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Abstract: Background: Multiple myeloma (MM) is associated with high morbidity and mortality,
with elevated rates of arterial thrombosis and venous thromboembolism (VTE) and ischemic stroke
(IS). We aimed to estimate the incidence of VTE and IS categorized by the VTE risk grade among
individuals with MM in Korea. Additionally, we explored the potential of the IMPEDE VTE score as
a tool for assessing IS risk in patients with MM. Methods: This retrospective cohort study comprised
37,168 individuals aged ≥ 18 years newly diagnosed with MM between January 2008 and December
2021 using the representative claims database of the Korean population. The risk of the incidence
of VTE and IS within 6 months after MM diagnosis was stratified based on high-risk (IMPEDE
VTE score ≥ 8) and low-risk (<8) categories. The hazard ratios (HRs) were estimated using Cox
proportional hazard models. Results: The VTE incidence was 120.4 per 1000 person-years and IS
incidence was 149.3 per 1000 person-years. Statistically significant differences were observed in
the cumulative incidence rates of VTE between groups with high and low VTE scores (p < 0.001)
and between individuals aged ≤ 65 years (p < 0.001) and those with a Charlson comorbidity index
(CCI) ≥ 3 compared to lower scores (p < 0.001). Additionally, the cumulative incidence rate of IS
differed significantly across all groups (p < 0.001). The HR for the high-risk group in VTE and IS
occurrence was 1.59 (95% CI, 1.26–2.00) and 3.47 (95% CI, 2.99–4.02), respectively. Conclusions: It is
important to screen and manage high-risk groups for the early development of VTE or IS in patients
with newly diagnosed MM.

Keywords: venous thromboembolism; ischemic stroke; multiple myeloma; IMPEDE VTE

1. Introduction

Multiple myeloma (MM) is a clonal plasma cell tumor associated with significant
morbidity and mortality [1]. Arterial thrombosis and venous thromboembolism (VTE)
occur at notably elevated rates in patients with MM [2,3]. Given that patients with MM
having VTE exhibit a mortality rate 2.9 times (95% confidence interval [CI], 2.4–3.5) higher
than those without VTE, it is imperative to identify individuals at a heightened risk for
VTE and implement thromboprophylaxis in such high-risk cohorts [4].

The IMPEDE VTE score is a risk assessment model recommended by the National
Comprehensive Cancer Network for predicting VTE in patients [5]. This model offers a
structured approach for risk stratification by assigning weights to various VTE risk factors,
thereby aiding in the initiation of chemotherapy for patients with MM. Its efficacy in
predicting the VTE risk within a six-month timeframe has been validated in extensive
cohort studies of American and Chinese populations [6,7].
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Moreover, ischemic stroke (IS), a form of arterial thrombosis, presents a significantly
higher mortality rate among patients with MM, reported at 3.4 times (95% CI, 3.0–3.8)
higher compared to those without IS [4]. Despite the necessity for prior risk assessment, a
substantial research gap persists in evaluating the risk of IS in patients with MM. Although
general stroke assessment tools are available, they lack specificity for patients [8]. Con-
sidering the noted similarity in the risk factors between IS and VTE and the established
association between IS and VTE (Odds Ratio [OR], 1.22; 95% CI, 1.12–1.33), there is a
pressing need to investigate the potential utility of employing the IMPEDE VTE score to
forecast the risk of IS development in patients with MM [2,9].

This study aimed to assess the incidence of VTE and IS across different VTE risk levels
and evaluate the effectiveness of the IMPEDE VTE score in managing the risk of ischemic
stroke. Our goal was to provide real-world evidence to support thrombosis prevention
strategies in high-risk patients with MM.

2. Materials and Methods
2.1. Data Source

We conducted a retrospective cohort study using the Health Insurance Review and
Assessment (HIRA) database, which covers approximately 98% of South Korea’s total
population [10]. The HIRA database contains hospital claim information, including di-
agnosis codes (International Classification of Diseases 10th, ICD-10), dates of diagnosis,
procedures, surgical history, and prescribed medications. We analyzed the HIRA database
from January 2007 to December 2022. This study adhered to the Declaration of Helsinki
and was approved by the Institutional Review Board of Kyung Hee University, which
granted an exemption from ethical review based on the observational nature of the study
as secondary database research (Approval Number: KHSIRB-22-287-2(EA)).

2.2. Study Population

The study cohort comprised individuals aged 18 years or older who were newly
diagnosed with MM between January 2008 and December 2021. The index date was
the first calendar date of chemotherapy administration. To ensure that the patients were
newly diagnosed, a one-year washout period preceding the index date was implemented.
Participants with a recent diagnosis of VTE or IS within six months preceding the index
date were excluded from the analysis.

The patients were stratified into two risk categories using IMPEDE VTE scores: high-
risk (≥8 points) and low-risk (<8 points) [11]. This scoring system serves as a VTE risk
prediction tool, enabling clinicians to quantitatively evaluate the risk of VTE in MM patients
based on 11 variables. These variables include the following: the use of immunomodulatory
drugs (IMiDs); a body mass index (BMI) of 25 kg/m² or higher; recent pelvic, hip, or
femur fracture; the administration of erythropoiesis-stimulating agents, doxorubicin, or
dexamethasone; race; a history of VTE; the presence of a tunneled line or central venous
catheter; and the pre-existing use of antithrombotic or antiplatelet medication. The baseline
characteristics were assessed during 1 year prior to the index date.

The variables used to calculate the IMPEDE VTE scores were defined based on the
established protocols outlined in previous studies [6,11–15]. These variables were identified
using the diagnostic or Anatomical Therapeutic Chemical codes provided by the World
Health Organization. The IMiDs include thalidomide, lenalidomide, and pomalidomide.
Due to the unavailability of BMI information, the BMI data were defined as the diagnosis of
obesity (ICD-10 code: [E66]). High-dose dexamethasone was defined as a dose exceeding
160 mg every four weeks. The detailed information regarding variable collection is provided
in Supplementary Table S1.

2.3. Outcomes

The outcome of interest was the incidence of VTE or IS within 6 months of the index
date, categorized by risk grade. VTE was defined using the following ICD-10 codes: I26, I80,
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I81, I82, O082, O223, O871, and O882, while IS was identified by code I63 [14,16,17]. The
follow-up period for these outcomes was from one day after the index date to the earliest
occurrence of the first VTE or IS event, death, 6 months after the index date, or December
2022. The outcome was measured by calculating the incidence rate per person-month,
derived from the total number of new cases of an event divided by the sum of person-times.
Furthermore, the hazard ratio (HR) was estimated to investigate the factors influencing the
incidence of VTE or IS.

2.4. Statistical Analysis

Categorical variables were analyzed using either the chi-square test or Fisher’s ex-
act test. Continuous variables were reported as the mean (standard deviation, SD) and
compared using the t-test or Wilcoxon–Mann–Whitney test. The cumulative incidences
were calculated using person-years per 1000 persons via the Kaplan–Meier method and
compared using the log-rank test. We used Cox proportional hazards models to examine
the association between high IMPEDE VTE scores and the time to event. These models
were adjusted for covariates, such as sex, age, and Charlson comorbidity index (CCI)
scores [6,11–15]. Comorbidities were recorded from one year to one day before the index
date. The Concordance index (C-index) was employed to assess the predictive accuracy of
survival models, such as the Cox proportional hazards model.

The statistical significance was set at p < 0.05, and the confidence intervals were
estimated at the 95th percentile. All statistical analyses were two-sided and were conducted
using the SAS Enterprise Guide version 7.1 (SAS Institute Inc., Cary, NC, USA).

3. Results
3.1. Baseline Characteristics of Population

This retrospective cohort study included 37,168 patients with NDMM after excluding
ineligible patients. Of these, 1910 (5.1%) patients experienced a VTE event, and 2358 (6.3%)
patients had IS during the follow-up period. The mean follow-up duration was 5.12 months
(95% CI, 5.10–5.14). The average age at MM diagnosis was 65.9 years (95% CI, 65.76–66.02),
with the majority (n = 21,638, 58.2%) aged ≥ 65 years. The baseline characteristics of the
patients are summarized in Table 1.

Over six months after the initial MM diagnosis, 4268 VTE and IS events were exam-
ined. The incidences of VTE and IS were 5.1% (1910 patients) and 6.3% (2358 patients),
respectively. Patients with VTE and IS events were significantly older—68.0 years (SD 13.2)
and 71.5 years (SD 11.1), respectively—than those without events, whose age was 65.4 years
(SD 13.2) (p < 0.0001). The average CCI was 4.32 (SD, 3.1) across the total population,
with significant differences in the CCI scores among event-free, VTE, and patients with
IS (p < 0.0001). The most common comorbidity in the study population was hyperten-
sion (62.5%), and the comorbidity rate was significantly different among the three groups
(p < 0.0001).

The overall mean IMPEDE VTE score was 1.78 (95% CI, 1.76–1.81), showing significant
variance among the subgroups (p < 0.0001). The group with IS events had the highest
average IMPEDE VTE score of 2.7 (SD, 3.8), followed by the VTE event group next at
1.81 (SD, 3.3). An IMPEDE VTE score of 8 or above was present in 815 (2.5%) of the
event-free patients, 76 (4.0%) of the VTE group, and 193 (8.2%) of the IS group. The use of
immunomodulatory drugs was notably higher in the VTE group (25.4%, n = 486) compared
to 15.5% (n = 5108) in the event-free group and 7.4% (n = 174) in the IS group (p < 0.0001).
Additionally, a history of VTE prior to MM diagnosis was significantly more common in
the IS group (50.4%, n = 1188) and the VTE group (11.9%, n = 228) than in the event-free
group (3.1%, n = 1022; p < 0.0001).
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Table 1. Baseline characteristics of study population.

Characteristic Total
Event-Free VTE IS

p-Value
n (%) n (%) n (%)

No. of patients 37,168 32,900 (88.5) 1910 (5.1) 2358 (6.3)

Sex
Male 20,072 (54.0) 17,648 (53.6) 997 (52.2) 1427 (60.5) <0.0001
Female 17,096 (46.0) 15,252 (46.4) 913 (47.8) 931 (39.5)

Age at diagnosis, mean (SD) 65.9 (13.1) 65.4 (13.2) 68.0 (11.7) 71.5 (11.1) <0.0001
<20 52 (0.1) 51 (0.1) 1 (0.1) 0 (0.0) <0.0001
20–29 394 (1.1) 381 (1.1) 7 (0.4) 6 (0.3)
30–39 949 (2.6) 900 (2.6) 26 (1.4) 23 (1.0)
40–49 2725 (7.3) 2544 (7.3) 100 (5.2) 81 (3.4)
50–59 6650 (17.9) 6162 (17.9) 275 (14.4) 213 (9.0)
60–69 10,057 (27.1) 8976 (27.1) 561 (29.4) 520 (22.1)
70–79 11,053 (29.7) 9469 (29.7) 633 (33.1) 951 (23.9)
≥80 5288 (14.2) 4417 (14.2) 307 (16.1) 564 (77.4)

Age ≥ 65, n (%) 21,638 (58.2) 18,592 (56.5) 1120 (63.9) 1826 (77.4)

CCI, mean (SD) 4.2 (3.1) 4.1 (3.1) 4.8 (3.4) 5.5 (3.1) <0.0001
0 2734 (7.4) 2598 (7.9) 110 (5.8) 26 (1.1) <0.0001
1 4656 (12.5) 4354 (13.2) 194 (10.2) 108 (4.6)
2 5454 (14.7) 4967 (15.1) 262 (13.7) 225 (9.5)
≥3 24,324 (65.4) 20,981 (63.8) 1344 (70.4) 1999 (84.8)

Comorbidities
Cerebrovascular disease 6991 (18.8) 4679 (14.2) 385 (20.2) 1927 (81.7) <0.0001
Myocardial infarction 944 (2.5) 777 (2.4) 55 (2.9) 112 (4.7) <0.0001
Congestive heart failure 5586 (15.0) 4518 (13.7) 432 (22.6) 636 (27.0) <0.0001
Peripheral vascular disease 2485 (6.7) 2091 (6.4) 170 (8.9) 224 (9.5) <0.0001
Paralysis 969 (2.6) 525 (1.6) 74 (2.9) 370 (15.7) <0.0001
Diabetes Mellitus 17,228 (46.4) 14,715 (44.7) 960 (50.3) 1553 (65.9) <0.0001
Renal disease 7363 (19.8) 6308 (19.2) 388 (20.3) 667 (28.3) <0.0001
Liver disease 563 (1.5) 495 (1.5) 23 (1.2) 45 (1.9) 0.1567
Cardiac arrhythmias 3742 (10.1) 2908 (8.8) 293 (15.3) 541 (22.9) <0.0001
Hypertension 23,221 (62.5) 19,902 (60.5) 1310 (68.6) 2009 (85.2) <0.0001
Coagulopathy 1853 (5.0) 1522 (4.6) 165 (8.6) 166 (7.0) <0.0001
Anemia 2725 (7.3) 2383 (7.2) 145 (7.6) 197 (8.4) 0.1224

IMPEDE VTE
Score, mean (SD) 1.8 (2.8) 1.7 (2.7) 1.8 (3.3) 2.7 (3.8) <0.0001
(95% CI) (1.75–1.81) (1.67–1.74) (1.66–1.96) (2.54–2.85)
IMPEDE score ≥ 8 1084 (2.9) 815 (2.5) 76 (4.0) 193 (8.2) <0.0001
Body mass index ≥ 25 kg/m2 35 (0.1) 31 (0.1) 2 (0.1) 2 (0.1) <0.0001
Pathologic fracture pelvis/hip/femur 210 (0.6) 184 (0.6) 16 (0.8) 10 (0.4) <0.0001
VTE history 2438 (6.6) 1022 (3.1) 228 (11.9) 1188 (50.4) <0.0001
Tunneled line/CVC 3150 (8.5) 2767 (8.4) 216 (11.8) 167 (7.1) <0.0001
Immunomodulatory drug 5768 (15.5) 5108 (15.5) 486 (25.4) 174 (7.4) <0.0001
Erythropoiesis-stimulating agent 3412 (9.2) 2919 (8.9) 265 (13.9) 228 (9.7) <0.0001
Dexamethasone (high dose) 7853 (21.1) 6967 (21.2) 511 (26.8) 375 (15.9) <0.0001
Dexamethasone (low dose) 13,445 (36.2) 11,919 (36.2) 795 (41.6) 731 (31.0) <0.0001
Doxorubicin 779 (2.1) 717 (2.2) 47 (2.5) 15 (0.6) <0.0001
Existing therapeutic warfarin or LMWH use 1637 (4.4) 1023 (3.1) 411 (21.5) 203 (8.6) <0.0001
Existing prophylactic aspirin or LMWH use 11,973 (32.2) 9933 (30.2) 970 (50.8) 1070 (45.4) <0.0001

3.2. Cumulative Incidence of VTE and IS
3.2.1. Cumulative Incidence of VTE

The median follow-up for VTE patients was 1.51 months (95% CI, 1.95–2.10). The
6-month cumulative incidence of VTE following the initial MM diagnosis was 5.14%
(95% CI, 4.92–5.37), translating to an incidence rate of 120.4 per 1000 person-years. Signifi-
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cant differences in the cumulative incidence rates of VTE were observed between groups
with high and low IMPEDE VTE scores (p < 0.001), those aged ≤ 65 years (p < 0.0001), and
those with a CCI ≥ 3 compared to lower scores (p < 0.0001) but not between sexes (p = 0.292)
(Figure 1). The estimated 6-month cumulative incidence of VTE was 8.6% for the IMPEDE
score ≥ 8 group versus 5.6% for the lower score group, 6.4% for patients aged ≥ 65 years
versus 4.7% for younger patients, and 6.2% for the CCI ≥ 3 group versus 4.6% for those
with a lower CCI.
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multiple myeloma: (a) stratified results by VTE-IMPEDE high score level; (b) stratified results by sex;
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3.2.2. Cumulative Incidence of IS

The median follow-up for patients with IS was 1.0 month (95% CI, 1.50–1.61). The
6-month cumulative incidence of IS from the first MM diagnosis was 6.34% (95% CI,
6.10–6.60), with an incidence rate of 149.3 per 1000 person-years. Significant differences
in the cumulative IS incidence rates were noted between the high and low IMPEDE VTE
score groups (p < 0.0001), sexes (p < 0.0001), ages ≥ 65 years and younger (p < 0.0001), and
a CCI ≥ 3 compared to lower (p < 0.0001) (Figure 2). The 6-month cumulative incidence
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of IS was 19.0% in the IMPEDE score ≥ 8 group versus 6.4% in the low score group, 7.6%
for males versus 5.8% for females, 9.1% for those aged ≥ 65 years versus 3.5% for younger
individuals, and 6.2% for the CCI ≥ 3 groups versus 4.6% for those with a lower CCI.
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3.3. Stratified Risks of VTE and IS Using IMPEDE VTE Scores
3.3.1. Assessing the Impact of the IMPEDE VTE Score on the Venous
Thromboembolism Risk

Our multivariate Cox hazard analysis showed significant associations between the
risk of VTE events and the IMPEDE VTE score and population characteristics across the
four models (Table 2). The high IMPEDE VTE score (≥8) is consistently associated with an
increased risk for VTE across all models. Patients with a high IMPEDE VTE score had a
54–62% higher risk of experiencing a VTE event than those with a lower risk, with HRs
ranging from 1.54 in Model 1. Even after adjusting with other population characteristics,
the high IMPEDE VTE score was significantly related to the VTE event risk shown in HR
1.54 (95% CI, 1.23–1.94) in Model 2 to 1.62 (95% CI, 1.29–2.04) in Model 3 and 1.59 (95% CI,
1.26–2.00) in Model 4 (p < 0.0001).
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Table 2. Multivariable Cox hazards analysis for VTE event.

Variables

Model 1 Model 2 Model 3 Model 4

HR
(95%CI) p-Value HR

(95%CI) p-Value HR
(95%CI) p-Value HR

(95%CI) p-Value

VTE IMPEDE
score ≥ 8

1.54
(1.23–1.94) 0.0002 1.54

(1.23–1.94) 0.0002 1.62
(1.29–2.04) <0.0001 1.59

(1.26–2.00) <0.0001

Male 0.95
(0.87–1.04) 0.2816 0.96

(0.87–1.05) 0.3223 0.95
(0.86–1.03) 0.2219

Age ≥ 65 1.40
(1.27–1.53) <0.0001 1.34

(1.22–1.47) <0.0001

CCI ≥ 3 1.29
(1.17–1.42) <0.0001

Sex appeared to have no significant effect on the risk of VTE in any model. Age was
another critical factor, with individuals aged ≥ 65 years facing a significantly increased risk
of VTE events with HRs of 1.40 (95% CI, 1.27–1.53, p < 0.0001) in Model 3 and 1.34 (95% CI,
1.22–1.47, p < 0.0001) in Model 4. Moreover, a higher CCI score (≥3) was significantly
associated with an increased risk of VTE in Model 4, with an HR of 1.29 (95% CI, 1.17–1.42,
p < 0.0001), suggesting that patients with more significant comorbidities have a higher risk
of experiencing VTE events.

The discriminative ability of the IMPEDE VTE score in predicting VTE events was
further evaluated, yielding a C-index of 0.524. This result suggests the utility of the score
in identifying patients at a higher risk of VTE, although the C-index indicates moderate
discriminative power.

3.3.2. Assessing the Impact of the IMPEDE VTE Score on the Risk of Ischemic Stroke

We explored the impact of various determinants on the incidence of IS events, and the
Cox analysis results are presented in Table 3. Our investigation yielded significant insights
into the associations of a high IMPEDE VTE score, sex, older age, and a high CCI score
with the risk of IS.

Table 3. Multivariable Cox hazards analysis for IS event.

Variables

Model 1 Model 2 Model 3 Model 4

HR
(95%CI) p-Value HR

(95%CI) p-Value HR
(95%CI) p-Value HR

(95%CI) p-Value

VTE IMPEDE
score ≥ 8

3.23
(2.79–3.75) <0.0001 3.22

(2.78–3.73) <0.0001 3.72
(3.21–4.31) <0.0001 3.47

(2.99–4.02)

Male 1.33
(1.22–1.44) <0.0001 1.35

(1.24–1.46) <0.0001 1.30
(1.20–1.41) <0.0001

Age ≥ 65 2.80
(2.51–3.05) <0.0001 2.42

(2.42–2.20) <0.0001

CCI ≥ 3 2.65
(2.37–2.97) <0.0001

A notable finding was the substantial link between a high IMPEDE VTE score (≥8)
and an elevated IS risk across all models. The HRs, in particular, demonstrated that patients
with a high IMPEDE VTE score (≥8) are at a significantly increased risk of IS events, with
HRs of 3.23 (95% CI, 2.79–3.75) in Model 1, 3.22 (95% CI, 2.78–3.73) in Model 2, 3.72 (95% CI,
3.21–4.31) in Model 3, and 3.47 (95% CI, 2.99–4.02) in Model 4.

Upon regulating the population characteristics and their association with IS, we found
that sex, older age, and a higher CCI significantly increased the IS risk. Sex was another
significant predictor, with male patients showing a higher risk of IS events. The HRs for
males were consistent across the models—1.33 (95% CI, 1.22–1.44) in Model 1, 1.35 (95% CI,
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1.24–1.46) in Model 2, and 1.30 (95% CI, 1.20–1.41) in Model 3—all with p-values < 0.0001,
indicating a 30–35% increased risk for males. Age, mainly ≥65 years, was identified as a
crucial risk factor for IS. The analysis revealed HRs of 2.80 (95% CI, 2.51–3.05) in Model 3
and 2.42 (95% CI, 2.42–2.20) in Model 4, both statistically significant (p < 0.0001), suggesting
that older individuals are significantly more susceptible to IS, with risks ranging from
2.42 to 2.80 times higher than younger patients. Moreover, a higher CCI score (≥3) was
significantly associated with an increased risk of IS in Model 4, where an HR of 2.65
(95% CI, 2.37–2.97, p < 0.0001) was observed. These results underscore that patients with
more significant comorbidity burdens, measured by a CCI score of 3 or higher, are over
twice as likely to experience IS events than those with lower scores.

In addition, the discriminative capability of the IMPEDE VTE score in predicting IS
events was evaluated, yielding a C-index of 0.592. This implies the possibility of using the
IMPEDE score to identify patients at an increased risk of IS, although the moderate C-index
suggests that there is room for further refinement in its predictive accuracy.

4. Discussion

The incidence of VTE among patients newly diagnosed with MM in Korea is approx-
imately 120 per 1000 person-years. The risk for the high-risk group in VTE occurrence
was significantly 1.59 times higher (95% CI, 1.26–2.00). Additionally, the incidence of IS
among patients newly diagnosed with MM was approximately 149 per 1000 person-years,
and there was a significant difference in the risk of occurrence depending on the risk of IS
(HR = 3.47; 95% CI, 2.99–4.02).

The incidence of VTE in patients with MM is generally known to be approximately 10%
but varies widely across studies due to factors, such as the study era, race, MM regimen,
and the use of anticoagulants [3,18–20]. A cohort study using data from the U.S. Veterans
Health Administration (VHA) reported the cumulative incidence of VTE at 6 months to be
6.5%, and an analysis linked with the VHA data and the SEER-Medicare database targeting
MM patients aged > 65 years found an incidence of 8.6% [14,21]. In the Myeloma IX and XI
trials conducted by the United Kingdom Medical Research Council, it was reported that
patients with NDMM experienced a 6-month VTE cumulative incidence ranging from 2.2%
to 20.7% depending on the MM regimen [22]. Research on patients with MM registered
at 16 major academic medical centers in China identified an overall incidence of 6.1% for
iMiD-related VTE [15]. The incidence of VTE reported in our study was 5.1%, which is
slightly lower than the range reported in previous studies but aligns with the 5–8% range
identified in a prior study analyzing a cohort of Korean patients with relapsed/refractory
MM [23]. Our study was significant because of the population-level incidence of VTE in
patients newly diagnosed with MM in Korea.

The occurrence of VTE significantly increases the mortality rate of patients with MM.
The HRs for 1-year mortality in the Swedish cohort and 6-month mortality in the U.S. VHA
cohort were 2.9 and 1.67, respectively, which were significantly higher in patients with
MM and VTE [4,21]. In a recent systematic review, the risk of early death due to VTE in
patients with MM was reported to be 2.27 times higher [24]. As the negative consequences
of VTE on mortality are evident, it is also expected to result in long-term morbidity and to
impair the quality of life, yet more studies addressing this issue in the MM population are
needed [22]. With the increasing emphasis on the importance of managing VTE risk with
an MM diagnosis, the major clinical guidelines recommend the use of valid stratification
methods, such as the IMPEDE VTE score or the SAVED score, to manage VTE risk in
patients with MM [5]. The IMPEDE VTE score is a VTE risk prediction model developed
by Sanfilippo et al., aiming to improve VTE risk stratification beyond the previously
used International Myeloma Working Group/National Comprehensive Cancer Network
guidelines [11]. It was developed using data from 4446 patients with MM from the Veterans
Administration Central Cancer Registry and was externally validated using SEER-Medicare
data. Unlike the SAVED score, which is designed for patients beginning iMiD induction
therapy, the IMPEDE VTE score can be used for any MM-directed therapy [25]. To date, it
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has been evaluated in real-world studies from various countries, including the U.S., China,
France, and Brazil, demonstrating superior VTE risk prediction capabilities to previous risk
stratification models [6,7,26,27]. However, previous research has been confined to either
single- or multicenter studies involving a limited number of patients, and studies at the
population level are notably insufficient.

In the study by Sanfilippo, the 6-month cumulative incidence of VTE was 3.3% for the
low-risk group with an IMPEDE VTE score ≤ 3 and 15.2% for the high-risk group with a
score ≥ 8 [11]. In France, the score was evaluated for 190 patients with NDMM registered in
the MELISSE database, and the incidence of VTE in the low-, intermediate-, and high-risk
groups was 5.9%, 9.4%, and 16.7%, respectively [26]. U.S.- and China-based chart review
studies reported VTE incidences of 5.0%, 12.6%, and 24.1% and 3.8%, 8.6%, and 40.5% for
the respective risk groups, underscoring the effectiveness of the IMPEDE score in VTE risk
prediction [6,7]. Our study also estimated the VTE incidence to be 8.6% for the high-risk
group with an IMPEDE VTE score ≥ 8 and 5.6% for those with a score < 8, showing a
consistent pattern of increased risk with a higher score. Despite the clear trend in VTE
incidence correlating with risk groups, as determined by the IMPEDE score, the variations
in the incidence rates across studies suggest influences from the scale of the study and the
heterogeneity of the populations. Given the limited research conducted on Asian patients,
further high-quality studies with greater precision are required to validate the predictive
capability of the IMPEDE score in this population.

The cumulative incidence of arterial thrombosis, including angina, myocardial in-
farction, and stroke, within one year of MM diagnosis in the Swedish population was
reported to be 3.8% [3]. In a study conducted at Taipei Veterans Hospital, the cumulative
incidence of stroke within five years of MM diagnosis was 7.5% [28]. However, in our study,
the cumulative incidence of IS within six months of MM diagnosis was 6.3%, which was
higher than that reported in previous studies. Although a direct comparison of incidence
rates is challenging owing to the variations in the study design contingent upon study
objectives, the consistency in the findings that the incidence of IS is higher than that of VTE
is noteworthy. Kristinsson et al. (2010, 2012) reported that, compared to controls, patients
with MM have a 1.9 times higher incidence of arterial thrombosis, and the occurrence of
stroke increases the mortality rate of patients with MM by 4.1 times [3,4]. Despite the high
incidence of IS and its significant association with mortality in patients with MM, the tools
for identifying high-risk IS patients remain scarce. The existing IS risk prediction tools are
primarily designed for use in emergency situations when stroke symptoms manifest or
are intended for the general population of patients lacking specialization for patients with
MM [8,29]. Furthermore, although one study explored the significant factors associated
with stroke occurrence in patients with MM, few studies have quantified the risk using
these factors. Considering that IS, like VTE, is a type of thrombosis and does not divide
the risk factors for the two diseases, we investigated the potential of using a VTE risk tool
in patients with MM to identify high-risk IS groups [2]. Our findings revealed that the
incidence of IS in the high-risk VTE group was approximately 22%, which was significantly
higher than the approximately 7% incidence in the low-risk group, thus confirming the
potential utility of the VTE risk tool in screening high-risk IS groups. Moreover, the high
prevalence of VTE history in individuals with IS and the highest VTE history score in the
IMPEDE serve as evidence supporting the usefulness of the VTE risk score in identifying
the IS risk group. In our study, over half of the patients (1188 of 2358) who developed IS
had a history of VTE, demonstrating that the VTE risk score offers sufficient sensitivity
for identifying high-risk IS groups. In addition, the C-index exceeded 0.5, confirming the
validity of the model.

In our results, the high IMPEDE VTE score group had a risk of IS approximately
3.2 times higher than that in the low-risk group (HR 3.2; 95% CI, 2.8–3.7), which increased to
3.5 times higher when adjusted for sex and age. The occurrence of IS exhibited a significant
relationship with sex, age, and the number of comorbidities, with men experiencing an IS
risk 1.3 times higher than women (p < 0.001), patients > 65 years of age facing a 2.4 times
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higher risk (p < 0.001) than younger patients, and those with a high CCI (≥3) having a
2.7 times higher incidence (p < 0.001).

It is notable that despite the valuable findings of our study, there are several limitations
in our study. First, BMI, a factor in determining the VTE score, could not be confirmed
with the claims data. Consequently, we used an obesity diagnosis code as an alternative
indicator of a BMI > 25. A Korean study conducted at a tertiary general hospital found that
approximately 27% of patients had a BMI > 25; our study revealed an even higher propor-
tion of patients with an obesity diagnosis code (35%). Utilizing the obesity diagnosis code
instead of BMI > 25 might raise concerns regarding the potential overestimation of the VTE
risk score. Second, to determine the dosage of dexamethasone for calculating the IMPEDE
VTE score, our study included prednisolone, unlike most previous studies that focused
solely on dexamethasone. The preliminary data analysis indicated that prednisolone is
commonly administered to patients with MM in Korea instead of dexamethasone. While
this inclusion may lead to an overestimation of the VTE score, it offers a more precise risk
estimate, considering that the increased VTE risk in patients with MM is associated not only
with the inherent properties of dexamethasone but also with the high dosage of steroids.
Third, the incidence may have been overestimated by relying solely on the diagnostic codes
to define the occurrence of VTE or IS. Given the retrospective nature of our study based on
the claims data, the clinical context is unknown, potentially leading to an overestimation of
the actual occurrences. However, the impact of this limitation may be minimal owing to
the study design, which included the implementation of a washout period for the events
and defining the occurrence of the first VTE or IS as the endpoint.

To the best of our knowledge, this study is the first attempt to quantify the risk
of VTE and IS among patients with MM using a large representative database of the
Korean population. Our findings highlight a substantial risk of VTE and IS among MM
patients, emphasizing the criticality of early screening and management interventions.
Additionally, our investigation into the broader applicability of the IMPEDE VTE score
reveals its potential utility in not only stratifying patients based on VTE occurrence but
also in assessing the risk of IS occurrence. Consequently, our study provides fundamental
data for tailoring treatment strategies aimed at preventing the occurrence of VTE or IS in
high-risk groups of patients with MM.
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//www.mdpi.com/article/10.3390/jcm13102829/s1, Table S1. Definitions and codes for variables of
the IMPEDE VTE scores.

Author Contributions: Conceptualization, H.J.H. and M.K.; methodology, H.J.H. and M.K.; data
curation, H.J.H.; writing—original draft preparation, H.J.H., M.K. and J.L.; writing—review and
editing, H.J.H., M.K. and H.S.S.; visualization, H.J.H.; supervision, H.S.S. All authors have read and
agreed to the published version of the manuscript.

Funding: This study was funded by the Ministry of Food and Drug Safety in 2024 (grant number:
21153MFDS601).

Institutional Review Board Statement: This study was approved by the Kyung Hee University
Institutional Review Board, which granted exemption from ethical review. This exemption was
based on the study’s non-interventional nature as secondary database research. (Approval number:
KHSIRB-22-287-2(EA), Date of approval: 14 November 2023).

Informed Consent Statement: Not applicable.

Data Availability Statement: The data used in this study are not publicly accessible, primarily
because of privacy and ethical constraints. Access to the dataset utilized in this study was restricted
to authorized researchers through the Korean National Health Insurance internal networking system.

Acknowledgments: The authors extend their gratitude to Eunah Jung from the Department of
Regulatory Science, Graduate School, Kyung Hee University, for her assistance in searching prior
studies and visualizations.

https://www.mdpi.com/article/10.3390/jcm13102829/s1
https://www.mdpi.com/article/10.3390/jcm13102829/s1


J. Clin. Med. 2024, 13, 2829 11 of 12

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. 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, e1406–e1413.
[CrossRef] [PubMed]

2. Leebeek, F.W.; Kruip, M.J.; Sonneveld, P. Risk and management of thrombosis in multiple myeloma. Thromb. Res. 2012, 129,
S88–S92. [CrossRef] [PubMed]

3. Kristinsson, S.Y.; Pfeiffer, R.M.; Björkholm, M.; Goldin, L.R.; Schulman, S.; Blimark, C.; Mellqvist, U.-H.; Wahlin, A.; Turesson, I.;
Landgren, O. Arterial and venous thrombosis in monoclonal gammopathy of undetermined significance and multiple myeloma:
A population-based study. Blood J. Am. Soc. Hematol. 2010, 115, 4991–4998. [CrossRef] [PubMed]

4. Kristinsson, S.Y.; Pfeiffer, R.M.; Björkholm, M.; Schulman, S.; Landgren, O. Thrombosis is associated with inferior survival in
multiple myeloma. Haematologica 2012, 97, 1603. [CrossRef] [PubMed]

5. Streiff, M.B.; Holmstrom, B.; Angelini, D.; Ashrani, A.; Elshoury, A.; Fanikos, J.; Fertrin, K.Y.; Fogerty, A.E.; Gao, S.; Goldhaber,
S.Z. Cancer-associated venous thromboembolic disease, version 2.2021, NCCN clinical practice guidelines in oncology. J. Natl.
Compr. Cancer Netw. 2021, 19, 1181–1201.

6. Covut, F.; Ahmed, R.; Chawla, S.; Ricaurte, F.; Samaras, C.J.; Anwer, F.; Garcia, A.V.M.; Angelini, D.E.; Mazzoni, S.; Faiman, B.;
et al. Validation of the IMPEDE VTE score for prediction of venous thromboembolism in multiple myeloma: A retrospective
cohort study. Br. J. Haematol. 2021, 193, 1213–1219. [CrossRef] [PubMed]

7. Bao, L.; Fang, L.J.; Xiao, M.Y.; Lu, M.Q.; Chu, B.; Shi, L.; Gao, S.; Xiang, Q.Q.; Wang, Y.T.; Liu, X.; et al. Validation of the IMPEDE
VTE score for prediction of venous thromboembolism in Chinese patients with multiple myeloma: A single-center retrospective
cohort study. Thromb. Res. 2024, 236, 130–135. [CrossRef] [PubMed]

8. Association, A.S. Stroke Risk Assessment. Available online: https://www.stroke.org/en/about-stroke/stroke-risk-factors/
stroke-risk-assessment (accessed on 2 April 2024).

9. Corley, A.M.; Sullivan, M.J.; Friedman, S.E.; O’Rourke, D.J.; Palac, R.T.; Gemignani, A.S. Relation of venous thromboembolism
risk to ischemic stroke risk in hospitalized patients with cancer. Am. J. Cardiol. 2019, 123, 679–683. [CrossRef] [PubMed]

10. Kim, J.-A.; Yoon, S.; Kim, L.-Y.; Kim, D.-S. Towards actualizing the value potential of Korea Health Insurance Review and
Assessment (HIRA) data as a resource for health research: Strengths, limitations, applications, and strategies for optimal use of
HIRA data. J. Korean Med. Sci. 2017, 32, 718. [CrossRef] [PubMed]

11. Sanfilippo, K.M.; Luo, S.; Wang, T.F.; Fiala, M.; Schoen, M.; Wildes, T.M.; Mikhael, J.; Kuderer, N.M.; Calverley, D.C.; Keller,
J. Predicting venous thromboembolism in multiple myeloma: Development and validation of the IMPEDE VTE score. Am. J.
Hematol. 2019, 94, 1176–1184. [CrossRef]

12. Chalayer, E.; Talbot, A.; Frenzel, L.; Karlin, L.; Collet, P.; Guyotat, D.; Attal, M.; Leleu, X.; Tardy, B. Prediction of venous throm-
boembolism in patients with multiple myeloma treated with lenalidomide, bortezomib, dexamethasone, and transplantation:
Lessons from the substudy of IFM/DFCI 2009 cohort. J. Thromb. Haemost. 2022, 20, 1859–1867. [CrossRef] [PubMed]

13. Jang, D.S.; Ko, J.H.; Son, E.S.; Yu, Y.M. Stratification of Venous Thromboembolism Risk in Multiple Myeloma and Analysis of the
Use of Antithrombotic Agents. J. Korean Soc. Health-Syst. Pharm. 2023, 40, 158–170. [CrossRef]

14. Li, A.; Wu, Q.; Luo, S.; Warnick, G.S.; Zakai, N.A.; Libby, E.N.; Gage, B.F.; Garcia, D.A.; Lyman, G.H.; Sanfilippo, K.M. Derivation
and Validation of a Risk Assessment Model for Immunomodulatory Drug-Associated Thrombosis Among Patients with Multiple
Myeloma. J. Natl. Compr. Canc Netw. 2019, 17, 840–847. [CrossRef] [PubMed]

15. Li, X.; Sun, X.; Fang, B.; Leng, Y.; Sun, F.; Wang, Y.; Wang, Q.; Jin, J.; Yang, M.; Xu, B.; et al. Development and validation of a
new risk assessment model for immunomodulatory drug-associated venous thrombosis among Chinese patients with multiple
myeloma. Thromb. J. 2023, 21, 105. [CrossRef] [PubMed]

16. Hsieh, M.-T.; Hsieh, C.-Y.; Tsai, T.-T.; Wang, Y.-C.; Sung, S.-F. Performance of ICD-10-CM diagnosis codes for identifying acute
ischemic stroke in a national health insurance claims database. Clin. Epidemiol. 2020, 12, 1007–1013. [CrossRef] [PubMed]

17. Sultan, A.A.; West, J.; Stephansson, O.; Grainge, M.J.; Tata, L.J.; Fleming, K.M.; Humes, D.; Ludvigsson, J.F. Defining venous
thromboembolism and measuring its incidence using Swedish health registries: A nationwide pregnancy cohort study. BMJ Open
2015, 5, e008864. [CrossRef] [PubMed]

18. Al-Ani, F.; Bermejo, J.M.B.; Mateos, M.-V.; Louzada, M. Thromboprophylaxis in multiple myeloma patients treated with
lenalidomide—A systematic review. Thromb. Res. 2016, 141, 84–90. [CrossRef]

19. Baz, R.; Li, L.; Kottke-Marchant, K.; Srkalovic, G.; McGowan, B.; Yiannaki, E.; Karam, M.A.; Faiman, B.; Jawde, R.A.; Andresen, S.;
et al. The role of aspirin in the prevention of thrombotic complications of thalidomide and anthracycline-based chemotherapy for
multiple myeloma. Mayo Clin. Proc. 2005, 80, 1568–1574. [CrossRef] [PubMed]

20. Falanga, A.; Marchetti, M.; Russo, L. Venous thromboembolism in the hematologic malignancies. Curr. Opin. Oncol. 2012, 24,
702–710. [CrossRef]

21. Schoen, M.W.; Carson, K.R.; Luo, S.; Gage, B.F.; Li, A.; Afzal, A.; Sanfilippo, K.M. Venous thromboembolism in multiple myeloma
is associated with increased mortality. Res. Pract. Thromb. Haemost. 2020, 4, 1203–1210. [CrossRef] [PubMed]

https://doi.org/10.1634/theoncologist.2020-0141
https://www.ncbi.nlm.nih.gov/pubmed/32335971
https://doi.org/10.1016/S0049-3848(12)70024-5
https://www.ncbi.nlm.nih.gov/pubmed/22682142
https://doi.org/10.1182/blood-2009-11-252072
https://www.ncbi.nlm.nih.gov/pubmed/20299513
https://doi.org/10.3324/haematol.2012.064444
https://www.ncbi.nlm.nih.gov/pubmed/22511493
https://doi.org/10.1111/bjh.17505
https://www.ncbi.nlm.nih.gov/pubmed/33997961
https://doi.org/10.1016/j.thromres.2024.02.011
https://www.ncbi.nlm.nih.gov/pubmed/38430904
https://www.stroke.org/en/about-stroke/stroke-risk-factors/stroke-risk-assessment
https://www.stroke.org/en/about-stroke/stroke-risk-factors/stroke-risk-assessment
https://doi.org/10.1016/j.amjcard.2018.11.008
https://www.ncbi.nlm.nih.gov/pubmed/30528279
https://doi.org/10.3346/jkms.2017.32.5.718
https://www.ncbi.nlm.nih.gov/pubmed/28378543
https://doi.org/10.1002/ajh.25603
https://doi.org/10.1111/jth.15758
https://www.ncbi.nlm.nih.gov/pubmed/35557490
https://doi.org/10.32429/jkshp.2023.40.2.001
https://doi.org/10.6004/jnccn.2018.7273
https://www.ncbi.nlm.nih.gov/pubmed/31319391
https://doi.org/10.1186/s12959-023-00534-y
https://www.ncbi.nlm.nih.gov/pubmed/37794471
https://doi.org/10.2147/CLEP.S273853
https://www.ncbi.nlm.nih.gov/pubmed/33061648
https://doi.org/10.1136/bmjopen-2015-008864
https://www.ncbi.nlm.nih.gov/pubmed/26560059
https://doi.org/10.1016/j.thromres.2016.03.006
https://doi.org/10.4065/80.12.1568
https://www.ncbi.nlm.nih.gov/pubmed/16342649
https://doi.org/10.1097/CCO.0b013e3283592331
https://doi.org/10.1002/rth2.12411
https://www.ncbi.nlm.nih.gov/pubmed/33134785


J. Clin. Med. 2024, 13, 2829 12 of 12

22. Bradbury, C.A.; Craig, Z.; Cook, G.; Pawlyn, C.; Cairns, D.A.; Hockaday, A.; Paterson, A.; Jenner, M.W.; Jones, J.R.; Drayson, M.T.;
et al. Thrombosis in patients with myeloma treated in the Myeloma IX and Myeloma XI phase 3 randomized controlled trials.
Blood 2020, 136, 1091–1104. [CrossRef] [PubMed]

23. Shin, J.; Lee, J.J.; Kim, K.; Min, C.K.; Lee, J.O.; Suh, C.; Kim, J.S.; Lee, Y.J.; Yoon, S.S.; Jo, J.C.; et al. Venous thromboembolism in
relapsed or refractory multiple myeloma patients treated with lenalidomide plus dexamethasone. Int. J. Hematol. 2019, 109, 79–90.
[CrossRef] [PubMed]

24. An, N.; Zhang, L.; Gu, L.; Tang, T.; Zhou, H.; Tian, G. Prognostic significance of thromboembolism in multiple myeloma: A
systematic review and meta-analysis. Transl. Cancer Res. 2023, 12, 616–623. [CrossRef] [PubMed]

25. Covut, F.; Sanfilippo, K.M. Mitigating the risk of venous thromboembolism in patients with multiple myeloma receiving
immunomodulatory-based therapy. Hematol. Am. Soc. Hematol. Educ. Program. 2022, 2022, 363–367. [CrossRef] [PubMed]

26. Chalayer, E.; Teste, A.; Guyotat, D.; Elalamy, I.; Leleu, X.; Tardy, B. Predicting the risk of venous thromboembolism in newly
diagnosed myeloma with immunomodulatory drugs: External validation of the IMPEDE VTE score. Am. J. Hematol. 2020, 95,
E18–E20. [CrossRef] [PubMed]

27. da Costa, I.H.F.; de Pádua, C.A.M.; de Miranda Drummond, P.L.; Silveira, L.P.; Malta, J.S.; Dos Santos, R.M.M.; Reis, A.M.M.
Comparison of three risk assessment models for thromboembolism in multiple myeloma patients receiving immunomodulators:
A Brazilian historical cohort. J. Thromb. Thrombolysis 2023, 56, 147–155. [CrossRef] [PubMed]

28. Lee, G.Y.; Lee, Y.T.; Yeh, C.M.; Hsu, P.; Lin, T.W.; Gau, J.P.; Yu, Y.B.; Hsiao, L.T.; Tzeng, C.H.; Chiou, T.J. Risk of stroke in patients
with newly diagnosed multiple myeloma: A retrospective cohort study. Hematol. Oncol. 2017, 35, 726–733. [CrossRef] [PubMed]

29. Antipova, D.; Eadie, L.; Macaden, A.; Wilson, P. Diagnostic accuracy of clinical tools for assessment of acute stroke: A systematic
review. BMC Emerg. Med. 2019, 19, 49. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1182/blood.2020005125
https://www.ncbi.nlm.nih.gov/pubmed/32438407
https://doi.org/10.1007/s12185-018-2540-1
https://www.ncbi.nlm.nih.gov/pubmed/30291558
https://doi.org/10.21037/tcr-23-285
https://www.ncbi.nlm.nih.gov/pubmed/37033347
https://doi.org/10.1182/hematology.2022000414
https://www.ncbi.nlm.nih.gov/pubmed/36485142
https://doi.org/10.1002/ajh.25658
https://www.ncbi.nlm.nih.gov/pubmed/31617240
https://doi.org/10.1007/s11239-023-02817-7
https://www.ncbi.nlm.nih.gov/pubmed/37133703
https://doi.org/10.1002/hon.2340
https://www.ncbi.nlm.nih.gov/pubmed/27545592
https://doi.org/10.1186/s12873-019-0262-1
https://www.ncbi.nlm.nih.gov/pubmed/31484499

	Introduction 
	Materials and Methods 
	Data Source 
	Study Population 
	Outcomes 
	Statistical Analysis 

	Results 
	Baseline Characteristics of Population 
	Cumulative Incidence of VTE and IS 
	Cumulative Incidence of VTE 
	Cumulative Incidence of IS 

	Stratified Risks of VTE and IS Using IMPEDE VTE Scores 
	Assessing the Impact of the IMPEDE VTE Score on the Venous Thromboembolism Risk 
	Assessing the Impact of the IMPEDE VTE Score on the Risk of Ischemic Stroke 


	Discussion 
	References

