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Why	  the	  oral	  cavity?	  

•  “High	  traffic”	  site	  
•  Dental	  and	  periodontal	  
disease	  common	  

•  HSV	  trigeminal	  latency	  
•  GVHD	  common,	  
significant	  impact	  

•  High	  risk	  site	  for	  
secondary	  cancer	  

Pulpal abscess Periodontal abscess 
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Recrudescent	  HSV	  infec<on	  

•  Atypical	  presenta<ons	  
•  Breakthrough	  possible	  
•  Diagnosis	  
–  culture/cytology	  
–  biopsy	  rarely	  

•  Management	  
–  increase	  ACV	  dose	  
–  valacyclovir	  
–  foscarnet,	  cidofovir	  

Candidiasis	  

•  Risk	  factors	  
•  Clinical	  forms	  
–  pseudomembranous	  
–  atrophic/erythematous	  
–  angular	  cheili<s	  

•  Clinical	  diagnosis	  
•  Management	  
–  topical	  
–  systemic	  
–  long-‐term	  strategies	  
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Fungal	  tes<ng	  

•  Culture	  
–  culture	  if	  systemic	  
therapy	  ineffec<ve	  

–  specia<on	  &	  
suscep<bility	  tes<ng	  

•  Cytology	  
–  to	  confirm	  diagnosis	  
–  unable	  to	  perform	  
suscep<bility	  tes<ng	  

Oral	  mucosi<s	  

•  Primary	  risk	  factors	  
–  condi<oning	  regimen	  
–  GVHD	  prophylaxis	  

•  Clusters	  w/	  other	  
toxici<es	  

•  Clinical	  impact	  
–  pain,	  dysfunc<on	  
–  associated	  outcomes	  

Sirolimus	  for	  GVHD	  prophylaxis	  

•  Treatment	  groups	  
–  rap/tac	  (n=30)	  
–  mtx/tac	  (n=24)	  

•  Severe	  mucosi<s	  
–  7%	  vs.	  50%	  

•  Dura<on	  of	  opioids	  
–  13.5d	  v	  s.17d	  

•  Length	  of	  stay	  
–  18d	  vs.	  22d	  

Cutler	  C,	  et	  al.	  BBMT	  2005;11:383-‐8	  

NCCN	  mucosi<s	  guidelines	  

General	  considera+ons	  
•  Pa<ent	  educa<on	  and	  

communica<on	  
•  Rou<ne	  assessments	  w/	  

valid	  scale	  
•  Good	  oral	  hygiene	  =	  GCP	  
•  Bland	  oral	  rinses	  

throughout	  (e.g.	  saline)	  
	  

Interven+ons	  
•  Bland	  rinses,	  devices	  
•  Topical	  anesthe<cs	  

–  viscous	  lidocaine	  
–  “magic	  mouthwash”	  

•  Systemic	  analgesics	  
•  Diet	  modifica<ons	  

–  soh,	  bland	  foods	  
–  avoid	  acidic,	  spicy	  

Bensinger	  W,	  et	  al.	  JNCCN	  2008;6	  suppl1,s1-‐20	  

Oral	  acute	  GVHD?	  

•  Mouth	  infrequent	  
–  aher	  mucosi<s	  “window”	  
–  must	  r/o	  HSV	  

•  Concurrent	  skin,	  liver,	  gut	  
involvement	  

•  Clinical	  features	  
–  non-‐specific	  ulcera<ons	  
–  lips	  frequently	  affected	  

•  Ancillary	  management	  w/	  
topical	  steroids	  

Ion	  D,	  et	  al.	  Characteriza<on	  of	  oral	  
involvement	  in	  acute	  grah-‐versus-‐host	  disease.	  
Oral	  abstract.	  American	  Academy	  of	  Oral	  
Medicine	  2011,	  Puerto	  Rico	  
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Oral	  chronic	  GVHD	  is	  very	  common	  

Flowers	  M,	  et	  al.	  Blood	  2002;100:415-‐419	  

Oral	  cGVHD	  features	  

•  Resembles	  immune/
autoimmune	  condi<ons	  
–  lichen	  planus	  
–  Sjögren	  syndrome	  
–  scleroderma	  

•  Frequently	  refractory	  to	  
systemic	  therapy	  
–  important	  role	  for	  
ancillary	  care	  

Treister	  N,	  et	  al.	  Blood	  2012;120:3407-‐3418	  

Management	  of	  mucosal	  cGVHD	  
•  High	  potency	  topical	  

cor<costeroids	  
–  clobetasol	  0.05%	  gel	  
–  fluocinonide	  0.05%	  gel	  
–  dexamethasone	  0.5	  mg/5	  mL	  

(5	  min	  swish/spit)	  
–  clobetasol	  0.05%	  solu<on	  

(compound)	  
•  Topical	  tacrolimus	  

–  Protopic	  0.1%	  ointment	  (lips)	  
–  tacrolimus	  0.5	  mg/5	  mL	  

(compound)	  
•  Combina<on	  therapy	  
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(A)	  Oral	  cGVHD,	  symptoma+c	  and	  untreated	  

(B)	  A?er	  1	  month	  of	  topical	  steroid	  therapy,	  no	  improvement,	  candidiasis	  

(C)	  Following	  addi+on	  of	  an+fungal	  therapy,	  major	  improvement	  

Salivary	  gland	  cGVHD	  

•  Func<ons	  of	  saliva	  
–  lubrica<on/mas<ca<on	  
–  an<microbial	  
–  buffering/remineraliza<on	  

•  Quan<ta<ve/Qualita<ve	  
changes	  
–  xerostomia/pain/discomfort	  
–  difficulty	  ea<ng/swallowing	  
–  dental	  caries	  

•  cervical,	  interproximal	  
–  recurrent	  candidiasis	  

Kaufman	  E,	  et	  al.	  Crit	  Rev	  Oral	  Biol	  Med	  2002;13:197-‐212	  

16	  months	  s/p	  allogeneic	  HSCT	  

Management	  of	  salivary	  gland	  cGVHD	  

•  Caries	  preven<on	  
–  brushing/flossing/diet	  
–  fluoride	  	  

•  trays	  w/	  1.1%/0.4%	  gel	  
•  varnish	  

–  remineralizing	  agents	  
•  (eg	  GC	  MI	  Paste	  Plus)	  

•  Rou<ne	  dental	  visits	  
–  radiographs/caries	  control	  

•  Saliva	  subs<tutes,	  
s<mulants,	  sialogogues	  

•  Diet	  modifica<ons	  
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Sclero<c	  cGVHD	  

•  Tissues	  affected	  
–  facial	  and	  perioral	  skin	  
–  buccal	  mucosa	  “bands”	  
–  poorly	  described	  in	  
literature	  

•  Clinical	  impact	  
–  trismus	  
–  pain,	  dysfunc<on	  
–  periodontal	  complica<ons	  
–  impaired	  hygiene	  

A	   B	  

C	   D	  

Squamous	  cell	  carcinoma	  
•  Major	  risk	  factors	  

–  cGVHD	  
–  dura<on	  of	  IST	  
–  males>females	  
–  younger	  age	  at	  HSCT	  

•  Risk	  increases	  w/	  <me	  
post	  HSCT	  
–  overall	  risk	  4.6-‐8.3x	  >10	  y	  

•  Oral	  cavity	  
–  buccal	  cavity/pharynx	  
–  7.01-‐11.1x	  overall	  
–  25.7-‐77.9x	  >10	  y	  

Cur<s	  R,	  et	  al.	  New	  Engl	  J	  Med	  1997;336:897-‐904	  
Cur<s	  R,	  et	  al.	  Blood	  2005;105:3802-‐11	  
Ades	  L,	  et	  al.	  Blood	  Reviews	  2002;16:135-‐46	  
Rizzo	  J,	  et	  al.	  Blood	  2009;113:1175-‐83	  

Summary	  

•  Oral	  complica<ons	  in	  
HSCT	  are	  common	  

•  Educa<on,	  preven<on,	  
an<cipa<on	  

•  Management	  requires	  
correct	  diagnosis	  

•  Oral	  medicine	  integral	  
part	  of	  HSCT	  team	  

ntreister@partners.org	  
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