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Abstract: B-cell maturation antigen (BCMA) is a promising therapeutic target for multiple myeloma
(MM). The aim of this study was to assess the effectiveness and tolerability of monotherapy with
the conjugated anti-BCMA monoclonal antibody belantamab mafodotin in triple-class refractory
patients with MM in real-world practice. Patients refractory to at least one proteasome inhibitor, one
immunomodulatory drug, and one anti-CD38 monoclonal antibody received belantamab mafodotin
at 2.5 mg/kg intravenously every 3 weeks. Overall, 27 patients with a median age of 65 years (range
41–81) were included. Of these, 52% were male and the median number of prior lines of treatment
was 5 (4–10). The overall response rate (partial response or better) was 52%, whereas the disease
control rate (stable disease or better) was 70%. The median progression-free survival (PFS) was
2 months (95%CI: 0–7), whereas the median PFS among the responders was 12 months (95%CI: 6–18).
Regarding the toxicity profile, the most common toxicity was eye toxicity, in 44% of the patients.
Keratopathy grade 2–3 was reported in 33.3% of the patients. In conclusion, belantamab mafodotin
showed a safety and efficacy profile consistent with the results of the registrational study. Importantly,
heavily pretreated patients who responded to treatment derived a substantial survival benefit.

Keywords: multiple myeloma; refractory; relapsed; belantamab mafodotin; effectiveness; safety;
response; toxicity; cornea; monoclonal antibody; conjugated

1. Introduction

Despite continuous improvement in survival, patients with multiple myeloma (MM)
still relapse, and survival after failure of proteasome inhibitor (PIs), immunomodulatory
drugs (IMiDs), and anti-CD38 monoclonal antibodies remains poor. Therefore, there is a
need for new treatment strategies in these triple-class refractory patients. B-cell maturation
antigen (BCMA) is a promising therapeutic target, as it is an antigen expressed specifically
on plasma cells, with a higher expression in myeloma cells [1]. BCMA promotes myeloma
cell growth, chemoresistance, and immunosuppression in the bone marrow microenviron-
ment [1–3]. The expression of BCMA increases as the disease progresses from MGUS to
advanced myeloma, whereas increased BCMA levels have been correlated with adverse
prognosis [4].

Belantamab mafodotin belongs to a class of drugs called antibody–drug conjugates
(ADCs). Belantamab mafodotin consists of an afucosylated IgG1 monoclonal antibody that
specifically targets BCMA expressed on the surface of myeloma cells coupled with a potent
cytotoxic agent named monomethyl auristin-F (MMAF). This unique combination allows
for targeted delivery of the drug directly to the myeloma cells, minimizing on-target off-
tumor damage to healthy tissues. By binding to BCMA and delivering the cytotoxic payload,
belantamab mafodotin disrupts the growth and survival of myeloma cells, inhibiting tumor
progression. It has shown promising results in clinical trials, demonstrating efficacy in
patients for whom multiple lines of prior therapy have failed [5,6].
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Belantamab mafodotin has been approved for patients with triple-class refractory
relapsed/refractory multiple myeloma (RRMM) who have received at least four prior lines
of treatment following the encouraging results from the DREAMM-2 study [5,6]. The
DREAMM-2 clinical trial evaluated the efficacy and safety of belantamab mafodotin in
patients with relapsed or refractory multiple myeloma who had received at least three
prior lines of therapy, including an IMiD, a PI, and an anti-CD38 monoclonal antibody.
The study reported an overall response rate (ORR) of 32%, with 19% achieving a very
good partial response or better. The presence of extramedullary myeloma disease was
an adverse predictive factor for response to treatment. The median duration of response
(DOR) was 11 months, indicating that patients who responded to treatment experienced
a sustained period of disease control. The median progression-free survival (PFS) for
the whole study population was 2.8 months, reflecting a modest improvement in disease
control compared to the previous lines of therapy these patients had received. Interestingly,
the median overall survival (OS) was 13.7 months, suggesting a survival benefit in patients
heavily pretreated with RRMM. Regarding the toxicity profile of belantamab mafodotin, the
most commonly reported adverse events in the DREAMM-2 study included keratopathy
(corneal epithelial changes), thrombocytopenia, anemia, and fatigue. However, most of
these adverse events were manageable and reversible [5,6].

However, belantamab mafodotin is not currently commercially available from the
Food and Drug Administration (FDA) in the United States due to the negative primary
results of the phase 3 DREAMM-3 clinical trial comparing belantamab mafodotin to poma-
lidomide. Belantamab mafodotin did not reach the threshold of superiority to pomalido-
mide/dexamethasone in terms of median PFS prolongation (11.2 versus 7 months, respec-
tively, p = 0.56), although the responses were more durable with belantamab mafodotin [7].
Furthermore, not all patients recruited in the DREAMM-3 study were triple-class refractory.
Belantamab mafodotin remains an option for heavily pretreated patients with RRMM in
Europe, whereas several studies are ongoing with novel combinations that are based on
belantamab mafodotin both in the upfront and in the relapsed/refractory setting [8].

Real-world studies have a higher external validity than clinical trials, since they are
deprived of the strict inclusion and exclusion criteria of the latter, and, thus, the real-world
study population is more representative of clinical practice [9,10]. The robustness of clinical
trial results based on strict trial design is necessary from a regulatory perspective; however,
the extrapolation of clinical trial outcomes and the incorporation of the novel agents into
everyday practice can be evaluated with real-world evidence [10–12]. In this context, the
aim of the present study was to evaluate the effectiveness and tolerability of monotherapy
with belantamab mafodotin in triple-class refractory MM patients in real-world practice.

2. Results

Overall, 27 patients with triple-class refractory MM who were treated with belantamab
mafodotin were included in this analysis. The patients had a median age of 65 years old
(range 41–81), 52% were male, and the median number of prior lines of treatment was five
(4–10). Regarding the previous lines of treatment, all patients had received lenalidomide,
bortezomib, and anti-CD38 treatment, whereas 70% had received pomalidomide and 89%
had received carfilzomib. All patients were refractory to lenalidomide and anti-CD38
monoclonal antibody, whereas 14 (52%) were refractory to bortezomib, 24 (89%) were
refractory to carfilzomib, and 19 (70%) were refractory to pomalidomide. No patient had
previously received any anti-BCMA targeting agent. At the time of belantamab mafodotin
initiation, 59% of the patients had abnormal LDH levels, and 19% of the patients were ISS
3 and 14% RISS 3 at diagnosis. Table 1 summarizes the baseline patient characteristics.

The overall response rate (ORR, PR, or better) in this cohort was 52%, whereas the
disease control rate (DCR, SD, or better) was 70.4%. At best response, three patients (11.1%)
had achieved complete remission (CR), five patients (18.5%) had very good partial response
(VGPR), six patients (22.2%) had partial response (PR), one patient (3.7%) had a minor
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response (MR), four patients (14.8%) had stable disease (SD), and eight patients (29.6%)
had disease progression. Only one out of three patients with EMP showed response.

Table 1. Baseline patient characteristics.

Variables n = 27

Age (median, range) 65 (41–81)
Male (n, %) 14 (52)
White (n, %) 27 (100)

Hemoglobin (mean, SD, g/dL) 10.8 (1.7)
Creatinine (mean, SD, mg/dL) 0.98 (0.4)

Abnormal LDH (n, %) 16 (59)
Prior lines of therapy (median, range) 5 (4–10)

Prior bortezomib (n, %) 27 (100)
Prior lenalidomide (n, %) 27 (100)

Prior anti-CD38 mAb (n, %) 27 (100)
Prior alkylator (n, %) 25 (93)

Prior carfilzomib (n, %) 24 (89)
Prior pomalidomide (n, %) 19 (70)

Only biochemical relapse (n, %) 16 (59)
EMP relapse (n, %) 3 (11.1)
ISS stage 1 (n, %) 9 (33)
ISS stage 2 (n, %) 13 (48)
ISS stage 3 (n, %) 5 (19)

R-ISS stage 1 * (n, %) 2 (14)
R-ISS stage 2 * (n, %) 10 (72)
R-ISS stage 3 * (n, %) 2 (14)
IgGκ myeloma (n, %) 9 (33.3)
IgGλ myeloma (n, %) 4 (14.8)
IgAκ myeloma (n, %) 3 (11.1)
IgAλ myeloma (n, %) 1 (3.7)

κLC-only myeloma (n, %) 5 (18.5)
λLC-only myeloma (n, %) 5 (18.5)

* Data available for 14 patients. SD: standard deviation; LDH: lactate dehydrogenase; mAb: monoclonal antibody;
EMP: extramedullary plasmacytoma; (R) ISS: (revised) international staging system; Ig: immunoglobulin; LC:
light chain.

One patient is still receiving therapy, whereas the median number of completed cycles
of treatment for the whole cohort was 3 (range 1–32). The median number of lines of
therapy post-treatment with belantamab mafodotin is 1 (range 0–8), and seven patients
(26%) are currently alive. The cause of death for the 20 patients was myeloma progression in
16 (80%), infections in 3 (15%), and a fatal accident in 1. Four patients died while receiving
treatment with belantamab mafodotin, two of them due to rapid disease deterioration, one
had the fatal accident, and one died due to coronavirus disease (COVID-19).

The median progression-free survival (PFS) for the entire group was 2 months (95%
confidence intervals (CI): 0–7 months), whereas the median PFS among the responders was
12 months (95% CI: 6–18 months). The median PFS for non-responders was 0.87 months
(95% CI: 0.69–1.05 months), log rank p < 0.001 for responders versus non-responders
(Figure 1). Interestingly, the median PFS was 10 months (95% CI: 0–22 months) for patients
who started belantamab mafodotin due to biochemical relapse, as compared to a median
PFS of only 0.9 months (95% CI: 0.5–1.2 months) for patients with symptomatic myeloma
relapse (log rank p = 0.001).

The median overall survival (OS) was 89 months (95% CI: 48–129 months) from
MM diagnosis, whereas the landmark median OS was 16 months (95% CI: 2–30 months)
from belantamab mafodotin initiation. The landmark median OS for the responders was
40 months (95% CI: 24–56 months), whereas the landmark median OS was only 4 months
(95% CI: 0.5–8 months) for the non-responders (log rank p < 0.001, Figure 1). Interestingly,
the median OS was 28 months (95% CI: 5–51 months) for patients who started belantamab
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mafodotin due to biochemical relapse, in comparison with a median OS of 4 months
(95% CI: 0.8–7 months) for patients with symptomatic myeloma relapse (log rank p = 0.003).
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Regarding the toxicity profile, the most common toxicity was eye toxicity, which was
reported in 12 patients (44%). In nine patients, the eye toxicity was completely resolved,
and in three patients, the eye-related adverse event was resolved with sequelae. More
specifically, keratopathy grade 2–4 was reported in nine patients (33.3%); six patients had
grade 2, two patients had grade 3, and one patient had grade 4. Keratopathy was resolved
in all patients. However, one patient had to discontinue treatment due to a grade 4 corneal
ulcer. Another patient discontinued treatment due to persistent grade 2 eye toxicity with
slow resolution and the patient’s wish. A reduction in visual acuity grade 1–3 was reported
in seven patients (26%), most of which were grade 2 (n = 5). One patient experienced two
incidences of conjunctiva hemorrhage grade 2, and four patients had xeropthalmia (two
grade 2 and two grade 1). Overall, dose reductions were necessary in eight patients (30%)
due to ocular toxicity. Dose delays were reported in all patients with ocular toxicity. Upon
documentation of corneal toxicity from the ophthalmological examination, treatment with
preservative-free artificial tears were intensified to eight times daily or more, as tolerated,
and treatment with steroid eye drops at four times daily was extended for more than 7 days,
as appropriate.

Other toxicities included grade 2 infections in four patients, one patient had grade
3septic shock, and another patient grade 5COVID-19, whereas grade 3 thrombocytopenia
was reported in two patients and grade 2 fatigue in four patients. One patient experienced
a grade 2 infusion-related reaction during the first infusion of belantamab mafodotin,
which resolved completely, and the patient received subsequent infusions without any
complications. Dose reductions were reported in two patients due to thrombocytopenia.
Overall, dose delays were reported in 19 patients (including both ocular and non-ocular
toxicities). All patients continued with belantamab mafodotin administration every three
weeks upon toxicity resolution. Two patients continued with monthly drug infusions after
completing one year of treatment.

3. Discussion

Patients who are refractory to three classes of anti-myeloma drugs including at least
one PI, one IMiD, and one anti-CD38 monoclonal antibody have poor prognosis with an
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estimated median OS less than a year [13]. In our study, belantamab mafodotin showed
important efficacy and safety comparable to the results of the DREAMM-2 clinical trial [5,6]
(Table 2). All 27 patients in our cohort had triple-class refractory MM and were heavily
pretreated with a median of five prior lines of therapy. Importantly, the majority were
refractory or had been exposed to carfilzomib and pomalidomide. The survival outcomes
were more favorable for the responders, most of whom had sustained disease control and
long-term remission.

Table 2. Comparison among our cohort with the DREAMM-2 clinical trial and other real-world studies.

Athens
Cohort

DREAMM-2
Study

IFM 2020-04
Cohort

Mayo Clinic
Cohort

Spanish
Cohort

Italian
Cohort

Israeli
Cohort

n 27 97 97 36 156 28 106

Age (median, range) 65 (41–81) 65 (60–70) 66 (37–82) 61 (37–83) 73 (40–89) 68 (51–83) 69
(36–88)

Males (n, %) 14 (52) 51 (53) 49 (51) 23 (64) 82 (46) 16 (57) 60 (57)
Prior lines of therapy

(median, range) 5 (4–10) 7 (3–21) 5 (3–12) 8 (7–11) 5 (1–10) 6 (3–14) 6 (2–11)

ISS I/II/III (%) 33/48/19 22/34/43 36/39/25 25/17/33 29/31/33 NR 43/30/26
High-risk cytogenetics (n, %) 6/15 (40) 41 (42) 27/66 (41) 14 (41) * NR 27 (43)
Triple-class refractory (n, %) 27 (100) 97 (100) 55 (56) 36 (100) 125 (80) 28 (100) 77 (73)

Prior ASCT (n, %) 25 (93) 73 (75) 70 (72) 27 (75) 101 (65) 20 (71) 62 (59)
Prior carfilzomib (n, %) 24 (89) 74 (76) 11 (11) 36 (100) NR 24 (86) 77 (73)

Prior pomalidomide (n, %) 19 (70) 89 (92) 60 (62) 36 (100) NR NR 82 (77)
Median PFS (months) 2 2.8 3.2 2 3.6 3 4.7
Landmark median OS

(months) 16 13.7 9.5 6.5 11 8 14.5

ORR (n, %) 14 (52) 31 (32) 37 (38) 12 (33) 14 (42) 11 (40) 46 (46)
sCR/CR (n, %) 3 (11) 7 (7) 8 (8) 2 (6) 4 (12) 3 (11) 4 (4)

VGPR (n, %) 5 (19) 11 (11) 11 (11) 3 (8) 2 (6) 3 (11) 14 (14)
PR (n, %) 6 (22) 13 (13) 18 (19) 7 (19) 8 (24) 5 (18) 28 (28)

Keratopathy (n, %) 9 (33) 68 (72) 39 (38) 15 (43) 73 (88) ** 9 (32) 65 (68)
IRR (n, %) 1 (4) 20 (21) 10 (10) 2 (5) NR 0 8 (8)

* n = 17 with del17p, n = 15 with t(4;14), n = 28 with 1q21+, n = 1 with t(14;20). ** The incidence of ocular toxicity
was reported. ISS: international staging system; ASCT: autologous stem cell transplant; PFS: progression-free
survival; OS: overall survival; ORR: overall response rate; (s)CR: (stringent) complete response; VGPR: very good
partial response; PR: partial response; IRR: infusion-related reaction; NR: not reported.

Accumulating evidence from real-world studies is in accordance with our results
(Table 2) [14–19]. A multicenter Italian study had a comparable cohort size (n = 28) to our
study and reported an ORR of 40% and comparable survival outcomes [15]. In France, the
IFM reported the outcomes of the compassionate use program of belantamab mafodotin
including 97 patients with a median of five prior lines of therapies [17]. However, only
56% of the patients were triple-class refractory in this cohort. The median PFS and OS were
3.2 and 9.5 months, respectively. Another report from French centers participating in the
ALFA study was presented at the last ASH meeting [20]. It included data from 184 patients
and confirmed the above-mentioned results. The Israeli cohort included 106 patients with
relapsed/refractory MM, 73% of whom were triple-class refractory [16]. Almost half of
the patients (46%) showed response to treatment, whereas the median PFS was 4.7 months
and the median OS was 14.5 months. The Spanish expanded access program included
156 patients with relapsed/refractory myeloma, including 88% with triple-class refractory
disease [14,19]. Belantamab mafodotin resulted in an ORR of 42% and a median PFS
and OS of 3.6 months and 11 months, respectively. Similar to our study, responders had
significantly prolonged and sustained PFS and OS compared to non-responders. In both
IFM and Israeli cohorts, survival outcomes did not differ between triple-class refractory and
non-triple-class refractory patients. However, triple-class refractory patients had inferior
PFS compared to others in the Spanish cohort, although this was not translated into a
significant OS benefit.
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The Mayo Clinic cohort included 36 patients with triple-class refractory MM and a
median of eight prior lines of therapy [18]. One third of the patients responded to treatment,
whereas the median PFS was 2 months and the median OS was 6.5 months. Comparable
results have been also reported from three other real-world studies originating from the USA
that included 137 [21], 82 [22], and 39 [23] patients, respectively, with a reported median
PFS ranging from 1.8 months to 5 months and keratopathy rates ranging from 40% to 76%.
However, these three studies have been published only as conference abstracts so far.

Approximately one third of our patients experienced keratopathy due to belantamab
mafodotin administration. Reported rates of keratopathy vary slightly among real-world
studies and the DREAMM-2 clinical trial range is from 32% to 72% [5,6,14–18]. This may be
attributed to differences in the clinical practice and ophthalmological expertise in different
clinical settings, as well as the robustness of adverse event reporting between clinical
trials and real-world studies [9]. Ocular adverse events are the hallmark of belantamab
mafodotin-related toxicities. Keratopathy and decrease in best corrected visual acuity
(BCVA) may lead to treatment delays or even discontinuation in up to one fifth of the
patients [14–19]. It seems that the rate of treatment discontinuation due to keratopathy
is greater in real-world clinical practice than the DREAMM-2 study, in which only three
patients discontinued due to corneal events [6,24]. Available data show that an extended
time interval between subsequent doses and appropriate dose reduction from 2.5 mg/kg
to 1.9 mg/kg may prevent the re-occurrence of corneal toxicity [24,25]. This is particu-
larly important for patients who show response to belantamab mafodotin and develop
corneal toxicity. Microcystic keratopathy due to monomethyl auristatin F is reversible,
and, therefore, treatment discontinuation should be considered only in severe cases ac-
cording to the available recommendations for the management of ocular toxicity due to
belantamab mafodotin [26,27]. However, mitigating measures and a multidisciplinary
team including the oncologist/hematologist, the ophthalmologist, and the nurse/physician
assistant are essential for every patient with MM who receives treatment with belantamab
mafodotin [26]. It must be noted that ocular adverse events may be attributed to other
causes apart from belantamab mafodotin; in this context, a baseline ophthalmological
assessment is important.

Other common toxicities with belantamab mafodotin include thrombocytopenia and
infections. Thrombocytopenia is managed with supportive measures and dose delays and
modifications [28]. Infection prevention is important and includes both immunization with
vaccines and prophylactic use of antivirals and antibiotics [29]. Patients who receive anti-
BCMA treatments are more likely to mount suboptimal humoral responses to vaccination
due to defective B-cell immunity and are more prone to severe infections [30–32] However,
T-cell-engaging bispecific antibodies seem to have a greater risk for infectious complications
compared with belantamab mafodotin, and this should be considered during tailored
treatment selection [33]. All patients with myeloma who receive B-cell-depleting therapies
should be considered for prophylactic administration of immunoglobulins intravenously or
subcutaneously, especially those with recurrent infections and/or serum IgG levels below
400 mg/dl [29]. Vaccination against common viral and bacterial pathogens and antibiotic
prophylaxis is also important [29].

4. Materials and Methods

The patients were administered belantamab mafodotin monotherapy in the Greek
named patient program (NPP). The patients started treatment from July 2018 to June 2021
in the NPP, and those who benefited from therapy continued treatment with commercial
drugs thereafter. Belantamab mafodotin was indicated as monotherapy for the treatment
of multiple myeloma in adult patients who had received at least four prior lines of therapy,
whose disease was refractory to at least one PI, one IMiD, and one anti-CD38 monoclonal
antibody, and who had demonstrated disease progression on the last therapy. The recom-
mended dose was 2.5 mg/kg of belantamab mafodotin administered as an intravenous
infusion once every 3 weeks until disease progression, the start of a new anti-myeloma



Int. J. Mol. Sci. 2023, 24, 11829 7 of 9

treatment, consent withdrawal, or death. The study was conducted in accordance with the
Declaration of Helsinki and informed consent was obtained from all subjects involved in
the study.

In order to be eligible for the study, patients with triple-class refractory MM needed
to have adequate organ system function, defined as absolute neutrophil count of at least
1.0 × 109/L, hemoglobin at least 7 g/dL, platelet count of at least 50 × 109/L, total bilirubin
less than 1.5 times the upper limit of normal, aspartate aminotransferase less than 2.5 times
the upper limit of normal, and estimated glomerular filtration rate by the Modification of
Diet in Renal Disease (MDRD) equation of at least 30 mL/min/1.73 m2. Key exclusion
criteria included evidence of active bleeding requiring intervention within the last four
weeks, current corneal epithelial disease except for mild punctuate keratopathy, and active
infection including hepatitis B and C.

An ophthalmologist examined each patient at baseline and before each drug admin-
istration in order to assess for any ocular toxicities. Prophylactic measures were taken to
mitigate the risk for corneal toxicity associated with belantamab mafodotin. All patients
were receiving preservative-free artificial tears at least four times daily beginning from
cycle 1 day 1 until the end of treatment. Patients were also receiving steroid eye drops
consisting of prednisolone phosphate 1%, dexamethasone 0.1%, or equivalent beginning
from one day prior to each dose of belantamab mafodotin infusion and continuing for a
total of seven consecutive days. Furthermore, patients were advised to apply a cooling eye
mask during belantamab mafodotin infusion for up to four hours, as tolerated.

The primary efficacy study endpoint was ORR, and the secondary study efficacy
endpoints were PFS, OS, and DCR, whereas the secondary safety endpoints included rate
of adverse events and rate of ocular adverse events.

Descriptive statistics and non-parametric tests were used for baseline patient char-
acteristics, whereas time to events was determined with the Kaplan–Meier method and
subgroup differences were compared with the two-sided log rank test. All p values were
two-sided and confidence intervals refer to 95% boundaries. Statistical analyses were
performed with SPSS v.24 statistical software.

5. Conclusions

In conclusion, belantamab mafodotin showed a safety and efficacy profile consistent
with the results of the DREAMM-2 study in triple-class refractory patients with MM in
terms of survival benefit and tolerability in real-world practice. It seems that heavily
pretreated patients who are responding to this regimen derive substantial survival benefit.
Determining predictive factors for response to belantamab mafodotin in future studies will
enable us to tailor our treatment approach to this challenging patient population.

Author Contributions: Conceptualization, M.-A.D. and M.G.; methodology, I.N.-S. and M.G.; formal
analysis, M.G.; investigation, I.N.-S., P.M., D.F., M.M., F.T., M.R., E.E.-P., V.S., E.K., E.T., M.-A.D. and
M.G.; resources, E.K., E.T., M.-A.D. and M.G.; data curation, I.N.-S., P.M. and M.G.; writing—original
draft, I.N.-S. and M.G.; writing—review and editing, P.M., D.F., M.M., F.T., M.R., E.E.-P., V.S., E.K.,
E.T. and M.-A.D. supervision, M.-A.D. and M.G. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding. The study drug was provided under the Greek
named patient program for Belantamab Mafodotin by GSK. GSK was not involved in supporting this
work nor its publication.

Institutional Review Board Statement: This study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board of Alexandra General Hospital, Athens,
Greece (213/13 March 2018).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data are available upon reasonable request from the corresponding author.



Int. J. Mol. Sci. 2023, 24, 11829 8 of 9

Conflicts of Interest: E.K. declares honoraria from Amgen, Janssen, GSK, and Pfizer and research
funding from Amgen, Janssen, GSK, and Pfizer. M.-A.D. declares honoraria from Abbvie, Amgen,
Bristol Myers Squibb, GSK, Janssen, Karyopharm, Pharmacyclics Inc, Pfizer, Sanofi, and Takeda.
E.T. declares honoraria for advisory boards or lectures from Amgen, Astra/Zeneca, Bristol Myers
Squibb, Eusa Pharma, GSK, Integris Pharma, Janssen, Pfizer, Sanofi, and Takeda, research support
(to institution) from Amgen, GSK, Janssen, Sanofi, and Takeda, and travel grants from Amgen, Eusa
Pharma, and Takeda. M.G. declares honoraria from GSK, Janssen, Sanofi, Abbvie, Amgen, and
Takeda. The other authors declare no conflict of interest.

References
1. Cho, S.F.; Anderson, K.C.; Tai, Y.T. Targeting B Cell Maturation Antigen (BCMA) in Multiple Myeloma: Potential Uses of

BCMA-Based Immunotherapy. Front. Immunol. 2018, 9, 1821. [CrossRef] [PubMed]
2. Moreaux, J.; Legouffe, E.; Jourdan, E.; Quittet, P.; Reme, T.; Lugagne, C.; Moine, P.; Rossi, J.F.; Klein, B.; Tarte, K. BAFF and APRIL

protect myeloma cells from apoptosis induced by interleukin 6 deprivation and dexamethasone. Blood 2004, 103, 3148–3157.
[CrossRef] [PubMed]

3. Kleber, M.; Ntanasis-Stathopoulos, I.; Terpos, E. BCMA in Multiple Myeloma—A Promising Key to Therapy. J. Clin. Med. 2021,
10, 4088. [CrossRef] [PubMed]

4. Sanchez, E.; Li, M.; Kitto, A.; Li, J.; Wang, C.S.; Kirk, D.T.; Yellin, O.; Nichols, C.M.; Dreyer, M.P.; Ahles, C.P.; et al. Serum B-cell
maturation antigen is elevated in multiple myeloma and correlates with disease status and survival. Br. J. Haematol. 2012, 158,
727–738. [CrossRef] [PubMed]

5. Lonial, S.; Lee, H.C.; Badros, A.; Trudel, S.; Nooka, A.K.; Chari, A.; Abdallah, A.O.; Callander, N.; Lendvai, N.; Sborov, D.; et al.
Belantamab mafodotin for relapsed or refractory multiple myeloma (DREAMM-2): A two-arm, randomised, open-label, phase
2 study. Lancet Oncol. 2020, 21, 207–221. [CrossRef] [PubMed]

6. Lonial, S.; Lee, H.C.; Badros, A.; Trudel, S.; Nooka, A.K.; Chari, A.; Abdallah, A.O.; Callander, N.; Sborov, D.; Suvannasankha, A.; et al.
Longer term outcomes with single-agent belantamab mafodotin in patients with relapsed or refractory multiple myeloma: 13-month
follow-up from the pivotal DREAMM-2 study. Cancer 2021, 127, 4198–4212. [CrossRef]

7. Hungria, V.T.; Radinoff, A.; Delimpasi, S.; Mikala, G.; Masszi, T.; Li, J.; Capra, M.; Matsumoto, M.; Sule, N.; Li, M.; et al. A phase 3,
open-label, randomized study to evaluate the efficacy and safety of single-agent belantamab mafodotin (belamaf) compared
to pomalidomide plus low-dose dexamethasone (Pd) in patients (pts) with relapsed/refractory multiple myeloma (RRMM):
DREAMM-3. J. Clin. Oncol. 2023, 41, 8007. [CrossRef]

8. More, S.; Offidani, M.; Corvatta, L.; Petrucci, M.T.; Fazio, F. Belantamab Mafodotin: From Clinical Trials Data to Real-Life
Experiences. Cancers 2023, 15, 2948. [CrossRef]

9. Ntanasis-Stathopoulos, I.; Gavriatopoulou, M.; Terpos, E.; Dimopoulos, M.A. Real-World Treatment of Patients with Re-
lapsed/Refractory Myeloma. Clin. Lymphoma Myeloma Leuk. 2021, 21, 379–385. [CrossRef]

10. Eichler, H.G.; Pignatti, F.; Schwarzer-Daum, B.; Hidalgo-Simon, A.; Eichler, I.; Arlett, P.; Humphreys, A.; Vamvakas, S.; Brun, N.;
Rasi, G. Randomized Controlled Trials Versus Real World Evidence: Neither Magic Nor Myth. Clin. Pharmacol. Ther. 2021, 109,
1212–1218. [CrossRef]

11. Collins, R.; Bowman, L.; Landray, M.; Peto, R. The Magic of Randomization versus the Myth of Real-World Evidence. N. Engl. J.
Med. 2020, 382, 674–678. [CrossRef] [PubMed]

12. Gerstein, H.C.; McMurray, J.; Holman, R.R. Real-world studies no substitute for RCTs in establishing efficacy. Lancet 2019, 393,
210–211. [CrossRef]

13. Gandhi, U.H.; Cornell, R.F.; Lakshman, A.; Gahvari, Z.J.; McGehee, E.; Jagosky, M.H.; Gupta, R.; Varnado, W.; Fiala, M.A.;
Chhabra, S.; et al. Outcomes of patients with multiple myeloma refractory to CD38-targeted monoclonal antibody therapy.
Leukemia 2019, 33, 2266–2275. [CrossRef] [PubMed]

14. Alegre, A.; Benzo, G.; Alonso, R.; Martinez-Lopez, J.; Jimenez-Ubieto, A.; Cuellar, C.; Askari, E.; Prieto, E.; Alaez, C.;
Aguado, B.; et al. Real-World Outcomes of Belantamab Mafodotin for Relapsed/Refractory Multiple Myeloma (RRMM):
Preliminary Results of a Spanish Expanded Access Program (EAP). Oncol. Ther. 2023, 11, 83–96. [CrossRef] [PubMed]

15. Iula, R.; De Novellis, D.; Trastulli, F.; Della Pepa, R.; Fontana, R.; Carobene, A.; Di Perna, M.; D’Ambrosio, A.; Romano, M.;
Leone, A.; et al. Efficacy and safety of belantamab-mafodotin in triple-refractory multiple myeloma patients: A multicentric
real-life experience. Front. Oncol. 2022, 12, 1026251. [CrossRef]

16. Shragai, T.; Magen, H.; Lavi, N.; Gatt, M.; Trestman, S.; Zektser, M.; Ganzel, C.; Jarchowsky, O.; Berger, T.; Tadmor, T.; et al. Real-
world experience with belantamab mafodotin therapy for relapsed/refractory multiple myeloma: A multicentre retrospective
study. Br. J. Haematol. 2023, 200, 45–53. [CrossRef]

17. Talbot, A.; Bobin, A.; Tabone, L.; Lambert, J.; Boccaccio, C.; Deal, C.; Petillon, M.O.; Allangba, O.; Agape, P.; Arnautou, P.; et al.
Real-world study of the efficacy and safety of belantamab mafodotin (GSK2857916) in relapsed or refractory multiple myeloma
based on data from the nominative ATU in France: IFM 2020-04 study. Haematologica 2023. [CrossRef]

18. Vaxman, I.; Abeykoon, J.; Dispenzieri, A.; Kumar, S.K.; Buadi, F.; Lacy, M.Q.; Dingli, D.; Hwa, Y.; Fonder, A.; Hobbs, M.; et al.
“Real-life” data of the efficacy and safety of belantamab mafodotin in relapsed multiple myeloma-the Mayo Clinic experience.
Blood Cancer J. 2021, 11, 196. [CrossRef]

https://doi.org/10.3389/fimmu.2018.01821
https://www.ncbi.nlm.nih.gov/pubmed/30147690
https://doi.org/10.1182/blood-2003-06-1984
https://www.ncbi.nlm.nih.gov/pubmed/15070697
https://doi.org/10.3390/jcm10184088
https://www.ncbi.nlm.nih.gov/pubmed/34575199
https://doi.org/10.1111/j.1365-2141.2012.09241.x
https://www.ncbi.nlm.nih.gov/pubmed/22804669
https://doi.org/10.1016/S1470-2045(19)30788-0
https://www.ncbi.nlm.nih.gov/pubmed/31859245
https://doi.org/10.1002/cncr.33809
https://doi.org/10.1200/JCO.2023.41.16_suppl.8007
https://doi.org/10.3390/cancers15112948
https://doi.org/10.1016/j.clml.2021.01.018
https://doi.org/10.1002/cpt.2083
https://doi.org/10.1056/NEJMsb1901642
https://www.ncbi.nlm.nih.gov/pubmed/32053307
https://doi.org/10.1016/S0140-6736(18)32840-X
https://doi.org/10.1038/s41375-019-0435-7
https://www.ncbi.nlm.nih.gov/pubmed/30858549
https://doi.org/10.1007/s40487-022-00212-5
https://www.ncbi.nlm.nih.gov/pubmed/36509945
https://doi.org/10.3389/fonc.2022.1026251
https://doi.org/10.1111/bjh.18479
https://doi.org/10.3324/haematol.2022.281772
https://doi.org/10.1038/s41408-021-00592-3


Int. J. Mol. Sci. 2023, 24, 11829 9 of 9

19. de la Rubia, J.; Alonso, R.; Clavero, M.E.; Askari, E.; Garcia, A.; Anton, C.; Fernandez, M.; Escalante, F.; Garcia, A.;
Rios-Tamayo, R.; et al. Belantamab Mafodotin in Patients with Relapsed/Refractory Multiple Myeloma: Results of the
Compassionate Use or the Expanded Access Program in Spain. Cancers 2023, 15, 2964. [CrossRef]

20. Roussel, M.; Texier, N.; Germain, R.; Sapra, S.; Paka, P.; Kerbouche, N.; Colin, X.; Leleu, X. Effectiveness and Safety of Belantamab
Mafodotin in Patients with Relapsed or Refractory Multiple Myeloma in Real-Life Setting: The ALFA Study. Blood 2022, 140,
4261–4263. [CrossRef]

21. Hultcrantz, M.; Kleinman, D.; Vij, R.; Escalante, F.; Kotowsky, N.; Bitetti, J.; Mackay, C.; Boytsov, N.; Camadoo-O’Byrne, L.;
Germain, G.; et al. Belantamab Mafodotin (Belamaf) for Relapsed/Refractory Multiple Myeloma (RRMM): A Real-World
Observational Study. Blood 2022, 140, 10124–10126. [CrossRef]

22. Hultcrantz, M.; Derkach, A.; Hassoun, H.; Korde, N.; Maclachlan, K.H.; Mailankody, S.; Patel, D.; Shah, U.A.; Tan, C.;
Akhlaghi, T.; et al. Belantamab Mafodotin in Patients with Relapsed/Refractory Multiple Myeloma, a Real-World Single
Center Experience. Blood 2022, 140, 7246–7248. [CrossRef]

23. Becnel, M.; Ferreri, C.J.; Feng, L.; Richards, T.A.; Horowitz, S.B.; Patel, N.; Gombos, D.S.; Razmandi, A.; Murga, A.; Seif, S.; et al.
Retrospective, single-center, real-world experience of belantamab mafodotin in relapsed/refractory multiple myeloma. J. Clin.
Oncol. 2022, 40, 8060. [CrossRef]

24. Abeykoon, J.P.; Vaxman, J.; Patel, S.V.; Kumar, S.; Malave, G.C.; Young, K.S.; Ailawadhi, S.; Larsen, J.T.; Dispenzieri, A.;
Muchtar, E.; et al. Impact of belantamab mafodotin-induced ocular toxicity on outcomes of patients with advanced multiple
myeloma. Br. J. Haematol. 2022, 199, 95–99. [CrossRef]

25. Mohan, M.; Rein, L.E.; Thalambedu, N.; Ogunsesan, Y.; Hussain, M.; Sethi, J.; Khan, F.; Gundarlapalli, S.; Yarlagadda, L.;
Dhakal, B.; et al. Corneal toxicity with belantamab mafodotin: Multi-institutional real-life experience. Am. J. Hematol. 2022, 97,
E451–E453. [CrossRef]

26. Lonial, S.; Nooka, A.K.; Thulasi, P.; Badros, A.Z.; Jeng, B.H.; Callander, N.S.; Potter, H.A.; Sborov, D.; Zaugg, B.E.; Popat, R.; et al.
Management of belantamab mafodotin-associated corneal events in patients with relapsed or refractory multiple myeloma (RRMM).
Blood Cancer J. 2021, 11, 103. [CrossRef]

27. Farooq, A.V.; Degli Esposti, S.; Popat, R.; Thulasi, P.; Lonial, S.; Nooka, A.K.; Jakubowiak, A.; Sborov, D.; Zaugg, B.E.;
Badros, A.Z.; et al. Corneal Epithelial Findings in Patients with Multiple Myeloma Treated with Antibody-Drug Conjugate
Belantamab Mafodotin in the Pivotal, Randomized, DREAMM-2 Study. Ophthalmol. Ther. 2020, 9, 889–911. [CrossRef]

28. Pozzi, S.; Bari, A.; Pecherstorfer, M.; Vallet, S. Management of Adverse Events and Supportive Therapy in Relapsed/Refractory
Multiple Myeloma. Cancers 2021, 13, 4978. [CrossRef]

29. Raje, N.S.; Anaissie, E.; Kumar, S.K.; Lonial, S.; Martin, T.; Gertz, M.A.; Krishnan, A.; Hari, P.; Ludwig, H.; O’Donnell, E.; et al.
Consensus guidelines and recommendations for infection prevention in multiple myeloma: A report from the International
Myeloma Working Group. Lancet Haematol. 2022, 9, e143–e161. [CrossRef] [PubMed]

30. Terpos, E.; Musto, P.; Engelhardt, M.; Delforge, M.; Cook, G.; Gay, F.; van de Donk, N.; Ntanasis-Stathopoulos, I.; Vangsted, A.J.;
Driessen, C.; et al. Management of patients with multiple myeloma and COVID-19 in the post pandemic era: A consensus paper
from the European Myeloma Network (EMN). Leukemia 2023, 37, 1175–1185. [CrossRef] [PubMed]

31. Ludwig, H.; Terpos, E.; van de Donk, N.; Mateos, M.V.; Moreau, P.; Dimopoulos, M.A.; Delforge, M.; Rodriguez-Otero, P.;
San-Miguel, J.; Yong, K.; et al. Prevention and management of adverse events during treatment with bispecific antibodies and
CAR T cells in multiple myeloma: A consensus report of the European Myeloma Network. Lancet Oncol. 2023, 24, e255–e269.
[CrossRef] [PubMed]

32. Ntanasis-Stathopoulos, I.; Karalis, V.; Gavriatopoulou, M.; Malandrakis, P.; Sklirou, A.D.; Eleutherakis-Papaiakovou, E.;
Migkou, M.; Roussou, M.; Fotiou, D.; Alexopoulos, H.; et al. Second Booster BNT162b2 Restores SARS-CoV-2 Humoral
Response in Patients with Multiple Myeloma, Excluding Those Under Anti-BCMA Therapy. Hemasphere 2022, 6, e764. [CrossRef]
[PubMed]

33. van de Donk, N.; Zweegman, S. T-cell-engaging bispecific antibodies in cancer. Lancet 2023, 402, 142–158. [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/10.3390/cancers15112964
https://doi.org/10.1182/blood-2022-156035
https://doi.org/10.1182/blood-2022-164929
https://doi.org/10.1182/blood-2022-171077
https://doi.org/10.1200/JCO.2022.40.16_suppl.8060
https://doi.org/10.1111/bjh.18298
https://doi.org/10.1002/ajh.26728
https://doi.org/10.1038/s41408-021-00494-4
https://doi.org/10.1007/s40123-020-00280-8
https://doi.org/10.3390/cancers13194978
https://doi.org/10.1016/S2352-3026(21)00283-0
https://www.ncbi.nlm.nih.gov/pubmed/35114152
https://doi.org/10.1038/s41375-023-01920-1
https://www.ncbi.nlm.nih.gov/pubmed/37142661
https://doi.org/10.1016/S1470-2045(23)00159-6
https://www.ncbi.nlm.nih.gov/pubmed/37269857
https://doi.org/10.1097/HS9.0000000000000764
https://www.ncbi.nlm.nih.gov/pubmed/35928542
https://doi.org/10.1016/S0140-6736(23)00521-4
https://www.ncbi.nlm.nih.gov/pubmed/37271153

	Introduction 
	Results 
	Discussion 
	Materials and Methods 
	Conclusions 
	References

