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Haematology and HSCT

WHAT IS THE RISK OF REACTIVATION?

Statements.

1. HBsAg positive: median 50% (range 24-88%)(GRADE 1B); 

2. HBsAg negative/antiHBc positive undergoing 

rituximab treatment (median 16.9%; range 13.1-21.9 )

 or allo-HCT (14-86%) (GRADE 1B)
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WHO SHOULD BE TREATED AND HOW?  

Statements.

•  HBsAg positive: ETV or TDF (1B) or TAF(1C);
•  anti-HBc positive (all): LAM (1B)
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Haematology and 
auto-HSCT

Vote in favour: 98,1%





HBsAg+



37.5% HBV DNA pos (mean 42 IU); 64 ©-80 (T) % anti-HBs+; ETV 3 months after R-CHOP (mean fu 18m)

AntiHBc+
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Haematology and HSCT

Vote in favour: 100%

HOW LONG SHOULD BE TREATED AND/OR 
MONITORED? 

• Chronic Hepatitis and  HBeAg-positive Chronic 
Infection: long term-treatment should follow the 
guidelines  regarding their immunocompetent 
counterpart  (1B)

• Anti-HBe positive  Chronic Infection and anti-HBc 
positive: prophylaxis should be continued for at least 
18 months  after the discontinuation of 
Immunosuppressive treatments  (1 B) 
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WHAT IS THE RISK OF VIRAL REACTIVATION IN THE SPECIFIC 
SETTING? 

The overall risk of HCV reactivation in Hematology is 36% [95% CI: 22% 
- 50%] (GRADE B2) 

Haematology and HSCT





New Microbiol 2018; 41(1)



New Microbiol 2018; 41(1)



Haematology and HSCT
 WHO SHOULD BE TREATED AND HOW?  

Statement

1.  HCV RNA positive patients with B cell NHL should be treated for 
HCV infection with currently approved DAA regiments 

(GRADE 1B). 

   Patients with rapidly progressive and symptomatic indolent lymphomas and 
those affected by DLBCL should undergo immunochemotherapy according 
to current guidelines for lymphoma. Antiviral treatment could be either be 
concomitant (if feasible) or delayed,  to prevent evolution to cirrhosis and 
liver-disease related events, lymphoma relapse  and toxicity related to 
immunochemotheraphy and HCV infection 

(GRADE 1C)

Vote in favour: 97,9%
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12  HCV+ 
Donors

12 HCV- 
Recipients

HCV RNA 
post-BMT

Hepatitis Deaths

HCV RNA+ 7 0 7 2 2

HCV RNA- 5 0 0 1 0
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Haematology and HSCT
 WHO SHOULD BE TREATED AND HOW?  

Statement

1.  HCV RNA positive patients with B cell NHL should be treated for 
HCV infection with currently approved DAA regiments 

(GRADE 1B). 

   Patients with rapidly progressive and symptomatic indolent lymphomas and 
those affected by DLBCL should undergo immunochemotherapy according 
to current guidelines for lymphoma. Antiviral treatment could be either be 
concomitant (if feasible) or delayed,  to prevent evolution to cirrhosis and 
liver-disease related events, lymphoma relapse  and toxicity related to 
immunochemotheraphy and HCV infection 

(GRADE 1C)

Vote in favour: 97,9%



Conclusions
HSCT in HBV and HCV patients

HBV:
§ Testing

§ Treatment (DAAs): prophylaxis or therapy

§ Matching in allo-HSCT

§ Vaccinein some patients (allo-donors)

HCV:
§ Testing

§ Treatment (DAAs)
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