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Abstract
Objectives The goal of the research was to assess the quantitative relationship between median progression-free 
survival (PFS) and median overall survival (OS) specifically among patients with relapsed/refractory multiple myeloma 
(RRMM) based on published randomized controlled trials (RCTs).

Methods Two bibliographic databases (PubMed and Embase, 1970–2017) were systematically searched for RCTs in 
RRMM that reported OS and PFS, followed by an updated search of studies published between 2010 and 2022 in 3 
databases (Embase, MEDLINE, and EBM Reviews, 2010–2022). The association between median PFS and median OS 
was assessed using the nonparametric Spearman rank and parametric Pearson correlation coefficients. Subsequently, 
the quantitative relationship between PFS and OS was assessed using weighted least-squares regression adjusted for 
covariates including age, sex, and publication year. Study arms were weighted by the number of patients in each arm.

Results A total of 31 RCTs (56 treatment arms, 10,450 patients with RRMM) were included in the analysis. The average 
median PFS and median OS were 7.1 months (SD 5.5) and 28.1 months (SD 11.8), respectively. The Spearman and 
Pearson correlation coefficients between median PFS and median OS were 0.80 (P < 0.0001) and 0.79 (P < 0.0001), 
respectively. In individual treatment arms of RRMM trials, each 1-month increase in median PFS was associated with a 
1.72-month (95% CI 1.26–2.17) increase in median OS.

Conclusion Analysis of the relationship between PFS and OS incorporating more recent studies in RRMM further 
substantiates the use of PFS to predict OS in RRMM.
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Introduction
Multiple myeloma (MM) remains largely incurable, with 
research focused on finding more effective treatments 
that can delay disease progression and extend survival 
[1]. Much progress has been made in the past 20 years. 
Real-world studies showed that the 5-year survival rate 
increased from 37 to 62% (years 2000–2019) in a Ger-
man population [2] and increased from 27 to 47% (years 
1994–2016) in a Spanish population [3]. These successes 
can be attributed to the development of more effec-
tive therapies; however, patients will eventually develop 
relapsed and/or refractory MM (RRMM) and require 
further therapy [4, 5].

Overall survival (OS) is the gold standard and the 
most clinically meaningful endpoint in cancer trials 
from the perspective of health technology assessment 
(HTA) agencies and payers because it is an objective 
and straightforward measure of survival benefits pro-
vided by a treatment [6, 7]. However, due to necessary 
extensive follow-up and the confounding effects of sub-
sequent therapy, demonstrating real OS benefits in a 
timely manner is challenging [6, 8–11]. In recent clinical 
trials, median OS was not reached with several newer 
treatments even after a median follow-up of 2–4 years in 
RRMM and > 6 years in newly diagnosed MM [12–15]. 
Thus, the improved efficacy of novel therapies is dimin-
ishing the feasibility of using OS as an endpoint from the 
perspective of timeliness and cost. Shifting the focus to 
shorter term outcomes as predictors of longer term bene-
fit is essential to support early access to new and effective 
treatments [6]. Progression-free survival (PFS) can be a 
useful indicator of clinical benefit as it is available earlier 
than OS and is not influenced by subsequent treatments 
[16–19]. Indeed, PFS is accepted in multiple institutions, 
including the United States Food and Drug Administra-
tion, European Medicines Agency, and some reimburse-
ment bodies (e.g., National Institute for Health and Care 
Excellence), as a measure of efficacy in hematological 
oncology trials [20, 21].

Studies quantitatively analyzing the relationship 
between PFS and OS among patients with MM are lim-
ited, but a positive correlation has been reported between 
observed treatment effects on PFS with OS [22]. Félix et 
al. [23] directly estimated the quantitative relationship 
between median time-dependent endpoints (PFS, event-
free survival, and time to progression) and median OS 
in heterogenous populations with MM. In their analysis 
of 153 studies with 230 treatment arms published from 
1970 to 2011, they found that the correlation coefficient 
of median PFS with median OS observed in individual 
treatment arms was 0.75 (P < 0.0001); for each addi-
tional time-dependent endpoint, a 1.82-month (95% 
CI 1.6–2.1) increase in median OS was estimated [23]. 
These estimated coefficients have been recently used in 

a cost-effectiveness model developed by the Institute for 
Clinical and Economic Review (a United States-based 
HTA) to overcome the limitation of having immature OS 
data [24, 25].

While the analyses by Félix et al. [23] and Dimopoulos 
et al. [26] used an instrumental variable approach, we 
reassessed the quantitative relationship between median 
PFS and median OS by applying a weighted least-squares 
(WLS) regression [27], an analysis method that does 
not rely on reporting of the 12-month OS rate. We also 
restricted our analysis to randomized controlled trials 
(RCTs) of patients with relapsed or refractory disease.

Methods
Search strategy and selection criteria
Two bibliographic databases (PubMed and Embase) were 
systematically searched for studies published from 1970 
to 2017, followed by an updated search of the Embase, 
MEDLINE, and Evidence-Based Medicine Reviews 
databases available through the Ovid platform for stud-
ies published between 2010 and 2022 (coverage includes 
ACP Journal Club–American College of Physicians, 
Database of Abstracts of Reviews of Effects, Cochrane 
Clinical Answers, Cochrane Central Register of Con-
trolled Trials, Cochrane Methodology Register, Health 
Technology Assessments, National Health Service Eco-
nomic Evaluation Database). The search syntaxes are 
provided in Supplementary Table 1. The analysis was 
restricted to RCTs conducted in patients with RRMM 
that reported data on median PFS and median OS [23]. 
Additionally, data on authors, publication year, pri-
mary endpoints, country, intervention used, number of 
patients, percentage of male patients, median age, and 
study results were extracted.

Statistical methods
Each study arm represented 1 observation. The associa-
tion between median PFS and median OS was assessed 
using the nonparametric Spearman rank coefficient and 
the parametric Pearson correlation coefficient, which are 
widely chosen tests measuring the strength and direc-
tion of the association between 2 ranked variables [27]. 
The definition of PFS may differ between trials, espe-
cially regarding the inclusion and exclusion of death as an 
event, and there can be unobservable trial-related char-
acteristics confounding the relationship between PFS and 
OS [21]. These may result in estimation bias since the 
main regressor of interest (PFS) is endogenous [28]. In 
Félix et al. [23] the instrumental variable approach with 
2-stage least-squares regression was originally proposed 
as an alternative. However, this approach requires the 
reporting of 12-month OS rates, which several studies did 
not report [29]. Because the sample size was larger in the 
analysis by Félix et al. [23] due to inclusion of other types 



Page 3 of 7Dimopoulos et al. BMC Cancer          (2024) 24:541 

of studies (e.g., non-RRMM and non-RCT), excluding 
studies not reporting OS data had less impact, whereas 
our more focused analysis had a smaller sample size that 
was expected to be impacted by these exclusions. Fur-
thermore, using the 12-month OS rate as an instrumental 
variable was problematic as it does not meet all 3 crite-
ria of an instrumental variable: (1) relevance assump-
tion: instrument (12-month OS) is causally associated 
with PFS—not met; (2) exclusion restriction: instrument 
affects longer term OS only through PFS—not met; (3) 
exchangeability assumption: instrument is not associated 
with any confounders (known or unknown) of the associ-
ation between PFS and longer term OS—met [30]. There-
fore, we instead assessed the quantitative relationship 
between PFS and OS using WLS regression analysis, as it 
does not rely on reporting of the 12-month OS rate [31]. 
The restriction of our analysis to RCTs also reduces the 
variability in definitions of PFS across trials, compared 
with a dataset of mixed trial designs.

In our analysis, the median OS was regressed on the 
median PFS controlling for publication year, median age, 
and sex distribution of the patients, and study arms were 
weighted by the number of patients in each arm. Addi-
tionally, an unadjusted model was conducted with only 
PFS as the independent variable. The standard error of 
the resulting coefficient was estimated by the White esti-
mator (robust to heteroscedasticity). This approach was 
justified by several relevant statistical tests. All the analy-
ses were performed with R version 4.2.2 within the RStu-
dio environment.

Results
Sample characteristics
A total of 35 RCTs published between 2006 and 2022 in 
patients with RRMM were retrieved, of which 31—con-
taining 56 treatment arms and 10,450 patients—were 
included in the analysis (Supplementary Fig.  1). Each 
treatment arm included 22–465 patients and the aver-
age male proportion was 56.0%, with an average median 
age of 65 years (Table 1). The average median OS across 

the unadjusted pooled dataset was 28.1 months (range 
8.1–53.6), and the average median PFS was 7.1 months 
(range 1.7–26.1). Additional details about the 31 studies 
included in the analysis are provided in Supplementary 
Table 2.

Correlation between PFS and OS
The estimated Spearman rank and Pearson correla-
tion coefficients between median PFS and median OS 
in RRMM were 0.80 (P < 0.0001) and 0.79 (P < 0.0001), 
respectively, suggesting a strong correlation. The posi-
tive correlation between median PFS and median OS was 
relatively consistent across all available study arms. How-
ever, the relationship was not perfectly linear, especially 
when the OS and PFS values were small (Fig. 1).

Modeling the quantitative relationship between PFS and 
OS
The effects of median PFS on median OS estimated from 
the WLS are reported in Table 2. Each 1-month increase 
in median PFS was associated with a 1.72-month (95% 
CI 1.26–2.17) increase in median OS. All other covari-
ates in the regression (age, proportion of male patients, 
and publication year) were not statistically significant, 
suggesting that the PFS was the main explanatory factor 
in this relationship. A sensitivity analysis confirmed that 
when no covariates were included in the model, the effect 
estimate of PFS was similar (1.69; 95% CI 1.27–2.12) 
(Table 3). Inclusion of study arms for which age and sex 
of study patients were unknown also did not appreciably 
affect the impact of PFS on OS.

Discussion
The choice of optimal endpoints for clinical trials is 
becoming increasingly important with pressure from 
HTAs and payers to show that treatment leads to tangible 
clinical benefits [32–34]. Using PFS as a surrogate end-
point in clinical trials rather than waiting for OS data to 
become available can accelerate the availability of drugs 
for patients through the earlier reporting of results and 

Table 1 Characteristics of the 56 armsa (31 studies) included in the analysis
Variable Mean Weighted Meanb Median Min Max SD
Sample sizec 186.6 – 146.0 22.0 465.0 128.4
Publication year 2016.2 2016.6 2017.5 2006.0 2022.0 5.0
Median aged, year 65.0 64.7 65.0 59.0 71.0 2.7
Male, % 56.0 55.8 56.8 36.8 70.0 6.1
OS, months 27.8 32.1 28.1 8.1 53.6 11.8
PFS, months 8.6 10.3 7.1 1.7 26.1 5.5
aAnalysis only included the study arms in which both median PFS and median OS were observed
bWeighted mean is calculated using sample size of each arm as weight
cSample size refers to the number of patients included in each treatment arm
dMost of the studies reported the median age instead of the mean age of the study population

Min, minimum value; Max, maximum value; OS, overall survival; PFS, progression-free survival; SD, standard deviation
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facilitate rapid introduction of new therapies into clini-
cal practice [35, 36]. We addressed a gap in evidence for 
using PFS as a surrogate endpoint for OS, specifically in 
patients with RRMM treated with modern therapies. Our 
analysis validated PFS as a surrogate endpoint for OS in 
this population and showed that each 1-month increase 
in median PFS was associated with a 1.26- to 2.17-month 
(median 1.72) increase in median OS, when the covari-
ates median age, male proportion, and publication year 
were kept constant. The regression coefficient of 1.72 

estimated in the WLS regression model is similar to that 
reported by Félix et al. [23] (1.82) for the base model 
adjusted for age, sex, and year of publication. The corre-
lation coefficient in our analysis (0.80) is consistent with 
the positive relationship between PFS and OS reported 
previously [22].

There are several key differences between our analysis 
and the one by Félix et al. [23]: (1) ours included RCTs 
only (vs. pooling RCTs and uncontrolled studies), result-
ing in a relatively more consistent definition of PFS across 
studies; (2) ours included patients with RRMM only (vs. 
all MM patients); (3) ours used the WLS method (vs. the 
instrumental variable method requiring 12-month OS 
rates); and (4) ours included PFS only (vs. multiple time-
dependent endpoints) and thus provides a more stringent 
quantitative correlation between median PFS and median 
OS.

Our results are valuable for indirect treatment com-
parisons and economic assessment of new MM thera-
pies. In order to use PFS as a surrogate for OS to evaluate 
an experimental treatment in clinical trials, a formal 

Table 2 Effect of median PFS on median OS estimated from the 
weighted least-squares regression
Covariables Coefficients P value 95% confidence interval
PFS, months 1.72 < 0.001 1.26, 2.17
Median age, 
years

–0.38 0.42 –1.33, 0.56

Male, % –5.07 0.80 –45.29, 35.15
Publication year –0.08 0.75 –0.57, 0.41
Constant 200.11 0.67 –748.58, 1148.80
OS, overall survival; PFS, progression-free survival

Fig. 1 Association between median PFS and median OS in individual treatment arms. Each dot represents a study arm. OS, overall survival; PFS, progres-
sion-free survival
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validation should occur to show it can fully capture the 
net effect of treatment on OS [6, 37]. A future step will be 
to evaluate the association between the treatment effect 
with both, the PFS and the OS. Treatment effect can be 
either absolute difference in median survival times or 
hazard ratios.

While the study demonstrates several strengths, there 
are a few limitations that need to be considered. The 
results apply to RRMM only and are not reflective of the 
relationship between PFS and OS for MM overall: the 
PFS-OS relationship in patients with newly diagnosed 
MM may be different than in patients with RRMM since 
newly diagnosed MM is slower to progress and has dif-
ferent disease dynamics than RRMM [38–40]. Studies 
that had median PFS data but did not reach median OS 
were excluded from the analysis, as were studies in which 
required data were distributed across multiple publica-
tions. The analysis included studies with differing defini-
tions of PFS. Also, published studies were selected from 
2 systematic literature reviews with different selection 
criteria, and study arms with missing information on 
covariates, median PFS, or median OS were excluded. 
Although RCTs have the most rigid design and reliable 
data collection, other study designs may need further 
investigation considering the expanding use of real-world 
studies in evidence generation. Finally, this analysis was 
based on aggregated data obtained from existing stud-
ies; however, more data could be obtained by collecting 
individual-level data, thereby providing more statistical 
validity [41].

This analysis only included study arms where both 
median PFS and median OS were observed (i.e., 56 study 
arms). Due to short follow-up periods, several arms in 
which median OS was not observed were excluded (i.e., 

censoring) from the analysis. The feasibility of using 
only uncensored observations relies on the assumption 
that the data were missing at random [42]. Félix et al. 
[23] found in a sensitivity analysis of their data that the 
estimated adjusted effect of median PFS on median OS 
when only uncensored observations were included (coef-
ficient = 2.62, 95% CI 1.52–3.71) was close to the adjusted 
effect when all observations were included (coeffi-
cient = 2.45, 95% CI 1.71–3.20). This suggests that in the 
RRMM analysis, results with only uncensored observa-
tions are close to those using censored observations. In 
the Félix et al. study, differences between the regression 
coefficients may be due to the difference in the propor-
tion of RCTs between uncensored and total observations 
[23]. Since only RCTs were included in our analysis, the 
difference caused by study design was unlikely, and an 
assumption was made that the data were missing at ran-
dom. Furthermore, our sensitivity analysis included study 
arms that were missing data on patient age and sex which 
showed minimal impact on the relationship between PFS 
and OS.

This analysis included all the treatments for RRMM 
in which eligible RCTs were available until 2022. These 
results should be interpreted as the average association 
between PFS and OS among all retrieved trials after con-
trolling for year and trial characteristics and therefore 
may not be directly observed in any single new-agent 
trial.

Conclusions
Studies published from 2006 to 2022 in RRMM further 
substantiate evidence supporting the use of PFS to pre-
dict OS in RRMM.

Table 3 Sensitivity analysis
Model Median OS ~ Median PFS

(Model including covariates median age, male proportion, 
and publication year)

Median OS ~ Median PFSa

(Model not including covariates)

Variable Main analysis Arms with unknown age 
and sex imputedb

Same input data as main 
analysis

Input data 
include arms 
with unknown 
age and sex

Median PFS (95% CI) 1.72
(1.26, 2.17)

1.70
(1.27, 2.14)

1.69
(1.27, 2.12)

1.71
(1.29, 2.13)

Median age (95% CI) –0.38
(–1.33, 0.56)

–0.52
(–1.38, 0.34)

– –

Male, % (95% CI) –5.07
(–45.29, 35.15)

3.13
(–31.27, 37.53)

– –

Publication year (95% CI) –0.08
(–0.57, 0.41)

0.08
(–0.35, 0.51)

– –

Constant (Intercept) 200.11
(–748.58, 1148.80)

–107.66
(–940.93, 725.62)

14.73
(10.24, 19.23)

14.33
(10.01, 18.64)

aMedian PFS is the only independent variable in this model, no other covariates were included
bMedian age and male proportion was imputed using weighted mean

OS, overall survival; PFS, progression-free survival
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OS  Overall survival
MM  Multiple myeloma
RRMM  Relapsed/refractory multiple myeloma
RCT  Randomized controlled trial
HTA  Health technology assessment
WLS  Weighted least squares

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12885-024-12263-0.

Supplementary Material 1

Supplementary Material 2

Supplementary Material 3

Acknowledgements
Medical writing support was provided by Sarika Pathak Sharma, PhD, of 
Eloquent Scientific Solutions and funded by Janssen Global Services.

Author contributions
MD, PS, SM, AL, TR, JMS, PC, LP, SV, and SK were responsible for concept and 
design. TL acquired the data. MD, PS, SM, AL, TR, JMS, PC, LP, AP, GT, TL, JMS, SV, 
and SK were responsible for the analysis and interpretation of data. MD, PS, 
SM, AL, TR, JMS, PC, LP, AP, GT, TL, JMS, SV, and SK drafted the manuscript. MD, 
PS, SM, AL, TR, JMS, PC, LP, AP, GT, TL, SV, and SK performed critical revision of 
the manuscript for important intellectual content.

Funding
This work was funded by Janssen Research and Development, LLC, and 
Legend Biotech USA Inc.

Data availability
The key data generated or analyzed during this study are included in this 
published article (supplementary material). The full dataset used and/or 
analyzed during this study are available from the corresponding author on 
reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable.

Financial disclosures
MD: Consultancy and honoraria from Amgen, Takeda, Janssen-Cilag, Bristol 
Myers Squibb, BeiGene, and Sanofi. PS: Consultancy, honoraria, and research 
funding from Amgen, Celgene/Bristol Myers Squibb, Janssen, Karyopharm, 
Takeda; Honoraria and research funding from SkylineDx. SM: Consultancy 
for AbbVie, Adaptive Biotechnology, Amgen, Celgene/Bristol Myers Squibb, 
GlaxoSmithKline, Janssen, Novartis, Oncopeptide, Regeneron, Roche, 
Takeda. AL: Employed by Janssen. TR: Previously employed by Janssen; 
current employee of Regeneron. JMS and PC: Employed by and owns stock 
in Janssen. LP: Previously employed by Legend Biotech USA Inc; current 
employee of Ichnos Sciences Inc. AP, GT, and TL: Employed by Cytel Inc. SV: 
Previously employed by Janssen; current employee of Bristol Myers Squibb. SK: 
Consultancy and research funding from BMS, AbbVie, Amgen, Takeda, Janssen, 
KITE, Astra-Zeneca, Roche-Genentech; Research funding from Tenebio, 
Carsgen, Merck, Novartis; Consultancy at Beigene, Bluebird Bio, Oncopeptides; 
Consultancy and honoraria from Antengene.

Consent for publication
Not applicable.

Competing interests
No competing interest to be declared.

Received: 15 December 2023 / Accepted: 15 April 2024

References
1. Kumar SK, Dispenzieri A, Lacy MQ, Gertz MA, Buadi FK, Pandey S, Kapoor 

P, Dingli D, Hayman SR, Leung N, et al. Continued improvement in survival 
in multiple myeloma: changes in early mortality and outcomes in older 
patients. Leukemia. 2014;28(5):1122–8.

2. Eisfeld C, Kajuter H, Moller L, Wellmann I, Shumilov E, Stang A. Time trends in 
survival and causes of death in multiple myeloma: a population-based study 
from Germany. BMC Cancer. 2023;23(1):317.

3. Chang-Chan DY, Rios-Tamayo R, Rodriguez Barranco M, Redondo-Sanchez D, 
Gonzalez Y, Marcos-Gragera R, Sanchez MJ. Trends of incidence, mortality and 
survival of multiple myeloma in Spain. A twenty-three-year population-based 
study. Clin Transl Oncol. 2021;23(7):1429–39.

4. Dimopoulos MA, Moreau P, Terpos E, Mateos MV, Zweegman S, Cook G, 
Delforge M, Hajek R, Schjesvold F, Cavo M, et al. Multiple myeloma: EHA-
ESMO clinical practice guidelines for diagnosis, treatment and follow-up. Ann 
Oncol. 2021;32(3):309–22.

5. Gengenbach L, Graziani G, Reinhardt H, Rosner A, Braun M, Moller MD, Greil 
C, Wasch R, Engelhardt M. Choosing the right therapy for patients with 
relapsed/refractory multiple myeloma (RRMM) in consideration of patient-, 
disease- and treatment-related factors. Cancers (Basel). 2021, 13(17): 4320.

6. Zhao F. Surrogate end points and their validation in oncology clinical trials. J 
Clin Oncol. 2016;34(13):1436–7.

7. Guidance for industry: clinical trial endpoints for the approval 
of cancer drugs and biologics [https://www.fda.gov/
regulatory-information/search-fda-guidance-documents/
clinical-trial-endpoints-approval-cancer-drugs-and-biologics].

8. Burzykowski T, Buyse M, Piccart-Gebhart MJ, Sledge G, Carmichael J, Luck H-J, 
Mackey JR, Nabholtz J-M, Paridaens R, Biganzoli L, et al. Evaluation of tumor 
response, disease control, progression-free survival, and time to progression 
as potential surrogate end points in metastatic breast cancer. J Clin Oncol. 
2008;26(12):1987–92.

9. Hashim M, Pfeiffer BM, Bartsch R, Postma M, Heeg B. Do surrogate endpoints 
better correlate with overall survival in studies that did not allow for cross-
over or reported balanced postprogression treatments? An application in 
advanced non-small cell lung cancer. Value Health. 2018;21(1):9–17.

10. Dima D, Dower J, Comenzo RL, Varga C. Evaluating daratumumab in the 
treatment of multiple myeloma: safety, efficacy and place in therapy. Cancer 
Manag Res. 2020;12:7891–903.

11. Wilson MK, Karakasis K, Oza AM. Outcomes and endpoints in trials of cancer 
treatment: the past, present, and future. Lancet Oncol. 2015;16(1):e32–42.

12. Lin Y. CARTITUDE-1 final results: phase 1b/2 study of ciltacabtagene autoleu-
cel in heavily pretreated patients with relapsed/refractory multiple myeloma. 
In: Presented at the 2023 American Society of Clinical Oncology (ASCO) Annual 
Meeting: June 2–6, 2023; Chicago, IL; 2023.

13. Zhao WH, Wang BY, Chen LJ, Fu WJ, Xu J, Liu J, Jin SW, Chen YX, Cao XM, Yang 
Y, et al. Four-year follow-up of LCAR-B38M in relapsed or refractory multiple 
myeloma: a phase 1, single-arm, open-label, multicenter study in China 
(LEGEND-2). J Hematol Oncol. 2022;15(1):86.

14. Usmani SZ, Quach H, Mateos MV, Landgren O, Leleu X, Siegel D, Weisel K, 
Gavriatopoulou M, Oriol A, Rabin N, et al. Carfilzomib, dexamethasone, and 
daratumumab versus carfilzomib and dexamethasone for patients with 
relapsed or refractory multiple myeloma (CANDOR): updated outcomes 
from a randomised, multicentre, open-label, phase 3 study. Lancet Oncol. 
2022;23(1):65–76.

15. Richardson PG, Jacobus SJ, Weller EA, Hassoun H, Lonial S, Raje NS, 
Medvedova E, McCarthy PL, Libby EN, Voorhees PM, et al. Triplet therapy, 
transplantation, and maintenance until progression in myeloma. N Engl J 
Med. 2022;387(2):132–47.

16. Shi Q, Schmitz N, Ou FS, Dixon JG, Cunningham D, Pfreundschuh M, Seymour 
JF, Jaeger U, Habermann TM, Haioun C, et al. Progression-free survival as 
a surrogate end point for overall survival in first-line diffuse large B-cell 
lymphoma: an individual patient-level analysis of multiple randomized trials 
(SEAL). J Clin Oncol. 2018;36(25):2593–602.

17. Zhu J, Yang Y, Tao J, Wang SL, Chen B, Dai JR, Hu C, Qi SN, Li YX. Association 
of progression-free or event-free survival with overall survival in diffuse large 
B-cell lymphoma after immunochemotherapy: a systematic review. Leuke-
mia. 2020;34(10):2576–91.

https://doi.org/10.1186/s12885-024-12263-0
https://doi.org/10.1186/s12885-024-12263-0
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/clinical-trial-endpoints-approval-cancer-drugs-and-biologics
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/clinical-trial-endpoints-approval-cancer-drugs-and-biologics
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/clinical-trial-endpoints-approval-cancer-drugs-and-biologics


Page 7 of 7Dimopoulos et al. BMC Cancer          (2024) 24:541 

18. Maurer MJ, Habermann TM, Shi Q, Schmitz N, Cunningham D, Pfreundschuh 
M, Seymour JF, Jaeger U, Haioun C, Tilly H, et al. Progression-free survival at 
24 months (PFS24) and subsequent outcome for patients with diffuse large 
B-cell lymphoma (DLBCL) enrolled on randomized clinical trials. Ann Oncol. 
2018;29(8):1822–7.

19. Shi Q, Sargent DJ. Meta-analysis for the evaluation of surrogate endpoints in 
cancer clinical trials. Int J Clin Oncol. 2009;14(2):102–11.

20. Chen EY, Haslam A, Prasad V. FDA acceptance of surrogate end points for 
cancer drug approval: 1992–2019. JAMA Intern Med. 2020;180(6):912–4.

21. Anderson KC, Kyle RA, Rajkumar SV, Stewart AK, Weber D, Richardson P. Clini-
cally relevant end points and new drug approvals for myeloma. Leukemia. 
2008;22(2):231–9.

22. Cartier S, Zhang B, Rosen VM, Zarotsky V, Bartlett BJ, Mukhopadhyay P, Wagner 
S, Davis C. Relationship between treatment effects on progression-free sur-
vival and overall survival in multiple myeloma: a systematic review and meta-
analysis of published clinical trial data. Oncol Res Treat. 2015;38(3):88–94.

23. Félix J, Aragão F, Almeida JM, Calado FJ, Ferreira D, Parreira AB, Rodrigues R, 
Rijo JF. Time-dependent endpoints as predictors of overall survival in multiple 
myeloma. BMC Cancer. 2013;13:122.

24. Lee SJ, McQueen RB, Beinfeld M, Fluetsch N, Whittington MD, Pearson SD. DA 
O: Anti B-cell maturation antigen CAR T-cell and antibody drug conjugate 
therapy for heavily pre-treated relapsed and refractory multiple myeloma; 
final evidence report. In: Institute for Clinical and Economic Review, May 11, 
2021. 

25. Beinfeld M, Lee S, McQueen B, Fluetsch N, Pearson SD, Ollendorf DA. Anti 
B-cell maturation antigen CAR T-cell and antibody drug conjugate therapy 
for heavily pretreated relapsed and refractory multiple myeloma. J Manag 
Care Spec Pharm. 2021;27(9):1315–20.

26. Dimopoulos M. Progression-free survival as a surrogate endpoint for overall 
survival in patients with relapsed or refractory multiple myeloma. In: Pre-
sented at ISPOR: November 4–8, 2017; Glasgow, Scotland.

27. Zar JH. Spearman rank correlation. In: Encyclopedia of biostatistics. Volume 7, 
edn. Edited by Armitage P, Colton T. Hoboken, NJ: John Wiley and Sons, Ltd; 
2005.

28. Wooldridge JM. Introductory econometrics: a modern approach. Mason, 
Ohio: South-Western, Cengage Learning; 2012.

29. Greenland S. An introduction to instrumental variables for epidemiologists. 
Int J Epidemiol. 2000;29(6):1102.

30. Lousdal ML. An introduction to instrumental variable assumptions, validation 
and estimation. Emerg Themes Epidemiol. 2018;15:1.

31. Choi S, Choi T, Cho H, Bandyopadhyay D. Weighted least-squares regression 
with competing risks data. Stat Med. 2022;41(2):227–41.

32. McLeod C, Norman R, Litton E, Saville BR, Webb S, Snelling TL. Choosing 
primary endpoints for clinical trials of health care interventions. Contemp 
Clin Trials Commun. 2019;16:100486.

33. Ciani O, Buyse M, Drummond M, Rasi G, Saad ED, Taylor RS. Time to review 
the role of surrogate end points in health policy: state of the art and the way 
forward. Value Health. 2017;20(3):487–95.

34. Bognar K, Romley JA, Bae JP, Murray J, Chou JW, Lakdawalla DN. The role of 
imperfect surrogate endpoint information in drug approval and reimburse-
ment decisions. J Health Econ. 2017;51:1–12.

35. Zhang J, Pilar MR, Wang X, Liu J, Pang H, Brownson RC, Colditz GA, Liang W, 
He J. Endpoint surrogacy in oncology phase 3 randomised controlled trials. 
Br J Cancer. 2020;123(3):333–4.

36. Chen EY, Joshi SK, Tran A, Prasad V. Estimation of study time reduction using 
surrogate end points rather than overall survival in oncology clinical trials. 
JAMA Intern Med. 2019;179(5):642–7.

37. Tang PA, Bentzen SM, Chen EX, Siu LL. Surrogate end points for median 
overall survival in metastatic colorectal cancer: literature-based analysis 
from 39 randomized controlled trials of first-line chemotherapy. J Clin Oncol. 
2007;25(29):4562–8.

38. Cornell RF, Kassim AA. Evolving paradigms in the treatment of relapsed/
refractory multiple myeloma: increased options and increased complexity. 
Bone Marrow Transpl. 2016;51(4):479–91.

39. Mikhael J, Ismaila N, Cheung MC, Costello C, Dhodapkar MV, Kumar S, Lacy M, 
Lipe B, Little RF, Nikonova A, et al. Treatment of multiple myeloma: ASCO and 
CCO Joint Clinical Practice Guideline. J Clin Oncol. 2019;37(14):1228–63.

40. Mejia Saldarriaga M, Darwiche W, Jayabalan D, Monge J, Rosenbaum C, 
Pearse RN, Niesvizky R, Bustoros M. Advances in the molecular characteriza-
tion of multiple myeloma and mechanism of therapeutic resistance. Front 
Oncol. 2022;12:1020011.

41. Piedbois P, Buyse M. Meta-analyses based on abstracted data: a step in the 
right direction, but only a first step. J Clin Oncol. 2004;22(19):3839–41.

42. Little R, Rubin D. Statistical analysis with missing data. 2nd ed. New York: 
Wiley; 2002.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Progression-free survival as a surrogate endpoint for overall survival in patients with relapsed or refractory multiple myeloma
	Abstract
	Introduction
	Methods
	Search strategy and selection criteria

	Statistical methods
	Results
	Sample characteristics
	Correlation between PFS and OS
	Modeling the quantitative relationship between PFS and OS

	Discussion
	Conclusions
	References


