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Conclusions

Higher rates of sustained MRD negativity (10-5) 2CR were achieved with
DVRd + DR maintenance vs VRd + R maintenance, with nearly two-thirds

of patients achieving sustained MRD negativity for 212 months and Figure 6: PFS by sustained MRD negativity (10-5) 2CR status for (A) 224 months and (B) rates of sustained MRD negativity (10-5)
more than half achieving sustained MRD negativity for 224 months 2CR for 224 months 48month PFS

aMRD-negativity rate was defined as the proportion of patients who achieved both MRD negafivity and 2CR. MRD was assessed using bone marow aspirates and evaluated viaNGS (clonoSEQ assay, version 2.0; Adapfive
Biotechnologes, Seattle, WA, USA). Sustained MRD negativity is defined as MRD negative and confirmed by at least 1 year apart without MRD positive in between. P value was caculated from the stratified
Cochran-Mantel-Haensze chi-squared test
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