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In 2003 the first reports documenting chronic exposure of necrotic bone in the jaws 

related to bisphosphonate therapy appeared in the oral and maxillofacial surgery 

literature. Since then many articles ranging from case reports to position papers have 

been published. Professional organizations from the ADA to nearly every dental specialty 

and several medical specialties have produced recommendations concerning these 

patients. This barrage of often uncoordinated information along with the fact the exact 

mechanism, incidence, risk factors and  treatments still remain incompletely elucidated 

make the topic ever more confusing to the everyday practioner. The goal of this 

newsletter is to answer some of the most common questions we receive from the lay and 

professional communities and hopefully provide you with practical help in the matter. 

 

Question One: What is Osteonecrosis of the Jaws? 
 The disease has been defined and criteria agreed upon. These criteria were 

recently reviewed and remain unchanged from the initial proposal. There are other  

etiologies of osteonecrosis, so it is important to correctly identify bisphosphonates as 

being potentially responsible or not. The criteria are listed in Table 1. Essentially, 

osteonecrosis is nonvital exposed bone that is slow to heal or fails to ever heal over with 

soft tissue. Pain may or may not be involved. 

 

 Patients are considered to have BRONJ if all of the following criteria are met 

1. Current or previous treatment with a bisphosphonate 

2. Exposed bone in the maxillofacial region that has persisted for more than 8 weeks 

3. No history of radiation therapy to the jaws 

 

Question Two: What are the odds my patient will get BRONJ? 
 There are currently no definitive numbers for incidence as the problem is new 

enough no long term prospective or cohort studies are available. We do know the dose 

regimens of the IV forms used to treat patients with malignant disease are much more 

prone to developing BRONJ; the incidence seems to be fairly well agreed upon currently 

as a range from 0.8 – 12%%. The dose regimens for both IV and oral bisphosphonates 

used to treat osteoporosis have a much lower incidence probably somewhere around 

0.01% – 0.06%. However, the duration of therapy does impact the risk. Patients treated 

with oral medications for less than two years are not generally thought to be at significant 

risk.  

 

Question Three: What are the risk factors? 
 Risk factors can be divided into patient and treatment. Question two outlined the 

fact patients treated with IV regimens for malignant disease have higher risk or patients 

treated for osteoporosis. Further patient risk factors include local and systemic categories. 

Local risk factors are areas of prominent bone with thin overlying mucosa which are 



easily traumatized. Areas such as facial, lingual and palatal exostoses, mylohyoid ridges, 

and internal oblique ridges are such areas prone to mucosal breakdown and exposure of 

bone.  

Systemic risk factors are not clearly delineated, but some that currently thought to 

be significant are diabetes, obesity, anemia, renal disease, chronic cardio-pulmonary 

disease, systemic steroid use and inflammatory dental disease (eg. periodontitis).  

 

Question four: How can BRONJ be prevented? 
 BRONJ can be best prevented by identifying the potential. Patients should be 

screened for current or past bisphosphonate treatment and why they were treated. Some 

patients might not know that they were given a bisphosphonate for treatment of these 

conditions so the practioner must inquire about treatments for any cancer or osteoporosis 

as well. If it is known that a patient is scheduled to receive treatments, their oral and 

dental health should be optimized prior to initiation. This includes removing teeth that do 

not have a good prognosis, optimizing periodontal health and ensuring routine follow up 

for maintenance. 

 Once a patient has been treated with IV or extended oral bisphosphonate therapy 

and needs invasive treatment it is best for this patient to be seen by someone versed in 

treating such patients.  

 

Question five: How is BRONJ treated? 
 There are different stages of BRONJ and different treatment protocols for each 

stage. The aim is conservative management and prevention of progression. The 

possibility of temporary or permanent discontinuation of bisphosphonate therapy is also a 

part of the treatment strategy on an individual basis after discussion with the prescribing 

physician. The table below summarizes the treatment recommendations by stage.  

 

Stage Description Treatment 

At Risk No exposed bone. No symptoms Prevention and patient education 

of symptoms and signs of 

BRONJ 

Stage 0 No exposed bone and no evidence of necrotic 

bone, but nonspecific signs and symptoms. 

Pain medications and possible 

antibiotics  

Stage 1 Exposed necrotic bone without pain and 

infection 

Antibacterial mouth rinse, oral 

health maintenance, possible 

drug holiday 

Stage 2 Exposed necrotic bone and infection present.  Antibacterial mouth rinse, 

antibiotics, pain control and 

possible superficial debridement  

Stage 3 Stage 2 plus one or more of the following: 

exposed necrotic bone extending to the inferior 

border or maxillary sinus, fracture, extraoral, 

nasal or sinus fistula, osteolysis extending to the 

inferior border or sinus, uncontrollable adjacent 

cellulitis. 

Antibacterial mouth rinse, 

antibiotics, pain control, and 

more invasive debridement 

and/or resection 

 

  

 

 

 

 



 

 

Other interventions are useful as well in the treatment of BRONJ such as ensuring the 

atraumatic fit of dentures and relining them with tissue conditioners when the tissues are 

inflamed and ulcerated. Also, in selected cases HBO therapy can be beneficial for the 

relief of pain and improved wound healing.  As for antibiotic therapy, the best choice is 

penicillin. For the patient allergic to penicillin, the quinolones, flagyl, or erythromycin 

can be effective choices.  

 

Hopefully, this reviews some of the common clinical questions related to the 

treatment of patient taking bisphosphonate therapy. No doubt you have already seen 

patients taking these medications and potentially cases of BRONJ in your practice. 

Further information can be attained by reviewing the May 2009 Journal of Oral and 

Maxillofacial Surgery, vol 67, number 5 supplement 1. 

 

Some common clinical radiographic features of ONJ: 

 

 
Panorex with osteolysis of the mandible. 

 

 
Panorex showing sclerosis of the lamina dura. 

 

 

 

 



 

 

 

 

 

 

 

Clinical examples of the different stages of ONJ: 

 

  
Stage 1 ONJ. Exposed bone, but no pain or associated soft tissue infection 

 

  
Stage 2 ONJ. There is pain and cellulitis of the soft tissues. 
 

  
Stage 3 ONJ. Draining fistula and pathologic fracture  

 

   


