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Objectives: To investigate the impact of chemotherapy on the oral health and quality of life 

of patients at the Oncology Department of Vila Franca de Xira Hospital.

Methods: This cross-sectional observational study, with an analytical component, involved 

76 patients aged between 18 and 65 in the hospital's Oncology Department. A questionnaire 

was administered to participants about changes in oral health and oral hygiene habits dur-

ing chemotherapy, and to doctors to collect medical information related to chemotherapy. 

Data were analyzed using IBM SPSS Statistics V.27, using descriptive and inferential methods 

at a 5% significance level (p<0.05).

Results: After the start of chemotherapy, 89.5% of respondents experienced at least one oral 

alteration; the most common conditions that negatively impacted quality of life were edema 

of the mouth (p=0.050), trismus (p=0.040), mucositis (p=0.008), ulcers (p=0.008), and oral pain 

(p=0.003). More than 50% of respondents had an unsatisfactory oral health-related quality 

of life. Only the monoclonal antibody protocol was significantly associated (p=0.035) with 

oral symptoms, while the anthracycline group protocol was associated with a higher fre-

quency of oral manifestations.

Conclusions: The participants in the study had a high prevalence of self-reported oral alter-

ations resulting from chemotherapy, with an impact on quality of life related to oral health, 

and there were differences between protocols. Understanding the signs and symptoms can 

help improve quality of life, enabling preventive actions. (Rev Port Estomatol Med Dent Cir 

Maxilofac. 2025;66(x):xxx-xxx)
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Introduction

Cancer survival rates have increased over the last few dec-
ades.1 As a result, it has become imperative to consider the 
patients’ quality of life (QoL), of which oral health is an inte-
gral part. Oral complications are an underappreciated result 
of antineoplastic therapies that affect the QoL of patients un-
dergoing chemotherapy.2

Cancer is characterized by the uncontrolled growth of cells 
with DNA mutations that have spread to the circulatory and 
lymphatic systems. It is the third leading cause of death in 
adults.3,4 Around 70% of cancer patients will receive chemo-
therapy during treatment, and around 40% will develop oral 
complications due to intense immunosuppression.5-7 Treat-
ment options are conditioned by site, stage, and comorbidity 
of the disease, but can also include surgery, radiotherapy, or 
the administration of drugs, such as hormone therapy, target-
ed therapy, or a combination of these.8

Chemotherapy uses cytostatic and cytotoxic agents to pre-
vent the rapid division and/or destruction of malignant cells 
and is administered in cycles of intense treatment followed by 
recovery.2 Due to the high oral sensitivity to the toxic effects 
of chemotherapy and the rapid rate of cell development and 
renewal, which makes the oral mucosa very vulnerable, lesions 
in the oral cavity are frequent.7 Chemotherapy-induced low 
immunity also leads to oral lesions unknown to the patient or 
family members, depending on the type and dosage of chemo-
therapy agents received.7 The oral effects of the numerous 
protocols used in chemotherapy have not yet been described 
in the literature.

Some chemotherapy protocols are more stomatotoxic than 
others, and protocols with a greater number of manifestations 
may cause worse QoL. Likewise, side effects depend on the 
stage of treatment. In more intense stages, it is common for 
various oral pathologies to appear in high prevalence and se-
verity, according to the type of tumor, protocol dosage, number 
and duration of cycles, patient’s age, and oral hygiene habits 
before and after therapy.7,8

Chemotherapy can damage the oral mucosa directly, 
through the secretion of the chemotherapeutic agent in saliva, 
or by systemic circulation, which exposes the drug topically to 
the oral environment.9 Moreover, it causes nausea, vomiting, 
weight loss, fatigue, pain, and oral symptoms, especially bleed-
ing, discomfort, xerostomia, mucositis, gingivitis, and dysgeu-
sia, due to the impairment of the immune system and/or the 
hematopoietic system.9 In turn, the oral symptoms induced 
by severe immunosuppression interfere with the results of 
medical therapy, such as systemic complications that increase 
morbidity, hospitalization time, treatment costs, and QoL.9

QoL is related to health and is considered one of the pa-
rameters for assessing the impact of antineoplastic treatment 
on patients, together with disease-free survival and freedom 
from cancer recurrence.10 It is significantly influenced by oral 
health and oral symptoms during and after treatment.11

Oral health assessment before treatment provides a prog-
nosis of residual effects, including periodontal assessment, 
because the risk of infection and bleeding increases dramati-
cally with treatment due to hematologic changes. Loss of tis-
sue integrity, mucositis, dietary changes, and poor oral hygiene 

can cause oral problems, affecting QoL and the continuation 
of therapy. In addition, the association between salivary dis-
orders, changes in microflora, and myelosuppression can lead 
to gingival bleeding, infections, and discomfort.12 Finally, the 
patient should be assessed regularly post-therapy to identify 
risks, estimate cariogenic potential, and promote preventive 
measures. The healthcare professional can develop a treat-
ment plan tailored to the patient’s needs, preventing and mit-
igating the incidence of oral complications and, consequently, 
improving QoL.12

The multidisciplinary oral health team is crucial in the di-
agnosis, treatment, and rehabilitation of cancer and malignant 
lesions. They are responsible for identifying alterations, moti-
vating and educating for good oral hygiene practices, and pre-
venting complications.

The aim of this study is to assess oral health-related qual-
ity of life (OHRQoL) in patients undergoing chemotherapy and 
evaluate the association between: self-reported oral changes 
and the start of chemotherapy; patients’ oral hygiene practic-
es and changes after the start of therapy; oral health variables 
and OHRQoL; and therapeutic protocol, type of cancer, and 
cycles and OHRQoL.

Material and methods

A cross-sectional observational study with an analytical com-
ponent was developed, including participants aged between 
18 and 65 years, of all genders, ethnicities, and social back-
grounds. Participants had to be able to provide informed con-
sent and were undergoing cancer chemotherapy at the Oncol-
ogy Department at Hospital Vila Franca de Xira in Portugal. 
This hospital’s Ethics Committee approved the study.

The exclusion factors applied were not using chemother-
apy, having only undergone surgery, an uncertain diagnosis, 
remission, advanced or cured stages, and salivary diseases. 
Age range limits were used to minimize the influence of 
confounding factors such as polypharmacy, aging, and 
chronic diseases. This approach helps ensure a more homo-
geneous sample, where the effects of chemotherapy proto-
cols on oral health are less likely to be skewed by these ad-
ditional variables.

The author drew up an oral health questionnaire based 
on the literature,9,13,14 composed of 39 items in total: 17 ques-
tions for patients, 8 questions for medical oncologists, and 
the Oral Health Impact Profile-14 (OHIP-14) questionnaire.15 
Face validity of the questionnaire was carried out prior to its 
application.

The OHIP-14 is the indicator used to assess the impact of 
oral health on QoL, measuring the individual’s perception of 
how oral imbalances affect social life and well-being.15 The 
OHIP-14 was used to classify OHRQoL as good (from 0 to 10), 
average (from 11 to 20), poor (from 21 to 30), and very poor 
(above 30).15 The higher the OHIP-14 value, the worse the 
OHRQoL.

The study followed the international ethical standards of 
the World Medical Association and the Declaration of Helsinki. 
Potential participants received a consent document explaining 
the study, procedures, objectives, and guaranteeing the confi-
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dentiality and privacy of their data. Only participants who 
properly signed the consent document were included. Confi-
dentiality of all participant information was guaranteed 
throughout the data collection, processing, and presentation.

Statistical analysis was carried out using the IBM SPSS© 
26.0 program, through descriptive and inferential analysis of 
the variables, looking for associations between oral health, 
chemotherapy, and other variables. Normality of data distri-
bution was checked using the Kolmogorov-Smirnov test. The 
Mann-Whitney U and Kruskal-Wallis tests were used to com-
pare variables. The correlation between two variables was as-
sessed by Pearson’s coefficient. All tests were performed at a 
significance level of 5%.

Results

A total of 76 participants entered this study, 73.7% (n=56) of 
whom were female. The average age was 48.0 [18-65] (± 9.89) 
years, with the 48-57 age group being the most representative 
(n=27; 35.5%). Most of the patients (n=49; 64.5%) had carcino-
ma of the mammary gland, and 27.6% (n=21) had carcinoma 
of the digestive tract.

Most participants (n=59; 77.6%) said they brushed their 
teeth twice daily or more, while 1.3% (n=1) said they never did. 
Only 15.8% (n=12) performed interproximal hygiene daily, 
while the majority, 34.2% (n=26), never did so. Less than half 
(47.4%; n=36) only visited the dentist when needing treatment, 
and 31.0% (n=27) for dental treatment.

Approximately 1/3 of the sample (n=23; 30.3%) changed 
their oral hygiene habits after starting chemotherapy, namely, 
improved brushing (n=13; 56.5%) and using mouthwash (n=12; 
52.2%). An equal low number of patients (n=2; 8.7%) reported 
less than ideal brushing frequency and not brushing on the day 
of chemotherapy. Regarding their oral health, 46.1% (n=35) rat-
ed it unsatisfactory, and only 5.3% (n=4) considered it excellent.

The OHIP-14 results (Table 1) revealed that 44.7% (n=34) of 
the sample classified their OHRQoL as good. In turn, 35.6% 
(n=27) considered that they had a very poor or poor OHRQoL.

The majority (n=68; 89.5%) of patients reported having had 
oral manifestations as a result of chemotherapy. The presence 
of manifestations was correlated with a poorer QoL (p=0.014), 
as shown in Table 2.

Table 3 shows that only 9% of patients received just one 
protocol. The most commonly used protocol was platinum-al-
kylating agents (67.1%; n=51), followed by anthracyclines 
(50.0%; n=31). The taxane antimitotic protocol triggered oral 
manifestations most often (93.5%), and only monoclonal anti-
bodies showed a significant difference (p=0.035). The anthra-
cyclines protocol caused the highest number of oral manifes-
tations (p=0.008).

The participants reported 275 oral manifestations, such as 
tooth sensitivity, xerostomia, nausea, and vomiting. Self-re-
ported manifestations of tooth and mouth pain (p=0.003), ul-

Table 1. Oral health-related quality of life as measured 
by the Oral Health Impact Profile-14 (OHIP-14).

OHIP-14 n (%) OHRQoL classifications

0-10 34 (44.7) Good

11-20 15 (19.7) Average

21-30 11 (14.5) Poor

>30 16 (21.1) Very poor

OHRQoL – Oral Health-related Quality of Life.

Table 2. Relationship between the presence of oral 
manifestations at the beginning of chemotherapy and 
the Oral Health Impact Profile-14 (OHIP-14).

Presence of 
manifestations

n (%)
OHIP-14

Mean (± SD) p value

Yes 68 (89.5) 17.65 (± 15.19)
0.014

No 8 (10.5) 7.00 (± 13.70)

Mann-Whitney U test. SD – standard deviation.

Table 3. Relationship between the presence and number of oral manifestations and chemotherapy protocols.

Chemotherapy protocols n (%)
Presence of manifestations No. of manifestations

n (%) p value Mean (± SD) p value

Fluoropyrimidine agents – antimetabolites 24 (31.6) 20 (83.3) 0.239 2.65 (± 2.79) 0.013

Cytostatic agents 18 (23.7) 15 (83.3) 0.334 3.00 (± 3.11) 0.131

Platinum-alkylating agents 51 (67.1) 46 (90.2) 0.771 3.90 (± 2.83) 0.206

Anthracycline agents 38 (50.0) 35 (92.1) 0.458 4.47 (± 2.94) 0.008

Taxane agents - antimitotics 31 (40.8) 29 (93.5) 0.340 4.06 (± 2.83) 0.265

Tyrosine-kinase inhibitors 5 (6.6) 4 (80.0) 0.478 3.00 (± 3.00) 0.519

Hormone therapy 24 (31.6) 22 (91.7) 0.674 3.63 (± 2.90) 0.901

Monoclonal antibodies 16 (21.1) 12 (75.0) 0.035 2.75 (± 2.59) 0.125

Other protocols (zoledronic acid, immunotherapy, and radiotherapy) 9 (11.8) 8 (88.9) 0.095 2.89 (± 2.85) 0.277

SD – standard deviation.
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cers (p=0.008), mucositis (p=0.008), mouth swelling (p=0.050), 
and trismus (p=0.040) were associated with worse OHIP-14 
results and, thus, negatively with QoL (Table 4).

No protocol or number of cycles (p=0.388) associated with 
OHIP-14 results showed statistically significant differences, 
but the tyrosine-kinase inhibitors protocol contributed to a 
worse QoL. Moreover, the higher the OHIP-14 value, the fewer 
protocols the patient performed (r=-0.101) (Table 5).

The diagnosis, number of cycles, and presence of metastasis 
showed no significant association with OHIP-14. However, the 
absence of metastases and the neoadjuvant stage were associ-
ated with lower OHRQoL (p= 0.347 and p=0.343, respectively).

Discussion

This study’s sample is small compared to the national oncol-
ogy population, but includes 90% of the population followed 
in Oncology at the Hospital de Vila Franca de Xira. The higher 
female population ratio (2.8 women/1 man) was probably due 
to the high prevalence of mammary gland carcinoma.

Although this study only covered participants up to 65 
years old, the National Oncological Registry of All Tumors in 
the Resident Population in Portugal, in 2020, found that most 
new cases (40.0%) occur in the age group between 60 and 74 
years old, followed by the group over 75 years old (32.4%).16 The 
patients had low education levels, with 50.0% having basic 

education, similar to the 2021 Census (49.7%).17 In that registry, 
the three most common tumor locations were the breast (7,504 
cases), the prostate (5,776 cases), and the lung (4,737 cases). 
These findings agree with the present study, in which mam-
mary gland carcinoma was the most common, occurring in 
64.5% of participants.16

Oral hygiene before, during, and after chemotherapeutic 
treatment is essential to reduce or mitigate the onset and de-
velopment of oral complications, as it reduces the growth of 
microorganisms and decreases the risk of developing serious 
diseases.18 When applied systematically, oral care protocols 
significantly reduce the incidence, severity, and duration of 
sequelae. However, patients are uninformed about the need for 
this care and the recurrent evaluation of the oral mucosa.19

In Europe, the frequency of brushing twice daily or more 
is common among adults, ranging from 75% in Nordic coun-
tries to less than 45% in Eastern and Southern countries,20 
which reflects a lower adherence to oral health care in South-
ern countries. However, this study’s results showed positive 
data, since 77.6% of those surveyed brushed their teeth twice 
daily or more, a figure higher than in Northern European coun-
tries, revealing a concern with maintaining oral health.21 The 
opposite trend was observed regarding interproximal hygiene 
habits, with 34.2% never using these means. Therefore, it is 
essential to reinforce the importance of adopting interproxi-
mal methods to reduce oral diseases, which can be exacerbat-
ed in cancer patients.18,19,22

Table 4. Relationship between the Oral Health Impact Profile-14 (OHIP-14) and self-reported oral manifestations.

Self-reported oral manifestations n (%)
OHIP-14

Mean (± SD) p value

Mouth and tooth pain 18 (23.7) 26.67 (± 17.51) 0.003

Tooth sensivity 33 (43.4) 16.39 (± 13.71) 0.644

Dry mouth/xerostomia 33 (43.4) 19.52 (± 17.58) 0.250

Absence of taste 21 (27.6) 16.62 (± 16.91) 0.917

Gingival bleeding 10 (13.2) 21.20 (± 17.43) 0.309

Dental caries 15 (19.7) 18.07 (± 18.25) 0.834

Ulcers 19 (25.0) 23.16 (± 14.29) 0.008

Burning in the mouth 8 (10.5) 25.00 (± 17.20) 0.114

Herpes 6 (7.89) 27.33 (± 19.82) 0.132

Mucositis 12 (15.8) 27.17 (± 15.21) 0.008

Edema of the mouth 4 (5.26) 29.50 (± 10.91) 0.050

Trismus and difficulty chewing 6 (7.89) 27.17 (± 12.51) 0.040

White tongue 14 (18.4) 15.36 (± 15.72) 0.712

Nausea 36 (47.4) 18.14 (± 16.49) 0.372

Vomiting 30 (39.5) 19.77 (± 15.61) 0.072

Stains on the teeth 8 (10.5) 10.00 (± 7.95) 0.396

Candidiasis 2 (2,63) 31.00 (± 7.07) 0.130

SD – standard deviation.
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In the present study, most participants stated that they only 
sought dental appointments when necessary (47.4%), contrary 
to the INE 2015 data (17.2%),(23) and 31.0% for dental treatment, 
which is positive compared to the INE 2015 data (13.3%).23 With 
the start of chemotherapy, 30.3% of participants changed their 
oral hygiene habits, improving brushing and the use of mouth-
wash, similar to the study by Santilal et al.13

The QoL of cancer patients is an indicator of the patient’s 
response to the disease and treatment. The patient has the 
best perspective for assessing their own QoL. A study indicates 
that, along with disease-free survival and freedom from cancer 
recurrence, QoL is an important parameter for assessing the 
impact of cancer on individuals.24 Oral manifestations such as 

mucositis, xerostomia, and opportunistic infections interfere 
with the results of therapy, leading to systemic complications. 
Treatment side effects can be improved and avoided, contrib-
uting to a better QoL.10

In the present study, 35.6% of respondents perceived their 
OHRQoL to be negative, which is a lower number than the one 
in the study by Pavithran et al.,25 where 45.6% of cancer pa-
tients felt that life was less satisfactory due to problems with 
their teeth and mouth. In Santilal et al.’s study,13 three-quar-
ters of the sample said that oral symptoms impacted their 
lives, with the most affected QoL associated with the greatest 
number of oral manifestations, and 22.4% of the sample rated 
their QoL as worse during chemotherapy.

Table 5. Relationship between the Oral Health Impact Profile-14 (OHIP-14) and chemotherapy variables.

Chemotherapy variables n (%)
OHIP-14

Mean (± SD) p value Correlation

Chemotherapy protocols (n=216)

Fluoropyrimidines – antimetabolites
Cytostatic agents
Platinum-alkylating agents
Anthracycline agents
Taxane agents - antimitotics
Tyrosine-kinase inhibitors
Hormone therapy
Monoclonal antibodies
Other protocols (zoledronic acid, immunotherapy, and radiotherapy)

24 (11.1)
18 (8.33)
51 (23.6)
38 (17.6)
31 (14.4)
5 (2.31)
v (11.1)
16 (7.40)
9 (4.16)

16.96 (± 15.53)
18.11 (± 16.97)
15.73 (± 14.55)
15.66 (± 14.91)
16.10 (± 14.66)
24.60 (± 23.37)
14.33 (± 15.96)
13.75 (± 14.74)
15.11 (± 15.74)

0.933
0.869
0.731
0.755
0.920
0.508
0.361
0.371
0.658

–

No. of protocols (n=76)

0 protocols
1 protocol
2 protocols
3 protocols
4 protocols
5 protocols

2 (2.60)
9 (11.8)

12 (15.9)
34 (44.7)
13 (17.1)
6 (7.90)

23.00 (± 24.04)
11.89 (± 13.57)
21.83 (± 17.35)
17.76 (± 14.55)
13.54 (± 15.39)
10.17 (± 16.55)

0.388 -0.101

Diagnosed carcinoma (n=76)

Mammary gland 
Digestive tract
Urinary apparatus
Male reproductive apparatus
Female reproductive apparatus
Respiratory tract

49 (64.5)
21 (27.6)
1 (1.32)
3 (3.94)
1 (1.32)
1 (1.32)

16.55 (± 15.71)
14.86 (± 15.48)

32.00
16.33 (±15.28)

27.00
25.00

0.660 –

No. of cycles performed (n=76)

1-5 cycles
6-10 cycles
11-15 cycles
16-20 cycles
21-25 cycles

32 (42.1)
21 (27.6)
5 (6.60)

16 (21.1)
2 (2.60)

20.78 (± 17.23)
15.19 (± 13.31)
11.80 (± 16.80)
11.94 (± 12.49)
11.00 (± 15.56)

0.343 –

Presence of metastization (n=76)

Yes
No

10 (13.2)
66 (86.8)

12.40 (± 12.83)
17.15 (± 15.64)

0.347 –

Treatment stage (n=97)

Neoadjuvant stage
Adjuvant stage
Palliative stage
Combined stage
Curative stage (surveillance)

40 (41.2)
35 (36.1)
19 (19.6)
1 (1.04)
2 (2.06)

18.60 (± 15.71)
15.86 (± 15.62)
15.58 (± 17.84)

12.00
18.00 (± 21.21)

0.187
0.855
0.392
0.982
0.871

–

Kruskal-Wallis and Mann-Whitney U tests. SD – standard deviation.
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Chemotherapy has a greater effect on rapidly dividing 
cells, such as bone marrow, gastrointestinal, and oral mucosa, 
which are vulnerable to adverse effects.9,14 Oral manifestations 
as a result of chemotherapy occur in 40% of cancer patients 
after 1 week of treatment.5,6,9,11,23,26 In this study, 89.5% of the 
participants had some kind of oral manifestation as a result 
of chemotherapy, which is higher than the findings (58%) of 
Hespanhol et al.5, but comparable to the findings (89.8%) of 
Santilal et al.,13 in a Portuguese sample.

The most prevalent oral manifestations in the literature are 
mucositis, dysgeusia, xerostomia, and candidiasis. In the sam-
ple studied, the most prevalent symptoms were tooth sensitiv-
ity, xerostomia, ageusia, and ulcers.4,9,27 However, the manifes-
tations that were shown to statistically influence OHRQoL were 
tooth and mouth pain, ulcers, mucositis, mouth swelling, and 
trismus. Chemotherapy promotes immunosuppression, com-
promising the immune system and salivary homeostasis, thus 
predisposing the mucosa to fungal infections. Some studies 
have detected the presence of candidiasis in 26% of patients.1,11 
Sweeney et al.28 report that candidiasis can occur in plaques, 
erythematous areas, and chronic atrophic areas.

Dental sensitivity has been linked to low salivary pH and 
reduced salivary production both during and after treatment.
(29) With a frequency of 43.4%, xerostomia and tooth sensitiv-
ity were the most common symptoms in the present study. 
Xerostomia was a major side effect recorded in 78% of pa-
tients assessed by Ariswa et al.30 Petitto et al.31 reported sim-
ilar findings, and Soares et al.32 reported this symptom in all 
patients. The literature indicates that antineoplastic medica-
tions can change the salivary flow and its constituents, in-
cluding salivary amylase and IgA,4,7,32 both quantitatively and 
qualitatively.

Aphtous lesions or ulcers were responsible for 4% of the 
oral manifestations in the studies by Hespanhol et al.5 and 
Morais et al.9 However, in the present sample, their numbers 
were higher at 25.0%, presenting a statistically significant dif-
ference when related to OHRQoL.

Mucositis is reported in the literature in 40 to 76% of cases.
(4,7,33) Conversely, in this study, only 15.8% of the respondents 
reported this manifestation. However, this percentage could 
be higher if the medical team were to diagnose and meticu-
lously record this pathology, or through oral observation of 
these patients, as initially proposed in the study. It was con-
sidered an influencing factor on OHRQoL.

A study carried out by Dib et al.34 stated that trismus oc-
curs when the masticatory muscles undergo fibrosis, limiting 
the opening of the mouth. This condition interferes with the 
maintenance of oral hygiene, speech, and nutrition, hindering 
oral rehabilitation. In this study, around 8% of participants ex-
perienced trismus, and it was considered an influencing factor 
on OHRQoL.

Tooth and mouth pain affects about 15 to 50% of oncolog-
ic patients, according to Simões et al. and other authors,6,35 
similar to the percentage found in the present study. Partici-
pants considered it influenced OHRQoL.

Vomiting is the most common symptom in many studies, 
may present in varying intensity, and may cause mild discom-
fort to severe imbalance. Besides the associated discomfort, 
this symptom should also be prevented because of the possi-

bility of impairing the treatment.36 In this study, 39.5% of the 
participants reported it. However, contrary to the literature, it 
was not considered an influencing factor of OHRQoL.

According to Hespanhol et al.,5 edema of the mouth may 
be associated with mucositis and hemorrhage, generating se-
vere discomfort that results in loss of OHRQoL. In this sample, 
only 5.26% of participants reported it. However, it was consid-
ered to influence QoL, coinciding with data in the literature.

With antineoplastic treatment, patients present complica-
tions that cause loss of OHRQoL, such as pain, dysphagia, and 
nutritional impairment due to eating.27 Oral lesions are entry 
points for opportunistic microorganisms, aggravated by im-
munosuppression.

The grouping of substances by pharmacological group was 
based on current oncology guidelines.36,37 The most stomato-
toxic protocols in the literature are fluoropyrimidines, cyto-
statics, alkylating agents, antimitotics, and anthracyclines, 
with a greater number of oral manifestations,11,38,39 and pos-
sibly worse QoL. In this study, fluoropyrimidines and anthra-
cyclines caused the most manifestations, which is in line with 
the literature.10,38,40,41

The difficulties inherent to studying an oncologic popula-
tion are multiple and complex, as it is a very diverse popula-
tion group. The choice of this population is due to their rapid-
ly increasing representation in society and the need to know 
their oral health status to obtain epidemiological data to sup-
port programs that do not exist in Portugal.

This research has limitations, such as the impossibility of 
observing participants orally due to the pandemic and the 
sample size (n=76), which does not allow the results to be ex-
trapolated. The reasons for refusing to participate were poor 
health and personal temperament, but the medical team’s 
recommendation to participate increased adherence.39

Self-reporting of manifestations can introduce a memory 
bias or bias statements in the desired direction. Paper-based 
health questionnaires induce filling errors, and the wide disper-
sion of QoL data, with high standard deviations, makes it difficult 
to distinguish between probable effects and real effects. More-
over, the great variability of therapeutic protocols and cycles 
made it difficult to obtain statistically significant associations.

The selection bias in choosing the age range of 18 to 65 
years may affect the generalizability of the study results to the 
broader population of oncology patients, as the demographic 
and clinical characteristics of individuals outside this age 
range may differ. These differences could influence the re-
sponse to chemotherapy and, consequently, the oral manifes-
tations observed. The restriction applied to the age range may 
result in a sample that is less representative of the general 
population, potentially compromising the applicability of the 
results to all chemotherapy-treated patients.

The QoL questionnaire used may not accurately represent 
the experiences of cancer patients. One of the alternatives 
could be the EORTC QLQ-OH15 from the Oral Health Module 
of the European Organization for Research and Treatment of 
Cancer.42

The results of this research show that the various chemo-
therapy protocols have different clinical impacts, which con-
sequently affect the patient’s QoL. Anticipating oral manifes-
tations, thus preventing suffering, pain, and discomfort, can 
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improve the QoL of patients undergoing chemotherapy. In 
addition, patients’ unmet oral needs may not only affect their 
QoL, but also compromise the short-, medium-, and long-term 
success of chemotherapy treatment.

More clinical prevalence studies are needed to assess the 
presence of self-reported manifestations by patients. However, 
clinical records should also be improved to enable the creation 
of clinical protocols appropriate to the patient’s medical situ-
ation. In addition, the presence of an oral health professional 
in oncology services would be very positive for supporting and 
assisting in diagnosing, treating, or mitigating the oral mani-
festations present.

Including oral health protocols before and during chemo-
therapy is essential to prevent the most common oral compli-
cations arising from the treatment’s side effects, such as oral 
mucositis and xerostomia (dry mouth), to improve QoL, to 
maintain proper oral hygiene procedures, and to aid in the rap-
id recovery of oral lesions. Given the significant impact of oral 
complications on the QoL of patients undergoing antineoplas-
tic treatments, pre-chemotherapy consultations are essential 
for assessing and managing the patient’s oral health, identify-
ing infection sites, and providing guidance on preventive mea-
sures such as proper hygiene and hydration. Additionally, reg-
ular follow-up during treatment allows for monitoring and 
managing oral complications, such as mucositis and xerosto-
mia, improving treatment adherence and overall well-being.

The implementation of structured protocols promotes ef-
fective and essential interdisciplinary care. The protocol 
should include pre-chemotherapy consultations with a com-
prehensive oral health assessment, the implementation of 
preventive measures, and instructions on oral hygiene and 
diet. During chemotherapy, the patient should be monitored 
every 3 to 4 weeks to detect and treat potential oral complica-
tions. After the completion of chemotherapy, it is essential to 
conduct a new oral health assessment and monitor long-term 
effects and the recovery of oral lesions and dental problems, 
with follow-up consultations every 3 to 6 months.

Conclusions

The present study demonstrated the high prevalence of oral 
manifestations related to chemotherapy. Of the patients ob-
served, 89.5% presented some oral manifestation associated 
with chemotherapy, with the anthracyclines protocol causing 
the highest number of manifestations.

The presence of oral health professionals in multidisci-
plinary teams, including the oncology team, is deemed rele-
vant for them to actively participate in the prevention and 
treatment of oral lesions resulting from chemotherapy, both 
in the initial stage of diagnosis and during and after therapy. 
In turn, oral health teams should be aware that patients with 
cancer require specific oral care at regular intervals and devel-
op a treatment plan appropriate to the conditions presented, 
to improve their QoL.

It is essential to provide patients with clear and specific 
information about carcinoma and its impact on oral health, 
along with preventive measures such as maintaining proper 
oral hygiene, hydration with saliva substitutes or stimulants, 

managing mucositis and oral infections, regular visits to oral 
health professionals, and avoiding smoking and excessive al-
cohol consumption. These actions help minimize adverse ef-
fects and improve the patient’s QoL.

Further studies, preferably longitudinal, with larger sam-
ples, are needed to follow the patient during and after therapy, 
contributing to a better knowledge of this issue in Portugal and 
allowing the creation of oral health programs for cancer pa-
tients that are more interventive and bring higher gains in 
health.

Preventive measures are essential in the oral health man-
agement of patients undergoing chemotherapy. These include 
maintaining rigorous oral hygiene practices, such as proper 
tooth brushing and using dental floss, as well as ensuring con-
sistent hydration to mitigate the effects of xerostomia by using 
saliva substitutes or stimulants when necessary. The preven-
tion of infections and inflammation is equally critical, with 
recommendations for appropriate mouth rinses and minimi-
zation of trauma to the oral mucosa. Priority should also be 
given to managing mucositis, alongside the adoption of a bal-
anced diet that emphasizes soft foods while avoiding poten-
tially irritating substances. Furthermore, dental consultations 
should be conducted before, during, and after oncological 
treatment to address sources of infection, such as caries and 
periodontitis, and to educate patients about potential oral 
signs and symptoms associated with chemotherapy.
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A qualidade de vida e saúde oral de pessoas 
submetidas a quimioterapia: estudo observacional

r e s u m o

Objetivos: Investigar o impacto da quimioterapia na saúde oral e 

na qualidade de vida dos pacientes do Serviço de Oncologia do 

Hospital de Vila Franca de Xira.

Métodos: Este estudo observacional transversal, com componente 

analítica, envolveu 76 pacientes com idades entre os 18 e 65 anos 

no Serviço de Oncologia do hospital. Foi aplicado um questionário 

aos participantes sobre mudanças na saúde oral e hábitos de hi-

giene oral durante a quimioterapia e aos médicos para recolha de 

informações médicas relacionadas com a quimioterapia. Os dados 

foram analisados no IBM SPSS Statistics V. 27, através de análise 

descritiva e inferencial para um nível de significância de 5% 

(p<0,05). 

Resultados: Após o início da quimioterapia, 89,5% dos entrevis-

tados sofreram pelo menos uma alteração oral; as condições 

mais comuns que impactaram negativamente a qualidade de 

vida foram o edema da boca (p=0,050), trismo (p=0,040), muco-

site (p=0,008), úlceras (p=0,008) e dor oral (p=0,003). A qualida-

de de vida relacionada com a saúde oral foi insatisfatória em 

mais de 50% dos entrevistados. Apenas o protocolo dos anti-

corpos monoclonais está significativamente associado 

(p=0,035) aos sintomas orais, enquanto o protocolo do grupo 

das antraciclinas está associado a uma maior frequência de 

manifestações orais.

Conclusões: Os participantes do estudo apresentam uma alta pre-

valência de alterações orais autorrelatadas decorrentes da quimio-

terapia, com impacto na qualidade de vida relacionada com a 

saúde oral, havendo diversas entre protocolos. Compreender os 

sinais e sintomas pode ajudar a melhorar a qualidade de vida, 

possibilitando ações preventivas. (Rev Port Estomatol Med Dent Cir 

Maxilofac. 2025;66(x):xxx-xxx)
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