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Key Takeaway
Outpatient (OP) step-up dosing (SUD) models for administering teclistamab (Tec)  
or talquetamab (Tal) to patients with relapsed or refractory multiple myeloma (RRMM) 
are feasible, can be safely implemented, and are resource‐sparing with appropriate 
patient selection.

Conclusions
Rates of cytokine release syndrome (CRS; mainly grades 1 or 2) and immune effector 
cell associated neurotoxicity syndrome (ICANS) were numerically lower among OP 
compared to IP SUD patients in this study.

On average, patients with OP SUD had 9 fewer hospitalized days as compared to  
IP SUD patients. OP SUD can help in reducing HCRU while enabling safe initiation  
of Tec and Tal.

OP SUD patients receiving Tec or Tal were older than inpatient (IP) and hybrid SUD 
patients yet had fewer median prior lines of therapy and lower Eastern Cooperative 
Oncology Group (ECOG) score, indicating that providers are selective when identifying 
patients for OP SUD.
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Introduction
	y Tec, a bispecific antibody (BsAb) targeting B-cell maturation antigen (BCMA) 

and CD3, and Tal, targeting GPRC5D and CD3 were first-in-class BsAbs 
approved in the United States (US) for the management of relapsed or 
refractory multiple myeloma (RRMM).

	y Traditionally, SUD of Tec and Tal for RRMM has been conducted in inpatient 
(IP) settings to monitor for adverse events (AEs), such as cytokine release 
syndrome (CRS) and immune effector cell associated neurotoxicity syndrome 
(ICANS), after each SUD administration.1, 2

	y Recent real-world studies have shown that practices are evolving to an 
outpatient (OP) SUD administration model to reduce HCRU and improve 
patient convenience while still safely initiating Tec or Tal.3-5

	y This multi-site, real-world study described the patient characteristics, safety 
outcomes, and HCRU of Tec and Tal patients receiving SUD in OP, IP, and 
hybrid settings. 

Figure 1. Maximum CRS grade occurring during the SUD perioda,b
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Abbreviations: IP, inpatient; OP, outpatient; SUD, step-up dosing.
Notes:
a. �There were 33.3%, 59.8%, and 55.9% of OP, IP, and hybrid SUD patients, respectively, who experienced CRS during the SUD period. Among them, 4.8%, 8.3%, 

and 13.2% of OP, IP, and hybrid SUD patients, respectively, experienced recurrent CRS events during this period.
b. No Grade 4 or Grade 5 CRS events were reported during this period.

Table 1. Patient characteristics at indexa

Overall (N=221)
OP SUD

N = 21
IP SUD
N = 132

Hybrid SUD
N = 68

Index treatment
Teclistamab (Tec) 17 (81.0%) 93 (70.5%) 36 (52.9%)
Talquetamab (Tal) 4 (19.0%) 39 (29.5%) 32 (47.1%)

Age at index (years)    
Median (IQR) 75.0 (66.9, 82.4) 68.8 (61.8, 75.7) 66.5 (59.8, 72.2)

Male  12 (57.1%)  77 (58.3%)  39 (57.4%)
Race    

White  14 (66.7%)  109 (82.6%)  51 (75.0%)
Black/African American  6 (28.6%)  19 (14.4%)  11 (16.2%)
Other  1 (4.8%) 2 (1.5%) 2 (2.9%)
Unknown  0 (0.0%)  2 (1.5%)  4 (5.9%)

ECOG    
<2 16 (76.2%) 78 (59.1%) 49 (72.1%)
≥2 5 (23.8%) 51 (38.6%) 18 (26.5%)
Unknown  0 (0.0%)  3 (2.3%)  1 (1.5%)

Cytogenetic riskb    
High  6 (28.6%)  72 (54.5%)  38 (55.9%)
Standard  14 (66.7%)  44 (33.3%)  27 (39.7%)
Unknown  1 (4.8%)  16 (12.1%)  3 (4.4%)

MM disease type at index    
Serum measurable  18 (85.7%)  97 (73.5%)  50 (73.5%)
Serum free light chains only  2 (9.5%)  26 (19.7%)  11 (16.2%)
Plasma cell only  0 (0.0%)  6 (4.5%)  2 (2.9%)
Unknown  1 (4.8%)  3 (2.3%)  5 (7.4%)

Plasma cells in bone marrow at index (%)    
Median (IQR) 40.0 (20.0, 61.5) 60.0 (30.5, 80.0) 60.0 (28.0, 80.0)
Unknown 2 (9.5%) 9 (6.8%) 4 (5.9%)

Prior lines of treatment received    
Median (IQR)  4.0 (4.0, 5.0)  6.0 (4.0, 8.0)  5.0 (4.0, 6.0)

Years from first MM diagnosis to index    
Median (IQR)  7.1 (4.0, 8.7)  5.4 (2.6, 8.1)  5.9 (3.1, 8.1)

Abbreviations: ECOG, Eastern Cooperative Oncology Group; IP, inpatient; IQR, interquartile range; OP, outpatient; MM, multiple myeloma; SUD, step-up dosing; 
Tal, Talquetamab; Tec, Teclistamab. 

Notes:
a. �Demographic characteristics were evaluated at the index date (i.e., the date of the first Tec or Tal SUD). Clinical characteristics were evaluated using the 

assessment closest to and within 12 months prior to the index date. Disease history was evaluated from initial MM diagnosis to the index date.
b. �High cytogenetic risk per Tan et al. (2025) was defined as having any of the following genetic abnormalities: del(17p), t[4;14], t[14,16], t[14,20], 1q21 gain/

amplification.6

Results
Study sample
	y As shown in Table 1, the median age at index for OP SUD patients was 75.0 

years (IP: 68.8 years; hybrid: 66.5 years); OP SUD patients were 66.7% White 
and 28.6% Black (IP: 82.6% and 14.4%; hybrid: 75.0% and 16.2%).

	y There were 23.8% of OP SUD patients that had ECOG score ≥2 (IP: 38.6%; 
hybrid: 26.4%) and 28.6% had high-risk cytogenetics6 (IP: 54.5%; hybrid: 55.9%).

	y At index, 85.7% of OP SUD patients had serum measurable MM disease (IP: 
73.5%; hybrid: 73.5%), a median of 40.0% plasma cells in bone marrow (IP: 
60.0%; hybrid: 60.0%), and had received a median of 4 prior lines of treatment 
(IP: 6; hybrid: 5).

	y For OP SUD patients, the median time from first MM diagnosis to the index 
date was 7.1 years (IP: 5.4; hybrid: 5.9) and median duration of follow-up after 
the index date was 4.8 months (IP: 9.9; hybrid: 7.9).

	y All but 1 IP SUD Tec patient completed all SUD doses (SUD in progress at time 
of chart abstraction).

Hospitalizations
	y In the OP SUD cohort, 2 patients (9.5%) required at least 1 hospitalization 

while all 132 IP and 68 hybrid SUD patients, by definition, required at least  
1 hospitalization.
	– Among the 2 patients with hospitalizations from the OP SUD cohort, a total of 

2 hospital stays were reported, 1 of which was for the management of CRS.
	– Within the IP and hybrid SUD cohorts, a total of 163 and 141 hospitalizations 

were reported, respectively, of which all but 1 hospitalization in the hybrid 
SUD cohort were routine admissions.

	y Median length of stay (LOS) per hospitalization was 2.0 days among OP SUD 
patients, 2.3 days among hybrid SUD patients, and 8.0 days among IP SUD 
patients (see Figure 2).

	y In the OP SUD cohort, the number of days hospitalized per patient was 0.2 
days vs 9.2 days per IP SUD patient, which is a 97.9% reduction in LOS for OP 
SUD patients (see Figure 2).

Methods
Data source

	y The study used deidentified data from the eMMpower consortium (PA-322),  
an ongoing, longitudinal, multi-site, real-world retrospective chart review study  
of patients with MM in the US (data collection cut-off date: 31 March 2025).

Study design

	y Adults with RRMM initiating Tec or Tal monotherapy after the FDA approval  
date (25 Oct 2022 for Tec and 9 Aug 2023 for Tal) were included in this study. 
Patients receiving Tec or Tal in a clinical trial, as part of an expanded access 
program, or as a bridging therapy to CAR-T were excluded.

	y Index date was defined as the first dose of Tec or Tal. 

PA-058 	y Patients were followed up until the earliest of:

	– End of the SUD period, defined as 2 days after their last SUD;

	– Date of last patient encounter (with the site performing data abstraction);

	– Day before initiating next line of treatment; or

	– Date of death.

	y Patients were categorized into OP (no planned hospitalizations during SUD phase),  
IP (≥1 planned hospitalization covering all SUD phase administrations), and hybrid  
(≥1 planned hospitalization but not covering all SUD administrations) SUD cohorts 
based on the intended SUD setting.

Statistical analysis

	y Patient characteristics, safety outcomes, and hospitalizations were summarized 
descriptively for each of the OP, IP, and hybrid SUD cohorts.

Table 2. Safety outcomesa

Overall (N=221)
OP SUD

N = 21
IP SUD
N = 132

Hybrid SUD
N = 68

Patients with ICANS during the SUD periodb 0 (0.0%) 15 (11.4%) 5 (7.4%)

Patients with recurrent ICANS during the SUD period 0 (0.0%) 0 (0.0%) 1 (1.5%)

Tocilizumab use during the SUD period

Overall 0 (0.0%) 65 (49.2%) 22 (32.4%)

Treatment or supportive care for CRS 0 (0.0%) 63 (47.7%) 21 (30.9%)

Prophylactic for CRS 0 (0.0%) 0 (0.0%) 1 (1.5%)

Treatments or supportive care for neurotoxicity events 0 (0.0%) 1 (0.8%) 0 (0.0%)

Prophylactic for neurotoxicity events 0 (0.0%) 1 (0.8%) 0 (0.0%)

G-CSF use during the SUD period

Overall 0 (0.0%) 7 (5.3%) 1 (1.5%)

Prophylactic use 0 (0.0%) 6 (4.5%) 0 (0.0%)

Other use 0 (0.0%) 1 (0.8%) 1 (1.5%)

Steroid use during the SUD period

Overall 14 (66.7%) 63 (47.7%) 50 (73.5%)

Pre-treatment per Tec/Tal label recommendation 10 (47.6%) 44 (33.3%) 46 (67.6%)

Treatment or supportive care for CRS 3 (14.3%) 21 (15.9%) 13 (19.1%)

Treatment or supportive care for neurotoxicity events 1 (4.8%) 10 (7.6%) 3 (4.4%)

Prophylactic for CRS 0 (0.0%) 3 (2.3%) 0 (0.0%)

Prophylactic for neurotoxicity events 0 (0.0%) 1 (0.8%) 0 (0.0%)

Abbreviations: CRS, cytokine release syndrome; G-CSF, granulocyte colony-stimulating factor; ICANS, immune effector cell-associated neurotoxicity syndrome; IP, inpatient; 
OP, outpatient; SUD, step-up dosing; Tal, Talquetamab; Tec, Teclistamab.
Notes:
a. �The start date for the SUD period was defined as the index date (i.e., first dose of Tec or Tal SUD). The SUD period end date was defined as 2 days after the last SUD dose. 

For SUD period outcomes, patients were censored at the earliest of (i) the SUD period end date, (ii) date of last encounter with the site, (iii) the day before initiation of a 
subsequent line of therapy, or (iv) date of death. A single patient may experience multiple events within each reported safety outcome.

b. The grades of ICANS events were not collected.

Limitations 
	y The number of patients in the OP SUD cohort is small, limiting the statistical power for 

conducting a formal comparative analysis across cohorts.
	y The grades of ICANS events were not collected.
	y There may be underreporting of outcomes due to the retrospective nature of this study.

Safety outcomes
	y During SUD, 7 (33.3%) OP SUD patients had CRS (IP: 79 [59.8%]; hybrid:  

38 [55.9%]).
	– All CRS events were grades 1 or 2, with the exception of 4 grade 3 events 

(3.0%) among the IP SUD cohort (see Figure 1).
	y No ICANS events were reported among OP SUD patients while 11.4% of the IP 

SUD cohort and 7.4% of the hybrid SUD cohort experienced ICANS during the 
SUD period (see Table 2).

	y From SUD completion to 30 days post-treatment initiation, no OP SUD 
patients experienced CRS or ICANS; two grade 2 CRS events were reported 
(one among IP SUD and one among hybrid SUD patients) as well as 1 ICANS 
event was reported among hybrid SUD patients.

	y Tocilizumab was used to treat CRS in IP and hybrid SUD cohorts (47.7% 
and 30.9% of patients, respectively); no OP SUD patients were treated 
with tocilizumab (see Table 2). One hybrid SUD patient was administered 
tocilizumab prophylactically for CRS.

Figure 2. Median total LOS (in days) and mean days of hospitalization per patient during 
the SUD perioda
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Abbreviations: IP, inpatient; LOS, length of stay; OP, outpatient; SUD, step-up dosing.
Note:
a. �For each hospitalization, the LOS was defined as the period from hospitalization admission date (inclusive) to discharge date (exclusive). Total LOS summed the number of 

days across all hospitalizations, per patient. The mean days of hospitalization per patient was calculated among all patients (N=21 for OP SUD, N=132 for IP SUD, and N=68 
for hybrid SUD).  

This
 m

ate
ria

l is
 di

str
ibu

ted
 fo

r s
cie

nti
fic

 pu
rpo

se
s o

n J
&J M

ed
ica

l C
on

ne
ct,

 an
d i

s n
ot 

for
 pr

om
oti

on
al 

us
e




