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Comparison between clinical characteristics of recurrent aphtoid stomatitis and mammalian target of rapamycin-inhibitor-associated stomatitis.
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Suggested strategies to prevent or manage mTOR-inhibitor-associated stomatitis [10].
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Recurrent Aphtoid Stomatitis mTor ibhibitor associated
(RAS) stomatitis
7-10 days <1 week up to
2 2 weeks

Clinical phenotype «  Superficial ulcarations with Idem RAS
erythemal bordures

«  Located in non keratinised
mucosis

. Pain

[N - Response to steroids adminitration, Idem RAS

localy or systemically

Pain managment can be completed Idem RAS
by local anesthetics
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m Symptoms Everolimus dose adjustment

1 Minimal, normal alimentation No dose adjustment
2 Existing. The patient can eat but only Treatment interruption until the mucitis goes
soft, liquid or mixed food back to grade 1, then reintroduction. If the

mucitis evolves again to grade 2, stoping
treatment until grade 1, then everolimus
reintroduction but at inferior dosage

3 Existing. The patient is unable to Treatment interruption until grade 1, then
adequatly aliment or hydrate oraly everolimus reintroduction but at inferior dosage
4 Severe. The patient faces life Stopping everolimus and setting up an effective

threatening consequences therapy
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Early diagnosis

« Therapeutical education of patients with early symptoms

« Education on how to contact the hospital when the mouth discomfort appears

« Education on hox to contact the hospital when lesions that interfere with the alimentation appears

Mouth care and dental hygiene:
« Intructions given to the patient on how to:
= Regularly brush the teeth with a soft brush. Floss after each meal
= Regularly rince the mouth with water or baking soda
= Avoid alcoholic mouth wash and toothpastes with sodium lauryl sulfate
= Avoid mouthwash with oxigenated water
= Avoid spicy and acid food, or the one that can hurt the mucosis. Prefer tepid food to warm food.
« Consider using artificial saliva
« Insist on the necessity of regular visits to the dentist
« Anticipated treatment of infection as gum desease

Evaluation of the oral comorbidity
« Evaluation of fongic, viral and bacterial infections
« If needed, adminitrate antifungal, antiviral or antibiotics
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D-x: Oral chack up befor the everolimus therapy starts.
Therapeutical education

D-0: Introduction of everolimus + preventive traetment with a mouthwash:
60mg prednisolone in half a glass of water. 3-4 times/day

D-15: Dentist apointment
Clinical data collection

Treatment by LLLT laser if mucusitis > grade2 CTCAE

D-18: Phone call to the patients with mucisitis > garde 2 at D15
If improvment: visit at D21. If no improvment: visit at D19

D-21: second tratment by LLLT Laser if no clinical improvment
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