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In newly diagnosed multiple myeloma (NDMM), minimal residual disease PERSEUS is a randomized, open-label, multicenter, phase 3 study comparing the efficacy and safety of D-VRd
(MRD) negativity has been associated with longer progression-free followed by D-R maintenance versus VRd followed by R maintenance in patients with TE NDMM (Figure 1) Rd pRd
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Results MRD-negativity rates Sustained MRD-negativity rates at 10-¢ were 2.5-fold higher for . . s . P
D-VRd followed by D-R versus VRd followed by R, with >40% of Figure 8: MRD negativity in patients with high-risk NDMM
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