IMMUNOCOMPROMISED PATIENTS

Radiation Therapy Patients - When oncology patients undergo radiation therapy and the beam of radiation passes through the jaws and/or oral structures, the patient will be subjected to a number of possible sequelae ranging from mucositis to osteoradionecrosis.

Prior to radiation therapy, a patient should have all teeth that are non-restorable or potential problems over the next year (years) removed and all other teeth restored to optimum health. Ideally extractions should be undertaken two weeks prior to the commencement of the radiation therapy to allow adequate time for healing.

The main dental problems following radiation therapy include xerostomia, mucositis, taste alterations, secondary infections (especially fungal), radiation caries and osteoradionecrosis. We must also be aware of trauma from prosthetic appliances in the early months following the radiation therapy. Even minor irritations can result in potentially lethal complications.

The management of the oral problem secondary to radiation therapy include palliative mouth rinses, topical steroids, synthetic saliva preparations, topical fluorides and meticulous oral hygiene. Some practitioners advocate vitamin replacement therapy with zinc containing vitamins to help with taste alterations, but the efficacy of this management is questionable. Secondary infections are handled by treatment of the responsible organisms.

Cancer Chemotherapy Patients - As with radiation therapy patients, cancer chemotherapy patients should have all sources of dental infection evaluated and, if possible, managed prior to the commencement of therapy. Good oral hygiene must be emphasized since a major side effect of a number of the oncology medications is Stomatitis. Therefore, all potential sources of infection should be eliminated prior to chemotherapy, including removing mobile primary teeth in children. During chemotherapy, the practitioner should consider antibiotic prophylaxis for certain procedures (especially invasive procedures) when the granular cell count of the patient is below 2000/mm3, and platelet replacement-therapy for invasive dental procedures (especially extractions) when the platelet count is below 40,OOO/mm3.

In the young leukemic patients with chronic fungal infections, it is imperative to remember that the topical antifungals have a high sugar content which places these patients at high risk for rampant caries. Therefore, fluoride replacement therapy must be considered and these patients kept on frequent recall. Additionally, all cancer chemotherapy patients with any evidence of gingivitis should be placed on the anti-plaque mouthwash, chlorhexadine gluconate 0.12%.

Burning Mouth Syndrome - This is one of the most perplexing conditions that one encounters in our patient populations, especially since the majority of these patients have no clinically evident lesions. There are a number of conditions that may cause a burning oral mucosa and they may include some of the following: I) xerostomia (especially to medications), 2) anemias, 3) nutritional deficiency, 4) hormone imbalance (especially post-menopausal females and women with deficient estrogen), 5) diabetes mellitus, 6) trauma/factitial, 7) oral infections (especially fungal), 8) geographic tongue and 9) psychogenic. It is hard to rule out psychogenic factors and I find evidence of this in a number of patients that I have treated with burning mouth syndrome.

This condition is most prominent in middle aged females and is uncommon before age 40. Any oral mucosal region may be affected but the anterior tongue is the most frequent site. The oral mucosa
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This condition is most prominent in middle aged females and is uncommon before age 40. Any oral mucosal region may be affected but the anterior tongue is the most frequent site. The oral mucosa in most instances appears normal.

Workups depend on the clinical history and include cultures, smears, blood tests, vitamin level tests, biopsies, etc. Diagnosis is based on the results of the various workups using exclusion of all other possible conditions. Treatment depends on the findings and includes, in some cases, psychological evaluation.

Oral Lesions of HIV/AIDS - A thorough knowledge of the disease characteristics and oral manifestations of AIDS is mandatory for all dental health care providers. The initial manifestations of AIDS frequently appear in the oral cavity and, therefore, a dentist must be cognizant and observant for oral signs of this disease.

The oral lesions that are classically report in  patients are as follows:

1) Kaposi's Sarcoma, 

2) Hairy leukoplakia, 3) periodontal disease related (Homo)HIV virus, 4) aphthous ulcers that last a long time, 5) Herpes simplex virus} 6) Herpes zoster virus, 7) human Papilloma virus lesions, 8) Candidiasis.  9) non-Hodgkin's lymphoma. There are other lesions that have been reported, but the majority of the presenting lesions are in the above list. Oral lesions that are diagnostic for AIDS are: 1) a herpes infection lasting longer than one month, 2) esophageal Candidiasis, 3) Kaposi's Sarcoma, 4) Histoplasmosis in an HIV positive patient and 5) non-Hodgkin’s lymphoma in an HIV positive patient.

Early diagnosis of oral complications will give the patient the best chance for early treatment and possible remission.

