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Conditioning‐induced mucositis

OM: reported by pts to be the single most debilitating complication of HCT

Occurs in 80% of patients undergoing HCT

Pathophysiology: DNA damage-production of reactive oxygen sp.-epithelial 
atrophy, bacterial translocation, and inflammation

Recent studies: genetic predisposition and gut microbiome

erythematous & ulcerative lesions: portal of entry for bacterial translocation

Moderate-to-severe mucositis: systemic infection and increased TRM

HSV infections of the oropharynx may mimic severe OM



MASCC/ISOO Clinical Practice Guidelines
for the Management of Mucositis

Intensive oral hygiene: reduces the intensity and severity of mucositis

HCT pts with pain secondary to OM: patient-controlled analgesia with drugs 
such as morphine is recommended (level II evidence)

preventative strategies based on growing data supporting oral cryotherapy, 
recombinant human keratinocyte growth factor (KGF-1/palifermin), and 
photo biomodulation (previously low-level laser therapy or LLLT)

chewing gum: ineffective for prevention
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Sinusoidal Obstructive Syndrome









Current management of SOS

definitive Rx:  defibrotide in severe/very severe VOD

6.25 mg/kg every 6 hours given over 2 hours 

duration: 21 days or until resolution of MOD and SOS

supportive care: 

maintain euvolemia with fluid restriction, Controlled diuresis 

drainage of ascites and/or pleural effusions if…

correction of coagulopathy & thrombocytopenia

pain control 

DC hepatotoxic medications, such as antifungals



Current management of SOS

No universally accepted prophylaxis, though UDCA….

No universally accepted biomarkers for prediction or confirmatory tests for 
the diagnosis of SOS
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Chronic GVHD

















Grading of Overall Severity
of cGVHD





Mild cGVHD: treatment 

As does not impair organ function, the use of topical IS (topical steroids,

topical CNI, or phototherapy) should be considered. 

If this is impossible, PRD treatment at an initial dose of 0.5–1 mg/kg body 
weight/day is recommended. 

Topical IS can be used in addition to systemic IS, to improve efficacy, or to 
reduce systemic IS, but lack systemic efficacy.



Moderate or Severe cGVHD: treatment

Systemic treatment with PRD or methylPRD at an initial dose of 1 mg/kg

body weight/day should be used.





Definitions 

Steroid-refractory cGVHD:

progression on prednisone 1 mg/kg/day for ≥7 days or

stable disease despite therapy with prednisone 0.5 mg/kg/day for ≥4 weeks.

Steroid-dependent cGVHD

inability to taper prednisone below 0.25 mg/kg/day after ≥2 unsuccessful

attempts separated by ≥8 weeks



Treatment of steroid-refractory cGVHD FDA approved

Ibrutinib 

Ruxolitinib (Category 1) 

Belumosudil

Axatilimab-csfr
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