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Patient profile Recommendations Timing and duration

CMV+/- with 
heterologous 
HCT

• letermovir (480 mg orally or IV QD or, in patients taking 
cyclosporine, 240 mg QF)

plus
• prophylaxis for HSV/VZV, if needed

or
• ganciclovir from day -8 to day -2, followed by high-dose 

valacyclovir (2 g p.o. Q8h) with Q2W qPCR

From HCT until week 14 week.

From HCT until engraftment or longer in 
patients on glucocorticoids

CMV+ with 
autologous HCT

Risk/benefit assessment

EBV in high-risk QW EBV DNA qPCR for three months after transplant. 
Pre-emptive strategies for high EBV viral loads to prevent post-
transplantation lymphoproliferative disorder (PTLD):
• reduction of immunosuppression,
• anti-CD20 mAb (rituximab)
• EBV-specific cytotoxic T cells.

Wingard JR. UpToDate 2022.



Patient profile Recommendations Timing and duration

VZV IgG- VZV Ig as PEP

VZV IgG+ • valacyclovir (500 mg p.o. Q12h) 
or 
• oral acyclovir (800 mg p.o. Q12h)

At least 1y. Continue for 6 mo after 
discontinuation of immunosuppressive 
therapy. 

HSV IgG+ • i.v. acyclovir (5 mg/kg IV Q12h or 250 mg/m2 IV Q12h) 
or
• oral acyclovir (400 or 800 mg p.o., Q12h) 
or 
• valacyclovir (500 mg p.o. Q12h)

From conditioning until engraftment or 
until mucositis resolves.

Wingard JR. UpToDate 2022.



• Antiviral prophylaxis compared with no treatment/placebo or pre-
emptive treatment, reduced:

• all-cause mortality (RR 0.83, 95% CI 0.7–0.99; 15 trials, I2 = 0%), 
• CMV disease (RR 0.54, 95% CI 0.34–0.85; n = 15, I2 = 20%)
• HSV disease (RR 0.29, 95% CI 0.2–0.43; n = 13, I2 = 18%)
all with high-certainty evidence. 

• Antiviral prophylaxis did not result in increased adverse event rates 
overall or more discontinuation due to adverse events.

Beyar-Katz O. Clin Microbiol Infect. 2019
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