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MATERIALS AND METHODS

CONCLUSION

• This real-life analysis confirms the value of POM-based treatment for management of patients with

RRMM, especially in 2L and 3L treatment.

• This analysis also confirms the efficacy of POM-based combinations previously reported in clinical

trials and shows that POM can be combined with multiple therapeutic classes.

• In the subgroup analyses, 2L or 3L POM showed efficacy in patients previously treated with

lenalidomide, indicating a switch of class after lenalidomide may not be necessary.

• POM may also be used in patients with renal failure without a loss of efficacy.

• The descriptive, multicenter, non-interventional EMMY study is being conducted in 72 Intergroupe

Francophone du Myelome (IFM) centers in France and aims to describe the patient characteristics

and real-life effectiveness of treatments for multiple myeloma (MM).

• Any patient who is initiating treatment for MM over a 3-month period from October to December

every year since 2017 is eligible for study enrollment. For this analysis (data cutoff 16 March 2021),

patients were enrolled between October 2017 and December 2019.
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Real-life use of pomalidomide in second- and third-line (2L and 

3L) therapy of relapsed and refractory multiple myeloma (RRMM): 

EMMY study (Epidemiology of Therapeutic Management of 

Multiple Myeloma in France)

• Pomalidomide (POM) is an immunomodulatory agent that is used in combination with low-dose

dexamethasone for the treatment of patients with RRMM.1

• In the phase 3 MM-003 study, POM + low-dose dexamethasone (DEX) provided significantly longer

progression-free survival (PFS) and overall survival (OS) compared with high-dose DEX in patients

with RRMM.2

• Other phase 3 studies in patients with RRMM showed the efficacy of POM + DEX in combination

with bortezomib (OPTIMISMM study),3 isatuximab (ICARIA-MM study),4 daratumumab (APOLLO

study),5 or elotuzumab (ELOQUENT-3 study).6

• The real-world MIROIR study in >2000 patients with RRMM showed prolonged PFS with POM

among patients with ≤2 prior lines of treatment, indicating benefits of early initiation of POM.7

• Here, we present the results of a subgroup analysis of patients with RRMM treated with 2L or 3L

POM from the EMMY study, which is currently evaluating real-life treatment of MM in routine clinical

practice in France.

• The objective of this analysis was to describe patient profile, management, and outcomes in patients

with RRMM who received 2L or 3L POM-based treatment in the EMMY study.

RESULTS

Patient population

• Of 2765 enrolled patients, 411 patients with RRMM received 2L (n=97; 23.6%) or 3L (n=319; 77.6%)

POM-based treatment (Figure 1); 5 patients (1.2%) received POM-based treatment in 2L and 3L.

Figure 1. Patient population

Patient characteristics

• The baseline characteristics of patients receiving 2L or 3L POM-based treatment are summarized in

Table 1. In patients receiving 2L or 3L POM, median (range) age was 67.7 (44.1–86.2) years and

72.2 (39.0–92.5) years, respectively; 10 patients (10,3%) in the 2L group were aged ≥80 years and

65 patients (20.4%) in the 3L group were aged ≥80 years.

• ECOG score was ≥2 in 28.5% and 24.7% of patients receiving 2L and 3L POM, respectively, and

23.7% of patients receiving 2L and 24.5% of those receiving 3L had renal failure.

Characteristics
2L POM-based treatment 

(n=97)

3L POM-based treatment 

(n=319)

Age, years

Median (range) 67.7 (44.1–86.2) 72.2 (39.0–92.5) 

Age category, n (%)

<80 years 87 (89.7) 254 (79.6)

≥80 years 10 (10.3) 65 (20.4)

ECOG status, n (%) n=42* n=162*

0–1 30 (71.4) 122 (75.3)

≥2 12 (28.5) 40 (24.7)

International Staging System risk category, n (%) n=67* n=200*

I 15 (22.4) 57 (28.5)

II 20 (29.9) 54 (27.0)

III 32 (47.8) 89 (44.5)

Renal failure, n (%) 23 (23.7) 78 (24.5)

High cytogenetic risk, n (%)a 12 (22.6) 40 (27.8)

Patients with 1L and/or 2L LEN 81 (83,5) 298 (93,4)

Table 1. Patient baseline characteristics

aDefined as chromosomal translocation (4;14) or deletion (17p); n=53 in 2L group and n=144 in 3L group. *Available data.

2L, second line; 3L, third line; ECOG, Eastern Cooperative Oncology Group; LEN, lenalidomide; POM, pomalidomide.

Safety

• 2L POM-based treatment was discontinued in 49/97 patients (50.5%); 44 (45.4%) due to adverse

events (AEs) or disease progression, 2 (2.1%) for protocol-specified reasons, and 3 (5.1%) for

unknown reasons.

• In 3L the POM-based treatment group, 188/319 patients (58.9%) discontinued treatment; 166

(52.0%) due to AEs or disease progression, 7 (2.2%) for protocol-specified reasons, and 15 (4.7%)

for unknown reasons.
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Figure 3. Kaplan–Meier curves for (A) PFS and (B) TTNT in the 2L POM-based treatment group (n=97)

1L, first line; 2L, second line; 3L, third line; LEN, lenalidomide; NR, not reached; ORR, overall response rate; mOS, median overall

survival; mPFS, median progression-free survival; mTTNT, median time to next treatment; POM, pomalidomide; PR, partial

response; ≥VGPR, very good partial response or better.

aOthers in 2L were POM+BEN, POM+MEL+BTZ+CCS, POM+DARA+CFZ+CCS, POM+ISA+CFZ+CCS, POM+MEL+CFZ+CCS, POM+CTX+DOX 

+CCS, POM+CTX, POM+DARA, POM+MEL+DARA+CCS, POM+DOX+CCS, POM (1.0% each).
bOthers in 3L were POM+MEL+CFZ+CCS, POM+DARA+CTX+CCS, POM+CTX, POM+MEL+CTX+CCS (0.9% each), POM+LEN+CCS (0.6%), 

POM+BEN+ CCS, POM+DARA+BTZ+ CCS, POM+LEN+CFZ+ CCS, POM+MEL+DARA+ CCS, POM+THIO+DARA+ CCS, 

POM+UNK+ELO+FLU+ BUS+ CCS, POM+MEL+ISA+ CCS (0.3% each).

BEN, bendamustine; BTZ, bortezomib; BUS, busulphan; CCS, corticosteroids (mainly dexamethasone); CFZ, carfilzomib; CTX, cyclophosphamide; 

DARA, daratumuma; DOX, doxorubicin; ELO, elotuzumab; FLU, fludarabine; ISA, isatuximab; IXA, ixazomib; LEN, lenalidomide; MEL, melphalan; 

POM, pomalidomide; THIO, thiotepa; UNK, unknown. 
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N = 97

Patients receiving 3L POM-

based treatment

N = 319

Patients receiving 3L therapy

N = 751

EMMY overall 

population
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POM-based therapy in 2L and 3L

• Patients received 21 different POM-based treatments (Figure 2).

• The 4 most commonly used combinations in 2L were POM+daratumumab+CCS (27.8%), POM+CCS 

(17.5%), POM+cyclophosphamide+CCS (11.3%), and POM+bortezomib+CCS (10.3%).

• In 3L, the 4 most commonly used combinations were POM+ CCS alone (26.6%) or combined with 

daratumumab (23.5%), cyclophosphamide (16.9%), or isatuximab (9.4%).

Figure 2. Distribution of (A) 2L and (B) 3L POM-based treatments

Efficacy

• In the 2L POM-based treatment group, median PFS (mPFS) was 11.1 months (Figure 3A), median

time to next treatment (mTTNT) was 14.1 months (Figure 3B), and median OS (mOS) was not

reached.

• In the 3L group, mPFS was 10.4 months (Figure 4A), mTTNT was 12.0 months (Figure 4B), and

mOS was not reached.

• Overall response rate (ORR) was 66.3% in the 2L and 52.3% in the 3L groups (Table 2).

• By subgroup in patients receiving 2L POM, ORR was 67.6% in those who received first-line (1L)

lenalidomide and 52.6% in those with renal failure (Table 2).

• In patients receiving 3L POM-based treatment, ORR was 51.9% in those who received 1L and/or 2L

lenalidomide and 48.4% in those with renal failure (Table 2).

Figure 4. Kaplan–Meier curves for (A) PFS and (B) TTNT in the 3L POM-based treatment group (n=319)
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All patients
Patients with 

1L LEN

Patients with 

renal failure
All patients 

Patients with 

1L and/or 2L

LEN 

Patients with 

renal failure

Patients exposed, n (%) 97 (100.0) 81 (83.5) 23 (23.7) 319 (100.0) 298 (93.4) 78 (24.5)

mPFS, months 11.1 11.1 13.1 10.4 10.2 10.8

mOS, months NR NR NR NR NR NR

mTTNT, months 14.1 15.9 18.3 12.0 10.9 11.9

Best overall response

Patients evaluated n=83 n=71 n=19 n=276 n=260 n=64

ORR (PR or ≥VGPR), n (%) 55 (66.3) 48 (67.6) 10 (52.6) 146 (52.3) 135 (51.9) 31 (48.4)

Table 2. Efficacy by treatment subgroup
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