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Objectives

• Educate and dentally prepare patients who are going to 
undergo head and neck radiation

• Educate and dentally prepare patients who are going to 
be undergoing high-dose chemotherapy 

• Educate and dentally prepare patients who are going to 
be treated with high-dose anti-resorptive therapy 

• Identify patients at risk of dental complications from 
their cancer therapy 

• Understand how to safely treat patients with 
hematologic malignancies and when not to treat
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Case-based lecture

• First we will go over the more complex 
patients (only 5/9 Ontario head and neck 
sites have dental oncology, even fewer 
do hematologic transplants)

• Then the patients you may more 
commonly be seeing in your clinic

• And then a few I think you should refer
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Objectives

• Educate and dentally prepare patients who are going to 
undergo head and neck radiation

• Educate and dentally prepare patients who are going to 
be undergoing high-dose chemotherapy (autologous 
and allogenic transplants)

• Educate and dentally prepare patients who are going to 
be treated with high-dose anti-resorptive therapy 

• Identify patients at risk of dental complications from 
their cancer therapy 

• Understand how to safely treat patients with 
hematologic malignancies and when not to treat
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Pre-Head and Neck Radiation

• Objectives of dental assessment:
• Eliminate active sources of infection (if a 

patient swells up, it can delay radiation 
which makes it less effective)

• Extract hopeless and questionable teeth 
within the radiation field (harder than you 
think) to prevent osteoradionecrosis 

• Prevent xerostomic caries
• Treat anything you think is likely to be a 

problem in the next 6 months
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Pre-Head and Neck Radiation

• Steps to follow:
1. Take a good medical history, don’t be 

surprised if patient does not know all the 
details about their cancer

2. Take a Panorex, supplement with 
bitewings and periapicals as needed

3. Complete dental exam with periodontal 
probing

4. Take impressions for Fluoride trays
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Fl trays

• Request thick mouthguard-like material from 
lab

• Have lab remove teeth planned for extraction

• ODA code 12601 and 12602
• Rx: 
• Sodium Fluoride Neutragel 1.1%

• Disp: 1 bottle (450ml)
• Sig: Apply thin film to trays, apply to clean teeth x 5 

mins, expectorate excess, do not rinse, drink or eat 
for 30 mins-1hour
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Extractions

• Within radiation fields, most guidelines 
recommend the extraction of:
• Hopeless and questionable teeth
• Periodontal pockets >5mm

• Mobility M2 or greater
• Non-restorable teeth

• And a lot of other situations learned from 
experience (wisdom teeth within fields, teeth 
whereby trismus will limit cleaning, teeth biting into 
reconstruction flaps, heavily restored teeth in 
patients with poor compliance, teeth within 
tumours)
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Pre-Head and Neck Radiation

• Things to consider
• Location and stage of cancer
• Radiation intent (curative vs palliative)
• Prognosis/life span of patient
• Timing to starting radiation (lots of 

variability in what radiation oncologist are 
comfortable with)

• Has CT SIM/mask fit already been 
performed
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Mask Fit

• Very tight (patient will 
have honeycomb 
pattern on their face)
• Fit can be compromised 

by changes in bite 
(extracting all teeth) or 
anterior teeth if bite 
spacer used
• Swelling can impact fit
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Case 1

Dx: 39 yo female with carcinoma of the nasal 
cavity T2N1, otherwise healthy
Tx: Rhinectomy and R neck dissection July 22, 
2019, now planned for post-operative radiation 
and chemo
Due to start radiation - mask fit done last Tuesday
O/E: Very poor OH with heavy calculus, 
generalized. Difficult to tolerate probing but 7mm 
pockets present around 17, 16, 26, 27, 37, 47. 
Teeth 21, 22 non vital to cold.
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Case 1

Factors to consider:
• Advanced periodontal disease for her age, no 

cleaning in 5 years and has severe trismus since 
her surgery (opening max 20mm)

• Radiation oncologist informs you entire maxilla 
and right neck (ie mandibular posterior teeth) 
will receive 70Gy

• Patient has a good medical prognosis
• Patient has already had mask made using a bite 

spacer – remaking the mask will delay start to 
radiation (CCO guidelines require max 8 week
delay between surgery and radiation)
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Case 2 

Dx: 56 yo female with squamous cell carcinoma of 
the supraglottic larynx (T2N0)
Tx: Chemotherapy and radiation
PMHx: Hypertension 
I/O: Unremarkable exam other than caries 48B
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Case 2

Factors to consider:
• Radiation fields almost never involve the 

mandible when treating laryngeal cancer
• Patients rarely suffer from permanent 

xerostomia unless they have upper neck node 
involvement
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Case 3

Dx: 56 year old male with squamous cell carcinoma of 
the right oral cavity, pT3N0 
Tx: Surgery (5 weeks ago, complete resection of right 
oral cavity with hemiglossectomy, tonsillectomy, 
marginal mandibulectomy, as well as right neck 
dissection, reconstructed with a left radial forearm flap) 
Now planned for post operative radiation (60Gy) in ~2 
weeks, mask planning in two days
I/O: Flap healing well over right alveolus, poor OH 
(patient reports difficulty brushing since surgery), mild 
trismus present; no caries, no deep probings
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Case 3

Factors to consider:
• Cleaning has been difficult since surgery but 

otherwise patient appears to have reasonably well 
maintained dentition

• Planned dose is not extremely high (60Gy)

What else would you want to know:
A) Planned dose to left side
B) Planned dose to all teeth
C) I wish you had taken bitewings
D) A and C
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Case 4

Dx: 79 yo female with T2N3b SCC of the right oral 
tongue

Tx: Partial glossectomy and right neck dissection, now 
planned for post-operative radiation (66Gy) and 
chemotherapy
PMHx: Put on oral bisphosphonates following her surgery

I/O: Partially edentulous: Poor oral hygiene: L cusp 
fracture 24; M2 of 18, 16; M1 of 24. See complete perio
charting, significant bleeding on probing
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Case 4

Factors to consider:

• Older patient with poor performance status post 
surgery

• Wants as minimal treatment as possible

• Need to contact radiation oncologist to determine if 
maxillary teeth will be in fields
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Case 5

59 yo male diagnosed with T3N1 SCC of the left tonsil, 
p16+

Tx: Chemotherapy and radiation
PMHx: NSF

Meds: None
I/O: “Pericoronitis” (Tumor overgrowth) of 38 with 
resultant 9mm pocket on the distal, otherwise excellent 
oral hygiene, no periodontal pockets >3mm, no caries or 
mobility
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Case 5

Factors to consider:

• This patient has a good prognosis long-term
• Pericoronitis is really related to tumor overgrowth

• There is a lot of bone loss around the tooth because of 
the tumor

• Patient is to start radiation in 5 days
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Case 6

Dx : 57 yo male diagnosed with nasal SCC  

Tx: Chemotherapy and radiation 
MHx - NSF

Meds - hydromorphone, ketorolac

Soc.Hx - 40 pack years
CC: “Pain to biting in upper front teeth”

I/O: Caries 17M, 26MO, 27O, 46O, 23B.  Gingiva is 
cyanotic, blunted papillae.  PD in all molar areas and 
around 32 is 5mm. 8mm PD at 15 area.  M2 of 12, 13, 
both sensitive to percussion.
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Case 6

Factors to consider:
• Fields have not been specific in the referral
• Patient appears to neglect their teeth
• Patient was informed they need extractions 

and booked back while trying to get more 
information (there is always a time crunch 
pre-radiation) 

• Patient prefers extractions to endodontics 
(and there is limited time for this anyway)
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Case 7

Dx: 36 yo male with pT1N0M0 R parotid carcinoma 
ex-pleomorphic adenoma
Tx: Surgery almost two months ago, now planned for 
post-operative radiation to start in 3 days, 60Gy
No significant past medical history
I/O: No significant findings
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Case 7

Factors to consider:
• Age of patient
• Excellent prognosis
• Limited time to radiation start
• No radiation planned to neck
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Case 8
Dx: 62 year old male with T2N2C SCC of the R base of tongue, 
p16+
Tx: XRT (66gy/33F) and chemo (2 cycles)
PMHx: Dyslipidema, hypertension, Type II diabetes
Soc Hx: 20 pack year history
I/O: No significant findings, good periodontal health
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Pre-Head and Neck Radiation

• Important education points:
• Xerostomia can be lifelong and requires chronic 

management 
• Typically plateaus around 2 years
• Post-radiation damage to bone and risk of 

osteoradionecrosis is LIFELONG and increases with 
time

• Avoid dental surgery/osteotomy in the future, need 
to pull radiation records 

• Refer to OMFS or dental oncologist if extraction 
require in radiation field
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Pre-Head and Neck Radiation

• Important education points:
• Problems should be addressed when they are small 

and easy to fix
• It is perfectly safe to take radiographs (irrelevant 

when compared to previous radiation dose)
• Not surprising to see progressive periodontal 

disease
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Nasopharyngeal Carcinoma

• 18, 28, 38, 48 always

• 37, 47 often, especially if 

poor dental status
• short mandible

• 17, 27 sometimes

Courtesy of BC Cancer/Dr. Allan Hovan
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Tonsil

• Ipsilateral 18, 48 always

• Ipsilateral 17, 47 sometimes

Courtesy of BC Cancer/Dr. Allan Hovan

30

Base of Tongue

• 38, 48 always

• 37, 47 often

• 36, 46, sometimes

Courtesy of BC Cancer/Dr. Allan Hovan

31

Oral Tongue & Floor of Mouth

• Lower 6, 7, 8 always

• Ipsilateral or bilateral depends:

• Size & site
• Surgery or no

Courtesy of BC Cancer/Dr. Allan Hovan
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Buccal Mucosa

• Ipsilateral lower 6, 7, 8 always

• Ipsilateral upper 6, 7, 8 often

Courtesy of BC Cancer/Dr. Allan Hovan
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If bilateral neck planned:

• 38/48 always

• 37/47 sometimes
• If unilateral neck then just 

one-sided extractions

Courtesy of BC Cancer/Dr. Allan Hovan
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Objectives

• Educate and dentally prepare patients who are going to 
undergo head and neck radiation

• Educate and dentally prepare patients who are going to 
be undergoing high-dose chemotherapy

• Educate and dentally prepare patients who are going to 
be treated with high-dose anti-resorptive therapy 

• Identify patients at risk of dental complications from 
their cancer therapy 

• Understand how to safely treat patients with 
hematologic malignancies and when not to treat
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Pre-High dose chemotherapy

• What is that??
• Objectives of dental assessment:
• Eliminate active and potential sources of 

infection that put patient at risk during 
immunosuppressive period

• Treat anything you think is likely to be a 
problem in the next 6 months

• Caveat for patients with multiple myeloma 
(to be seen during cases)

• Assess for xerostomia
• Assess blood counts

36
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Pre-High dose chemo

• Steps to follow:
1. Take a good medical history, don’t be surprised if 

patient does not know all the details about their 
cancer (don’t forget about weekly, monthly or 
injectable medications)

2. Complete dental exam, including sensitivity to 
percussion and tenderness to palpation

3. Take a Panorex, supplement with bitewings and 
periapicals as needed

4. Check CBC – periodontal exam may not be 
advisable

5. Minor restorative needs can wait
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• Checking counts:
• Patients are likely still undergoing 

chemotherapy when being prepared 
for stem cell transplantation

• Hb ♂ 140-180 ♀120-160 
• WBC 4.0-11.0
• Platelets    150-400
• PMN 2.0-7.5

• Hold off on probing when there is significant 
risk of bleeding or neutropenia

Pre-High dose chemo

38

Pre-Autologous Stem Cell Transplant

• In general, these patients are typically not 
profoundly immunosuppressed

• Risk of infection during transplant period 
(severe immunosuppression) warrants risk 
of treatment

• Consider prophylactic antibiotics if 
neutrophils <1 (but consider the 
procedure and timing of chemo); may 
require platelet transfusion if <50 (or 
refer) 
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• Consider treating:
• Non-vital teeth
• Imperfect endodontically treated teeth that are symptomatic or 

have radiographic evidence of infection
• Teeth with significant mobility and bone loss
• Grossly carious teeth
• Poor oral hygiene (risk for mucositis)

• Options:
• Extractions
• Endodontics (If transfusion required, consider definitive 

treatment)
• IRM/ZOE restorations (ODA code 20111)
• Re-treatment 
• Hygiene

Pre-High dose chemo

40
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Case 1

Dx: 18 yo male with relapsed Hodgkins disease 
(lymphoma) 
Tx: GDP now for ASCT
PMHx: HD treated 2013
CBC: Hg 125, WBC 2.3, Platelets 125, 
Neutrophils 1.2
Collection planned for next week
I/O: Good OH, no caries, small operculum over 
48D
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Case 2

Dx: 54 yo male with multiple myeloma 
Tx: CyBorD x 4 cycles, now Autologous Stem Cell 
Transplant
PMHx: Hypothyroidism, DM2, August 2017 DVT L 
left; Hypercholesterolemia; GERD; history of cleft lip 
and palate repaired in childhood and again for 
aesthetic reasons as a teen
CBC Hb:111 , WBC: 6.2, Plt: 135 , PMN: 3.9 
Current meds: Synthroid, Janumet, Rivaroxaban, 
Acyclovir, Pantoprazole, Rosuvastatin
I/O: Tooth 36 is sensitive to percussion, all other teeth 
are asymptomatic
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Case 2
Wait a minute!!!! 
• Have a HIGH index of suspicion that ALL patient 

with multiple myeloma are on high dose IV 
bisphosphonates 
• FAR more potent than what you are used to 

seeing in private practice and an essential part 
of managing disease

• This patient now recalls being given a “bone 
strengthener” once in the hospital through an IV
• It took 15 minutes (ZOMETA)
• If it took 3 hours it was PAMIDRONATE (Less 

potent)
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Case 2
• Risk of MRONJ increases with duration of 

medication
• Within department, patients have developed 

MRONJ from a single dose of IV bisphosphonate 
prior to extraction

44
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• 65 yo male MM patient referred prior to 
ASCT, Hx of diabetes

• Bisphosphonate naïve at first visit

45

• Extractions completed Sept 29 (right side) 
and Oct 6 (left side) 2015

• Oct 21, 2015 – exposed bone noted – pt
had been given bisphosphonate at 
Trillium between appointments!

• Bone fragment removed Jan 2016
• Restarted 4mo after extraction
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• Post ASCT visit June 2016 and Sept 2016 
all was well

• Skipped a few follow ups, seen again Oct 
2, 2017 after recent admission for what 
sounds like febrile neutropenia

• Complains of longstanding sensation that 
“something was left behind” after 
extractions on the right
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Case 2

Dx: 54 yo male with multiple myeloma 
Tx: CyBorD x 4 cycles, now Autologous Stem Cell 
Transplant
PMHx: Hypothyroidism, DM2, August 2017 DVT L 
left; Hypercholesterolemia; GERD; history of cleft lip 
and palate repaired in childhood and again for 
aesthetic reasons as a teen
CBC Hb:111 , WBC: 6.2, Plt: 135 , PMN: 3.9 
Current meds: Synthroid, Janumet, Rivaroxaban, 
Acyclovir, Pantoprazole, Rosuvastatin
I/O: Tooth 36 is sensitive to percussion, all other teeth 
are asymptomatic
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Case 3

• Dx: 47 yo male with NHL (Stage IV mantle cell 
lymphoma)

• Tx: Chemo (did not achieve full remission), 
now planned for autologous stem cell 
transplantation, no chemo for 1 month, CBC is 
WNL

• PMHx: Non significant

• I/O: Significant recession around implant 11, 
asymptomatic otherwise, 12 is vital
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Case 4
Dx: 48 year old male with Diffuse large B-cell 
lymphoma
Tx: Salvage GDP chemo, now planned for autologous 
stem cell transplant
CBC: Hb-123, WBC-4.2, Plt-242, Neut-2.4
I/O: Grossly carious tooth 47 which tests non-vital to 
cold, questionable restorability; caries 46
CC “I need a root canal and I want my dentist to do it”
Patient recently saw his dentist and refuses all but a 
Panorex
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Case 5

Dx: 48 yo lady with multiple myeloma

Tx: CyBorD now for Autologous Stem Cell Transplant
PMHx of Spinabifida

Medications: Acyclovir, Zometa x 4 doses

CBC: Hg 105, WBC 4.3, Plt 102, Neut 1.9
I/O: Heavy calculus, generalized gingival inflammation, 
mild-moderate recession and bleeding on probing. 
Sensitivity to percussion 37 with M1 mobility. Multiple 
carious teeth. 
Regarding her CBC: OK to proceed with caution, only 
provide antibiotics if procedure warrants it
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Case 5

Factors to consider

• There is definitely risk of MRONJ if we extract teeth
• Patient has periodontal disease and multiple carious 

teeth

• I would classify this as someone at high risk of MRONJ 
in the future

• Right now most important thing is to get patient 
cleared dentally for their transplant which is supposed 
to take place in 3 weeks

52
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Case 6

• 57 yo lady diagnosed with multiple 
myeloma

• Tx: CyBorD now planned for autologous 
stem cell transplant
PMHx: Hypothyroidism

• 6 doses of Zometa thus far
• CBC is normal
• Teeth 14, 15 have recurrent decay 

around PFM crowns
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Case 7

• 56 yo male diagnosed with multiple 
myeloma

• Tx: CyBorD now for autologous stem 
cell transplant. Has had 3 doses of IV 
Pamidronate

• PMHx: NSF. NKDA.
• CBC is normal
• I/O: No caries, good OH, good 

periodontal condition. No 
symptomatic teeth.
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Case 7
C) Monitor – tooth is asymptomatic

Rationale:
• Lesion is shrinking
• Tooth is asymptomatic
• I trust the judgement of my endodontist
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Pre-Autologous Stem Cell Transplant

• Education points:
• Most patients will have blood counts where dental 

care can be performed once they are in remission (a 
few months before transplant)

• MUST check blood counts routinely post-transplant 
until they recover – patents will be profoundly 
immunosuppressed

• Lymphoma treated with ASCT is considered cured
• Myeloma cannot be cured
• Must check blood counts post-transplant if patient is 

not in remission or is on Revlimid
• Monitor for xerostomia

56
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IV-Bisphosphonates

• Education points:
• When considering potent bisphosphonate, even a 

single dose is relevant
• Must balance risk of MRONJ with risk of infection 

during transplant and likelihood of extraction in the 
future when risk will be higher due to duration of 
exposure

• Warn patients about risks of 
surgery/osteotomy/implants

• Avoid implants in these patients
• Peri-implantitis is also a risk factor
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Objectives

• Educate and dentally prepare patients who are going to 
undergo head and neck radiation

• Educate and dentally prepare patients who are going to 
be undergoing high-dose chemotherapy (autologous 
and allogenic transplants)

• Educate and dentally prepare patients who are going to 
be treated with high-dose anti-resorptive therapy 

• Identify patients at risk of dental complications from 
their cancer therapy 

• Understand how to safely treat patients with 
hematologic malignancies and when not to treat
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Pre-Allogenic Bone Marrow Transplant (BMT)

• What is that??
• Objectives of dental assessment:
• Eliminate active and potential sources of 

infection that put patient at risk during 
immunosuppressive period

• Treat anything you think is likely to be a 
problem in the next 6 months

• Assess for xerostomia
• Assess blood counts – rarely normal
• Be careful with these patients
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Pre-BMT

• Steps to follow:
1. Take a good medical history, don’t be surprised if 

patient DOES know many details about their 
cancer and blood counts

2. Complete dental exam, including sensitivity to 
percussion and tenderness to palpation

3. Take a Panorex, supplement with bitewings and 
periapicals as needed

4. Check CBC – periodontal exam may not be 
advisable (cannot be performed about 50% of the 
time)

5. Minor restorative needs can wait

60
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Pre-BMT

• Checking counts:
• Patients are likely still undergoing chemotherapy 

when being prepared for BMT – both chemo 
AND underlying malignancy will impact counts

• Hb ♂ 140-180 ♀120-160 
• WBC 4.0-11.0
• Platelets    150-400
• PMN 2.0-7.5

• Hold off on probing when there is significant 
risk of bleeding or neutropenia
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Pre-BMT

• In general, these patients are profoundly 
immunosuppressed

• Risk of infection during transplant period (severe 
immunosuppression) warrants risk of treatment

• Often will warrant referral to hospital
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Pre-BMT

• Consider prophylactic antibiotics if neutrophils 
<1 (but consider the procedure and timing of 
chemo); may require platelet transfusion if <50 
(or refer) 

• Not the patients where you should be trying to 
avoid antibiotics

• Consider platelet refractoriness syndrome when 
ordering transfusions
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Pre-BMT

• Consider treating:
• Non-vital teeth
• Imperfect endodontically treated teeth that are symptomatic or 

have radiographic evidence of infection
• Teeth with significant mobility and bone loss
• Grossly carious teeth
• Poor oral hygiene (risk for mucositis, but depends on counts)

• Options:
• Extractions
• Endodontics (In these patients I prefer definitive treatment)
• IRM/ZOE restorations (ODA code 20111)
• Re-treatment 
• Hygiene

64
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Case 1

69 year-old female diagnosed with AML
Tx: Total body irradiation, AlloBMT
PMHx: Hep B, Latent TB, HTN
Meds: Amlodipine, Pyroxidine, 
Isoniazid, Lamivudine
CBC Hb 84, Plt 50, WBC 0.6, Neut 0.0
Central line present
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Case 2

• 54 yo female diagnosed with AML 
• Tx: Planned for BMT with sister as donor, 

10/10 match
• PHx: NSF
• CBC: Hg 96, Plt 35, WBC 1.0, Neut 0.1
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Pre-BMT

• Education
• Patients will have low blood counts for a prolonged time post-

BMT, sometimes forever
• Balance risk of bleeding with risk of platelet refractoriness
• Patients will often be on long-term immunosuppression
• There is a significant risk of xerostomia
• There is a risk of oral GVHD (refer to oral pathology)
• There is a life-time increase risk of oral cancer, especially in 

setting of GVHD and/or chronic immunosuppression
• Mortality is around 50% at 2 years
• These are reasonable patients to refer
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Objectives

• Educate and dentally prepare patients who are going to 
undergo head and neck radiation

• Educate and dentally prepare patients who are going to 
be undergoing high-dose chemotherapy (autologous 
and allogenic transplants)

• Educate and dentally prepare patients who are going to 
be treated with high-dose anti-resorptive therapy 

• Identify patients at risk of dental complications from 
their cancer therapy 

• Understand how to safely treat patients with 
hematologic malignancies and when not to treat

68
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Pre-Bisphosphonate/Anti-resorptive

• I mean HIGH DOSE
• Objectives of dental assessment:
• Establish a dentition that the patient can 

reasonably maintain for the rest of their life
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Pre-Bisphosphonate/Anti-resorptive

• Steps to follow:
1. Take a good medical history, don’t be surprised if 

patient does not know all the details about their 
cancer (don’t forget about weekly, monthly or 
injectable medications)

2. Complete dental exam, including sensitivity to 
percussion and tenderness to palpation and full 
periodontal assessment

3. Take a Panorex, supplement with bitewings and 
periapicals as needed

4. Check CBC it patient has started chemo
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Pre-Bisphosphonate/Anti-resorptive

• You seem to have a real thing for taking 
Panoramic x-rays…. Isn’t a simple recall exam 
enough???
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Pre-Bisphosphonate/Anti-resorptive

• Best estimate is that T1/2 of Zometa and 
Pamidronate in the jaws are around 10 
years

• Zometa 67x stronger than Pamidronate

• Zometa about equivalent to Denosumab

• T1/2 of Denosumab is around 6 months

72
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Pre-Bisphosphonate/Anti-resorptive

• Consider treating:
• Non-vital teeth
• Imperfect endodontically treated teeth that are symptomatic or 

have radiographic evidence of infection
• Teeth with significant mobility and bone loss
• Grossly carious teeth
• Poor oral hygiene 

• Options:
• Extractions
• Endodontics 
• Definitive restorations
• Re-treatment 
• Hygiene
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Pre-Bisphosphonate/Anti-resorptive

• When to start medication?
• No good evidence, best suggestion is once extraction site 

epithelializes and is non-erythematous and non-tender, no 
sharp bony prominence
• Medical condition may require starting faster than this

• Suggest avoiding immediate dentures or fixed-
bridges until good healing
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Pre-Bisphosphonate/Anti-resorptive

- Anti-resorptives
- Pamidronate (Bisphosphonate)
- Zoledronic Acid (Bisphosphonate)
- Denosumab (Monoclonal antibody vs RankL)

- Antiangiogenic:
- Sunitinib (TKI - VEGFR, PDGFR, CD117)
- Sorafenib (TKI of VEGFR, PDGFR, Raf kinases)
- Bevacizumab (Monoclonal antibody vs VEGF-A)
- Sirolimus (Mammalian target of rapamycin pathway)

- Xofigo/Radium-223
- When in doubt, look it up (google medication name 

and MRONJ)
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Pre-Chemo 

• Steps to follow:
1. Take a good medical history, don’t be surprised if 

patient does not know all the details about their 
cancer (don’t forget about weekly, monthly or 
injectable medications)

2. Complete dental exam, including sensitivity to 
percussion and tenderness to palpation and full 
periodontal assessment

3. Take a Panorex, supplement with bitewings and 
periapicals as needed

4. Check CBC it patient has already started chemo

76
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Pre-Chemo

• Consider treating:
• Non-vital teeth
• Imperfect endodontically treated teeth that are symptomatic or 

have radiographic evidence of infection
• Teeth with significant mobility and bone loss
• Grossly carious teeth
• Poor oral hygiene (risk for mucositis)

• Options:
• Extractions
• Endodontics 
• Definitive restorations or temporary if deep
• Re-treatment 
• Hygiene
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Case 1

63 yo female diagnosed with cancer of the left breast
Tx: Surgery, now on Letrozole, planned to start Zometa
q6mo (already had 1 dose)
PMHx: NSF. Allergy to IV contrast dye
CC “My family dentist won’t see me”
I/O: Mobility 1 of 28; 17 and 28 sensitive to percussion 
and non-vital (17 history of recurrent infection), 
reasonable oral hygiene

Why did I not mention her blood counts?
A) Letrozole is an aromatase inhibitor 
B) None were available
C) A and B

78

Case 2
58 yo female diagnosed with metastatic breast cancer at 44 
but doing well on Tamoxifen and Actonel for last 14 years
CC “My dentist will not remove my tooth”
Patient wants to extract either 47 or 48 because of open 
contact 
I/O: Significant gingival inflammation between 48 and 47, 
class II furcation of 47 with M1 mobility

Was it reasonable for this patient to be referred 
to a hospital?
A) Of course
B) No – she is on hormone deprivation therapy 

only
C) No – she is at low risk of MRONJ
D) No – but referral to OMFS would be OK
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Case 3
82 yo male diagnosed with metastatic prostate cancer, to start 
on Denosumab
Tx: Surgery, Firmagon (Androgen deprivation), now to start Anti-
resorptive therapy
PMHx: HTN, Dyslipidemia
Medications: Bisoprolol, Rosuvastatin
NKDA
I/O: Partially edentulous with heavily restored but well 
maintained dentition. Generalized recession with mostly 
pockets 4mm or less with minimal BOP (see perio charting). Of 
note: Teeth 21, 22 with 5mm probing interproximally; tooth 38 
with 10mm pocket on B and 8 on DL, M2 mobility; tooth 31 
with M2 mobility; tooth 46 with class II furcation

80
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Case 4

78F diagnosed with urothelial carcinoma with mets to 
pelvis.
Tx: Surgery 6 months ago and chemo - cisplantin, 
gemcitabine (now completed)
MHx - end stage renal disease, hypertensive crisis Aug 22, 
2019
Meds - Senokot, Heparin when pt. receives dialysis 
(tomorrow). 
Allergies - CT contrast and penicillin
CBC Sept 2, 2019: Hb 103 WBC 2.8 Plt 272 Neut 1.4
CC “I need two teeth out on the lower left, my dentist won’t 
do it”
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Pre-Bisphosphonate 

• Education Points
• The risk of MRONJ with surgical dental 

procedures continues even then the 
medication is discontinued (?Denosumab)

• This does not apply to your patients on PO 
bisphosphonates

• Risk po bisphosphonates<<<q6mo IV anti-
resoptives<<Monthly IV anti-resorptives

• Highest risk is in patients who have 
switched between the two (Denosumab and 
IV bisphosphonates)
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Pre-Bisphosphonate 

• Education Points
• Place crowns on endodontically treated 

teeth at risk of fracture
• Periodontal disease is harder to deal with 

than caries (endodontics is always an 
option)

• Yes, there are case reports about rubber dam 
clamps and retraction cords (but I use them 
anyway)
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Pre-Bisphosphonate 

• Education Points
• Do not neglect the periodontal condition
• Frequent recall and hygiene  
• Frequent radiographs to catch problems 

early when they are still easy to fix 
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Pre-Chemo

• Education Points
• Outside of patients with hematologic 

malignancies, once chemo is done, it is 
done

• Check blood counts and proceed 
accordingly

• Communicate with MD or nurse
• History of chemo IS NOT a reason to refer 

to a hospital dental clinic
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Pre-Chemo for Acute Leukemia 

• Steps to follow:
1. Take a good medical history
2. Understand that patient has been diagnosed with 

a life-threatening illness that will be rapidly fatal 
in 6 weeks if not treated

3. Only looking for acute infections
4. Specific radiographs are fine
5. Less than 20% of patients will have normal 

bloodwork, and even then I wouldn’t trust it
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Pre-Chemo for Acute Leukemia

• Consider treating:
• Acute infections

• This is a very reasonable time to refer
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Case 1
Patient seen for dental screening from Rapid Assessment 
Clinic 
Suspected diagnosis AML
Clinical findings suggest odontogenic infection - fistula 
present apical to 22 with active suppuration and swelling 
in vestibule apical to tooth 14
CBC: WBC 0.8, Platelets 21, Neutrophils not yet reported
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Case 1

Teeth 14 and 22 extracted under antibiotic prophylaxis 
with platelet transfusion
Time extraction for midday (gives time for platelet 
transfusion but enough time to deal with bleeding)
Platelets often rise to around 35 range
Use local hemostatic measures
Hold patient until you are satisfied hemostasis as been 
achieved
Be very clear about importance of post-op instructions 
intended to minimize bleeding
Advise patient to present to ER if bleeding restarts 
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Case 2

Patient seen for dental screening from Rapid 
Assessment Clinic 
Suspected diagnosis is AML
PHx: Rotator cuff teat 2011, 2012; 
Cholecystectomy and appendectomy (remote)
Allergy to codeine.
Clinical findings suggest odontogenic infection –
suppuration from pocket around tooth 46
CBC: Hg 78, WBC 0.2, Platelets 14, Neutrophils 
0.0
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Objectives

• Educate and dentally prepare patients who are going to undergo 
head and neck radiation
• Prophylatic extractions prior to radiation of questionable teeth within 

fields

• Prevent post-radiation caries
• Avoid extractions and surgical procedures within fields post-radiation

• Educate and dentally prepare patients who are going to be 
undergoing high-dose chemotherapy (autologous and allogenic 
transplants)
• Eliminate dental infections
• Monitor counts closely 
• Watch out for xerostomia

• Oral pathology for patients with GVHD
• Some patients will need hospital-based care for life
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Objectives

• Educate and dentally prepare patients who are going to 
be treated with high-dose anti-resorptive therapy 
• Try and establish a dentition the patient can reasonably 

maintain for the rest of their life
• Level of aggression depends on potency of bisphosphonate
• Avoid extractions and surgical procedures, considered to be a 

life-time risk
• Does not apply to patients on PO bisphoshonates
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Objectives

• Identify patients at risk of dental complications from 
their cancer therapy 
• Eliminate dental infections in patients starting on chemo
• Monitor counts and consider timing of care
• Remember patients with breast cancer, prostate cancer, renal 

cancer may be on medications implicated in MRONJ
• Other than the specific types of patients discussed earlier, 

most of these patients can be treated in your office

• Understand how to safely treat patients with 
hematologic malignancies and when not to treat
• Patients with acute leukemia are riskier patients
• Need to check their counts and refer accordingly when 

thrombocytopenic
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Take home messages

• Cancer is a difficult diagnosis that is going to be 
experience by nearly ½ Canadians

• If you exclude these patients from your practice, you 
are excluding a large proportion of the population

• Patients are eager to leave the cancer setting and return 
to “normal life”

• We ONLY accept UHN patients for specific 
emergency care and almost all patients are referred 
back to the community post-treatment

• Most patients can be safely treated in your dental office 
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Take home messages

• www.pmhdentaloncology.ca

• Referral for mouth cancer screening in patients where 
you are highly suspicious of oral malignancy
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http://www.pmhdentaloncology.ca/

