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G.D. Soskin  BSc, DDS

Squamous Cell Carcinoma
· 90% of all oral cancers

·  50% 5-year survival

·  can occur in: 

·  tongue,  skin,  throat, soft palate
In Ontario:  regional cancer centres for : Diagnosis, Assessment, Treatment, Management
•  London , Toronto,  Sudbury, Kingston, Ottawa, Windsor, Thunder Bay
Oncologic Treatment

Plan based on:
•  staging of disease (TNM classification)
•  anatomical considerations
•  age of patient
•  systemic health of patient
Treatment Options

•  Surgery
•  Radiation Therapy:   primary or  adjuvant
•  Chemotherapy
or a
combination of treatment modalities
•
For "cure" or "palliation"
•
No treatment
Management involves:
Multidisciplinary Team approach:
•  Otolaryngology
•  Radiation Oncology
•  Medical Oncology
•  Family Physician
•  Dentistry
•  Nutritionist
•  Speech Pathology
Dental Management Will involve :
•  General Dentist   and may involve:
•  Oral & Maxillofacial Surgeon
•  Prosthodontist
•  Endodontist
•  Periodontist

Radiation Therapy

•  External beam:  most common and has largest fields
•  Brachytherapy:  interstitial implantation of radioisotope-filled needles
•  Au grain or Iridium Implants

Dental Consultation

•  Location/Staging of Disease
•  Radiation dose planned:   6000 cGy -7000 cGy usual
•  Location of fields
   these will determine the impact on oral health
•  Medical history:  medications and other systemic diseases, or comorbid conditions which may be relevant to treatment:

•  cardiovascular disease
•  coagulopathies
•  immunosuppression
•  neurologic impairment
•  psychiatric disorders
•  alcohol/drug abuse
•  nutritional status

•  Clinical examination:  charting ,  visual  and  palpation
•  Radiographic examination:  Panorex  and intra-oral films as required
•  Treatment Plan based on:
o prognosis of individual teeth
o  past dental history
o  sequelae and potential complications from radiotherapy
o  LONG TERM RISKS!!
Dental Treatment

•  Immediate:  no delay in radiotherapy
•  Extractions
o  abscesses, gross caries
o  advanced periodontal disease
o  heavily restored teeth w/ poor OH
o  >2 weeks healing prior to starting radiotherapy
•  Cleaning
•  Restorations
•  Dentate?
o  fluoride trays
o  daily topical application
•  Edentulous?
o  Candida?  Rx Nystatin before XRT

Radiotherapy

•
usual duration 6-7 weeks (5 days/week)
•
daily treatments
•
sequelae start after 4-5 days
Acute sequelae:

General
•  Weight loss
•  Nausea +/- vomiting'
•  Lethargy
•  Depression
Extra-Oral

•  Cutaneous burns
•  Alopecia
•  Xeroderma
Intra-Oral
•  Mucositis
o  leukoedema
o  erythema
o  superficial sloughing
o  ulceration
•  Xerostomia
•  Candida
•  Hypogeusia (diminished taste)
•  Odynophagia
o  2°  to mucositis/ulceration
•  Dysphagia
o  may necessitate J-tube
o may persist 2°  to esophageal scarring
Chronic sequelae:

•  Xerostomia:  begins ~ 1 week into treatment and is permanent!
•  Problems
o  increased caries risk
•  daily topical fluoride application
•  frequent recalls - every 3 months
•  increased cost to patient ,  increased trauma risk,   impaired healing
•  decreased circulation
•  increased fibrosis
•  soft tissues very dry

o  NO extractions without consultation

o  wait 6-9 months before dentures 

o  thick secretions
•  change in mucous:serous ratio
•  increased gag
•  difficulty wearing dentures
o  H20 with/between meals

o  chronic Candidiasis 

o Trismus
•  2° to fibrosis of muscles/ligaments
•  exacerbated by pre-XRT trauma (ie. Sx)
•  impaired nutrition if severe
•  very limited access for dental treatment
•  restorations
•  cleaning
•  inability to make/wear dentures 

o  Edema
•  due to decreased lymphatic drainage from fibrosis
•  not usually a functional problem but cosmetic
Complications

Within 6 months of radiotherapy
•  potential for healing better
Greater than 6 months post- radiotherapy
•  potential for healing worse
•  length of time is NOT self-limiting
•  Soft tissue necrosis   2° to trauma  2° to ischemia
•  Areas most susceptible:  hard/soft palate,  FOM, ventral surface of tongue and mucosa overlying internal oblique ridge 

Treatment  ***REFER***
Osteoradjonecrosis

Defn; "necrosis of bone following radiation"
•  hypoxic injury
•  devitalized bone will often not be painful!
•  patient may not be aware of it  - LOOK!
•  radiographic changes may/may not be present
•  CLD often a problem, source of trauma
Problems

•  superinfection with bacteria/fungus
•  sharp spicules will traumatize other soft tissues - more problems
•  can be progressive, potential "en bloc" resection
Treatment ***REFER***
Dental Maintenance Post-Radiotherapy
Frequent recalls
o  every 3-4 months
o  include edentulous patients
o  oral cancer exam - high risk
•  Maintain dentition
•  ? active disease, recurrence
•  medical prognosis
•  risk of no treatment
Requires patience and extra time
•  increased "gag "
•  difficulty swallowing, suction well/frequently
•  possible problems with aspiration
•  some patients will have tracheostomy
Summary
•  Squamous cell carcinoma (head & neck) represents 4% of new cases
•  Average age of population increasing
•  Average practice will see these patients
•  Long-term follow-up necessary
•  Medical/dental management of these patients is complicated and requires a team approach
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