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Evaluation of immune status and

treatment adjustment in patients after allo-HSCT
Ruan Yanjie Zhang Jiakui Wang Huiping et al
(Dept of Hematology and Bio-medical Research Center The Second Affiliated Hospital of Anhui Medical University
Hematologic Diseases Research Center Anhui Medical University Hefei 230601)

Abstract Graft-versus-host disease (GVHD) is a common complication following allogeneic hematopoietic stem
cell transplantation (Allo-HSCT) which is characterized by autoimmune like inflammatory responses. But its symp-—
toms are similar to the symptoms of infection caused by excessive immune suppression and the treatment is oppo—
site. Therefore the immune status of patients after Allo-HSCT should be closely monitored to guide the clinical
medication. We selected a patient after Allo-HSCT. The patient presented obvious GVHD symptoms like abdominal
pain diarrhea and skin rash after transplanting and was diagnosed with severe GVHD at first treated with immu-
nosuppressive therapy. But these symptoms not only were not improved but also were followed with severe pulmo—
nary fungal infection. Later we found that the proportion of regulatory T cells(Treg) was significantly increased in
the patient. So we reduced the dose of immune suppression drugs and finally stopped and then the patient after Al—
lo-HSCT symptoms was relieved Treg level returned to normal. In general while the patient had appears symp-
toms like GVHD the dose of immune suppression drugs should not be increased blindly. The clinical manifestation
and laboratory examination especially Treg level of the patients should be analyzed to estimate the presence of ex—
cessive immune suppression then adjust the treatment based on the results.
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