
for personal use are not threatened by police activities use of
drugs is not available as an excuse for committing crimes
against property. Drug users are held responsible for their
own criminal activities, like all other citizens, and they are
prosecuted-but they may be referred to treatment facilities.
This approach cannot, unfortunately, be offered to all
addicts, and, indeed, around a third of all prison inmates are
drug addicts.

Education on the risks of drugs (including cannabis) has
been integrated into general health education. Youngsters
have to learn to cope with the risks of life and to take
responsibility. The Dutch believe that specific drug education,
particularly when it emphasises the dangers by warning
and scare tactics, is ineffective. There are no mass media
campaigns.
Helping agencies do not wait for addicts to approach their

offices: they take the help to as many addicts as possible. A
wide range of accessible treatment, counselling, and rehabili-
tation services is on offer, and these have realistic treatment
goals primarily directed at improving addicts' physical and
social functioning. Immediate abstinence is not required.
Non-moralising maintenance with methadone is one of the
many modalities. Addicts are encouraged to try to retain
relations with "normal" society as long as possible. This
"harm reduction" approach does not prevent many addicts
kicking their habit in drug free facilities. It has nothing to do
with pampering addicts. Failure to provide this type of care
and support would simply make matters worse and increase
the risks to the individual and society.

Keeping close contact with addicts is also a prerequisite for
achieving changes in behaviour aimed at preventing AIDS.
Addicts can get condoms and clean needles free-important
policies, but not a panacea. Prevention must be embedded in a
broader care system. One of the services needed, for example,
is open door centres for drug misusing prostitutes.
What are the results of both this prosecution policy and the

prevention and treatment policies? Firstly, most Dutch
youngsters are not interested in drugs. In the 10-18 age group
the prevalence of cannabis use at the beginning of 1989 was
2-7%.' For heroine and cocaine the figures were 0-25% and
0 3; these percentages were 0-2% and 06% for the whole

population of Amsterdam.2 Crack has still not reached The
Netherlands.

Nationally, the number of drug addicts (about 20 000) has
stabilised at about 0- 15% of the population. The harm
reduction approach has achieved more health consciousness
among users, and most do not inject drugs-in Amsterdam
less than 40%, and in some smaller cities injecting is a taboo.
Another indication is the number of deaths caused by drugs,
which was 52 in 1989 for the country as a whole; in
Amsterdam there were 13 deaths (of residents) in 1990 in an
estimated 5000 to 6000 drug addicts.

Perhaps the most striking feature is that the extensive aid
network is capable of reaching most addicts-in Amsterdam
70-80%, in some smaller cities 100%. This could have been
accomplished only by adopting realistic treatment approaches.
Field studies among methadone clients and street addicts
show that this approach is successful and that the typical
addict is in no way an antisocial junkie.3

Finally, on the issue ofAIDS prevention addicts are indeed
willing to change their behaviour. Needle exchange does not
lead to more drug use or to more injecting but to fewer people
sharing syringes. Although the prevalence ofHIV infection in
Amsterdam in the high risk group of intravenous drug users
is quite high, it has stabilised at about 30% since 1986 (H J A
Van Haastrecht et al, international AIDS conference,
Montreal, 1989).4 The proportion of patients with AIDS in
The Netherlands who are intravenous users is 8-8%.
The problem of drug misuse is with us, and there is no

realistic prospect of its eradication-but it can be successfully
contained.

EDDY L ENGELSMAN
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Oral complications of cancer

Preventive treatment is vital and many specialties are required

Conventional cancer treatments such as radiotherapy and
chemotherapy do not readily differentiate between normal
tissues and malignant cells. The more intensive the treatment,
the greater the damage to normal tissue-especially the bone
marrow, the gut lining, and the oral mucosa. The suffering
associated with oral mucositis is by far the worst part of the
treatment for many patients receiving curative chemotherapy
or undergoing bone marrow transplantation, and for those
having radiotherapy for cancer in the mouth. If the pain and
dysphagia alone were not enough, the ulcerated mucosa
provides a portal of entry for infection; loss of weight and
malnutrition may bring about further impairment of immune
function'; and if the symptoms are severe enough they may
mean treatment has to be halted temporarily until the
mucositis settles. The importance ofmaintaining the integrity
ofthe oral mucosa during treatment was recognised in a recent
consensus statement from the National Institutes of Health,

Oral complications ofcancer therapies: diagnosis, prevention and
treatment.2
The acute effects of radiation are mucositis, qualitative and

quantitative changes in the saliva, and impairment of the
nutrition of the mandible. Whereas the mucositis normally
heals, xerostomia may never resolve-predisposing to dental
caries. The long term effects on the mandible may eventually
be manifest as osteoradionecrosis. The therapeutic index is
narrow when oropharyngeal malignancy is treated with
irradiation. All curative courses of radiotherapy carry a small
risk of serious late morbidity.
There is no way of avoiding radiation mucositis but its

impact can be reduced. Before the patient starts any intensive
chemotherapy or local or systemic radiotherapy the oral cavity
must be assessed with a view to eliminating sources of
infection and chronic irritation.
The aetiology of dental caries in these patients is complex,
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and is due to quantitative and qualitative changes in the saliva,
which in turn precipitate many other changes.3 5 Radio-
therapists no longer insist on complete dental clearance before
treatment, but all teeth with a limited prognosis or associated
with active infection should be removed, allowing at least two
or three weeks to elapse before radiotherapy is started to allow
sound healing ofthe sockets. During treatment close attention
to oral hygiene is necessary with regular brushing and
flossing, topical fluoride prophylaxis, and regular use of
chlorhexidine mouth rinses.
With the development of high energy photon beams the

incidence ofosteoradionecrosis ofthe mandible has fallen, but
it remains at about 5% among long term survivors.6 The
patient's dental state before treatment, the location of the
tumour, and the dose of radiation are the most important risk
factors. The most common dental factors are pre-existing
periodontal disease and extractions immediately before or
after irradiation.7 High doses of radiation destroy osteocytes
and cause an endarteritis within the matrix of the bone, which
becomes devitalised. Though it is able to perform its sup-
porting function adequately, if it is stressed or traumatised
necrosis may occur because active remodelling and repair
cannot take place. If teeth must be extracted at any time after
radiotherapy the procedure should be covered by adequate
doses of bone seeking antibiotics such as oxytetracycline.
Presurgical loading with antibiotics is important and should
start five days before surgery. Extractions should be performed
as atraumatically as possible without raising mucoperiosteal
flaps, and treatment with oxytetracycline and metronidazole
continued until the sockets are healed. The use of hyperbaric
oxygen before any such extractions has also been advocated.8
Long term damage to salivary glands resulting in permanent

xerostomia is proportional to the exposure and the total
volume of the glands irradiated. Secretion of saliva may be
maintained at an acceptable level by limiting the radiation
fields to the minimal volume consistent with effective treat-
ment and wherever possible using planned fields to exclude at
least part of the main glands. In a randomised controlled trial
patients receiving radical radiotherapy for oropharyngeal
cancer in Vancouver were treated with a rinse with the non-
steroidal anti-inflammatory drug benzydamine hydrochloride.
This prevented mucositis when a comparison was made with
the group treated by placebo: both the area and the severity of
the mucositis were reduced.9 Pillsbury and colleagues used
indomethacin given orally with similar effect-thought to be
due to the inhibition of prostaglandin synthesis in the oral
mucosa, prostaglandins being powerful mediators of inflam-
mation and pain. 10

Unexpectedly, Matejfa and colleagues have recently shown
that topically applied prostaglandin E2 (dinoprostone) greatly
reduced mucositis in patients receiving combination chemo-
therapy and radiotherapy for maxillofacial cancers."I This
prostaglandin is known to act locally elsewhere in the
gastrointestinal tract to protect the integrity of the mucosa. It
may also be used to counteract the ulceration due to non-

steroidal anti-inflammatory drugs in the stomach and
duodenum.

Allopurinol mouthwash has been reported to reduce the
incidence of stomatitis from fluorouracil, but the mechanisms
for its action are obscure and these findings are not supported
by controlled clinical trials.'2

During the acute phase ofmucositis there is an increase in the
colonisation rate of fungi and Gram negative bacilli in the
mouth. These organisms may aggravate and prolong oral
radiation mucositis and predispose the patient to systemic or
respiratory tract infections, and the prophylactic use of
antifungals is sound practice.'3

Patients may become depressed as the mucositis increases,
and they need considerable support and encouragement. The
family should be recruited to help at an early stage of
treatment-so that everyone understands the reasons for the
mucositis, the methods used tocombat it, and the need for good
nutrition in the face ofincreasing reluctance on the part of the
patient to eat or drink anything. A dental hygienist in the
combined clinic may play an important part in tiding the
patient over this difficult period.
The final message from the National Institutes of Health

consensus statement should be a warning to those of us in
Britain devising contracts for treating conditions which at
present enjoy the free use of expertise in many disciplines.
Across the Atlantic dental treatment as a part of the overall
management ofcancer is not reimbursed and thereforemay not
be available to all patients. We must ensure that the new
contracts for treating patients do not allow similar discrepan-
cies to arise which may compromise our current levels of care.
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