.1182/blood- 
2017-07-795047. 

[27] Fayers PM, Palumbo A, Hulin C, Waage A, Wijermans P, Beksac M, et al. 
Thalidomide for previously untreated elderly patients with multiple myeloma: 
meta-analysis of 1685 individual patient data from 6 randomized clinical trials. 
Blood 2011;118(5):1239–47. https://doi.org/10.1182/blood-2011-03-341669. 

[28] Zamagni E, Dhanasiri S, Ghale A, Moore A, Roussel M. Real-world analysis of 
patient characteristics, treatment outcomes, and healthcare resource utilization 
across Europe in patients with newly diagnosed multiple myeloma ineligible for 
stem cell transplantation who received lenalidomide- or bortezomib-based 
regimens. Leuk Lymphoma 2021;62(10):2492–501. https://doi.org/10.1080/ 
10428194.2021.1924369. 

[29] Delgado A, Guddati AK. Clinical endpoints in oncology - a primer. Am J Cancer Res 
2021;11(4):1121–31. 

N. Abildgaard et al.                                                                                                                                                                                                                            

https://doi.org/10.1371/journal.pone.0208507
https://doi.org/10.1371/journal.pone.0208507
https://doi.org/10.1111/ejh.13439
https://doi.org/10.1111/ejh.13581
https://doi.org/10.2147/CLEP.S413587
https://doi.org/10.2147/clep.S99463
https://doi.org/10.1002/ijc.27462
https://doi.org/10.1016/j.ejca.2017.02.017
https://doi.org/10.1016/j.ejca.2017.02.017
https://doi.org/10.1177/1403494817702336
https://doi.org/10.2147/CLEP.S314959
https://doi.org/10.2147/CLEP.S314959
https://doi.org/10.1111/bjh.14193
http://www.nordic-myeloma.org/filer/Referenceprogrammer/Annette_Vangsted_MM_allo_Nordic_recommendations-marts2017-3.pdf
http://www.nordic-myeloma.org/filer/Referenceprogrammer/Annette_Vangsted_MM_allo_Nordic_recommendations-marts2017-3.pdf
https://doi.org/10.6004/jnccn.2019.0049
https://doi.org/10.4065/79.7.867
https://doi.org/10.1016/S0140-6736(16)31594-X
https://doi.org/10.1016/S0140-6736(16)31594-X
https://doi.org/10.1182/blood-2017-07-795047
https://doi.org/10.1182/blood-2017-07-795047
https://doi.org/10.1182/blood-2011-03-341669
https://doi.org/10.1080/10428194.2021.1924369
https://doi.org/10.1080/10428194.2021.1924369
http://refhub.elsevier.com/S0959-8049(24)00097-2/sbref26
http://refhub.elsevier.com/S0959-8049(24)00097-2/sbref26

	Real-world treatment patterns and outcomes for patients with multiple myeloma in Denmark, Finland and Sweden: An analysis u ...
	1 Background
	2 Methods
	2.1 Study design
	2.2 Data sources
	2.3 Study population
	2.4 Treatments
	2.5 Treatment persistence
	2.6 Study outcomes
	2.7 Data analyses

	3 Results
	3.1 Patient characteristics
	3.2 Treatment persistence
	3.3 Clinical outcomes

	4 Discussion
	Role of the funding source
	Authors’ contributions
	Declaration of Competing Interest
	Acknowledgements
	Appendix A Supporting information
	References


