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Exploration of key targets and mechanisms in radiotherapy-
induced gastrointestinal mucositis: A systematic literature 

review 

INTRODUCTION 

Radiotherapy (RT) is a cornerstone of modern 
oncology, contributing to cure or durable tumour 
control in roughly half of all cancer patients treated 
worldwide (1). Yet this benefit is tempered by 
collateral injury to healthy, rapidly proliferating 
tissues, nowhere more clinically consequential than 
along the gastrointestinal (GI) tract, where 
radiotherapy-induced gastrointestinal mucositis 
(RIGIM) has emerged as one of the most frequent, 
dose-limiting, and cost-intensive toxicities of cancer 
care (2). 

RIGIM encompasses a spectrum of inflammatory 
and ulcerative lesions from oral mucositis through 
oesophagitis, enteritis, and radiation proctitis. 
Patients may endure odynophagia, abdominal 
cramping, intractable diarrhoea (3), rectal bleeding (4), 
nausea and vomiting (5); severe cases trigger 
dehydration, malnutrition, sepsis, and opioid-level 
pain control, often necessitating hospitalisation, 
parenteral nutrition, or stoma formation (2). These 
complications drive up direct medical costs, increase 
unplanned admissions, and amplify indirect societal 
costs due to loss of productivity and caregiver 
burden. Treatment interruptions or dose reductions 

forced by grade ≥3 mucositis reduces tumour-control 
probability and are independently associated with 
poorer survival (6). 

The incidence of RIGIM remains alarmingly high 
despite technological advances in RT planning. Up to 
80 % of head-and-neck cancer patients develop 
mucositis, with ~56 % progressing to grade 3–4 
disease, and altered-fractionation schedules can push 
incidence to nearly 100 % (7). In pelvic or abdominal 
RT, clinically significant diarrhoea still affects about 
one in two patients (8). Risk is modulated by radiation 
dose, fractionation, irradiated volume, concurrent 
chemotherapy, and host factors such as age, 
nutritional status, diabetes, inflammatory bowel 
disease or polymorphisms in DNA-repair and 
cytokine genes, as discussed later (9). 

Biologically, RIGIM is initiated by radiation-
induced DNA damage and oxidative stress, followed 
by a tightly interwoven cascade of cytokine signalling 
(10), immune dysregulation, microbiota disruption, 
and extracellular-matrix degradation that culminates 
in barrier breakdown and microbial translocation (11, 

12). The complexity and multistage nature of this 
pathophysiology explain why singular interventions 
have achieved only modest success and underscore 
the urgent need for integrated, mechanism-based 
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solutions. 
Although expert bodies such as MASCC/ISOO and 

the NCCN publish guideline recommendations, 
current prophylactic and therapeutic options remain 
inadequate, and no agent is universally accepted as a 
standard of care for GI mucositis (13, 14). Moreover, 
recent promising agents, for example, the superoxide
-dismutase mimetic avasopasem manganese, have 
encountered regulatory setbacks, highlighting 
persistent translational gaps (15). 

Therefore, we undertook a systematic literature 
review to summarize the most up-to-date clinical and 
pre-clinical evidence on the molecular drivers, risk 
modifiers, and therapeutic targets of RIGIM. By 
integrating mechanistic insights with trial data, we 
aim to: delineate the key cellular and molecular 
pathways underpinning RIGIM; map current and 
emerging preventative or mitigating strategies 
against these pathways; and identify knowledge gaps 
that must be bridged to deliver effective, patient-
centred care. 

Through this comprehensive approach, we intend 
to provide researchers, clinicians, and guideline 
panels with a consolidated evidence base to 
accelerate the development of multifaceted 
prophylactic and therapeutic strategies that will 
ultimately improve patients’ quality of life, safeguard 
treatment adherence, and reduce the economic 
burden of cancer therapy. 

 

SEARCH CRITERIA 
The search strategy employed a combination of 

relevant MeSH terms and keywords to identify 
studies related to RIGIM. The following terms, 
including variations and truncations (*), were used 
with appropriate Boolean operators (AND, OR): 
“radiotherapy”, “radiation therapy”, “irradiation”, 
“gastrointestinal mucositis”, “oral mucositis”, 
“esophagitis”, “enteritis”, “colitis”, “proctitis”, 
“intestinal mucositis”, “GI mucositis”, “mucositis”, 
“gastrointestinal toxicity”, “GI toxicity”, “radiation 
enteropathy”, “radiation proctopathy”, “oxidative 
stress”, “inflammation”, “inflammatory pathways”, 
“NF-κB”, “cytokines”, “DNA damage”, “gut 
microbiota”, “microbiome”, “mucosal barrier”, 
“intestinal permeability”, “prevention”, “treatment”, 
“management”, “mechanism”, “pathophysiology”, 
“target”. 

The search timeline was from database inception 
to April 2025. The following databases were 
systematically searched: PubMed, EMBASE, and Web 
of Science. 

The inclusion criteria encompassed original 
research articles (both preclinical and clinical), 
systematic reviews, meta-analyses, and relevant 
clinical practice guidelines focusing on the 
mechanisms, targets, prevention, and management of 
RIGIM. Studies investigating the pathophysiology of 
RIGIM, including the role of oxidative stress, 
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inflammatory pathways, DNA damage, gut microbiota 
alterations, and mucosal barrier disruption, were 
prioritized. Articles exploring potential therapeutic 
and preventative targets and strategies were also 
included. 

Studies were initially screened based on their 
titles and abstracts for relevance to RIGIM. Full-text 
articles of potentially relevant studies were retrieved 
and assessed against the inclusion criteria. The 
reference lists of the included articles and reviews 
were manually searched to identify any additional 
relevant publications. 

 

CLINICAL LANDSCAPE OF RIGIM 
Risk factors for GIM 

Several interconnected factors determine the 
severity and likelihood of GIM development; 
however, the radiation dose and fractionation 
schedule are well-established factors. Radiotherapy 
targeting the pelvic or abdominal regions carries a 
~50% risk of RIGIM, a risk that rises further when 
chemotherapy is delivered concurrently. Higher total 
radiation doses (generally exceeding 45 Gy) are 
notably associated with increased mucosal damage 
(4). Fractionated doses, delivered over several weeks, 
allow for some degree of mucosal repair between 
each session; however, the cumulative effect of 
radiation exposure remains a major risk factor (16). In 
addition to direct DNA damage, the gastrointestinal 
tract is highly susceptible to radiation-induced 
oxidative stress, and prolonged exposure promotes 
epithelial apoptosis, further compromising mucosal 
integrity. The extent of the irradiated area is also 
crucial; a larger portion of the gastrointestinal tract 
exposed to radiation increases the chances of 
developing GIM (17). 

The simultaneous application of 
chemoradiotherapy greatly increases the risk. 
Chemotherapy drugs, especially those known for 
their mucotoxic properties like 5-FU, capecitabine, 
and irinotecan, work in conjunction with radiation to 
amplify the harm to epithelial cells that are dividing 
rapidly in the gastrointestinal mucosa (18). It is 
important to differentiate these modalities: 
chemotherapy generally causes acute, systemic 
injury, whereas conventionally fractionated 
radiotherapy inflicts a more gradual, cumulative 
insult; when the two are combined, particularly with 
monoclonal antibodies, their toxicities are 
synergistic, markedly heightening gastrointestinal 
morbidity. Although more recently developed RT 
techniques, such as intensity-modulated RT (IMRT), 
as well as novel methods for calculating doses such 
for pencil beam scanning proton therapy (19) are 
designed to accurately target tumors while 
minimizing damage to nearby healthy tissues, 
patients who undergo total body irradiation as part of 
hematopoietic stem cell transplantation (HSCT) still 
face high incidences of GIM due to the extensive 
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exposure of the mucosa (20). Radiation-dose rate also 
modifies risk: high-dose-rate monotherapy and the 
use of a high-dose-rate boost are both associated 
with lower acute toxicity compared with low-dose-
rate, multi-session regimens; conversely, low-fraction 
schedules intensify acute mucosal reactions but do 
not appear to increase late-onset injury (18). 

Beyond treatment-related factors, certain pre-
existing conditions may affect the risk of an 
individual developing GIM. Individuals suffering from 
inflammatory bowel disease (IBD), which includes 
diseases such as ulcerative colitis and Crohn’s 
disease, experience existing mucositis and impaired 
barrier function, which significantly increases their 
vulnerability to damage caused by radiation (21). 

Diabetes mellitus, through its associated 
microvascular complications, can impair oral mucosal 
healing and increase vulnerability to radiation 
damage, and this may also be a concern with GIM. 
Malnutrition, a common issue in cancer patients, 
further weakens the body’s ability to repair damaged 
tissues and maintain immune function, exacerbating 
mucosal injury and delaying recovery (22). Finally, 
research suggests that genetic factors, specifically 
polymorphisms in genes involved in DNA repair (for 
example, XRCC1, ERCC1) and inflammatory responses 
(for example, TNF-α, IL-6), may influence 
susceptibility to GIM (23). 

 

Symptoms and clinical manifestations 
The clinical presentation of RIGIM varies, 

reflecting complex pathophysiological processes 
triggered by radiation exposure to the GI tract. 
Symptoms can vary from minor discomfort to 
serious, potentially life-threatening issues. 

Diarrhea, a very common symptom, affects up to 
80% of patients undergoing pelvic RT. Radiation 
causes villous atrophy, crypt cell depletion, and 
impaired absorptive function, leading to increased 
fluid and electrolyte loss into the intestinal lumen. 
Additionally, radiation increases colonic permeability 
and disrupts intercellular adhesion, further 
exacerbating fluid and electrolyte loss. Diarrhea 
severity varies from mild to severe and may require 
hospitalization for intravenous fluid and electrolyte 
replacement (3). 

Abdominal pain and cramping are frequent 
complaints arising from mucosal inflammation, 
ulceration, and submucosal edema. Inflammatory 
mediators contribute to visceral hypersensitivity, 
making the gut more sensitive to stimuli. The pain 
may resemble IBS or exacerbate pre-existing 
gastrointestinal conditions (3). 

Nausea and vomiting were more frequently 
observed if the radiation treatment area, when 
treated with orthovoltage RT, included the upper 
gastrointestinal tract (24). Radiation-induced damage 
to the gastric mucosa and enterochromaffin cells 
stimulates vagal nerve afferents, triggering the 

Medulla oblongata. Concurrent use of emetogenic 
chemotherapeutic agents amplifies these symptoms 
(25). 

Mucosal ulceration and bleeding represent a more 
severe manifestation of GIM. In mice, radiation 
induces apoptosis of crypt stem cells and damages 
endothelial cells, leading to mucosal breakdown and 
ulcer formation. Ulceration exposes submucosal 
blood vessels, resulting in gastrointestinal bleeding, 
which may manifest as hematochezia or melena. 
Microvascular injury and radiation-induced 
coagulation abnormalities increase bleeding risk (26). 

Bacterial translocation and sepsis are potentially 
life-threatening complications of severe GIM. Loss of 
mucosal barrier integrity allows gut bacteria and 
endotoxins to enter systemic circulation. 
Immunocompromised patients, especially those 
undergoing HSCT, are at higher risk for bacteremia 
and sepsis. Gram-negative and anaerobic bacteria are 
commonly implicated in these infections (27). 

 

Grading and evaluation systems 
Accurate assessment of GIM severity is crucial for 

guiding treatment decisions, monitoring 
interventions, and comparing clinical trial outcomes. 
Several standardized grading systems are used, each 
with strengths and limitations. 

The Common Terminology Criteria for Adverse 
Events (CTCAE), developed by the National Cancer 
Institute, grades adverse events in cancer trials, 
including GIM, based on parameters such as diarrhea 
frequency, daily activity impact, hospitalization need, 
and life-threatening consequences, ranging from 
Grade 1 (mild) to Grade 5 (death) (28). 

The World Health Organization (WHO) Mucositis 
Scale assesses mucosal injury severity based on 
symptoms and eating ability, ranging from Grade 0 
(no symptoms) to Grade 4 (ulcers preventing oral 
intake) (28). 

The Radiation Therapy Oncology Group (RTOG)/
European Organization for Research and Treatment 
of Cancer (EORTC) Radiation Morbidity Scoring 
Schema grades radiation-induced toxicity from 0 (no 
change) to 4 (severe ulceration or necrosis requiring 
surgery) (28). 

While these grading systems provide a 
standardized language for describing GIM severity, 
they have limitations. Interobserver variability and 
subjective symptom reporting can introduce 
inconsistencies. Research is ongoing to identify 
objective biomarkers that can more accurately reflect 
mucosal injury. 

Potential biomarkers include lower citrulline 
levels in the plasma, indicating functional enterocyte 
mass (29). Fecal calprotectin, an indicator of intestinal 
inflammation, might also act as a potential biomarker 
since increased levels are associated with mucosal 
damage in various other gastrointestinal disorders 
(30). Cytokine profiling, measuring pro-inflammatory 
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cytokines, may indicate mucosal injury. Researchers 
are investigating advanced imaging techniques, like 
PET scans and diffusion-weighted MRI, for the non-
invasive evaluation of mucosal integrity and 
inflammation (31). 

 

The effect of RIGIM on cancer treatment and a 
patient’s QoL 

The consequences of GIM significantly impact 
cancer treatment efficacy and patient well-being. 
Challenges include treatment interruptions, chronic 
radiation enteropathy, nutritional complications, 
microbiota dysbiosis, psychosocial impact, and 
economic burdens (Table 1). 

Addressing these impacts requires a 
comprehensive management approach. Prophylactic 
interventions, such as radioprotective agents like 
amifostine (limited by side effects and cost), aim to 
reduce mucosal toxicity by scavenging free radicals. 
Pharmacological therapies, including anti-
inflammatory agents (corticosteroids, COX-2 
inhibitors), growth factors (keratinocyte growth 
factor), and antioxidants, are being investigated to 
protect the mucosa and promote healing. Microbiome 
modulation, using probiotics and prebiotics, aims to 
restore gut microbial balance and enhance mucosal 
integrity. Advanced RT techniques, like proton 
therapy and image-guided RT, offer more precise 
tumor targeting with reduced exposure to healthy 
tissues, potentially lowering GIM incidence. 
Supportive care, including nutritional support, pain 
management, antidiarrheal medications (loperamide, 
octreotide), and psychological counseling, is integral 
to patient care. 

 

PATHOPHYSIOLOGY OF RIGIM 
This section offers a comprehensive overview of 

the various stages involved in the development of 

RIGIM. It includes findings from a range of studies, 
including in vitro experiments, animal models, and 
clinical investigations, to provide a holistic 
understanding of the underlying mechanisms. 

 

Initial cellular damage and oxidative stress 
The development of RIGIM starts with the 

immediate impact of ionizing radiation on the cells of 
the intestinal tract, particularly targeting the rapidly 
dividing epithelial cells. The initiating event is water 
molecule radiolysis within the cellular environment, 
generating highly reactive ROS and RNS. These 
include hydroxyl radicals (•OH), superoxide anions 
(O₂⁻•), hydrogen peroxide (H₂O₂), and peroxynitrite 
(ONOO⁻), leading to oxidative stress (11). 

ROS and reactive nitrogen species (RNS) can 
damage essential cellular macromolecules, with DNA 
being particularly vulnerable. Exposure to ionizing 
radiation results in both single-stranded DNA breaks 
and double-stranded DNA breaks, in-turn activating 
the DNA damage response (DDR) pathways. Central 
to DDR are proteins such as ATM kinase and p53. 
When p53 is activated, it can either halt the cell cycle, 
giving the cell an opportunity to repair the DNA, or, if 
repair is not possible given the extent of damage, 
initiate apoptosis (32). 

Apoptosis of intestinal epithelial cells, particularly 
the crypt stem cells, diminishes the mucosa's ability 
to regenerate, leading to villus shrinkage and a 
weakened epithelial barrier. This weakened barrier is 
less capable of absorbing nutrients and blocking the 
entry of harmful substances (12). 

Oxidative stress also damages proteins and lipids, 
disrupting cellular homeostasis and impairing 
membrane receptors, transporters, and signaling 
pathways. 

Ionizing radiation activates intracellular signaling 
cascades, notably NF-κB and MAPK pathways. These 
regulate gene expression, leading to the transcription 
of genes that are central to apoptosis (p53), cell 
survival (Bcl-2 family), and inflammation (ZEB1). The 
initial cellular damage amplifies through a cascade of 
events (32).  

Figure 1 provides an overview of the initial 
pathophysiological mechanism by which radiation 
leads to RIGIM.  

The balance between antioxidant defense 
mechanisms and the production of oxidants is crucial. 
An imbalance favoring oxidants exacerbates oxidative 
stress and drives mucosal injury progression. 

 

Inflammatory cascade and immune dysregulation  
The initial cellular damage caused by radiation 

triggers a complex inflammatory cascade. Damaged 
epithelial cells release damage-associated molecular 
patterns, which are identified by pattern recognition 
receptors (PRRs) located on immune cells like 
macrophages and dendritic cells within the lamina 
propria (33). 

This recognition activates intracellular signaling 
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Table 1. Challenges and impacts of RIGIM. 
Category Impact 

Treatment 
interruptions 

and 
modifications 

Severe mucositis leads to RT interruptions, 
dose reductions, or treatment cessation,           
reducing tumor control probability and 

affecting survival rates. 

Chronic 
Radiation 

enteropathy 

Long-term effects include fibrosis, strictures, 
fistula formation, and chronic malabsorption 
due to endothelial cell damage and fibroblast 
activation. Can cause intestinal obstruction, 

requiring surgical intervention. 

Nutritional 
complications 

Mucosal damage impairs nutrient absorption, 
leading to malnutrition, weight loss, weakened 

immune function, and delayed tissue repair. 

Microbiota 
dysbiosis 

Radiation alters gut microbiome, reducing  
beneficial bacteria (e.g., Lactobacillus, 
Bifidobacterium), promoting mucosal             
inflammation, and systemic effects. 

Psychosocial 
impact 

Chronic diarrhea, abdominal pain, and fatigue 
lead to anxiety, depression, social withdrawal, 

and reduced adherence to treatment. 

Economic 
burden 

Increased healthcare costs due to                  
hospitalizations, supportive care (parenteral 

nutrition, pain management), and loss of 
productivity for patients and caregivers. 
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pathways, primarily activator protein 1 and NF-κB, 
within immune cells. This leads to the release of pro-
inflammatory cytokines, such as IL-1β, IL-6, and TNF-
α (34). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TNF-α amplifies the inflammatory response by 
increasing vascular permeability, promoting 
leukocyte adhesion and migration, and inducing 
epithelial cell apoptosis. IL-6 and IL-1β promote 
neutrophil recruitment and activation, sustaining 
inflammation (35). 

Radiation disrupts the gut-associated lymphoid 
tissue balance, causing immune dysregulation (36). 
There is a shift towards T-helper 1 and T-helper 17 

responses (pro-inflammatory), with decreased 
regulatory T-cell activity. This imbalance leads to 
unchecked inflammation and tissue damage (37). 

The gut microbiota is crucial in the development 
of GIM. Exposure to radiation changes its makeup, 
leading to dysbiosis, which is marked by a decrease in 
beneficial bacteria and an increase in harmful 
bacteria. These pathogens stimulate inflammatory 
responses through interactions with PRRs, 
particularly Toll-like receptors (TLRs), intensifying 
immune dysregulation (38). 

 

Breakdown of the mucosal barrier and microbial 
invasion 

The combined effects of epithelial cell apoptosis, 
oxidative stress, and pro-inflammatory cytokine 
production ultimately lead to mucosal barrier 
breakdown, a critical component of gut health. 

MMPs, enzymes that break down extracellular 
matrix components, are upregulated in response to 
cytokines like IL-1β and TNF-α. MMP-2 and MMP-9 
are particularly important in GIM. These MMPs not 
only break down the extracellular matrix, which 
serves as the tissue's structural framework, but also 
degrade tight junction proteins like claudins and 
occludin. These proteins are crucial for preserving 
cell-cell adhesion and epithelial barrier integrity (39). 

Disruption of tight junctions results in an increase 
in the permeability of the intestines, also known as 
leaky gut, which allows luminal antigens, bacteria, 
and bacterial products, such as lipopolysaccharide 
(LPS), to translocate across the epithelium and into 
the lamina propria. The presence of LPS and other 
microbial components in the lamina propria and, 
subsequently, in the systemic circulation, further 
stimulates immune activation through TLR4 signaling 
on immune cells (40). This can result in the 
establishment of a positive feedback loop, 
perpetuating the inflammatory cycle. 

Microbial invasion exacerbates mucosal damage 
and can lead to secondary infections. Opportunistic 
pathogens exploit the compromised barrier, leading 
to localized infections within the intestinal wall. In 
severe cases, this can progress to systemic 
dissemination of bacteria, resulting in bacteremia and 
sepsis (40,41). Immunocompromised patients, such as 
those undergoing cancer treatment, are particularly 
susceptible to these serious complications. The 
translocation of bacteria and their endotoxins further 
fuels the inflammatory process, potentially 
contributing to sustained mucosal injury. 

 

Recovery and wound healing mechanisms 
Despite the extensive damage inflicted by 

radiation, the gastrointestinal mucosa possesses a 
remarkable capacity for regeneration, provided that 
appropriate wound-healing mechanisms are 
activated. Recovery involves a coordinated series of 
events, including cellular proliferation, 
differentiation, migration, and extracellular matrix 
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Figure 1. RIGIM pathogenesis: Ionizing radiation generates 
ROS/RNS, causing DNA damage and activating p53-dependent 

apoptosis.  
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remodeling (42). 
Epithelial regeneration is primarily driven by the 

proliferation of surviving crypt stem cells. The Wnt/β
-catenin signaling pathway sustains the stem cell 
population and growth. Notch signaling also 
contributes by regulating cell fate decisions, ensuring 
the proper balance between absorptive enterocytes 
and secretory cells during epithelial regeneration (43). 

Extracellular matrix remodeling is vital for wound 
healing. This process is controlled by the equilibrium 
between MMPs and tissue inhibitors of 
metalloproteinases (TIMPs), their endogenous 
inhibitors. As healing progresses, the activity of 
TIMPs rises, which reduces MMP activity and 
facilitates the reconstruction of the extracellular 
matrix framework, crucial for cell movement and the 
restoration of tissue integrity (44). 

Growth factors play essential roles in mucosal 
repair. Epidermal growth factor stimulates migration 
and epithelial cell proliferation. TGF-β can suppress 
inflammation in early healing stages, but excessive 
signaling can promote fibrosis. Fibroblast growth 
factors support angiogenesis and tissue repair by 
promoting endothelial cell proliferation and 
migration, enhancing nutrient and oxygen delivery to 
regenerating mucosa (45). 

Self-healing success in mucosal tissue is 
influenced by several factors. Persistent 
inflammation impairs healing by promoting tissue 
damage and epithelial cell apoptosis. Nutritional 
status is crucial, as adequate nutrition is essential for 
DNA synthesis and cell proliferation. The gut 
microbiota composition exerts a notable influence, 
with a balanced microbiome supporting epithelial 
healing through short-chain fatty acid production. 
Adequate tissue oxygenation is indispensable for 
effective healing; hypoxia hinders healing by limiting 
ATP production and cellular functions necessary for 
regeneration (46). 

If wound healing mechanisms are insufficient, 
chronic mucositis can develop. Fibrosis may occur 
due to excessive extracellular matrix deposition, 
driven by overactive TGF-β signaling and fibroblast 
proliferation. This may result in long-term issues, 
such as narrowing and decreased flexibility of the 
mucosa (47). 

Understanding these pathophysiological 
processes provides a foundation for identifying 
potential therapeutic targets. Antioxidant agents 
could attenuate initial oxidative damage. Anti-
inflammatory drugs might mitigate cytokine-
mediated injury. Modulating the gut microbiota could 
restore microbial balance and enhance barrier 
function. Therapies that deliver growth factors or 
promote stem cell survival and proliferation are 
promising avenues for enhancing mucosal repair. 

 

THERAPEUTIC STRATEGIES AND DRUG TARGETS 
RIGIM is the principal dose-limiting toxicity for 

abdominal and pelvic RT. Its pathogenesis can include 
epithelial DNA damage, increases in ROS levels, 
cytokine amplification, microbiome disruption, and 
barrier breakdown. These processes are complex and 
multifactorial; thus, a single disease-modifying “silver 
bullet” remains elusive. Consequently, many of the 
drugs currently deployed (or trialed) in this setting 
target peripheral or parallel pathways that modulate 
the manifestations of injury rather than the molecular 
pathogenesis of RIGIM itself: antidiarrheals and 
motility agents aim to reduce fluid loss; opioids and 
neuromodulators inhibit nociceptive signaling; 
cytoprotective coatings such as sucralfate shield 
denuded mucosa; probiotics re-seed dysbiotic flora; 
and late-phase anti-fibrotics attempt to remodel 
scarring. These symptomatic strategies can alleviate 
suffering, preserve quality of life, and keep patients 
on schedule for curative RT, yet they leave the 
upstream epithelial-immune-microbiome axis largely 
unchallenged. Recognizing this gap underscores the 
need for multifaceted regimens that combine true 
pathophysiology-targeted interventions with 
supportive symptom control to achieve durable 
prevention and mitigation of RIGIM. 

 

Pharmacological approaches 
Pharmacological interventions for GIM can be 

broadly divided into radioprotective agents, anti-
inflammatory drugs, and growth factors/cytokine 
modulators. 

Amifostine acts as a cytoprotective agent following 
its conversion into an active free thiol metabolite 
within normal tissues. This metabolite shields cells 
from harm by neutralizing free radicals produced by 
ionizing radiation and chemotherapy, safeguarding 
DNA, and speeding up DNA repair processes. The 
selective protection of healthy tissues is a significant 
benefit, as it lessens the frequency and intensity of 
gastrointestinal toxicity without notably diminishing 
the antitumor effects of RT. Amifostine is metabolized 
into the active form, known as WR-1065, which is 
preferentially absorbed by healthy tissues. WR-1065 
defends cells by neutralizing free radicals, providing 
hydrogen atoms for DNA repair, and possibly 
triggering apoptosis in cancer cells. These actions 
enable amifostine to reduce damage to normal tissues 
during chemotherapy and radiation treatments (48). 
Amifostine is primarily indicated to reduce the 
cumulative renal toxicity associated with repeated 
administration of cisplatin in patients with advanced 
ovarian cancer and to reduce the incidence of 
moderate to severe xerostomia in patients 
undergoing postoperative radiation therapy for HNC 
(49). The common side effects are nausea, hypotension, 
and vomiting. It is contraindicated in individuals who 
are hypersensitive to aminothiol-based compounds 
(50). 

Metformin, which is prescribed for managing type 
2 diabetes, also possesses properties that protect 
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against radiation and reduce inflammation. It 
activates AMPK, which reduces oxidative stress and 
inhibits the mTOR pathway, leading to enhanced DNA 
repair and decreased cell death in the gut lining. 
Preclinical studies in mice suggest metformin may 
have a role in preventing GIM, but clinical trials are 
needed (51). 

Sucralfate, a medication commonly prescribed for 
peptic ulcers, creates a protective layer over the 
ulcers, preventing further harm from stomach acid 
and digestive enzymes (52). It also stimulates 
prostaglandin E2 production, which promotes 
mucosal defense and healing. Sucralfate is 
recommended for patients with active duodenal 
ulcers and to prevent the recurrence of healed 
duodenal ulcers (53). While it may reduce symptoms 
like pain and diarrhea in radiation-induced mucositis 
(54), its efficacy in preventing GIM is less established. 
The most common side effect is constipation. 
Sucralfate has minimal systemic absorption and is 
generally considered safe during pregnancy. 
However, in patients with kidney impairments, 
caution is advised as there is a risk of aluminum 
accumulation and toxicity (55). 

Histamine H2-receptor antagonists, including 
cimetidine (56), ranitidine, and famotidine (57), reduce 
gastric acid secretion by competitively blocking H2 
receptors on gastric parietal cells. This inhibition 
prevents adenylate-cyclase activation, lowers 
intracellular cyclic-AMP, and consequently reduces 
protein-kinase A activity. The downstream effect is 
suppression of the H⁺/K⁺-ATPase proton pump, 
which can alleviate upper-gastrointestinal symptoms 
and promote mucosal healing in radiation-induced 
gastritis and esophagitis (56, 57). Beyond their 
antisecretory action, clinical data also point to a 
direct radioprotective benefit: in a phase I/II 
randomized, placebo-controlled trial of 36 men 
receiving external-beam RT for prostate cancer, 
famotidine 40 mg orally twice daily (given 3–4 h 
before each fraction) significantly reduced both the 
incidence and duration of grade ≥2 acute rectal 
toxicity and completely prevented treatment-related 
rectal bleeding compared with placebo (57). 

Glucagon-like peptide-2 (GLP-2), a hormone that 
promotes gut growth and function, stimulates cell 
proliferation, inhibits cell death, and enhances 
nutrient absorption in the intestines. It also improves 
blood flow and strengthens the gut barrier (58). GLP-2 
analogs, such as teduglutide, have shown promise in 
preclinical studies for reducing mucosal damage and 
improving recovery after radiation exposure (59). 
Teduglutide functions by binding to GLP-2 receptors 
and triggering internal pathways, which include 
those associated with keratinocyte growth factor, 
insulin-like growth factors, ErbB ligands, IGF-1 
receptor, vasoactive intestinal polypeptide, and nitric 
oxide. These pathways play a role in teduglutide’s 
impact on the proliferation of cells, cell survival, and 

intestinal healing (60). Teduglutide is approved for 
managing short bowel syndrome. Although research 
on its use for RIGIM is sparse, preclinical findings 
indicate it might shield the intestinal lining from 
radiation harm and aid in recovery. This potential is 
attributed to teduglutide's ability to enhance the 
growth of the intestinal lining, boost blood 
circulation, and decrease inflammation. Nonetheless, 
further investigation, especially human clinical trials, 
is necessary to verify its effectiveness and safety in 
this context. Typical side effects of GLP-2 analogs 
include abdominal discomfort, nausea, vomiting, and 
reactions at the injection site (61). 

 

Other drugs used to manage RIGIM 
Beyond these categories, other drugs are 

commonly used to manage the symptoms of radiation
-induced RIGIM. Loperamide, an opioid, slows gut 
motility, reducing the frequency of bowel movements 
and helping to control diarrhea. It is often used to 
manage diarrhea as a result of RT to the abdomen/
pelvis. Constipation, dizziness, and nausea are 
common side effects. Loperamide should not be used 
by individuals with stomach or intestinal issues like 
ulcerative colitis (62). 

Fluoroquinolone antibiotics inhibit bacterial DNA 
synthesis, preventing bacterial growth. These 
antibiotics are known for their broad-spectrum 
capabilities, making them effective against a diverse 
array of bacteria, and they are utilized to address a 
variety of infections, including those that may arise in 
the gut due to damage from radiation therapy. Side 
effects include gastrointestinal upsets, nausea, and 
diarrhea. More serious, though rare, side effects 
include tendonitis, tendon rupture, and peripheral 
neuropathy (63). 

Octreotide is a synthetic analog of somatostatin 
that inhibits hormone and neurotransmitter release. 
It is used to treat conditions like acromegaly and 
carcinoid tumors. In RIGIM, it is primarily used to 
manage severe diarrhea in patients who do not 
respond to other treatments like loperamide. Side 
effects can include gastrointestinal problems, 
bradycardia, and changes in blood sugar levels. 
Octreotide should be used cautiously in patients with 
gallbladder disease, diabetes, and kidney or liver 
disease (64). 

Vitamin D has been shown to exert 
immunomodulatory effects. Its mechanism of action 
in this context involves increasing anti-inflammatory 
cytokine production, such as IL-10, and inhibiting pro
-inflammatory mediators, such as NF-κB. This helps 
to reduce inflammation and protect the gut lining 
from damage. Vitamin D also enhances epithelial 
barrier function by upregulating junctional proteins 
(which hold cells together) and promoting cell 
differentiation. This strengthens the gut barrier and 
prevents harmful substances from leaking into the 
body. Additionally, vitamin D protects intestinal stem 
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cells from radiation-induced apoptosis, which is 
crucial for maintaining the integrity of the gut lining 
and promoting regeneration. Adequate vitamin D 
levels may, therefore, reduce susceptibility to 
mucosal injury. Supplementation with vitamin D 
could potentially mitigate the severity of GIM, 
although clinical trials are needed to establish its 
therapeutic efficacy; however, at present, studies are 
limited to mice, and its efficacy in humans has not 
been tested (65). 

Zinc-L-carnosine is a chelated compound 
combining zinc and the dipeptide L-carnosine. It has 
demonstrated mucosal protective effects. The 
mechanism of action involves reinforcing the 
mucosal barrier, enhancing mucus secretion, and 
encouraging the growth of epithelial cells. It also 
possesses antioxidant properties, reducing oxidative 
DNA damage and scavenging reactive oxygen species 
generated by radiation. Zinc-L-carnosine also 
exhibits anti-inflammatory effects and promotes 
wound healing in the gastrointestinal tract (66). 
Clinical studies have shown the benefits of zinc-L-
carnosine in the repair of the gastric mucosa and 
protection against injury induced by non-steroidal 
anti-inflammatory drugs. Its application in GIM is 
supported by preclinical data showing reduced 
mucosal damage and enhanced healing after 
radiation exposure (67). 

Palifermin, a recombinant human keratinocyte 
growth factor (KGF), helps protect against RT-
induced damage to the lining of the gastrointestinal 
tract. Palifermin and amifostine are the only 
approved radioprotective agents for patients 
undergoing radiation therapy (68). It binds to KGF 
receptors on cells in the gut lining, stimulating them 
to grow and repair. This helps maintain gut barrier 
integrity and reduce mucositis severity, which is 
characterized by inflammation and ulcers in the 
digestive tract. Palifermin also enhances the natural 
defenses of these cells, making them more resistant 
to damage. Although primarily used to prevent oral 
mucositis, its mechanism of action suggests it could 
also be beneficial in protecting the entire 
gastrointestinal tract from radiation-induced damage 
(69). 

Probiotics represent a promising strategy for 
alleviating GIM (70). Lactobacillus and Bacillus species 
reinforce the intestinal barrier by enhancing tight 
junction integrity and stimulating mucin production 
(which is the main component of mucus). They also 
modulate the immune system, shifting the balance 
towards anti-inflammatory pathways, and compete 
with pathogenic bacteria for resources and adhesion 
sites, preventing dysbiosis. Randomized controlled 
trials provide clinical evidence that taking probiotics 
can lessen both the frequency and intensity of 
diarrhea and enteritis caused by radiation (71).  

Hyperbaric oxygen therapy (HBOT) entails 
inhaling pure oxygen within a chamber under 

increased pressure. This process works by markedly 
increasing the oxygen levels in the blood and tissues, 
which in turn speeds up healing. HBOT encourages 
the growth of new blood vessels, the proliferation of 
fibroblasts, and the formation of epithelial tissue. In 
clinical settings, HBOT has been shown to be effective 
in managing chronic injuries resulting from radiation, 
including conditions like RT-induced proctitis and 
cystitis. Although its effectiveness in acute (6).  

In conclusion, the development of effective 
therapeutic strategies for RIGIM requires a 
comprehensive approach that addresses the multiple 
facets of its pathogenesis. From pharmacological 
interventions targeting oxidative stress, 
inflammation, and cellular repair, to mechanisms that 
bolster mucosal defenses, and innovative strategies 
for microbiome modulation and physical protection, a 
range of options are being explored. While many of 
these approaches show promise in preclinical studies 
and early clinical trials, further research is crucial to 
optimize their efficacy, safety, and integration into 
standard cancer care protocols. Table 2 provides an 
overview of the current status of therapeutic 
strategies and drug targets in the research phase, 
clinical testing, and those that have been approved. 

 

KEY CLINICAL TRIALS  
RTOG 9801 examined the effects of incorporating 

amifostine, a cytoprotective agent, into concurrent 
chemoradiation for locally advanced NSCLC. The 243 
participants were randomized to receive standard 
therapy ± amifostine. Beginning on study day 43, all 
patients underwent hyper-fractionated RT: 1.2 Gy 
delivered twice daily, at least 5 hours apart, five days 
per week, to a total dose of 69.6 Gy. The initial 42 
fractions (50.4 Gy) covered the primary tumor and 
mediastinum, followed by a boost of 19.2 Gy in 16 
fractions to the primary tumor and involved nodes. 
Amifostine did not significantly decrease the 
incidence of acute esophagitis, nor did it improve 
overall or disease-free survival. The investigators 
concluded that, while amifostine was not harmful, it 
offered no meaningful benefit in this setting. 
Limitations included the open-label design and 
modest sample size (72). Future research could explore 
the effects of amifostine in combination with different 
treatment regimens or in preventing other radiation-
induced side effects. 

The ROMAN Phase IIB trial assessed GC4419 for 
reducing SOM in patients receiving concurrent 
chemoradiation for head-and-neck cancer. A total of 
223 patients were randomized 1:1:1 to GC4419 30 
mg, GC4419 90 mg, or placebo. IMRT was delivered 
Monday–Friday in daily 2.0–2.2 Gy fractions to a 
cumulative dose of 60–72 Gy. Each study infusion 
(250 mL normal saline over 60 min) finished ≤ 60 
min before each radiation fraction. The 90 mg arm 
significantly reduced SOM duration (median 1.5 days 
vs 19 days, P = 0.024), incidence (43 % vs 65 %, P = 
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0.009), and grade 4 frequency (16 % vs 30 %, P = 
0.045) compared with placebo. No GC4419-specific 
toxicity or increase in known IMRT + cisplatin 
toxicities was observed. Limitations include potential 
incomplete follow-up and the subjective nature of the 
WHO OM scoring (73).  

In a continuation, the ROMAN Phase III clinical 
trial assessed GC4419 in mitigating SOM in patients 
with HNC being treated with chemoradiation. This 
study included 431 patients who received either 
GC4419 or a placebo and used the same RT regimen 
as the previous trial. The findings indicated that 
GC4419 notably decreased the duration and 

occurrence of SOM and postponed its onset. 
Furthermore, GC4419 exhibited a safety profile 
comparable to that of the placebo. These results 
corroborate the positive outcomes seen in the Phase 
IIb trial and imply that GC4419 could be a safe and 
effective option for preventing SOM in patients 
undergoing chemoradiation therapy for HNC (1). 
Unfortunately, the FDA rejected Avasopasem for RT-
induced SOM, stating the trials were not substantial 
enough to show its efficacy and safety in reducing 
SOM. 

Table 3 summarizes the clinical trials assessing 
treatments to manage RIGIM. 
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Table 2. Summary of the therapeutic strategies and drug targets for RIGIM. 

Category Agent / intervention Key mechanism(s) of action Evidence / clinical status* 
Principal adverse effects 

or caveats 

Radioprotective 
free-thiol 

Amifostine 

Scavenges ROS/RNS;           
donates hydrogen for DNA 
repair; selective uptake by 

normal tissues 

FDA-approved for cisplatin 
nephro-protection & RT-

xerostomia; Phase II–III data in 
RIGIM show mixed benefit 

Nausea, vomiting,              
hypotension; IV              

administration logistics 

Metabolic 
modulator 

Metformin 
Activates AMPK → decrease 

mTOR, decrease oxidative 
stress, enhanced DNA repair 

Promising murine & in-vitro 
data; no human trials yet 

GI discomfort;                     
hypoglycaemia risk in frail 

patients 

Mucosal 
protectant 

Sucralfate 
Forms adherent coating; 
increase prostaglandin E₂ 

production 

Used symptomatically for           
radiation gastritis/proctitis;  

limited prophylactic data 

Constipation, aluminium 
accumulation in renal 

impairment 

Acid-suppressive 
therapy 

Histamine-2 receptor 
antagonists (e.g. 

ranitidine, famotidine) 

Block parietal-cell H₂-R → 
decrease gastric acid 

Supportive care for upper-GI 
mucositis 

Generally well-tolerated; 
tachyphylaxis with           

prolonged use 

Growth-factor 
analogue 

Teduglutide (GLP-2 
analogue) 

Stimulates epithelial              
proliferation, inhibits           

apoptosis, and improves 
mucosal blood flow 

Licensed for short-bowel            
syndrome; pre-clinical             

radioprotection data; clinical 
trials awaited 

Abdominal pain, nausea, 
injection-site reactions, 

high-cost 

Antidiarrheal Loperamide 
μ-opioid agonist, decreases 

intestinal motility 
First-line for RT-induced           

diarrhoea 
Constipation, abdominal 
cramps; avoid in colitis 

Antibiotics Fluoroquinolones 
Inhibit bacterial DNA gyrase/

topoisomerase → broad-
spectrum antibacterial cover 

Used when mucosal breakdown 
→ infection risk 

Tendinopathy, QT         
prolongation, C. difficile 

colitis 

Antisecretory  
peptide 

Octreotide 
Somatostatin analogue, 

decreases GI hormone & 
fluid secretion 

Rescue therapy for refractory 
severe diarrhoea 

Gallstones, glucose 
dysregulation, and           

bradycardia 

Nutrient /  
immunomodulator 

Vitamin D 

Up-regulates tight-junction 
proteins; anti-inflammatory 

(increase IL-10, decrease   
NF-κB) 

Efficacy demonstrated only in 
animal models 

Hypercalcaemia with  
excessive dosing; human 

data lacking 

Antioxidant 
chelate 

Zinc-L-carnosine 
Reinforces the mucus layer, 

scavenges ROS, and            
promotes epithelial repair 

Clinical use in peptic injury;         
pre-clinical benefit in RT models 

Metallic taste, mild GI 
upset; limited RIGIM trials 

Recombinant 
growth factor 

Palifermin (KGF) 
Binds FGFR2b → stimulates 
epithelial proliferation and 

cytoprotection 

FDA-approved for oral mucositis 
in HSCT; the mechanism         
supports GI protection 

Oedema, rash, taste          
alteration, high cost 

Microbiome 
modulation 

Probiotics (e.g.            
Lactobacillus, Bacillus) 

Restore microbial balance; 
increase mucin and tight-

junction integrity; anti-
inflammatory immune shift 

Multiple RCTs report reduced 
radiation diarrhoea 

Strain-specific efficacy; 
caution in                         

immunocompromised 

Physical therapy HBOT 
Increase tissue pO₂ →         

angiogenesis, fibroblast & 
epithelial proliferation 

Established for chronic radiation 
proctitis & cystitis; limited acute 

RIGIM data 

Barotrauma, transient 
myopia; limited chamber 

A1:E14+A4:E14 availability 
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CONCLUSIONS 
 

RIGIM remains a significant and often debilitating 
complication of cancer RT, impacting not only a 
patient’s QoL but also potentially compromising the 
efficacy of their treatment. This review has 
highlighted the complex interplay of factors 
contributing to RIGIM, from the initial cellular 
damage caused by ionizing radiation and oxidative 
stress, through the ensuing inflammatory cascade 
and immune dysregulation, to the ultimate 
breakdown of the mucosal barrier and the potential 
for microbial invasion. The inherent regenerative 
capacity of the GI mucosa, while remarkable, is often 
overwhelmed by the severity of the radiation insult, 
particularly in the context of concurrent 
chemotherapy or pre-existing conditions. 

The management of RIGIM, therefore, necessitates 
an integrative and multi-pronged approach. This 
includes combining pharmacological agents that 
target key pathways in mucosal damage and repair, 
nutritional interventions that support mucosal 
integrity and healing, strategies to modulate the gut 
microbiome and restore a healthy balance, and 
innovative physical and technological interventions 
designed to minimize radiation exposure to healthy 
tissues. Pharmacological strategies aim to reduce 
oxidative stress, modulate the inflammatory 
response, and enhance epithelial regeneration. 

Given the multifaceted nature of RIGIM, exploring 
the synergistic effects of combined therapies is likely 
to be more effective than single-agent approaches. 
For example, combining a radioprotective agent with 
an anti-inflammatory drug and a probiotic could 
potentially offer superior mucosal protection. 
Integrating genomic, proteomic, and microbiomics 
data will be crucial for developing tailored 
treatments based on an individual patient’s risk 
profile. Identifying biomarkers that predict 
susceptibility to RIGIM will allow for proactive and 
personalized interventions. Further research is also 
needed to understand and manage the long-term 
consequences of radiation-induced damage to the GI 
tract, including chronic radiation enteropathy and its 
associated complications. Finally, ongoing work to 
discover and elucidate any further unknown factors 

in the development of RIGIM is of utmost importance. 
 

ACKNOWLEDGEMENT 
The authors would like to express their sincere 

thanks to all the researchers and organizations that 
contributed to this study. 
Funding: None. 
Conflict of interests: The authors declare no conflict 
of interests.  
Ethical compliance: No animals or humans were 
involved in the present study. 
Author’s contributions: LS and XS contributed 
equally to this work. LS was responsible for 
conceptualization and drafting of the manuscript. XS 
performed the literature review and assisted in 
writing the manuscript. XW critically revised the 
manuscript and provided clinical insights. HZ 
supervised the project, reviewed and edited the 
manuscript, and is the corresponding author. All 
authors have read and approved the final manuscript. 
Usage of AI: AI was not used in the development of 
any part of this manuscript. 

 
 

REFERENCES 
 

1. Minniti G, Goldsmith C, Brada M (2012) Radiotherapy. Handb Clin 
Neurol, 104: 215-228.  

2. Afifi ANAM, Powerski M, Jechorek D, et al. (2020) Radiation-
induced damage in the upper gastrointestinal tract: clinical 
presentation, diagnostic tests and treatment options. Best Pract 
Res Clin Gastroenterol, 48-49: 101711.  

3. Khorashadizadeh S, Abbasifar S, Yousefi M, et al. (2024) The Role of 
microbiome and probiotics in chemo-radiotherapy-induced 
diarrhea: A narrative review of the current evidence. Cancer Rep, 7: 
e70029.  

4. Montovano M, Zhang M, Oh P, et al. (2021) Incidence and 
dosimetric predictors of radiation-induced gastric bleeding after 
chemoradiation for esophageal and gastroesophageal junction 
cancer. Adv Radiat Oncol, 6(3): 100648.  

5. Tageja N, Groninger H (2014) Chemotherapy-induced nausea and 
vomiting (2016) Postgrad Med J, 92(1083):34-40 

6. Bowen JM, Gibson RJ, Coller JK, et al. (2019) Systematic review of 
agents for the management of cancer treatment-related 
gastrointestinal mucositis and clinical practice guidelines. Support 
Care Cancer, 27(10): 4011-4022.  

7. Rao D, Behzadi F, Le RT, et al. (2021) Radiation induced mucositis: 
what the radiologist needs to know. Curr Probl Diagn Radiol, 50(6): 
899-904.  

8. Fuccio L, Guido A, Andreyev HJN (2012) Management of intestinal 
complications in patients with pelvic radiation disease. Clinical 
Gastroenterology and Hepatology, 10(12): 1326-1334.e4.  

9. Dashnamoorthy S, Jeyasingh E, Ahmed I (2024) Comparison of 

780 Int. J. Radiat. Res., Vol. 23 No. 3, July 2025 

Table 3. Key clinical trials evaluating treatments for RIGIM: Study designs, outcomes, and safety profiles. 
Trial 

name 
Phase 

Treatment 
(dose) 

Cohort 
(sample Size) 

Control Key outcomes Side effects 

RTOG 
9801 

II 
Amifostine (200 

mg/m²) 
HNC (315) Placebo 

- 63% vs. 57% grade ≥2 mucositis 
(not significant) 

- Reduced xerostomia 

- Nausea (35% vs. 6%) 
- Hypotension (15% vs. 2%) 

ROMAN 
(GT-210) 

IIB 
Avasopasem 
(30/90 mg) 

LA-HNC (223) Placebo 
- 90 mg reduced SOM duration 

(from 18 to 8 days, P=0.024) 
- 27% reduction in grade 4 SOM 

- Hypotension (mild) 
- Nausea (comparable to 

placebo) 

ROMAN III 
Avasopasem (90 

mg) 
LA-HNC (455) 

Placebo 
(3:2) 

- 56% reduction in SOM duration 
(from 18 to 8 days, P=0.002) 
- Primary endpoint not met 

- Consistent with prior 
ROMAN study 

- No new safety signals 

RTOG 
1012 

II 
Manuka Honey 

(20 ml TID) 
Thoracic can-

cers (163) 
Standard 

care 

- No reduction in esophagitis incidence 
- Reduction in grade 3+ esophagitis (30% 

vs. 34%, not significant) 

- Dermatitis (15% vs. 11%) 
- Pain (comparable) 

 [
 D

O
I:

 1
0.

61
18

6/
ijr

r.
23

.3
.3

5 
] 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

rr
.c

om
 o

n 
20

25
-1

0-
19

 ]
 

                            10 / 12

http://dx.doi.org/10.61186/ijrr.23.3.35
http://ijrr.com/article-1-6679-en.html


normal tissue integral dose with monitor units from 3DCRT, IMRT, 
and Rapid Arc treatment planning methods for head and neck, 
pelvic and thoracic cancer sites. International Journal of Radiation 
Research, 22(4): 1019–1025.  

10. Miao B, Ruan G, Meng F, et al. (2025) The effects of radiofrequency 
ablation on lymphocytes, subsets and cytokines in patients with 
thyroid cancer: A meta-analysis. International Journal of Radiation 
Research, 23(1): 1-12.  

11. Lu Q, Liang Y, Tian S, et al. (2023) Radiation-induced intestinal 
injury: injury mechanism and potential treatment strategies. 
Toxics, 11(12): 1011.  

12. Jalili-Firoozinezhad S, Prantil-Baun R, Jiang A, et al. (2018) 
Modelling radiation injury-induced cell death and countermeasure 
drug responses in a human Gut-on-a-Chip. Cell Death & Disease, 9
(2): 1-14.  

13. Brizel D (2008) NCCN Task Force Report: Prevention and 
management of mucositis in cancer care. Journal of the National 
Comprehensive Cancer Network, 6 (Suppl 1): S1-21.  

14. Elad S, Cheng KKF, Lalla RV, et al. (2020) MASCC/ISOO clinical 
practice guidelines for the management of mucositis secondary to 
cancer therapy. Cancer, 126(19): 4423-4431.  

15. Anderson CM, Lee CM, Kelley JR, et al. (2022) ROMAN: Phase 3 
trial of avasopasem manganese (GC4419) for severe oral mucositis 
(SOM) in patients receiving chemoradiotherapy (CRT) for locally 
advanced, nonmetastatic head and neck cancer (LAHNC). Journal 
of Clinical Oncology, 40(16): 6005-6005.  

16. Wang K and Tepper JE (2021) Radiation therapy-associated 
toxicity: Etiology, management, and prevention. CA Cancer J Clin, 
71(5): 437-454.  

17. Shadad AK, Sullivan FJ, Martin JD, et al. (2013) Gastrointestinal 
radiation injury: Symptoms, risk factors and mechanisms. World 
Journal of Gastroenterology: WJG, 19(2): 185-98.  

18. Zhou Y, Li K, Adelson DL (2024) An unmet need for pharmacology: 
Treatments for radiation-induced gastrointestinal mucositis. 
Biomed Pharmacother, 175: 116767.  

19. Sadrzadeh S and Tajik M (2024) Dosimetry calculations of gastric 
cancer treatment during pencil beam scanning proton therapy. 
International Journal of Radiation Research, 22(4): 823–829.  

20. Pearlman R, Hanna R, Burmeister J, et al. (2021) Adverse effects of 
total body irradiation: a two-decade, single institution analysis. Adv 
Radiat Oncol, 6(4): 100723.  

21. Hall JC, Hall AK, Lozko Y, et al. (2025) Safety of pelvic and 
abdominal radiation therapy for patients with inflammatory bowel 
disease: a dosimetric analysis of acute bowel toxicity. Int J Radiat 
Oncol Biol Phys, 121(2): 442-451.  

22. Ko KI, Sculean A, Graves DT (2021) Diabetic wound healing in soft 
and hard oral tissues. Transl Res, 236: 72-86.  

23. Zhao J, Zhi Z, Zhang M, et al. (2018) Predictive value of single 
nucleotide polymorphisms in XRCC1 for radiation-induced normal 
tissue toxicity. Onco Targets Ther, 11: 3901-3918.  

24. Maranzano E, De Angelis V, Pergolizzi S, et al. (2010) A prospective 
observational trial on emesis in radiotherapy: Analysis of 1020 
patients recruited in 45 Italian radiation oncology centres. 
Radiotherapy and Oncology, 94(1): 36-41.  

25. Minami M, Endo T, Hirafuji M, et al. (2003) Pharmacological 
aspects of anticancer drug-induced emesis with emphasis on 
serotonin release and vagal nerve activity. Pharmacol Ther, 99(2): 
149165.  

26. Kamboj AK, Hoversten P, Leggett CL (2019) Upper gastrointestinal 
bleeding: etiologies and management. Mayo Clin Proc, 94(4): 697-
703.  

27. Dandoy CE, Kim S, Chen M, et al. (2020) Incidence, risk factors, and 
outcomes of patients who develop mucosal barrier injury–
laboratory confirmed bloodstream infections in the first 100 days 
after allogeneic hematopoietic stem cell transplant. JAMA Netw 
Open, 3(1): e1918668.  

28. Villa A, Vollemans M, De Moraes A, et al. (2021) Concordance of 
the WHO, RTOG, and CTCAE v4.0 grading scales for the evaluation 
of oral mucositis associated with chemoradiation therapy for the 
treatment of oral and oropharyngeal cancers. Support Care Cancer, 
29(10): 6061-6068.  

29. Onal C, Kotek A, Unal B, et al. (2011) Plasma citrulline levels predict 
intestinal toxicity in patients treated with pelvic radiotherapy. Acta 
Oncol (Madr), 50(8): 1167–1174.  

30. Ayling RM and Kok K (2018) Fecal Calprotectin. Adv Clin Chem, 87: 
161-190.  

31. Pouillon L, Laurent V, Pouillon M, et al. (2018) Diffusion-weighted 
MRI in inflammatory bowel disease. Lancet Gastroenterol Hepatol, 
3(6): 433-443.  

32. Lee CL, Blum JM, Kirsch DG (2013) Role of p53 in regulating tissue 
response to radiation by mechanisms independent of apoptosis. 
Transl Cancer Res, 2(5): 412-421.  

33. Yamaga S, Aziz M, Murao A, et al. (2024) DAMPs and radiation 
injury. Front Immunol, 15: 1353990.  

34. Sushma PS, UdayKumar P, Sheik A (2017) AP-1: Its Role in 
Gastrointestinal Malignancies. In: Nagaraju, et al.  (Eds.), Role of 
Transcription Factors in Gastrointestinal Malignancies, Bahasa 
Inggeris, pp: 19-32.  

35. Al-Sadi R, Guo S, Ye D, et al. (2016) TNF-α Modulation of Intestinal 
Tight Junction Permeability Is Mediated by NIK/IKK-α Axis 
Activation of the Canonical NF-κB Pathway. Am J Pathol, 186(5): 
1151-1165.  

36. Mozdarani H, Mozdarani S, Pakniyat F, et al. (2025) Cytogenetic 
and cytotoxic effects of melatonin and saffron on lymphocytes of 
luminal A and luminal B breast cancer patients irradiated in vitro. 
International Journal of Radiation Research, 23(1): 37-43.  

37. Wang A, Shi Z, Wang L, et al. (2023) The injuries of spleen and 
intestinal immune system induced by 2-Gy 60Co γ-ray whole-body 
irradiation. Int J Radiat Biol, 99(3): 406-418.  

38. Li Y, Zhang Y, Wei K, et al. (2021) Review: Effect of gut microbiota 
and its metabolite scfas on radiation-induced intestinal injury. 
Front Cell Infect Microbiol, 11: 577236. 

39. Markov AG, Livanova AA, Fedorova AA, et al. (2024) chronic 
ouabain targets pore-forming claudin-2 and ameliorates radiation-
induced damage to the rat intestinal tissue barrier. Int J Mol Sci, 25
(1): 288.  

40. Alhasson F, Das S, Seth R, et al. (2017) Altered gut microbiome in a 
mouse model of Gulf War Illness causes neuroinflammation and 
intestinal injury via leaky gut and TLR4 activation. PLoS One, 12(3): 
e0172914.  

41. Velloso LA, Folli F, Saad MJ (2015) TLR4 at the crossroads of 
nutrients, gut microbiota, and metabolic inflammation. Endocr Rev, 
36(3): 245-71.  

42. Kurashima Y and Kiyono H (2017) Mucosal ecological network of 
epithelium and immune cells for gut homeostasis and tissue 
healing. Annu Rev Immunol, 35: 119-147.  

43. Sheahan BJ, Freeman AN, Keeley TM, et al. (2021) Epithelial 
regeneration after doxorubicin arises primarily from early progeny 
of active intestinal stem cells. Cell Mol Gastroenterol Hepatol, 12
(1): 119-140.  

44. Cabral-Pacheco GA, Garza-Veloz I, D La Rosa CC, et al. (2020) The 
roles of matrix metalloproteinases and their inhibitors in human 
diseases. Int J Mol Sci, 21(24): 1-53.  

45. Ido A, Numata M, Kodama M, et al. (2005) Mucosal repair and 
growth factors: recombinant human hepatocyte growth factor as 
an innovative therapy for inflammatory bowel disease. J 
Gastroenterol, 40(10): 925-931.  

46. Maria OM, Eliopoulos N, Muanza T (2017) Radiation-induced oral 
mucositis. Front Oncol, 7: 89.  

47. Wang M, Shi J, Yu C, et al. (2023) Emerging strategy towards 
mucosal healing in inflammatory bowel disease: what the future 
holds? Front Immunol, 14: 1298186.  

48. Santini V (2001) Amifostine: chemotherapeutic and 
radiotherapeutic protective effects. Expert Opin Pharmacother, 2
(3): 479-489.  

49. Kouvaris JR, Kouloulias VE, Vlahos LJ (2007) Amifostine: the first 
selective-target and broad-spectrum radioprotector. Oncologist, 
12(6): 738-47.  

50. Atahan L, Özyar E, Sahin S, et al. (2000) Two cases of Stevens–
Johnson syndrome: toxic epidermal necrolysis possibly induced by 
amifostine during radiotherapy. British Journal of Dermatology, 
143(5): 1072-1073.  

51. Takahara M, Takaki A, Hiraoka S, et al. (2022) Metformin 
ameliorates chronic colitis in a mouse model by regulating 
interferon‐γ‐producing lamina propria CD4+ T cells through AMPK 
activation. The FASEB Journal, 36(2): e22139.  

52. Hayakawa T, Kawasaki S, Hirayama Y, et al. (2019) A thin layer of 
sucrose octasulfate protects the oesophageal mucosal epithelium 
in reflux oesophagitis. Sci Rep, 9(1): 3559.  

53. Coppini M, Caponio VCA, Mauceri R, et al. (2024) Efficacy of topical 
agents in oral mucositis prevention: Systematic review and 
network meta-analysis. Oral Dis, 30(7): 4126-4144.  

54. Henriksson R, Franzén L, Littbrand B (1992) Effects of sucralfate on 
acute and late bowel discomfort following radiotherapy of pelvic 
cancer. J Clin Oncol, 10(6): 969-75.  

55. Dağlı Ü and Kalkan İH (2017) Treatment of reflux disease during 
pregnancy and lactation. Turk J Gastroenterol, 28(Suppl 1): 53-56.  

56. Rahgoshai S, Mehnati P, Aghamiri MR, et al. (2021) Evaluating the 

781 Shi et al. / Targets and mechanisms in radiotherapy-induced mucositis 

 [
 D

O
I:

 1
0.

61
18

6/
ijr

r.
23

.3
.3

5 
] 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

rr
.c

om
 o

n 
20

25
-1

0-
19

 ]
 

                            11 / 12

http://dx.doi.org/10.61186/ijrr.23.3.35
http://ijrr.com/article-1-6679-en.html


radioprotective effect of Cimetidine, IMOD, and hybrid 
radioprotectors agents: An in-vitro study. Applied Radiation and 
Isotopes, 174: 109760. 

57. Razzaghdoust A, Mozdarani H, Mofid B (2014) Famotidine as a 
radioprotector for rectal mucosa in prostate cancer patients 
treated with radiotherapy. Phase I/II randomized placebo-
controlled trial. Strahlentherapie und Onkologie, 190(8): 739–744.  

58. Brubaker PL (2018) Glucagon-like peptide-2 and the regulation of 
intestinal growth and function. Compr Physiol, 8(3): 1185-1210.  

59. Booth C, Booth D, Williamson S, et al. (2004) Teduglutide ([Gly2]
GLP-2) protects small intestinal stem cells from radiation damage. 
Cell Prolif, 37(6): 385-400.  

60. Burness CB and McCormack PL (2013) Teduglutide: a review of its 
use in the treatment of patients with short bowel syndrome. 
Drugs, 73(9): 935-947.  

61. Wang X, Chen H, Han S, et al. (2024) The real-world analysis of 
adverse events with teduglutide: a pharmacovigilance study based 
on the FAERS database. Front Pharmacol, 15:1404658.  

62. Peterson DE, Bensadoun RJ, Roila F (2010) Management of oral 
and gastrointestinal mucositis: ESMO Clinical Practice Guidelines. 
Annals of Oncology, 21: Suppl 5: v261-v265.  

63. Benson AB, Ajani JA, Catalano RB, et al. (2004) Recommended 
guidelines for the treatment of cancer treatment-induced 
diarrhoea. Journal of Clinical Oncology, 22(14): 2918-2926.  

64. Martenson JA, Halyard MY, Sloan JA, et al. (2008) Phase III, double-
blind study of depot octreotide versus placebo in the prevention 
of acute diarrhea in patients receiving pelvic radiation therapy: 
Results of North Central Cancer Treatment Group N00CA. Journal 
of Clinical Oncology, 26(32): 5248-5253.  

65. Cantorna MT, Munsick C, Bemiss C, et al. (2000) 1,25-
Dihydroxycholecalciferol prevents and ameliorates symptoms of 
experimental murine inflammatory bowel disease. J Nutr, 130(11): 

2648-2652.  
66. Choi HS, Lim JY, Chun HJ, et al. (2013) The effect of polaprezinc on 

gastric mucosal protection in rats with ethanol-induced gastric 
mucosal damage: Comparison study with rebamipide. Life Sci, 93(2-
3): 69-77.  

67. Mahmood A, FitzGerald AJ, Marchbank T, et al. (2007) Zinc 
carnosine, a health food supplement that stabilises small bowel 
integrity and stimulates gut repair processes. Gut, 56(168-175): 168
-175.  

68. Johnke RM, Sattler JA, Allison RR (2014) Radioprotective agents for 
radiation therapy: future trends. Future Oncology, 10(2): 2345-
2357.  

69. Weigelt C, Haas R, Kobbe G (2011) Pharmacokinetic evaluation of 
palifermin for mucosal protection from chemotherapy and 
radiation. Expert Opin Drug Metab Toxicol, 7(4): 505-515.  

70. Touchefeu Y, Montassier E, Nieman K, et al. (2014) Systematic 
review: the role of the gut microbiota in chemotherapy- or 
radiation-induced gastrointestinal mucositis - current evidence and 
potential clinical applications. Aliment Pharmacol Ther, 40(5): 409-
421.  

71. Cereda E, Caraccia M, Caccialanza R (2018) Probiotics and 
mucositis. Curr Opin Clin Nutr Metab Care, 21(5): 399-404.  

72. Lawrence YR, Paulus R, Langer C, et al. (2013) The addition of 
amifostine to carboplatin and paclitaxel based chemoradiation in 
locally advanced non-small cell lung cancer: long-term follow-up of 
Radiation Therapy Oncology Group (RTOG) randomized trial 9801. 
Lung Cancer, 80(3): 298-305.  

73. Anderson CM, Lee CM, Saunders DP, et al. (2019) Phase IIb, 
randomized, double-blind trial of GC4419 versus placebo to reduce 
severe oral mucositis due to concurrent radiotherapy and cisplatin 
for head and neck cancer. Journal of Clinical Oncology, 37(3): 3256-
3265. 

782 Int. J. Radiat. Res., Vol. 23 No. 3, July 2025 

 [
 D

O
I:

 1
0.

61
18

6/
ijr

r.
23

.3
.3

5 
] 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

rr
.c

om
 o

n 
20

25
-1

0-
19

 ]
 

Powered by TCPDF (www.tcpdf.org)

                            12 / 12

http://dx.doi.org/10.61186/ijrr.23.3.35
http://ijrr.com/article-1-6679-en.html
http://www.tcpdf.org

