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INTRODUCTION 

Bone marrow transplantation (BMT) is the therapeutic 

modality used in the treatment of many benign or 

malignant, inherited or acquired hematologic diseases.
[1]

 

BMT is characterized by the removal of stem cells from 

the donor, which may be the patient himself (autologous 

transplant) or another compatible donor (allogeneic 

transplant), and the infusion of these cells into the patient 

after a conditioning period. Progenitor cells infused into 

the bloodstream are implanted in the bone marrow, 

promoting hematopoietic reconstitution. The annual 

frequency of performing BMT with high success rates 

are growing exponentially due to a greater knowledge of 

the human histocompatibility system and accurate 

examinations in the selection of bone marrow donors. 

However, graft versus host disease (GVHD) still 

represents one of the most common complications after 

allogeneic transplant.
[3]

 Bone marrow transplantation is 

used extensively for the treatment of many disorders 

involving bone marrowelements, including severe 

combined immunodeficiency states, leukemias, 

osteoporosis, various inherited disorders and more 

recently, solid tumors. Historically, the first reported 

case was that of a 19-year-old female with gold-induced 

aplasia who received ABO matched marrow transfused 

intravenously from her brother.
[4,5]

 Following World War 

II and the initiation of the atomic age, animal 

experimentation by groups in Chicago, Bethesda, Md, 

and Oak Ridge, Tenn, demonstrated that the 

myelosuppressive effects of radiation could be 

overcome. Jacobson showed that irradiated mice whose 

spleens were shielded could be protected from the lethal 

effects of radiation.
[6]

 Lorentz et al showed that lethal 

radiation effect in mice and guinea pigs could be 

prevented by transfusing syngeneic guinea pig bone 

marrow.
[7]

 Other reports also clearly demonstrated the 

protective effect of bone marrow infusion against lethal 

irradiation.
[8]

 In 1957, Thomas reported the first series of 

human bone marrow recipients, demonstrating that large 

amounts of marrow could be safely infused intravenously 

and describing transient marrow engraftment in one 

individual.
[9]

 Mathe then reported on the attempted use of 

bone marrow transfusions in six victims of radiation 

accidents.
[10]

 Following these initial attempts, bone 

SJIF Impact Factor 6.044 Review Article ejbps, 2021, Volume 8, Issue 4, 378-385. 

European Journal of Biomedical 
AND Pharmaceutical sciences 

 

http://www.ejbps.com 

 

 

ISSN 2349-8870 

Volume: 8 

Issue: 4 

378-385 

Year: 2021 

*Corresponding Author: Sampriti Chakraborty 
Department of Pharmaceutical Chemistry, School of Pharmacy, Techno India University, Salt Lake City, Sector‒V, EM‒4, Kolkata‒700091, 

West Bengal, India.  
 

 

 
 

 

 

 

 

 

 

 

 
 

 

 

 

 

 
 

 

 

 

 

 

 

 

 
 

 

 

 

 

 
 

 

 
 

 

 

 

 

 

 

 

 
  

 

 
 

 
 

 

 
 

 

 
 

 

 
 

 

 

ABSTRACT 
 

Stem cells are the center for regenerative medicine. Given a right signal these undifferentiated cells have a 

remarkable potential to develop into specialized cell types (blood cells, heart cells etc.) in the human body. Stem 

cells, therefore, can be used in cell-based therapies to replace/repair damaged tissues and/or organs. Ongoing 

research in the area of stem cells focuses on their potential application (both embryonic stem cells and adult stem 

cells) to create specialized cells and replace the damaged ones. Hence, this cutting-edge technology might lead to 

new ways of detecting and treating diseases. Bone marrow transplantation represents the technical application of 

basic immunologic principles to the treatment of a variety of neoplastic and allied disorders that originate in the 

bone marrow. The results have improved during the past 15 years, being most striking for the treatment of the 

acute and chronic leukemias. The promise of autologous bone marrow transplantation for the treatment of 

leukemias and solid tumors is awaiting the perfection of techniques for the effective removal of residual neoplastic 

cells as well as more effective therapy. The use of this technique at its present stage of development for the 

treatment of benign hematologic disorders, which cause severe morbidity (ie, thalassemia or sickle cell anemia), is 

controversial, raises serious ethical issues, and cannot be recommended routinely at this time. Complications of 

bone marrow transplantation such as graft rejection, graft-versus-host disease, and opportunistic infections are 

discussed. The present review, therefore, focuses on the growing use of stem cell transplantation in regenerative 

medicine to treat a variety of diseases. This review also provides the current status of the field with a particular 

emphasis on bone marrow transplantation. 

 

KEYWORDS: BMT, GVHD, MHC, HLA, ALL, AML, CLL, CML, HL, NHL, MDS, MPN, Myeloma. 
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marrow transplantation progressed slowly until the 

1960s. Led by Thomas and associates at Seattle, Wash, 

human marrow transplantation for aplastic anemia was 

initiated and gradually progressed. Initial attempts at all 

organ transplants were thwarted by rejection, however, 

and further progress awaited a clearer understanding of 

transplantation immunology.
[11-13]

 GVHD is a 

complication that occurs through the activation of T cells 

in response to molecules from the major 

histocompatibility complex (MHC) after an allogeneic 

histocompatible BMT. 

 

 
Figure-1: Bone Marrow. 

 

Donated T cells recognize molecules from the host tissue 

as foreign. The incidence of GVHD varies from 6 to 80% 

according to patient age, donor type, stem cell source, 

graft manipulation and use of lymphocyte infusions after 

the transplant.
[3]

 

 

The source for the earliest transplants was the marrow of 

a healthy donor who had the same tissue (human 

leukocyte antigen [HLA]) type as the patient. Usually, 

the source was a brother or sister. When a patient needs 

an allogeneic transplant (stem cells from a donor), his or 

her doctor turns to a registry of donors—a list of people 

who are willing to donate to any patient in need—and of 

donated umbilical cord blood. The Match Registry®, 

operated by the National Marrow Donor Program®, is 

the world’s largest listing of volunteer donors, more than 

9.5 million. Using information about the patient’s HLA 

type, a computer program is used to scan the database of 

HLA types of volunteer donors. 

 

Disorders treated by bone Marrow transplantation 

Acute lymphoblastic leukemia (ALL) 

1. The decision to perform a transplant for an adult 

who has ALL depends on the features of the 

leukemia, the patient’s general health and the 

patient’s age. 

2. For patients with high-risk ALL, an allogeneic stem 

cell transplant may be an option in first remission 

for a patient who has a suitable donor available. 

3. For patients with standard-risk ALL in first 

remission, the choice between allogeneic 

transplantation and continued chemotherapy is less 

clear. Discuss standard and/or reduced-intensity 

allogeneic stem cell transplantation with your doctor 

to determine if either is recommended for you. 

4. Autologous stem cell transplantation outside of the 

clinical-trial setting is not commonly used to treat 

ALL. 

5. Most children with ALL (about 75 to 80 percent) do 

not need stem cell transplantation. A child with 

refractory disease (a poor response to treatment) or 

relapsed ALL is considered for transplantation with 

an allogeneic transplant. 

 

Acute myeloid leukemia (AML) 

1. Favorable-risk AML: Stem cell transplantation is 

generally not recommended with first complete 

remission. 

2. Intermediate-risk AML: Discuss standard and/or 

reduced-intensity stem cell allogeneic 

transplantation with your doctor to determine if 

either is recommended for you. 

3. High-risk AML: Allogeneic stem cell 

transplantation is generally recommended with first 

remission for patients who are candidates for a 

transplant and have a suitable allogeneic donor. 

Reduced-intensity allogeneic stem cell 

transplantation may be recommended for older 

patients or patients who have certain co-morbidities. 

4. Autologous stem cell transplantation may be 

recommended for certain patients. 

 

Chronic lymphocytic leukemia (CLL): Allogeneic 

transplantation (usually reduced-intensity but sometimes 

standard) is being studied in clinical trials to treat 

patients who have CLL that has certain high-risk features 

or has relapsed after standard therapies. 

 

Chronic myeloid leukemia (CML): Oral CML 

therapies are generally used to treat newly diagnosed 

CML patients. In cases of advanced or refractory disease 

(a poor response to treatment), standard allogeneic stem 

cell transplantation (or reduced-intensity allogeneic stem 

cell transplantation) may be recommended for patients 
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who have a suitable allogeneic donor available. 

 

Hodgkin lymphoma (HL): Autologous stem cell 

transplantation is used to treat HL patients whose disease 

relapses after initial therapy. Standard and reduced- 

intensity allogeneic stem cell transplantation are under 

study in clinical trials to treat HL patients who have a 

suitable allogeneic donor. 

 

Non-Hodgkin lymphoma (NHL): Autologous stem cell 

transplantation is generally used to treat patients who 

have relapsed or who have refractory disease; 

transplantation in first remission is only done in clinical 

trials with some exceptions—for example, in certain 

cases of mantle cell lymphoma. Allogeneic 

transplantation is used to treat selected patients who have 

NHL. 

 

Myelodysplastic syndromes (MDS): A standard 

allogeneic stem cell transplant (or a reduced-intensity 

allogeneic stem cell transplant for older or other selected 

patients) may be recommended for people who have 

intermediate- or high-risk MDS and a suitable allogeneic 

donor available. Autologous stem cell transplants are 

used infrequently. 

 

Myeloma: Autologous stem cell transplantation is an 

important part of treatment for certain myeloma patients. 

Allogeneic stem cell transplantation is not a common 

treatment for myeloma patients but may be used for 

selected younger patients who have a suitable allogeneic 

donor available. Reduced-intensity allogeneic stem cell 

transplantation is used in some cases following 

autologous stem cell transplantation for patients who 

have a suitable allogeneic donor available. 

 

Myeloproliferative neoplasms (MPNs): Myelofibrosis: 

A standard allogeneic stem cell transplant (or a reduced- 

intensity allogeneic stem cell transplant for older patients 

or patients who have certain comorbidities) may be 

recommended for certain patients who have a suitable 

allogeneic donor available. Polycythemia vera and 

essential thrombocythemia: Allogeneic stem cell 

transplantation and reduced-intensity allogeneic stem cell 

transplantation are occasionally used to treat the disease. 

 

 
Figure-2: Bone Marrow Transplantation. 

 

Radiation Accidents: The bone marrow constantly 

proliferates and is, therefore, among the most sensitive 

tissues to radiation exposure. Early attempts to transplant 

marrow were undertaken as a result of radiation 

accidents during the 1950s.
[10]

 More recently, the 

immediate medical consequences of high dose radiation 

exposure and the potential role of allogeneic bone 

marrow transplantation in its treatment has been made 

more poignant by the major accident at Chernobyl.
[16]

 

Thermal injury from extremely high temperatures as well 

as injury to other organ systems from high radiation 

doses makes the prognosis of those exposed extremely 

poor.
[2]

 

 

Aplastic Anemia: Aplastic anemia is a rare disorder 

involving the impairment of hemopoietic stem cells, 

which ultimately results in a mortality of 90% within 

three months of diagnosis.
[15-17]

 The disorder is usually 

refractory to androgen and other drug therapy. Bone 

marrow transplantation has become the treatment of 

choice. Syngeneic (homologous twin) transplants have 

been performed and are the ideal, however, allogeneic 

transplants have been more common. Problems of 

allogeneic transplant recipients include marrow rejection 

(approximately 30%) and GvHD. Rejection is believed 

to be caused by "minor transplantation antigens" and 

attempts have been made to increase marrow 

engraftment and survival by decreasing prior 

sensitization. Storb et al, for example, have demonstrated 

an increased rate of marrow recipient survival in patients 

transplanted before the transfusion of any blood 

products. Although engraftment and GvHD continue to 

be problems for aplastic anemia recipients, to date, 70% 

have had a restoration of marrow function and long-term 

survival.
[2]
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Immunodeficiency States: The first successful use of 

bone marrow transplantation to restore patients with 

congenital immunodeficiency syndrome was reported in 

a Swiss-type severe "combined" immunodeficiency 

patient. Transplantation has been shown to be the 

treatment of choice for this disorder as well as in 

Wiscott-Alridge syndrome. In fact, a total of 20 

potentially lethal blood disorders have now been 

corrected using bone marrow transplantation, including 

osteoporosis, paroxysmal nocturnal hemoglobinuria, and 

Gaucher's disease.
[2]

 

 

Hemoglobinopathies and Related Problems: 

Investigators in bone marrow transplantation have long 

wanted to transplant patients with hemoglobinopathies. 

Although animal studies have indicated the applicability 

of this teohnique to inherited anemias, there are few 

cases in the literature of its actual successful application 

in human hereditary anemias. This is because of the 

relatively long-term survival of most patients with the 

common hemoglobinopathies, such as sickle cell anemia, 

despite significant chronic morbidity. Thalassemia major 

is the only major hemoglobinopathy that has routinely 

been transplanted owing to its poor prognosis. Only one 

case of homozygous sickle cell anemia has been "cured" 

when transplanted for ALL. Further use of this technique 

awaits the practical development of molecular biology, 

cloning, and genetic engineering.
[2]

 

 

Sources of bone marrow stem cells: The basis of bone 

marrow transplantation is the provision of hematopoietic 

stem cells to repopulate the bone marrow. Initially bone 

marrow was considered to be the only source of these 

cells, but recently alternative sources of stem cells have 

been recognized.
[4]

 

 

Bone marrow 

Syngeneic-from an identical twin. 

 

Matched allogeneic-from a sibling compatible for major 

histocompatibility complex ("HLA-identical"); each 

sibling has a 1:4 chance of being compatible. 

 

Mismatched allogeneic-usually from a family member, 

but not compatible for major histocompatibility complex.  

 

Unrelated donor-from a donor registry, donor thought 

to be compatible. 

 

Autologous-patients are their own donors, thus 

overcoming any compatibility problems. 

 

Peripheral blood stem cells- A relatively recent 

development in bone marrow transplantation. 

 

Haematopoeitic stem cells are mobilized from the bone 

marrow and enter the peripheral blood as the marrow 

regenerates from chemotherapy (usually with the aid of 

recombinant growth factors). These cells can be 

collected by a cell separator and processed identically to 

a marrow donation. 

 

Umbilical cord blood stem cells- The most recently 

identified source of haematopoietic stem cells. Due to the 

relatively small numbers of stem cells this source is only 

applicable to small children.
[4]

 

 

Most transplants are of matched allogeneic bone marrow, 

autologous bone marrow, and peripheral blood stem 

cells. 

 

Timing of Transplantation and Tissue Typing: The 

points at which transplant options are considered during 

an individual’s disease course vary. Transplantation is 

recommended for some patients in first remission. For 

others, it is recommended later on in the course of 

treatment for relapsed or refractory disease. This 

decision may depend on the response of the underlying 

disease to initial therapy and to other factors discussed in 

the previous section. If allogeneic transplantation is a 

consideration, it is best to have the patient’s tissue typing 

(HLA typing) done early in the disease course. The 

patient’s siblings should have tissue typing. If the patient 

does not have a sibling match, then decisions about 

whether to enter the patient’s tissue typing into unrelated 

donor registries can be made. It is a good idea to do this 

to determine whether suitable unrelated donor matches or 

cord blood matches will be available if needed. HLA 

tissue typing is different from the red blood cell typing 

used to determine blood transfusion compatibility. 

Almost every cell in the body displays what are called 

human leukocyte antigen (HLA) molecules on the cell 

surface. The immune system uses these molecules to 

verify that a given cell is part of the body and not a 

foreign invader. The HLA type can be determined by 

looking directly at the person’s DNA, obtained from the 

blood or via cells from the inside of the cheek. The best 

transplant outcomes happen when the patient and the 

donor are HLA well-matched, meaning they share the 

same or almost the same HLA molecules. The immune 

reactions that occur when individuals receive a stem cell 

transplant are largely determined by the patient’s and the 

donor’s human leukocyte antigens; these antigens are 

cell surface proteins. In general, human cells have 46 

chromosomes: pairs of chromosomes numbered from 1 

to 22 plus two sex chromosomes (either XX in a female 

or XY in a male). A person’s HLA type is governed by 

genes on chromosome 6. Testing of potential donors 

involves obtaining either a blood sample (usually three to 

four tubes of blood) or a scraping from the cheek inside 

the mouth (buccal scraping/swab scraping). Both 

samples yield enough cells for typing at protein and 

DNA levels. On average, a person has one chance in four 

of having the same HLA type as his or her sibling, but 

many patients will not have a sibling with the same 

tissue type (Figure 3). 
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Figure-3: HLA types. 

 

Each parent’s contribution to the HLA type is referred to 

as a “haplotype.” The term “haploidentical” indicates 

that the potential donor shares half the HLA type of the 

potential recipient. The HLA system is broken down into 

two groups of cell surface antigens: class I and class II. 

Class I antigens are determined by genes referred to as 

“A,” “B” and “C.” Class II antigens are determined by 

genes referred to as “D.” A, B, C and D have many 

variations called “alleles” that make each individual 

unique. For example, one person may have A1, another 

A2, another A3 and so on. In families, these variations 

are minimized, making it more likely to find a match 

among siblings. 

 

About 70 percent of patients who need an allogeneic 

stem cell transplant do not have a suitable donor in their 

family. Efforts are being made to develop methods to 

permit a transplant between individuals who are only 

partially matched. For example, the ability to transplant 

from parent to child would make the availability of 

transplantation nearly universal for childhood disorders. 

Children’s bodies are more tolerant of deviations from 

ideal matching, and it is hoped that with better control of 

the immune reactions involved, moderately mismatched 

transplants may be feasible. 

 

Pre-transplant tests 

Several tests are performed before the bone marrow 

transplant, to identify any potential problems. 

Tests include: 

 Tissue typing and a variety of blood tests 

 Chest X-ray 

 Pulmonary function tests 

 CT or CAT scans 

 Heart function tests including an electrocardiogram 

and echocardiogram (ECG) 

 Bone marrow biopsy 

 Skeletal survey 

 

In addition, a complete dental exam is needed before a 

bone marrow transplant, to reduce the risk of infection. 

Other precautions will also be taken before the transplant 

to reduce the patient’s risk of infection. 

 

Harvesting bone marrow 

 
Figure-4: Pelvic Girdle. 

 

he concentration of red marrow is highest in the bones of 

the hips (ilium). The doctor will insert a needle into the 

bone and withdraw some of the bone marrow, which is 

then stored and frozen. Bone marrow can be obtained for 

examination by bone marrow biopsy and bone marrow 

aspiration. Bone marrow harvesting has become a 

relatively routine procedure. It is generally aspirated 

from the posterior iliac crests while the donor is under 

either regional or general anesthesia.
[17]
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It can also be taken from the sternum, and from the upper 

tibia in children, because it still contains a substantial 

amount of red bone marrow. The doctor will insert a 

needle into the bone, usually in the hip, and withdraw 

some of the bone marrow. It is then stored and frozen. 

Guidelines established by the National Marrow Donor 

Program (NMDP) limit the volume of bone marrow 

removed to 15 mL/kg of donor weight. A dose of 1 X 

103 and 2 X 108 marrow mononuclear cells per kilogram 

are required to establish engraftment in autologous and 

allogeneic marrow transplants, respectively. 

Complications related to bone marrow harvesting are 

rare. They involve problems related to anesthesia, 

infection and bleeding. Another way to evaluate bone 

marrow function is to give certain drugs that stimulate 

the release of stem cells from the bone marrow into 

circulating blood. The blood sample is then obtained, and 

stem cells are isolated for microscopic examination. In 

newborns, stem cells may be retrieved from the umbilical 

cord. 

 

How is bone marrow transplanted? 

Before the transplant, chemotherapy, radiation, or both 

may be given. This may be done in two ways: 

Ablative (myeloablative) treatment: High-dose 

chemotherapy, radiation, or both are given to kill any 

cancer cells. This also kills all healthy bone marrow that 

remains, and allows new stem cells to grow in the bone 

marrow. Reduced intensity treatment, or a mini 

transplant: Patients receive lower doses of chemotherapy 

and radiation before a transplant. This allows older 

patients and those with other health problems to have a 

transplant. A stem cell transplant is usually done after 

chemotherapy and radiation are complete. The infusion 

of either bone marrow or peripheral blood is a relatively 

simple process that is performed at the bedside. The bone 

marrow product is infused through a central vein through 

an IV tube over a period of several hours. Autologous 

products are almost always cryopreserved; they are 

thawed at the bedside and infused rapidly over a period 

of several minutes. After entering the bloodstream, the 

hematopoietic stem cells travel to the bone marrow. 

There, they begin to produce new white blood cells, red 

blood cells, and platelets in a process known as 

engraftment. Engraftment usually occurs 2 to 4 weeks 

after transplantation. Minimal toxicity has been observed 

in most cases. ABO-mismatched bone marrow infusions 

can sometimes lead to hemolytic reactions. Dimethyl 

sulfoxide (DMSO), which is used for the 

cryopreservation of stem cells, may give rise to facial 

flushing, a tickling sensation in the throat, and a strong 

taste in the mouth (the taste of garlic). Rarely, DMSO 

can cause bradycardia, abdominal pain, encephalopathy 

or seizures, and renal failure. To avoid the risk of 

encephalopathy, which occurs with doses above 2 

g/kg/day of DMSO, stem cell infusions exceeding 500 

mL are infused over 2 days, and the rate of infusion is 

limited to 20 mL/min. 

 

 

Doctors regularly check blood counts. Complete 

recovery of immune function can take several months for 

autologous transplant recipients and 1 to 2 years for 

patients receiving allogeneic or syngeneic transplants. 

Blood tests will confirm that new blood cells are being 

produced and that any cancer has not returned. Bone 

marrow aspiration can also help doctors determine how 

well the new marrow is working. 

 

Early complications: Complications may be seen in the 

first few weeks after transplantation, many arising from 

the chemoradiotherapy conditioning regimen.
[18]

 

 

 
Figure-5: Transplantation of bone marrow. 

 

Reconstitution by donor marrow generally begins 3-4 

weeks after transplantation, but patients remain 

immunosuppressed for many months, even once blood 

counts have recovered, owing to factors such as 

lymphocyte subset imbalance and impaired mucosal 

defense. Infectious disease is a major cause of morbidity 

and mortality in patients who have received bone 

marrow transplants. Distinct phases of the post-transplant 

period are associated with distinct infections. The initial 

neutropenic period is characterized by reactivation of 

herpes simplex virus and bacterial and fungal infections. 

These require prompt treatment with broad spectrum 

intravenous antibiotics and antiviral and antifungal 

agents. Treatment often has to be empirical, while the 

results of specific cultures are awaited. In the post 

engraftment phase, cytomegalovirus and Pneumocystis 

carinii are common infections. By 100 days after 

transplantation, infection rates are falling; however, late 

infections with varicella zoster virus and encapsulated 

organism are not uncommon. Interstitial pneumonitis is a 

dreaded complication. It has a mortality of about 80% 

and the potential for rapid progression to respiratory 

failure. Its etiology is complex, and clinically it is 

characterized by fever and cough. Treatment is 

supportive, although steroids are also commonly given.
[4]

 

 

Graft versus host disease occurs when the donated 

marrow recognizes the recipient tissue as foreign. 
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Acute graft versus host disease (within 100 days of 

transplantation) is the major life-threatening 

complication of allogeneic bone marrow transplantation 

and is characterized by fever, rash, diarrhoea, liver 

dysfunction, and immune compromise of varying 

severity. The diagnosis of graft versus host disease can 

be confirmed histologically by appropriate biopsy. It is 

highly unlikely that primary care physicians would be 

involved in this early complication of bone marrow 

transplantation. Treatment consists of 

immunosuppressive agents such as corticosteroids, 

cyclosporin, and lymphocyte directed monoclonal 

antibodies. Invivo immunosuppression is given for three 

to six months after allogeneic transplantation in an 

attempt to prevent, or ameliorate, graft versus host 

disease; it is generally in the form of methotrexate and 

cyclosporin. Alternatively, the donor marrow can be 

depleted of Tcells in vitro. This is effective in preventing 

graft versus host disease, but it seems to increase relapse 

rates, presumably because the graft versus leukaemia 

effect is also lost.
[18]

 

 

Chronic graft versus host disease (occurring later than 

100 days after transplantation) is an autoimmune like 

condition that affects 25-50% of long term survivors of 

allogeneic bone marrow transplantation. Chronic graft 

versus host disease has features that can resemble 

systemic sclerosis, lichen planus, systemiclupus 

erythematosis, Sjogrens syndrome, primary biliary 

cirrhosis, or bronchiolitis obliterans.
[19] 

 

The principal manifestations of chronic graft versus 

host disease are 

Skin changes: Dry eyes   

Dryness Infections 

Changes in pigmentation Weight loss  

Thickening Contractures 

Abnormal liver function tests  

Oesophagitis 

Dry mouth or mucositis 

Treatment is complicated but generally consists of 

immunosuppression with steroids, azathioprine, and 

cyclosporin. 

 

 

Long term complications: Even if they are cured of 

their disease, patients who have undergone bone marrow 

transplantation are prone to a series of long-term 

complications. As the results of bone marrow 

transplantation improve, these become increasingly 

important. Complications include cataracts (from the 

radiotherapy), abnormalities of pulmonary function, 

endocrine abnormalities (hypothyroidism, reduced 

growth), secondary malignancies, gonadal dysfunction, 

endocrine dysfunction, neurologic impairment, 

immunodeficiency, infection, chronic graft versus host 

disease, infertility.
[20]

 Infertility is an almost inevitable 

consequence of total body irradiation and very common 

after high dose chemotherapy. In view of the young 

patient age infertility, together with the fear of disease 

relapse, probably represents the major long-term problem 

that patients face. For men, semen donation is possible 

before chemotherapy, although patients are often either 

too ill to donate or the semen is of inadequate quality to 

be of use. For women, egg donation is generally not 

logistically possible, and it is now possible to store only 

human embryos, not eggs. Although most patients adapt 

well after bone marrow transplantation, studies have 

documented that25-50% of patients will have difficulties 

with sexual function, returning to employment, and 

psychosocial functioning.
[21-23]

 Children require 

revaccination after bone marrow transplantation, 

generally after one year, initially with inactivated 

vaccines. Vaccination before this time may be ineffective 

and possibly dangerous.
[4]

 

 

CONCLUSION 

Bone marrow transplantation represents the technical 

application of immunology to the treatment of human 

disease. The sophistication of the technique has 

improved considerably over the past 30 years. It has 

become the treatment of choice for aplastic anemia and 

congenital severe combined immunodeficiency disease. 

Bone marrow transplantation has been used rarely for 

hemoglobinopathies and associated marrow stem cell 

disease. Future applications await technical advances in 

molecular biology and genetic engineering. Mixed 

results have been found in the treatment of acute and 

chronic leukemias where transplantation is complicated 

by GvHD and relapse in addition to opportunistic 

infections. The promise of syngeneic transplants has also 

been tempered by increased relapse rates. 

 

Allogeneic transplantation early during the first 

remission for ANLL and early during the second 

remission in ALL is associated with significant survival 

rates which, thus far, have been superior to 

chemotherapy. The use of autologous marrow 

transplantation promises an unlimited source of marrow 

if problems of marrow infiltration in the case of solid 

tumors or blastic contamination in leukemic remissions 

can be overcome. Immunologic problems and microbial 

infections remain formidable challenges to be overcome. 

The steady development of new methods of 

immunomodulation, microbial therapy, cell stimulating 

 Early complications of bone 
marrow transplantation 
Regimen related toxicity 
Mucositis, Cystitis, Cardiac 
dysfunction         Renal 
dysfunction 
Neurologic dysfunction, Hepatic 
veno-occlusive disease, Marrow 
graft failure, Immunodeficiency 
Infection, Interstitial pneumonitis 
Acute graft versus host disease [4] 
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growth factors, and genetic engineering along with 

further prospective evaluation of high dose therapy 

promise to benefit patients with a wide variety of 

hematologic, immunologic, and neoplastic disorders. 

 

REFERENCE 

1. Majorana A, Schubert MM, Porta F, Ugazio AG, 

Sapelli PL. Oral complications of pediatric 1. 

hematopoietic cell transplantation: diagnosis and 

management. Support Care Cancer, 2000; 8: 353-65. 

2. Robert E. Hardy, MD, and Emeka V. lkpeazu, PhD 

Nashville, Tennessee. Bone Marrow 

Transplantation: A Review. Journal of the national 

medical association, 81(5): 518-523. 

3. Emeline das Neves de Araújo Lima, Maria Zélia 

Fernandes, Maria Ângela Fernandes Ferreira, 

Cassiano Francisco Weege Nonaka, Roseana de 

Almeida Freitas, Ana Miryam Costa de Medeiros. 

Bone Marrow Transplantation: Graft Versus Host 

Disease and Oral Changes. Rev Odonto Cienc, 

2012; 27(1): 10-15. 

4. Richard L Soutar, Derek J King. Bone marrow 

transplantation. BMJ Clinical Research, 1995; 310: 

31-36. 

5. Osgood EE, Riddle MC, Mathews TJ: Aplastic 

anemia treated with daily transfusions and 

intravenous marrow; case report. Ann Intern Med, 

1939; 13: 357-367. 

6. Jacobson LO, Simmons EL, Marks EK, et al: The 

role of the spleen in radiation injury and recovery. J 

Lab Clin Med, 1950; 1640-1655. 

7. Lorentz E, Uphoff D, Reid TR, et al: Modification 

of irradiation injury in mice and guinea pigs by bone 

marrow injections. J Natl Cancer Inst, 197-205. 

8. Ford CE, Hamerton JL, Barnes DWH, et al: 

Cytological identification of radiation-chimeras. 

Nature, 1956; 177: 452-454. 

9. Thomas ED, Lochte HL, Lu WC, et al: Intravenous 

infusion of bone marrow in patients receiving 

radiation and chemotherapy. N Engl J Med, 1957; 

257: 491-496. 

10. Mathe G, Jamnet H, Penic B, et al: Transfusion et 

graffes de molle osseuse homologue chez des 

humains irradies a hautes doze accidentellment. Rev 

Fr Etudes Clin Biol, 1959; 4: 226-238. 

11. Bach FH, Rood JJ: The major histocompatibility 

complex-Genetics and biology (Part I). N Engl J 

Med, 1976; 295: 806-813. 

12. Bach FH, Rood JJ: The major histocompatibility 

complex-Genetics and biology (Part II). N Engl J 

Med, 1976; 295: 872-878. 

13. Bach FH, Rood JJ: The major histocompatibility 

complex-Genetics and biology (Part III). N Engl J 

Med, 1976; 295: 927-936. 

14. Gale RP: Immediate medical consequences of 

nuclear accidents: Lessons from Chernobyl. JAMA, 

1987; 258: 625-628. 

15. Camitta M, Storb R, Thomas ED: Aplastic anemia: 

Pathogenesis, diagnosis, and prognosis (Part I). N 

Engl J Med, 1982; 306: 645-652. Camitta M, Storb 

R, Thomas ED: Aplastic anemia: Pathogenesis, 

diagnosis, and prognosis (Part I). N Engl J Med, 

1982; 306: 712-718. 

16. Thomas ED, Bruckner CD, Fefer A, et al: Current 

status of bone marrow transplantation for aplastic 

anemia and acute leukemia. Blood, 1977; 49:      

671- 681. 

17. Sullivan K. Complications of bone marrow 

transplantation. In: Hoffman R, Benz E, Shattil S, 

Furie B, Cohen H, eds. Haematology: basic 

principles and practice. Edinburgh: Churchill 

Livingstone, 1991; 242-9. 

18. Mackie MJ. Bone narrow transplantation. In: 

Ludlam CA, ed. Clinical haematology. Edinburgh: 

Churchill Livingstone, 1990: 203-14. 

19. Deeg HJ. Bone marrow transplantation: a review of 

delayed complications. BrY Haematol, 1984; 57: 

185-208. 

20. Hengeveld MW, Houtman RB, Zwaan FE. 

Psychological aspects of bone marrow 

transplantation: a retrospective study of 17 long term 

survivors. Bone Marrow Transplant, 1988; 3: 69-75. 

21. Cust MP, Whitehead MI, Powles R, Hunter M, 

Milliken S. Consequences of ovarian failure after 

total body irradiation for leukaemia. BM3, 1989;  

299: 1494-7. 

22. Andrykowski MA, Henslee PJ, Barnett RL. 

Longitudinal assessment of psychosocial functioning 

of adult survivors of bone marrow transplantation. 

Bone Marrow Transplant, 1989; 4: 505-9. 


