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abstrakt
Vysoká prevalencia malígnych nádorov sa stala medicínskym 
a sociálnym problémom v mnohých krajinách sveta. Prevencia, 
včasná diagnostika, ich liečba, paliatívna starostlivosť a kom-
plexná rehabilitácia pacienta je mimoriadne dôležitá. Úloha 
zubného lekára ako špecialistu v komplexnej starostlivosti 
o onkologického pacienta sa však často nedoceňuje. Pritom 
incidencia orálnej mukozitídy dosahuje až 85,0%. Problémom 
je aj infikovaná osteorádionekróza čeľustí po ožiarení alebo 
chemo-rádioterapii malígnych nádorov lokalizovaných v ana-
tomickej oblasti hlavy a krku. Takýto pacienti potrebujú 
špeciálne programy vyšetrenia chrupu a rehabilitácie ústnej 
dutiny, aby sa zabránilo vzniku infikovanej osteorádionekrózy 
čeľustí. Rizikové faktory pre vznik infikovanej osteorá-
dionekrózy: vyššia dávka žiarenia, hyperfrakcionácia 
ožarovania, stupeň invazivity chirurgického výkonu, zvlášť 
segmentálna resekcia mandibuly, extrakcia zuba po rádiotera-
pii, chronický zubný kaz, marginálna parodontitída, apikálna 
periodontitída, iritácia sliznice snímateľnými alebo fixnými 
zubnými náhradami, sekundárne operácie pri recidíve nádoru, 
fajčenie a konzumácia alkoholu. Zubnolekárska starostlivosť 
a liečba potrebujú špeciálne prístupy a protokoly zahŕňajúce 
kompletnú diagnostiku, urgentnú sanáciu ústnej dutiny a oso-
bitné opatrenia na prevenciu sekundárnych lézií v ústach, 
ktoré vznikajú ako odpoveď na komplexnú protinádorovú 
liečbu (obr. 3, lit. 56). Text v PDF www.lekarsky.herba.sk.

KĽÚČOVÉ SLOVÁ: karcinóm ústnej dutiny, chemo-rádiotera-
pia, sekundárne lézie, prevencia, liečba.
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abstract
A high prevalence of malignant tumors in the world has 
become a medical and social problem in many countries. 
Prevention, timely diagnosis, treatment of tumors, palliative 
care and comprehensive rehabilitation of the patient are 
extremely important. The role of dental specialist in the 
comprehensive care of an oncological patient is frequently 
not perceived. The incidence of oral mucositis reaches 85.0% 
among patients. The infected osteoradionecrosis of jaws is 
also a problem after irradiation or chemo-radiotherapy for 
malignant neoplasms localized in head and neck anatomical 
region. Such patients need special programs of dental exami-
nation and rehabilitation in order to prevent the development 
of the infected osteoradionecrosis. Risk factors for the infect-
ed osteoradionecrosis occurrence: increase of the radiation 
dose, hyperfractionation of the irradiation, level of surgery 
invasion, especially segmental mandible resection, tooth ex-
traction after radiotherapy, chronic dental caries, marginal 
periodontitis, apical periodontitis, mucosa   irritation by re-
movable or non-removable dentures, secondary surgery after 
tumor recurrence, tobacco smoking and alcohol consump-
tion. The dental care and treatment need special approaches 
and protocols including full diagnostics, urgent sanitation of 
the oral cavity and special procedures for prevention of sec-
ondary lesions in the oral cavity as a response to the complex 
antitumor therapy (Fig. 3, Ref. 56). Text in PDF www.lekarsky.
herba.sk.

KEY WORDS: oral cancer, chemo-radiotherapy, secondary le-
sions, prevention, treatment.
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Introduction
According to the reports of health services in 

a number of countries there is evidence of a consisten-
tly high prevalence of malignant tumors in the popula-
tion, and this situation transforms cancer and other non-
-benign neoplasm as one of the most pressing issues of 

health and social well-being. According to the WHO 
data in the general structure of mortality cancer is in 
the second place after diseases of the circulatory sys-
tem. In modern conditions issues of prevention, timely 
diagnosis, treatment of tumors, palliative care, compre-
hensive rehabilitation of the patient and ensuring the 
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appropriate level quality of life are extremely important. 
The role of dental specialist in the comprehensive reha-
bilitation of an oncological patient is not perceived by 
many specialists unequivocally (4,20,52,54).

The incidence of cancer in the world is high and its 
trends are disappointing - annually more than 10 million 
new cases are detected in the world. In the structure 
of mortality of the population of the „first world“ ma-
lignant neoplasms occupy the third place. A mortality 
caused by them reaches 13.0%, there is a negative 
trend in their spread. According to public health ex-
perts, the number of patients living with malignant ne-
oplasms may reach up to 1.4% of the population in 
many countries (18,19,21,51,52).

Thus, actuality of a special program of oral cavity 
sanitation and dental rehabilitation is high, and mostly, 
dental specialists of general practice have  insufficient 
knowledge and practical experience about special ap-
proaches of treatment the patients with oral cancer. 

The problem of oral mucosa lesions in the com-
plex treatment of malignant tumors

According to the European Society of Medical 
Oncology, the incidence of oral mucositis of the 3rd-
-4th degree according to the WHO scale reaches 85.0% 
among patients who receive chemotherapy (CHT) and 
radiotherapy (RT) in the head and neck area, weak de-
gree of mucositis are present among almost every pa-
tient obtaining the anti-neoplasm complex treatment 
(3,5,9,12,17,37).

Nowadays, association of the CHT and the RT has 
become a standard treatment approach for the head 
and neck cancer. And in cases of the head and neck 
tumor localization secondary oral lesions tend to be 
more severe and complex. Due to a lot of reports oral 
mucositis is the main side effect of complex antitumor 
therapy. Severity of the oral mucositis depends on loca-
lization of tumor and number of the CHT and the RT 
sessions. The oral mucositis, as a severe inflammatory 
reaction, is not a separate pathology. In most cases this 
is a sign of generalized lesions of the gastrointestinal 
tract, but usually pathological changes of the entire oral 
mucosa are the brightest and most visible problem 
(1,6,11,16,45). Generally, the oral mucositis combined 
with intense oral pain, need for special nutrition, incre-
ase of needs of additional oral cavity treatment and 
possible interruption of main complex antitumor curati-
ve scheme. Dramatically, but the oral mucositis is com-
bined with a risk of unsuccessful cancer treatment (Fig. 
1).

These unpleasant side effects may influence the sur-
vival rate for the patient and affect the economic sphe-
re of specialized antitumor treatment. Contemporary 
theories of oral mucositis pathogenesis include direct 
and indirect effect of antitumor chemical agents, ioni-
zing radiation, genetic factor, presence of local infec-
tion, poor oral hygiene and local irritation, caused by 
different agents (low-quality dentures, tobacco smoking, 
alcohol etc.). Local reactions in mucosa of all parts of 
the gastrointestinal tract include inflammation, partially 

autoaggressive cytokine-controlled hard secondary reac-
tions with presence of high amount of free radicals. 
Cascade character of mucositis development does not 
allow to terminate it totally, but we are able to make 
some modulation on different stages and pathogeneti-
cal chains (15,24,27,29,31,47). 

Figure 1. Patient, 72 years old woman, dG: radiomucositis after 
raT for carcinoma in situ of the tongue. She underwent irradiation 
for CIS of the tongue margin on the right side. After seven days of the 
external radiotherapy a severe degree mucositis developed. The RAT 
had to be interrupted for one week and finished with diminished total 
dosis.    

 

 

 

 

 

 

 

Figure 1. Patient, 72 years old woman, DG: Radiomucositis after RAT for carcinoma in situ of 
the tongue. She underwent irradiation for CIS of the tongue margin on the right side. After 
seven days of the external radiotherapy a severe degree mucositis developed. The RAT had to 
be interrupted for one week and finished with diminished total dosis.     

 These unpleasant side effects may influence the survival rate for the patient and affect the 

economic sphere of specialized antitumor treatment. Contemporary theories of oral mucositis 

pathogenesis include direct and indirect effect of antitumor chemical agents, ionizing radiation, 

genetic factor, presence of local infection, poor oral hygiene and local irritation, caused by different 

agents (low-quality dentures, tobacco smoking, alcohol etc.). Local reactions in mucosa of all parts 
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secondary reactions with presence of high amount of free radicals. Cascade character of mucositis 
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different stages and pathogenetical chains (15,24,27,29,31,47).  

Thus, local and general side reactions on special complex anti-tumor therapy are not closed 

problems for both general oncology and dentistry. The oral mucositis and radiomucositis are wide 

spread diseases, which may decrease the efficiency of antitumor therapy and affect the life quality of 

the patient. Nowadays, we have no adopted and approved protocols of prevention and special 

treatment.    

Osteoradionecrosis in maxillofacial area is an undesirable side effect of complex 
antitumor therapy 

In modern oncology the infected osteoradionecrosis is still a major problem after the RT or 

chemo-radiotherapy for neoplasms localized in the head and neck anatomical region. Disruption of 

the chewing and swallowing functions among the patients causes hard discomfort and occurrence of 

osteoradionecrosis lead to elongation of rehabilitation period and decrease of life quality. During the 

Thus, local and general side reactions on special 
complex anti-tumor therapy are not closed problems for 
both general oncology and dentistry. The oral mucositis 
and radiomucositis are wide spread diseases, which 
may decrease the efficiency of antitumor therapy and 
affect the life quality of the patient. Nowadays, we have 
no adopted and approved protocols of prevention and 
special treatment.   

osteoradionecrosis in maxillofacial area  
is an undesirable side effect  

of complex antitumor therapy
In modern oncology the infected osteoradionecrosis 

is still a major problem after the RT or chemo-radiothe-
rapy for neoplasms localized in the head and neck ana-
tomical region. Disruption of the chewing and swal-
lowing functions among the patients causes hard 
discomfort and occurrence of osteoradionecrosis lead 
to elongation of rehabilitation period and decrease of 
life quality. During the previous 30-50 years we can find 
enough huge amount of publication and online sources 
dedicated to infected osteoradionecrosis as a potential 
side effect of complex chemo-radiotherapy and separa-
ted radiotherapy. In etiology of that side effects we can 
find different levels of surgical methods of treatment, 
dosage and fractions of the RT together with the CHT 
and patient`s dental status and health of oral cavity, 
whose are regarded significant (38,46). More than 20 
years ago, in part of radiotherapeutical oncological cli-
nics and in departments of head and neck tumors of 
oncological medical centers the special programs of 
additional control and dental examination and rehabili-
tation in order to prevent of the development the in-
fected osteoradionecrosis among the patients had been 
started. The main principles of above-mentioned 
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programs are the next: all patients referred to irradiation 
protocols must be preliminary examined by a dentist 
(stomatologist) or an oral and maxillofacial surgeon, and 
some additional diagnostic measures, special procedu-
res and rehabilitation may be performed due to the in-
dications. In fact, combined chemo-radiotherapy or RT 
alone start for those patients after approval of the oral 
and maxillofacial surgeon. And during the chemo-ra-
diotherapy/RT alone the patients are regularly observed 
by radiooncologist, oral and maxillofacial surgeon. Such 
control (with a lower frequency) must be performed 
also after the period of active complex treatment 
(33,46,56). 

Risks of the infected osteoradionecrosis develop-
ment. Nowadays, in professional literature sources we 
may find enough lot of information about risk-factors 
infected osteoradionecrosis occurrence: increase of the 
radiation dose, hyperfractionation of the irradiation, 
level of surgery invasion, segmental mandible resection, 
tooth extraction after radiotherapy, tumor, chronic den-
tal caries, marginal periodontitis, apical periodontitis, 
mucosa   irritation by removable or non-removable den-
tures, secondary surgery after tumor recurrence, tobac-
co smoking and alcohol consumption (32,48). The in-
fected osteoradionecrosis of the jaws appears be very 
hard and dangerous complication of special complex 
anti-neoplastic treatment. It cannot be controlled totally, 
but we can consider the list of risk-factors and predic-
tors for its development (50). Role of a dentist prior 
sanitation of oral cavity is crucial in prevention of the 
infected osteoradionecrosis in maxillofacial area.

co-morbidity of oral lesions among  
the oncological patients

Generally, diseases and lesions of the oral mucosa 
mostly manifest existing general somatic pathology, 
they are reflection of the general condition of the body 
and health status. According to results various authors, 
the prevalence of diseases of the oral mucosa in the 
population ranges from 3.0-5.0% to 8.0-20.0% (53).  
Clinical examination of patients (more than 500 cases) 
with malignant neoplasms of different localization 
showed some disruption in health level of the oral ca-
vity. Thus, caries intensity (caries/filled/ extracted) was 
18.23±1.51, hyperplasia of the filiform papillae of the 
tongue occurred in 52.2% of cases, atrophy of the pa-
pillae of the tongue 2.7%, „geographical tongue“ 
(desquamative glossitis) 30.2%, candidiasis 19.1%, her-
petic lesions 5.4% (22,49).

Results presented by Kostenko et al. (2020) showed 
that the average caries intensity (caries/filled/extracted) 
among patients with malignant neoplasms of different 
localizations was 13.7 ± 1.0, the Green Vermilion index 
(OHI-S-index)- 2.2 ± 0.3, the index inflammation of the 
marginal periodontium (Parma test/PMA) 41.4 ± 9.8% 
(25). In the cohort 76.2% of patients had metal artificial 
crowns or other dental prostheses installed in the oral 
cavity. Further, 56.9% of patients had retained roots of 
severely damaged teeth, 13.1% needed emergency den-

tal care (analgesia or treatment of exacerbation of chro-
nic odontogenic and periodontal infection). In general, 
patients visited the dentist 0.8 ± 0.4 times during the 
previous year. Rehabilitation of the oral cavity before 
admission to the hospital was not performed. Only 
9.3% of patients used additional devices for personal 
hygiene of the oral cavity (53).

Thus, stomatological co-morbidity among patients 
with malignant tumors is very high. It determined by 
prior lack of dental health and low level of oral hygiene 
skills, and also, by side effects of surgical procedures 
and combined chemo-radiotherapy. This fact works as 
rationale for developing of special dental protocols for 
the patients with oral cancer.  

dental interventions  
and complex antitumor treatment

Nowadays, after the 2-3 decades of clinical obser-
vation of the patients with oral cancer revealed that the 
role of the dental specialist (i.e. doctors and hygienists) 
in the care of a patient before, during, and after the 
course of complex anti-tumor therapy is the crucial. 
Before beginning of complex antineoplastic therapy bet-
ter to provide for dental specialist the whole complete 
information about patient’s general health status, patho-
logical changes and character of planned treatment 
(chemical agents, doses, radiotherapy cancer-modula-
tors etc.). During the dental status diagnostic, a number 
of x-ray studies must be performed to obtain the infor-
mation about possible periapical changes, defects of 
present dental restorations and bone lesions. After the 
clinical evaluation (for dental, endodontic and period-
ontal status) and analysis of the whole accessible infor-
mation the dental specialist may provide the correct 
prognosis of oral cavity changes during the special 
complex antitumor therapy and to plan a correct spe-
cial intervention in the due time. It is critical to recogni-
ze the potentially malignant signs for future complex 
treatment plan in order of prevention of unwanted side 
effects of the main treatment (25).

Xerostomia prognosis. Due to high presence of xe-
rostomia and hyposalivation among patients on com-
plex anti-neoplastic therapy it is better to perform spe-
cial diagnostic (e.g. quantitative sialometry) which will 
help to evaluate the signs of salivary gland hypo-
functions and to predict the potential dry mouth prob-
lems. Also, that findings may help to improve the spe-
cial diet for the patient (47).

Odontogenic infections prognosis. Except the low 
frequency of odontogenic infection cases in clinical 
practice, secondary depression of immunity among the 
patients who receive antitumor treatment may cause 
a bacteremia and all sources of oral infection have 
a potential risk of generalized spreading. That means 
that chronical marginal and apical periodontitis, poor 
oral hygiene, primary and secondary dental caries, in-
sufficient dental fillings may act as predictors of future 
problems. Modern approaches of complex antitumor 
therapy recommend creating an individual stomatologi-
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cal treatment plan before complex antineoplastic thera-
py starting due to a short period of preparing the pa-
tient to main treatment. Also, dental specialist has to 
prepare for patient the personal plan of oral cavity care 
and hygiene maintaining together with curative proced-
ures for period of active antitumor complex treatment 
and after its finishing. General dental sanitation proced-
ures must be performed prior to main treatment, and 
they should be done in maximally careful mood. The 
problem of improper dentures has to be resolved. Tartar 
removal, enamel fluoridation and chlorhexidine bi-glu-
conate rinses are strongly recommended. This chemical 
substance in concentration 0.05-0.12% water solutions 
is effective against lot strains of bacteria and fungi, also 
it is able to decrease gum bleeding and dental plaque 
accumulation. Endodontic procedures must be perfor-
med carefully and optionally only due to the clinical 
situation and level of oral hygiene. All endodontic pro-
cedures must be finished up to 7 days prior to antitu-
mor treatment. In cases of acute periapical infections 
and for tooth with unclear and questionable curative 
prognosis extraction of the tooth is preferred. Teeth re-
moval must be performed at least 2-3 weeks before 
beginning of complex anti-tumor treatment. These pro-
cedures have to be followed by primary wound closure 
and sutures placing, without alveolar socket preserva-
tion or hemostatic materials placing. In the cases of 
thrombocytopenia (less 40 x 1012/L) and decrease of 
neutrophil granulocytes level (less 2 x 109/L) platelet 
transfusion and antibiotic administration must be provi-
ded. Non-invasive dental and oral procedures should be 
performed at least 2 weeks and highly invasive manipu-
lations – 4-6 weeks before active antitumor treatment. 
Patients with bisphosphonates therapy need more care-
ful and atraumatic teeth extraction due to a higher risk 
of spontaneous osteonecrosis. Anyway, oral hygiene 
should be saved on high level during the whole period 
of active treatment and rehabilitation. Some patient 
may need special ultra-soft toothbrushes and other ad-
ditional devices. Also, the patient has to avoid a cario-
genic food (4,8,42).

Special dental rehabilitation and preventive tre-
atment. Some groups of patients also need the manu-
facturing of special dentures and obturators and perma-
nent or temporary apparatuses to repair the functions 
of speech, mastication, and breathing. During the active 
period of antitumor therapy dental and surgical  
procedures are not recommended, only in the cases of 
urgency.

According to high risk of the secondary lesions and 
side effects of complex antitumor therapy, the treatment 
protocol should include some medications and mea-
sures to stabilize oral cavity status and prevent the com-
plications. They may include usage of chlorhexidine so-
lutions, saline oral irrigations, fluoride toothpastes, ice 
chips applications, benzydamine hydrochloride locally, 
non-steroid antiinflammatory remedies which act as pa-
in-killers (nimesulid, paracetamol, diclophenac, aceclo-
phenac, metamizol). But anyway, it should be to re-

member about increase of their toxicity for patient on 
antineoplastic chemotherapy, and also the main tre-
atment may cause cardiotoxicity, hepatotoxicity, nephro-
toxicity, ototoxicity or gastrointestinal lesions. Sometimes, 
the preventive courses of antibiotics and antifungal 
agents are required due to the high risk of oral and 
general candidiasis development during the CHT (2,23). 

During the period of the chemo-radiotherapy all in-
vasive and traumatic dental manipulations are contrain-
dicated, except the life emergency situations. In cases 
of extremely needs tooth extraction may be performed 
but it must be covered by antibiotics, done with atrau-
matic approach without alveolar socket curettage and 
finished by sutures placing. As side effects after the 
completion of the CHT reside may be disruption of fe-
eding, in a lot of clinical cases the patient can eat and 
drink small frequent meals. This fact has an influence 
on special diet composition – with high calorizing and 
special food preparing (30,35,42).

Complication of the complex antitumor therapy 
may occur during some months after active period of 
treatment. Due to this fact, the patient has to be ob-
served by a dental specialist regularly during the the 
first 3-4 months, tooth extractions and other invasive 
stomatological procedures should be avoided at least 
up to one year after the active cancer treatment. In the 
cases of life-threatening situations that procedures may 
be performed but only with antibacterial coverage (be-
gins from 48 hours before manipulation and lasts till 7 
days and more). Usually, patients are not recommended 
to use removable dentures up to to 1 year after the 
active oncological treatment. Successful dental implan-
tation is possible for patients with lower doses of the 
RT – up to 20 Gr and every case is subject for proper 
planning and decision-making. Inability to use all mo-
dern technologies of stomatological treatment may also 
affect the life quality of patients (8,41).

Quantity of re-examination of patients by dental 
specialist is appointed on the level one per month du-
ring the first three months and one per three months 
later during first year, and later – two times annually. 
The special dental management before, during and 
after chemotherapy is obligatory procedure for patients 
on antitumor therapy as it associated with a range of 
side effects, and nowadays, we cannot avoid these ef-
fects. The oral cavity is a usual site side effects combi-
ning with discomfort and pain statuses, and it engraves 
the contribution of dental specialist in general rehabili-
tation of the patient.  

Thus, performing of invasive and non-invasive den-
tal procedures for patients with oral cancer during and 
after special treatment – additional risk for patient and 
sometimes, determined by hard and acute pathology. 
Generally, all procedures have to be cancelled or de-
layed. In modern period the oncology and dentistry 
have an acute need to clearly define the zones, periods 
and complexity of possible dental treatment for above-
mentioned clinical cases.
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Usage of dentures and osteoradionecrosis  
Problem of prediction of osteoradionecrosis among 

patients on special antitumor complex therapy and 
wear non-removable, partially removable and total re-
movable dentures is still unclear and opened (Fig. 2).

Figure 2. Patient, 73 years old man, dG: Infected osteoradionecro-
sis of lower jaw on the left side. He underwent multiple extractions 
in the mandible and chemo-radiotherapy for squamous cell carcinoma 
of the tongue. He had fabricated a lower total denture after one year. 
Despite of pains in the lower jaw the patient did not attend his dentist. 
The figure 2 shows the situation at dental visit realized two years from 
end of the cancer treatment.   
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Figure 2. Patient, 73 years old man, DG: Infected osteoradionecrosis of lower jaw on the left 
side. He underwent multiple extractions in the mandible and chemo-radiotherapy for 
squamous cell carcinoma of the tongue. He had fabricated a lower total denture after one year. 

 In world specialized professional literature we can 
find an information about less amount of complications 
in maxillofacial area among totally edentulous persons. 
The main idea of authors is that presence of untreated 
caries and performed endodontic therapy may hide 
chronical odontogenic infection which may arise during 
the temporary immunosuppression caused by chemo-
-radiotherapy. Additional factors of complication – bad 
quality of dentures and chronical irritation of oral mu-
cosa and alveolar bone by basis and sharpen margins 
of dentures. Performed analysis in different available 
sources shows that osteoradionecrosis may not be as-
sociated with denture use, especially well fitted dentu-
res which do not cause trauma. No evident information 
about such correlations has been found.  However, very 
little evidence exists about risk of secondary chemo-ra-
diotherapy complications for patients who begin to 
wear dentures early after finishing of main antitumor 
therapy, nowadays, this problem and statement are qu-
estionable (40,50). 

According to Semin (2011), in the etiology of the 
development of pathological changes in the oral cavity 
there are three of the main groups of factors: 1. Status 
and metabolic products in dental plaque and dental 
plaque; 2. Factors of the oral cavity that can enhance 
or weaken the pathogenic potential of microorganisms 
and their metabolic products; 3. General factors regu-
lating the metabolism of the tissues of the oral cavity, 
on which the response to pathogenic influences de-
pends (44). 

At the same time, the RT leads to damage to blood 
vessels and microcirculatory disorders, as a result of 

which dystrophic changes in the periodontal tissues 
occur. The microflora of the oral cavity works against 
the background of a reduced barrier function of the 
periodontium which causes an inflammatory process, 
that, in the presence of primary dystrophy, contributes 
to the progression of destructive changes in the period-
ontal tissues and bone structures (fig.3) (44).

Figure 3. Patient, 62 years old woman, dG: odontoradionecrosis 
of residual frontal teeth in the lower jaw.  She was treated for squa-
mous cell carcinoma of floor of the mouth on the left side.  After sur-
gery (intraoral resection, neck dissection) and external radiotherapy 
odontoradionecrosis of the residual frontal teeth developed there  
10 months after irradiation. The incisors required additional endodon-
tics and conservative treatment.

Despite of pains in the lower jaw the patient did not attend his dentist. The figure 2 shows the 
situation at dental visit realized two years from end of the cancer treatment.    
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an inflammatory process, that, in the presence of primary dystrophy, contributes to the progression 

of destructive changes in the periodontal tissues and bone structures (fig.3) (44). 

 

 
 
 
 
 
 
 

Thus, usage of removable and non-removable den-
tures for patients during special antitumor therapy – is 
not clear question at all. Modern prosthetic dentistry 
has to define the conditions and terms of modern den-
tures usage. 

conclusions
Reviewing analysis of the specialized literature on 

the peculiarities of dental treatment among patients du-
ring the stages of complex antitumor treatment perfor-
med by principles of an information search in depth of 
5-10 years (depending on the type of information sour-
ce) showed that currently malignant tumors of different 
localization and oncohematological diseases are an ur-
gent and complex problem for the practical health care 
in all the world. Also, this direction has a prominent 
medical and social aspect, the oral lesions in the can-
cers cause disability of a significant number of members 
of the society, and high percentage of affected patients 
are of economically active segments of the population. 
World statistics show an increase in the incidence of 
tumors of orofacial localization and hemoblastoses, and 
in the overall structure of the incidence, such indicators 
exceed the growth rate of tumors in other localizations. 
The vast majority of patients with malignant tumors of 
the head and neck belong to the age group of 30-59 
years. Despite the simplicity and availability of visual 
diagnosis of tumors of this location, they are diagnosed 
correctly enough late – up to 75.00% of patients at the 
stage of referral to a specialized health care institution 
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already have a severe stage III-IV of the disease 
(9,37,55).

High aggressiveness of modern methods of antitu-
mor treatment leads to the development of a wide 
range of local and general complications and side ef-
fects. Regarding the frequency of local complications of 
specialized treatment in the oral cavity, such as infec-
tious, hemorrhagic, destructive, ulcerative and necrotic 
changes of mucous membranes (mucositis), it reaches 
almost 100.00%. Therefore, the urgent problem of sto-
matology is the prevention and treatment of mucositis 
and radiomucositis of oral mucosa. The attitude to the 
problem and the formation of treatment tactics for 
which are far from unambiguous. Such medical and 
diagnostic technologies require the use of expensive 
equipment and long-term training of medical and para-
-medical personnel (10,26). In addition, the presence of 
untreated periodontal diseases, lack of proper oral hy-
giene care skills among patients, some bad habits con-
tribute to the development of mucositis, osteomyelitis 
of the jaws during the CHT and RT and afterwards. 
Accordingly, modern practical health care and oncolo-
gical care needs a scientific substantiation of the oral 
rehabilitation of the oncological patient and the impro-
vement of algorithms for its implementation (7).

Organization of specialized dental blocks at all on-
cological departments and specialized hospitals staffed 
not only by a qualified dentist who knows the specifics 
of changes in the oral cavity during the chemo-radiothe-
rapy, but also by a specialist in the prosthetic dentistry 
who should participate in planning of the main tre-
atment and develop measures for the rehabilitation of 
patients, will help improve quality of life of the affected 
patients (13, 39).*
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