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http://www.drugs.com/health-guide/bone-marrow-transplant.html 



INTRODUCTION  

GVHD occurs when immune cells transplanted froma 

donor (the graft) recognize the recipient (the host) as 

foreign, thereby initiating an immune reaction that 

causes disease. 
 

•                                         Nelson J Chao, 2004 upto date 
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Classification  
 Acute vs Chronic based upon the time of onset using a cutoff of 100 days.  

 

 ●Classic acute GVHD – Cases present within 100 days of (HCT) and display 
features of acute GVHD. Diagnostic and distinctive features of chronic GVHD 
are absent. 

 

 ●Persistent, recurrent, late onset acute GVHD – Cases present greater than 
100 days post-HCT with features of acute GVHD. Diagnostic and distinctive 
features of chronic GVHD are absent. 

 

 ●Classic chronic GVHD – Cases may present at any time post-HCT. 
Diagnostic and distinctive features of chronic GVHD are present. There are no 
features of acute GVHD. 

 

 ●Overlap syndrome – Cases may present at any time post-HCT with features 
of both chronic GVHD and acute GVHD. On occasion, this is colloquially 
referred to as "acute on chronic" GVHD. 

 



Acute vs Chronic GVHD 

  Acute GVHD describes a distinctive syndrome of  

 dermatitis,  

 hepatitis,  

 enteritis developing within 100 days of allogeneic  

 

 Chronic GVHD describes a more diverse syndrome 

developing after day 100. 

 

      (Mandanas et al, 2004) 























Chronic GVHD 

 



























Risk Factors 
 HLA mismatch 

 Gender mismatch 

 Older age 

 Multipara 

 Peripheral stem cell>bone marrow>cord 

 

 

  



Prevention and Treatment  

 Pharmacologically 

 A choice among regimens must take into consideration the underlying 

disease, the degree of HLA disparity, the conditioning regimen, and 

patient characteristics. Common regimens include: 

 Methotrexate plus cyclosporine – A short course of 

intravenous methotrexate (eg, given on days +1, +3, +6, and 

+11 

 Methotrexate plus tacrolimus 

 Mycophenolate (MMF) plus a calcineurin inhibitor 

(cyclosporine or tacrolimus) 

 T cell depletion 

•                                               (Chao, 2015, uptodate) 

http://www.uptodate.com/contents/methotrexate-drug-information?source=see_link
http://www.uptodate.com/contents/cyclosporine-drug-information?source=see_link
http://www.uptodate.com/contents/methotrexate-drug-information?source=see_link
http://www.uptodate.com/contents/tacrolimus-drug-information?source=see_link
http://www.uptodate.com/contents/mycophenolate-drug-information?source=see_link
http://www.uptodate.com/contents/cyclosporine-drug-information?source=see_link
http://www.uptodate.com/contents/tacrolimus-drug-information?source=see_link










Treatment  

 “A retrospective EBMT study has determined that grade I acute GVHD 
is the optimal level for patients with malignant disease, at least in adult 
patients.2Accordingly, treatment for acute GVHD is commenced when 
patients reach grade I or II. First-line therapy consists of 
corticosteroids, usually prednisolone or methyl prednisolone in doses 
of 1–2 (–5) mg/kg body weight/day, depending on the severity. 

  Immunosuppression as mentioned above should be at least maintained, 
if not increased. One or a few doses of ATG are also often added at this 
stage, but at the cost of an increased risk of relapse”. 

 

    
 

  BMT JOURNAL, 200 Bone Marrow Transplantation (2005) 35, S65–S67..Novel 
approaches in GVHD   therapy. J Svennilson1 on behalf of the Paediatric Diseases 
Working Party of (EBMT) 

http://www.nature.com/bmt/journal/v35/n1s/full/1704850a.html
http://www.nature.com/bmt/journal/v35/n1s/full/1704850a.html
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