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therapeutic areas where SC formulations have been 
compared with their IV counterparts. In non-Hodgkin’s 
lymphoma and breast cancer, significant savings in terms 
of lower patient preparation time were estimated when 
using SC instead of IV formulations of the same therapies 
(rituximab and trastuzumab, respectively) across 17 
hospitals in Italy. Total time differences were 3.3 hours 
per treatment in hematology and for the first cycle in 
early breast cancer or 23.55 hours for an entire course of 
treatment per patient in hematology and 17.2 hours for 
patient preparation in oncology22. In Spain, the transition 
from IV to SC trastuzumab led to a 50 % reduction in 
active HCP time, primarily from the redundancy of the 
need to install and remove IV catheters, line flushing, 
and drug reconstitution. Overall, SC administration led 
to fivefold reductions in patient chair time and room 
time23. In the USA, amongst non-Hodgkin’s lymphoma 
patients, the transition of 20 % of patients from IV to SC 
rituximab was estimated to increase provider capacity by 
270 hours and free 470 hours of patient time, in the cohort 
modelled24. Other analyses for infliximab in rheumatoid 
arthritis and inflammatory bowel disease revealed lower 
administration costs in the subcutaneous related to 
intravenous routes, and additional indirect benefits, such 
as less pressure on infusion unit waiting times, greater 
protection during infectious diseases outbreaks, such as 
COVID-19, and reduced patient “out-of-pocket” costs25.

Further, patient satisfaction with treatment increases 

when SC are used instead of IV formulations. For SC 
daratumumab in particular, Usmani et al5 surveyed 
MM patients for their satisfaction with treatment. They 
concluded that a numerically more significant proportion 
of patients in the SC group expressed positive perceptions 
of therapy for most questions. A previous study on 
bortezomib in MM26 also showed patient preference for 
the SC compared to the IV formulation - this may also 
be related to the 38 % reduction in chair time and 27 % 
reduction in infusion center visit time associated with the 
SC formulation. In early human epidermal growth factor 
receptor 2 (HER-2) positive cancer, more than 85 % of 
patients preferred SC administration of trastuzumab over 
IV administration, mainly because it was timesaving27. 
The SC combination of trastuzumab with pertuzumab 
for HER-2 positive cancer was also preferred by 85 % of 
patients in the phase II clinical trial over IV pertuzumab 
plus trastuzumab28. In diffuse large B-cell lymphoma, 
patients on SC rituximab plus chemotherapy reported 
higher scores for “impact on activities of daily living”, 
“convenience” and “satisfaction” versus patients in IV 
rituximab plus chemotherapy29. In rheumatoid arthritis, 
a recent survey of patient preferences for treatment 
mode of biologics in Japan30 revealed a preference for 
in-hospital injection (18 %) versus in-hospital infusion 
(15.3 %). Self-injection was the most preferred route of 
administration (66.8 %)30.

Our study is limited by the lack of officially published 

Table 2: Difference in patient time between subcutaneous and intravenous daratumumab formulations.
  SC IV

  Injection time 
(hours/year)

Non-injection chair time 
(hours/year)

Injection time 
(hours/year)

Non-Injection chair time 
(hours/year)

NDMM ineligible for ASCT: DRd 1.73 1.46 82.11 7.02
NDMM ineligible for ASCT: DVMP 1.66 1.4 78.7 6.72
NDMM eligible for ASCT: DVTd* 1.21 1.04 58.2 4.91
MM from 2nd line: DRd 1.73 1.46 82.11 7.02
MM from 2nd line: DVd 1.58 1.34 75.28 6.42
MM from 3rd line: daratumumab 
monotherapy 1.73 1.46 82.11 7.02

*: Includes induction and consolidation only, ASCT: autologous stem cell transplant, SC: subcutaneous, DRd: daratumumab/lenalidomide/
dexamethasone, DVd: daratumumab/bortezomib/dexamethasone, DVTd: daratumumab/bortezomib/thalidomide/dexamethasone, MM: 
multiple myeloma, IV: intravenous, DVMP: daratumumab/bortezomib/melphalan/prednisolone, NDMM: newly diagnosed multiple myeloma

Table 3: Gains in hours per year per patient by using subcutaneous instead of intravenous daratumumab formulation.
  Gain (hours/year/patient)
NDMM ineligible for ASCT: DRd 85.94
NDMM ineligible for ASCT: DVMP 82.36
NDMM eligible for ASCT: DVTd* 60.86
MM from 2nd line: DRd 85.94
MM from 2nd line: DVd 78.78
MM from 3rd line: daratumumab monotherapy 85.94

*: Includes induction and consolidation only, ASCT: autologous stem cell transplant, SC: subcutaneous, DRd: daratumumab/lenalidomide/
dexamethasone, DVd: daratumumab/bortezomib/dexamethasone, DVTd: daratumumab/bortezomib/thalidomide/dexamethasone, MM: 
multiple myeloma, IV: intravenous, DVMP: daratumumab/bortezomib/melphalan/prednisolone, NDMM: newly diagnosed multiple myeloma


