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Glucocorticoids have been the primary treatment of graft-versus-host disease (GVHD) over the past decade. Complete responses
to steroid therapy are usually expected in almost one-third of aGVHD cases and partial response is anticipated in another one-
third of patients. However, for those patients not responding to corticosteroid treatment, there is no standard second-line therapy
for acute or chronic GVHD. Methotrexate (MTX) for treatment of steroid refractory GVHD has been evaluated in a number of
studies. Results from peer-reviewed original articles were identified and the pooled data analyzed. Despite several limitations in
data collection and analysis, weekly administration of methotrexate at a median dose of 7.5 mg/m? seems to be safe with minimal
toxicities in the context of both aGVHD and cGVHD treatments. The observed overall response (OR) in patients with aGVHD to
MTX treatment in the published studies was 69.9%, with complete response (CR) in 59.2% and PR in 10.6%. In cGVHD the OR was
77.6%, with CR reported in 49.6% and PR in 28% of patients. Predictors of better responses were lower grade GVHD, cutaneous
involvement, and isolated organ involvement. MTX as a steroid sparing agent might reduce long-term complications and improve

the quality of life of GVHD affected individuals.

1. Introduction

Use of allogeneic stem cell transplant (allo-SCT) as a ther-
apeutic option for otherwise lethal diseases is continuously
increasing [1]. However, graft-versus-host disease (GVHD)
remains a major complication of allo-SCT, affecting up
to 40-60% of allo-SCT patients [2]. GVHD occurs when
immune competent cells, namely, T-lymphocytes, recognize
membrane antigens on the donor cells. These membrane
antigens include a set of host polypeptides such as major
and minor histocompatibility antigens displayed by the
human leukocyte antigen system. The polymorphism of these
polypeptides triggers T-cell activation and ultimately tissue
injury through a variety of cellular effector mechanisms. The
activation of the donor immune cells is augmented also by

cytokines released from the site of tissue injury associated
with the intense conditioning regimen (cytokine storm) [3].

Acute GVHD (aGVHD) usually occurs in the first 100
days after transplantation, whereas onset of chronic GVHD
(cGVHD) is observed later. Changes in the onset period
of both acute and chronic GVHDs have been observed,
with acute cases occurring 100 days after transplantation
and chronic cases noticed earlier than usual. These changes
from traditional patterns of acute and chronic GVHD were
observed especially in the context of reduced conditioning
intensity and use of peripheral blood as a stem cell source [4-
6].

Over the years, several methods for GVHD prophylaxis
and treatment, such as immunosuppressive medications,
graft engineering, and cellular therapies, have been explored
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[7-14]. Calcineurin inhibitors and methotrexate (MTX) com-
bination therapy was used successfully to reduce the inci-
dence and severity of GVHD and is the standard of care for
GVHD prophylaxis [15, 16]. Successful GVHD prophylaxis
was also reported using combinations with mycophenolate
mofetil, sirolimus, and other immunomodulatory agents [17].
Other approaches used to reduce the risk of GVHD include
use of nonmyeloablative conditioning and gut decontamina-
tion to reduce tissue damage and cytokine storm that might
trigger GVHD and biological agents that can modify the
cytokine and immune response after allo-SCT [18-24].

Glucocorticoids are the mainstay of aGVHD therapy due
to their Lymphocytic and anti-inflammatory properties, and
these compounds have been the primary treatment of GVHD
for more than 3 decades [25].

Complete responses to steroid therapy are usually
expected in almost one-third of aGVHD cases after human
leukocyte antigen (HLA) matched sibling donor allo-SCT,
and partial response is anticipated in another one-third of
patients [25, 26]. However, a lower response rate is observed
after unrelated donor allo-SCT [24]. Currently, there is no
standard second-line therapy for acute or chronic GVHD,
and several candidate drugs were tested. Supplementation of
steroid therapy with agents such as antibodies against IL-2R,
antithymocyte globulin (ATG), etanercept, and infliximab
did not significantly improve survival over single agent
steroids. Subsequently, corticosteroids remain the standard
of care for initial treatment of aGVHD [27-30]. Steroid
refractory acute and or chronic GVHD still represents a
major therapeutic challenge [22]. Furthermore, development
of steroid sparing agents to be used either in combination
with steroids or in salvage therapy is a top priority in the
treatment of acute or chronic GVHD due to the short- and
long-term complications associated with steroids use [24].

MTX, one of the earliest drugs used for GVHD pro-
phylaxis, inhibits dihydrofolate reductase and production of
thymidylate and purines, thereby suppressing T-cell response
and proliferation as well as expression of adhesion molecules
[31-33]. Although MTX was widely applied for GVHD
prophylaxis, only few published trials addressed its efficacy
in the treatment of acute and chronic GVHD [34-41]. In
this review, we pooled data from existing clinical trials to
determine safety and efficacy of MTX in the treatment of
acute and chronic GVHD.

2. Materials and Methods

2.1. Data Sources and Endpoints. We searched the MED-
LINE database from January 1985 to April 2014 using the
following keywords: “graft-versus-host disease treatment”
and “methotrexate,” “steroid refractory acute GVHD,” and
“steroid refractory chronic GVHD.” In addition, reference
lists from review articles and selected papers were hand
searched. Only peer-reviewed original articles written in
English language, reporting at least five or more cases of either
chronic or aGVHD treated with MTX with a description of
detailed diagnostic and response criteria as well as clinical
endpoints, were included.
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The objective of this study was to review all the available
published clinical trials on the efficacy and safety of low dose
MTX for management of acute and chronic GVHD.

2.2. Selection of the Trials. The electronic search yielded 10
published clinical trials. Two trials were excluded (one in
Chinese language and one on a canine model). Eight studies
were included (4 single arm prospective phase I/II studies and
4 retrospective studies). The studies included 238 patients,
and the related clinical data are listed in Table 1. Data from 17
patients were shared between two publications by the same
group, and data from the more recent study were used.

2.3. Data Extraction and Quality Assessment. Two reviewers
using a standardized approach independently conducted data
extraction. Data for authors names, journal, year of publi-
cation, sample size, MTX dose and duration of treatment,
median age of patients, sex, GVHD subtype, additional
immunosuppressive drugs used, response to MTX therapy
in different GVHD subtypes, numbers of patients assessable
for 1 year overall and disease-free survival, and information
pertaining to study design were collected. Evaluation of
response to MTX treatment in steroid refractory or naive
acute and chronic GVHD was the primary endpoint, whereas
MTX toxicity in these patients was the secondary endpoint.

2.4. Patients and Transplant Procedure. The studies reported
a consecutive series of 238 adult and pediatric patients with
both acute and chronic GVHDs after allo-SCT between 1995
and 2013, and a summary of demographic data is provided in
Table 2.

2.5. Diagnosis and Grading of GVHD. The diagnosis and
grading of both aGVHD and ¢cGVHD were based on
established clinical criteria and were uniform among all
studies. Diagnosis of aGVHD was reported for 113 patients;
59 patients were refractory to steroid therapy, whereas the
remaining 54 were steroid naive at the time of MTX therapy.
Although most of the patients had low-grade aGVHD,
comprised between grades I and II (n = 67), a more severe
aGVHD, classified as grade II or IV, was present in 46
patients. The skin, gastrointestinal tract (GIT), and liver were
involved in 89, 57, and 21 patients, respectively. Diagnosis
of cGVHD was reported for 125 patients; 39 patients were
refractory to steroid therapy, whereas 86 patients were steroid
naive. Extensive cGVHD was present in 85 patients, and
40 patients exhibited limited cGVHD symptoms. Organs
involved were the skin (n = 78), oral mucosa (n = 40), GIT
(n = 8), liver (n = 69), and lungs (n = 2).

2.6. Methotrexate Dose and Schedule. All studies with the
exception of those carried out at the University of Bei-
jing were conducted with weekly administration of MTX,
either orally or intravenously. The median dosage was
7.5 mg/m*/week (range 3-15mg) for a median of 4 doses
(range 3-50) for treatment of cGVHD. Identical dosage for
a median of 3 doses (range: 2-60) was used in aGVHD
treatment. At the University of Beijing, two initial doses of



Journal of Transplantation

. 9 = N QUON sjuoned e
IM JUIWILIIIDI 0) Isuodsa G=N 01 udAId atom $3SOP ¢ JO WINWIUTA - D JAISUXY (1T
Ayorxo) AT opeid oN (1) XL (e 1eRn 0} N Y JINIA/2uostupaid/ysD 9dOURIS[OIUL IO 8% =N AHAD? 2aistr m%:v 1o
[6€] 98/, = N £191%0) Tesoonur [e1Q (1r) (%5¢€) 7 = N duostupaid “4)Id1x0) DInyrej Jusurjear) osuodsax 8E=N Loy
1£/S¢ dsuodsar [enrur 1oye dn-arefg AHAD? paywirT (1) Suep
6 = N II opeis = eruadoif) (1) o i ST=N M APeam O uay) sasop ¢ 10§ B
(%29) 98/€S 4D suostupaid/ysD skep $-¢ O AL SW 01 98=N
(%€8) 98/1L MO 8¢ = N VSO 10 O 81 of = 3501
(%T¥) T1/S UBIS Jo AHAD? (114)
(%S) T1/9 19AT JO QHAD? (14)
o BSodOnuI [ero D (A
oz v i %_W (89-1) sypuow g1 = THAD? £1= N QHAD?
i = 10§ uoryeInp ueIpajA (I Juapuadap/A1030€I15a1 Pro1dlg (Ir
4 g sypuowr (89-0) 81 (9%S7) ¥/1 J2ATT (111) B L=NVSD ¥ . p v PIN (11) puadapy wl proaig (1) 1w
[s€] £2/9 = N Anorxoy oneday UONEAISqO WRIPIY (9%05) 9/¢ 1D (1) €= N X.LI/VSO $950p (L-1) § = QHADE® 01 =N HAD® preSeus
10 d130[0JeWAY AT PUE []] SOPBID) : : (% wwvow\n 0 UpIS 3 L1 =N X.LIN/90SM 10 $3SOP JO I2quinu ueIpaIA (1) Juapuadap/£10)oe1§a1 PIOIAS (1) A
o_:mmuo £q uwﬁmmwww 3\NE\mE 0r-€ =3sed =N
(9=N¥d ‘¥ =NUD)
LI/0T HAD?
01/ AHAD® 4O
%9°SS ToATT (4)
%001 244 (A1)
%S, YO (111)
%S. MO (1)
%001 JO UPS (1)
:uedio £q asuodsay
9 : —-6¥) Sw a/e (111
(%001) RS (69-6¥) Bwr 6¢ AHAD 9/ \AV = N 11a-s0d (1)
asdepor pue AHAD? I1a-150d (0£-¢1)
; ] _ 3 ¥ =N QHAD duoryd/amoe (1)
. eruownaud inyrey ueSio (%09) 01/9 7 = N duojostupaxd w0y QHAD? (11)
(%€¥1) Te/€ = N dnoi8 QHAD? (1) (21 = N eruadoifooqurory)
! — N dnois srdnuu yjeap jo sasne) O AHAD? uonejuasaid orou o Ko/ ysD (09-6) 8w 6z QHADE (1) . . _ 'R
[og] (%8°ST) 61/€ = N dnox3 HADE (1) . o . _ : 0 950 210, PU® ‘I = N 1941 ‘€] = N UDYs) Suen
S < foIXo] ~Solerets 8€/S€ 'SO (%6°06) T1/0T 4O 9€=N “XLIALJO 250p [e30], _ gt H
11 opeas < Lyorxoy d13ojoyewa] - L1=N dHAD? (1)
syjuow (8¢-8) ¥ AHAD? 135U0 JU253IY XLN/AWIN/VSD SdouBIS[OUL IO SpeiS o] = e (1)
dn-morjoj uerpapy (%L°16) TI/T1 MO 11o1X0) “91n[rey Juaurjear) osuodsax [IoPEIOSI=N DE>U\ §
AHAD? 2A1SUAIXY T skep p-¢/,wySw 01-¢ = 3s0q 8E=N
(%9°SS) 6/S O
AHAD? paywury
(%T°9£) 12/91 4O
AHAD 21U0Iyd/3)nde pue dIUoIy))
(%L'¥76) 61/81 4O
AHAD JTUOIYD/)NOE PUE NIy
Anpeyiow oN -1 sa8e3s unys jo e RLRE]
[ve] §/1= N eadorlo 115 squou (S1-2) 01 §/5 30 XLN/VSO $350p T = 5950 JO ToqUINN i RIS AHADT oo
UOIBAIISQO UBIA B\NE\WE GI-£ = 3so(J =N A
8=N VSO
0I=N _ _ —
uorssarSoxd aseasiq a=N a=N 8=N
o XL 03 asuodsar jo sso] oN suojostupard [A)ojy]  SISOP § = SISOP JO JaqUINU UBIPIN AHAD? 10158101 pro1ag (1) .
(<€ _ - o 8/9 AHAD? auawIeaI], Al U=N
PN TR TE P N DI>UMNM~MMWHWM|~MN%MM (4d T pueyd S) 6=N VSO (1) M/ w/Sw g = asoq QHADE L10ppexj1 proayg (1) P HPAPTOP
HONRAIDSO UBIPI T/LAHADENO 1= N ANN/VSO (1) 0C=N
: q P sstxefdydorg
[ = N :SI 2NUNUOISIP 0) PapI2J
[eo13o70aN (A1) ¥ =N :SI _ -~
O (m [ = N BIwayna] snoraaxd pasearou] T =N Al 1= N QHAD? aatssaxdoxd
LID (1) 0] P
: N =N Od pajeanun A[snorasig .
onedapy (1) Sursdear :yyeap jo asne) 6=NSI ICRE)
[s¢] . V/N $350p (05-¢€) S =N QHAD? paroxdwrun
£yo1x0) d130703eWAL (1) FI/€1:SO Jures 3y} PaNuURUo)) SUO0DDBID)
g 4 €7 TOPATSqO UBIPD o GZ = S3SOP JO IaquUNU URIPIA 8 = N QHAD? da1ssa1301g
sopeas 0) Eif se TonmR T mgo;uawm.uwwm M/ w/Bw (51-6) 01 =9s0Q 1= N AHAD? 4101081521 pro1aig
(%T12) ¥1/01 4O
2oUIYY Ayoxoy, [eAIAING asuodsay yuauryeanspxejdydord 2)eXoT)OYIN sjuaneq Apmg

dHAD

‘stsA[eue pajood ) UT papNUI SAPN)S : ATV,



Journal of Transplantation

"TeATAINS [[e12A0 :§Q ‘uorssarddns sunurwr :gT dsuodsar ou YN ‘osuodsar [eryred Ry ‘osuodsar
9)edwos g @suodsai [[era40 YO qriejour djejoudydodfur : JNA €V ULI0dSO[AD 1y SD) O[qeSSISSE J0U 1/N] 91eX2IJ0YIIW X [JA OSBISIP JSOY-SNSIIA-)JRIS OTUOIYD :(TH A DO OSBISIP }SOY-SNsIdA-}jerd jnoe (A D

ST=N
SE/LT=N 0co LID Jo HADE
syjuowx je
suopeolduio snooayu] g\m,mww “ufco:_w_ e Mw /e =N sasop (8¥-1) QHADE
(1] s€/t=N SE12T 80 | 1N1J0 QHAD® 1€ = N XLN/90$3d ¢ = N\ $950D JO IUINY UPIPAP Azopegor prosg TR
11 9pea8 < saseuresueL], squow (571-2) €2/91 = N UPfs Jo QHAD® ¥ =N XLW/VSO Appom D AL WS o1 c-nN pegeu]
S€/9t=N 09 :dn-Mo[[o} weIPI Se/€ =N dd ¢
11 °peas < eruadoid) : SE/E1= N D
S¢/91 = N MO
UUQNHO_OH—.: JI0
(%18) T1/6 In3 23 Jo GHADE £101%0) “2In(Te) JuawIea1) ‘Osuodsar
(0%] €= N II1 2pea3 (9%SL) $/€ 341 243 JO HADE Lep/By/Swrgo T 111 AP © ua) $350p 7 10f AHADE jo Adesay dur 3s1rg e
eruadoidn (%88) 9T/€T UD}s JO AHAD® auostupaxd (Ao : 0 =N Suepm
(%18) 7€/97 MO shep £ D Al 8w 01
° 10 Og Sw g1 = asoq
ERlICICIEN | £yorxoy, [eAIAING asuodsay wauneanstxejdydord BXAIOYIRN sjuaned Apmg

dHAD

"panunuoy) : 419V],



Journal of Transplantation

‘mayowr ayejousydoofur LA Y ULI0dSO[Ad 1y SD) ©9[qessasse J0U 1y/N OIEX2II0UIUW 1Y [JA 9SeaSIP JS0Y-SNSIdA-]eId
SIUOIYD ((THA DD SBISIP J50Y-sns1aA-}jeId anoe (T ADe 9oen [eunsajuronsed 1,10 uojostupaid [fypowr :0JA ‘uadnue 234000na] uewny :y T ‘saseastp ordojojeway udruaq ‘g Aoueudiewr srdojojeway ;N H

— — — — — — 1 Z Sun
14 ST i 4 4! - ¢l — I9AIT
— 4 — L — — S I sakq
— — — — Al — — 4 eruadolln
€C L 1T 4 <l - 0t — LID
— ¥l — a — — 9 ¥l SUBIQUISW SIOONJA]
€z a 97 0S 4 S 0T 1 unys
paajoaur uedio 4q QHAD
(Z1) AHAD? (17) AHAD? (8) AHAD?
AUADE® £10)001301 P1OIAS AHAD? AHAD? £10)001321 P1OIAS (6) aareu £101001591 P1012)S (¥1) GHAD?
K10)001501 pro1a)s JHAD £10)001301 AHAD Jo 2d47,
£101001J21 PIOIANG (01) AHAD® 9AIBU PIOIAS (61) HAD® (¢1) AHAD®
pro1a)g SNoaURIND DY pro1a)g
A101001501 PIOIAS £10)001j21 P1OIA)S A101001501 P1O1A)S
9=N SUON
I€=N =N OdIN
SC=N X.LIN/90SMd
0l =N =N (wdoxd OdIN/VSO
SIX® ox
=N 0b = N IXB[A] OdIN/IININ/VSD
dHAD XLN/AININ/VSO
8¢ =N 6=N VSO
S=N IT=N JININ/VSO
=N S=N VI=N X.LI/VSO
sxefdydord qHAD
Y1 =N =N ¢C=N 9% =N =N c=N V/N =N {oFetusiu sndo[ [ ey} oI0]N
IT=N SC=N 6=N 0V =N 0 =N V/N I =N {Ojetusiil Sn307 [ uey) SS9
Suryorew yTH
=N =N =N 98 =N w=N c- N 9=N =N dane[qeopAwtoN
€€E=N 9C=N YI=N =N 2ATIR[QROTRAIN
Suruonipuo)
=N P=N c=N HY
€=N 98 =N wWw=N S=N /1=N VI =N Jowmn) prjos
1€ =N €C=N WH
sisouger(y
S1/TL €I/1C €e/€s €1/6C €/ VN 9/8 (I/N) 1opuD
(81-0) £ (91-79) 6 (97—¢) 8¢ (0s-8) 0¢ (SP—<1) STELID (911-9'¢) §°S (09-5¥) 15 (99-L0) ¥¥ s1eak ut 23y
Se=N LC=N €=N 98 =N =N S=N 0C =N Y1 =N JoqunN
[17] ¥10T T8 32 [8€] 800T “Te3@  [0F] I10T “Te 32 60 o_wmw » [9€] s00T “Te 32 [¥€] Lo6l “Te 10 [£€] 9007 “Te 3 [S€] S00T “Te 1@
pyeSeur pyeSeur Suepm, wcm\w\/ Guenyp BIUBIUINIA ape[[eaeT op JU0ddRIN)

"SOTISLID)ORIRYD JUSIIe ] i ATAV],



MTX were administered in the first week, followed by weekly
doses administered until response; a patient was defined as
nonresponsive after unsuccessful administration of 6 doses.
In all studies, MTX was administered in combination with
steroids or following treatment with other immunosuppres-
sive drugs.

2.7. Evaluation of Response and Toxicity. A complete response
(CR) was defined as complete disappearance of all clinical
manifestations of GVHD. For aGVHD, partial response was
defined as incomplete disappearance of symptoms, with a
grade decrease of a minimum of one stage in at least one
target organ. For cGVHD, a partial response (PR) was defined
as a change from extensive to limited stage or a higher
than 50% improvement in objective parameters of cGVHD
manifestations, such as surface area involvement of skin and
transaminase or bilirubin level. A response in oral cGVHD
required symptomatic improvement and physician assess-
ment. Overall response (OR) included CR and PR. Patients
were considered to have no response (NR) or treatment
failure, if GVHD progressed or failed to improve (stable
disease) or disease progressed on treatment. The common
terminology criteria (CTC) for adverse events, version 3.0,
were used to grade the severity of side effects [42].

The results and discussions of each study were reviewed
for the use/tapering off of other immunosuppressive agents
after start of MTX therapy whenever available.

3. Results

3.1. Response. An OR to MTX treatment in aGVHD was
reported in 79 out of 113 patients (69.9%). CR was observed
in 67 out of 113 patients (59.2%) while PR was observed in
35/113 patients (10.6%). The response was better in patients
with lower grade aGVHD (grades I-II) as compared to
patients with grades III-IV (OR 50/58 (86%) and 11/20 (55%),
resp.). The response was variable at different sites of aGVHD
involvement. Response was observed at a higher frequency in
skin involvement where OR was observed in 72/89 patients
(80.6%), whereas OR was observed in 35/57 and in 11/23
patients with GIT or liver involvement, respectively (Table 3).

The OR of cGVHD to MTX treatment was reported
in 97 out of 125 patients (77.6%); 62/125 patients showed
CR (49.6%), whereas 35/125 patients (28%) showed PR. The
response was better in 33/40 (82.5%) patients with limited
than in 62/85 (72.9%) patients with extensive cGVHD. The
response was also variable at different sites of cGVHD
involvement, and the best response was observed in cuta-
neous (60/78 patients (77%)) than in mucosal lesions (17/40
(42.5%)), GIT involvement (4/8 (50%)), and hepatic involve-
ment (50/69 (72%)).

The response in patients with single organ involvement
was better than in patients with multiple organ involvement.
An OR was observed in 47/60 (78.3%) and 61/73 (83.5%),
and among these patients CR was observed in 47/60 (78.3%)
and 49/73 (671%) of patients with single organ involvement
aGVHD and cGVHD, respectively. aGVHD patients with
multiorgan involvement exhibited OR of 24/38 (63.1%), and
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among these patients, those with CR were 19/38 (50%).
Patients with cGVHD and multiorgan involvement presented
an OR of 32/41 (78%), and CR was observed in 13/41 (31.7%)
patients.

3.2. Toxicity. Overall, the low dose of MTX used in these
studies was well tolerated with low incidence of grades ITI-IV
toxicity. Hematologic toxicity of grades III-IV was observed
in 47/113 aGVHD patients (41.5%) and in 22/125 cGVHD
patients (17.6%). In one study, grade III elevation of transam-
inases was observed in a small number of patients with
aGVHD (4/113 (3.5%)). Although no grades III-IV toxicity
was observed for other organs, the hematologic, hepatic,
mucosal, and pulmonary tissues presented frequently with
grades I-II toxicity.

Mild impairment of renal functions was reported in only
6 patients whom remained stable without further interven-
tion.

Folinic acid rescue after MTX was not reported in any of
the reviewed trials.

3.3. Survival. Although median survival varied among stud-
ies, we attempted to calculate survival at 1 year following
MTX treatment for both forms of GVHD. The OR of aGVHD
and cGVHD patients after one year of MTX therapy was
84/113 (74.3%) and 115/125 (92%), respectively. No patient
with cGVHD died from progression of GVHD (no response),
whereas progression of aGVHD while receiving MTX ther-
apy was the cause of death in 11/113 (10%) patients. Other
causes of death were disease relapse, observed in 10/113
and 5/125 patients with aGVHD and ¢cGVHD, respectively,
and infections, observed in 7/113 and 5/125 patients with
aGVHD and cGVHD, respectively. An additional 3 patients
with aGVHD died because of hemorrhage, heart failure, and
multiorgan failure.

4. Discussion

GVHD is a major cause of posttransplant morbidity and
mortality. Steroid based immunosuppressive regimens are the
gold standard treatment for GVHD [23]. Steroid refractory
GVHD is a critical medical condition that carries higher
risks of morbidity and mortality than common GVHD. To
date, there is no sufficient evidence to guide the choice of
a second-line treatment for steroid refractory GVHD [22].
Selection of a second-line treatment regimen should take into
consideration the overall health of the patient, the previous
immune suppression regimen, and the expected toxicity of
the chosen regimen.

MTX is a safe and effective prophylactic treatment for
early prevention of GVHD after allo-SCT [7]. Recent studies
suggested that low doses of MTX exhibit antimitotic effects
and can induce a sustained suppression of T-cell activation,
supporting use of MTX as a GVHD therapy [33]. The safety
of MTX for GVHD treatment was confirmed in this report,
since most of the toxicities observed in the literature were of
grade I or II. Hematologic cytopenia was the most common
complication, whereas mucosal, GIT, hepatic, and pulmonary
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TABLE 3: Response and outcome data.

cGVHD aGVHD

Number N =125 N =113
Age 30 (2-60) years 35 (2-59)
Type

Steroid refractory N =39 N =59

Steroid naive N =86 N =54
Stage Limited N = 40 I-IIN =67

8 Extensive N = 85 II-IV N = 46
Previous immune suppression

MTX containing N =34 N =13

Non-MRTX containing N =105 N =51

None 6 0

MTX
Dose 75 (3-15) mg /m*/w 75 (3-15) mg/m*/w
Number of doses 4 (3-50) 3 (2-60)
Response
OR 97/125 (77.6%) 79/113 (69.9%)
CR 62/125 (49.6%) 67/113 (59.2%)
PR 35/125 (28%) 12/113 (10.6%)
NR 28/125 (22.4%) 34/113 (30%)
Resoonse by stage Limited 33/40 (82.5%) I-11 50/58 (86%)
p Y stag Extensive 62/85 (72.9%) III-IV 11/20 (55%)
Response by organ
Skin 60/78 (77%) .
Oral mucosa 17/40 (42.5%) 72/89 (80.8%)
[V
G.IT 4/8 (50%) 35/57 (61.4%)
Liver 50/69 (72%) 11/23 (47.8%)
Pulmonary 2/2 (100%) o7
Response by number of organs involved
Single organ
61/73 (83.5%)
OR 49173 (671%) 47/60 (78.3%)
CR - 47/60 (78.3%)
. . 0
Mll(l)tl;organ involvement 32/41 (78%) 2149//3388 ((6530(1/),)
CR 13/41 (31.7%) ?

Discontinue or reduce IS
Continue or increase other IS

99/125 (79.2%)
26/125 (20.8%)

67/113 (59.3)
46/113 (40.7%)

Toxicity
Hematologic toxicity
Hepatic toxicity
Mucosal toxicity
Pulmonary toxicity

Grade 3 or more N = 22/125 (17.6%)

<Grade 2
<Grade 2
<Grade 2

Grade 3 or more N = 47/113 (41.5%)
Grade 3 or more N = 4/113 (3.5%)

Survival at least one year after GVHD

115/125 (92%)

84/113 (74.3%)

Cause of death
Uncontrolled GVHD
Relapse
Infectious complications
Hemorrhage
Multiorgan failure

5/125 (4%)
5/125 (4%)

N =11/113
N =10/113
N =713
N =2/113
N =1/113

HM: hematologic malignancy; BH: benign hematologic diseases; HLA: human leucocyte antigen; MPO: methyl prednisolone; GIT: gastrointestinal tract;
aGVHD: acute graft-versus-host disease; cGVHD: chronic graft-versus-host disease; MTX: methotrexate; N/A: not assessable; CSA: cyclosporin A; MMEF:
mycophenolate mofetil; OR: overall response; CR: complete response; PR: partial response; NR: no response; IS: immune suppression; OS: overall survival.



involvement was reported sporadically. Cytopenia of grades
III to IV was reported less frequently than its milder forms
and occurred mainly in aGVHD, possibly because of the
vulnerability of the newly engrafted hematopoietic tissue. In
c¢GVHD, no grades ITI-IV hematologic toxicity was observed,
and the most reported complication was the suppression
of blood counts. In agreement with other studies reporting
MTX use for GVHD prophylaxis hepatic grades III-IV toxi-
city was reported in only 3.5% of aGVHD patients, reflecting
the relative safety of MTX in the context of aGVHD [43, 44].

Although immune reconstitution was not assessed uni-
formly, the relatively low incidence of fatal infectious com-
plications, especially in the context of severe immune sup-
pression dictated by GVHD and its treatment, denotes that
MTX did not impair immune reconstitution in those patients.
O’Meara et al. reported that maintenance therapy of child-
hood acute lymphoblastic leukemia with MTX can cause a
profound and rapid short-term drop in T-cell subsets, which
reverted to pre-MTX levels one week after administration
[45]. The reported T-cell suppression might be responsible
for the rapid response of GVHD to MTX, which is followed
by early immune reconstitution and is characterized by fewer
fatal complications due to infections.

MTX was effective in treatment of both aGVHD and
c¢cGVHD with overall response rates of 69.9% and 77.6%,
respectively. Better responses were observed in certain groups
of patients, including those with lower grade GVHD, cuta-
neous involvement, and isolated organ involvement. In the
multivariate analysis conducted by Huang et al. on 86
cGVHD patients treated with MTX, the only significant
factor related to higher CR rate was single organ involvement
[39]. The better response in these patients might be related
to less severe tissue damage and the higher regenerative
potential of skin in comparison to other organs, such as
liver and lungs. However, this conclusion is speculative due
to the lack of histopathology of affected tissues before and
after treatment. CR was observed more frequently in aGVHD
(59.2%) than in cGVHD (49.6%) patients, and this event may
be explained by the higher proportion of the more aggressive
disease in cGVHD (68%) than in aGVHD (40.7%) patients.

The high response rate to MTX treatment translated into
better utilization of immunosuppressive agents, so that 69.2%
and 79.2% of aGVHD and cGVHD patients, respectively,
were able to either discontinue treatment with or reduce the
dose of concomitant immunosuppressive agents such as cor-
ticosteroids. This is an additional advantage of MTX therapy
for GVHD that is expected to reduce long-term complica-
tions and increase the quality of life of affected individuals.

The data pooled in this review suffer from several limita-
tions. Patients were not randomized into cohorts treated with
or without MTX. Patient selection criteria were not uniform,
so that the studies reviewed presented high variability in
factors such as initial treatment, use of different condition-
ing regimen, pre- and posttransplant immune suppression
protocols, and graft source and HLA matching. Furthermore,
there is no objective way to quantitatively assess and compare
responses across the studies and the relatively small patient
numbers did not allow subgroup analysis and generation of
more robust data.

Journal of Transplantation

In conclusion, pooling of data from published studies
reporting use of MTX for treatment of aGVHD and cGVHD
highlights the potential of MTX as a GVHD therapy and as
a steroid sparing agent. However, prospectively randomized
studies with higher patient numbers are needed to confirm
the value of MTX for GVHD treatment.
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