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Goal For Today
• Discuss the classes of medications that cause MRONJ

• Review diagnosis criteria for MRONJ

• Review most recent data on likelihood of developing 
MRONJ

• Discuss treatment strategies for our patients before, during 
and after initiating bisphosphonate and related drug 
therapies.  

• Discuss how to identify and manage (or refer) post-op 
complications in-office.  

• 2014 Position Paper from American Association of Oral and 
Maxillofacial surgeons;  Pictures (excluding Sally Fields )  via 
George Kushner MD, DMD. 

https://www.aaoms.org/docs/govt_affairs/advocacy_white_pap
ers/mronj_position_paper.pdf



The Known Offenders…

1.  Oral Bisphosphonates

Actonel, Fosamax, Zometa, Alleva

2.  IV Bisphosphonates

Reclast, Boniva IV

   

3.  RANK Ligand Inhibitors   (NEW)

Prolia, XGeva



Bisphosphonates

• MOA:  Both Oral and IV Bisphosphonates act by 
integrating into bone and inhibiting osteoCLAST 
activity to “Strengthen” Bones 

•  However, NEW bone formation also decreases with 
bisphosphonates, generally because the process of 
bone formation and resorption are coupled together

• Medication can remain in bone for 10 years.  



RANK Ligand Inhibitors

• Also used to strengthen bones

• MOA: Osteoblasts secrete RANKL to activate osteoclast 
activity.  These medications block RANKL, therefore 
decreasing resorption

• Important Later:  This medication does NOT integrate 
into bones



Diagnosis

• 1.  Current or previous treatment with an antiresorptive 
or antiangiogenic medication. 

• 2.  Exposed bone that can be probed through an 
intraoral or extraoral fistula in maxillofacial region that 
has persisted for 8 or more weeks

• 3.  No history of radiation treatment









Trivial Pursuit

• Medication Related Osteonecrosis of the Jaw is most 
common on the mandible (73% of cases)

Occurs on maxila in 22%, both in 5%

Risk Factors include: 
• Pre-existing oral inflammation 
•    Concurrent use of corticosteroids 
•     Length of time patients are exposed to the medication



• Unsupported But Hypothesized Risk Factors
• Diabetes
• Anemia
• Tobacco use
• Genetic Factors—New area of research



How common is MRONJ?

• 52-61% of the time, MRONJ develops following dental 
extraction

• Cancer patients are at a 100x greater risk of MRONJ than 
osteoporosis patients

Cancer Osteoporosis 
ORAL 
Bisphosphonates

0.1% 
(1 per 10,000)

IV Bisphosphonates 
OR RANK-L 
Inhibitors

2.8%  
(maybe higher)

   0.01-0.04%
 (1-4 per 10,000)



Treatment Strategies

Treatment strategies for the following groups:  

• Patients about to initiate treatment for cancer therapy

• Patients about to initiate treatment for osteoporosis

• Patients being treated for cancer that face a dental 
issue. 

• Patients being treated for osteoporosis that face a 
dental issue.  



Patients about to initiate 
treatment for cancer

• Coordinate with oncologist, but antiresorptives should 
be delayed until dental health is optimized
• Nonrestorable teeth should be extracted 

• EXT sites should mucosalize prior to initiation. 

• Predict future issues?
• Elective dental treatment should be completed.
• Full or Partial Dentures should be examined for areas of 

potential trauma, especially along lingual flange
• Denture pt’s should be informed to notify you of 

spontaneous pain, swelling, or exposed bone. 



Patients about to initiate 
treatment for osteoporosis

• Follow same protocol for NRT, but also inform patients 
of their risk of MRONJ as an incentive for excellent 
homecare and routine hygiene practices.  

• Remind patients that bisphosphonate effects last for 
years after treatment.



Asymptomatic patients 
receiving IV bisphosphonates 

for cancer
• Remember:  MRONJ is 100X more common in CANCER 

pts receiving IV bisphosphonates. 

• Emphasize OHI and Regular Recare Exams

• Consider treatment of nonrestorable teeth to involve 
crown amputation w/ RCT of remaining roots

• Dental Implants should be avoided  (Note:  No data 
regarding ONJ with implant placement but AAOMS is 
against)



Asymptomatic Patients 
Receiving Antiresorptive 
Therapy for Osteoporosis

• ORAL bisphosphonates:  Elective dentoalveolar surgery is not contraindicated.  
• Patients should be adequately informed of the very small risk (<1%) of 

compromised bone healing.
• There are current theories based on extrapolated data that discontinuing oral 

bisphosphonates for 2 months prior and 3 months after may lower risk of MRONJ.  
Rationale:  fluctuations of osteoclast function AND recent studies are showing 
promising result

• ADA Guidelines for oral surgery: primary tissue closure when possible, membranes 
over ext sites when primary closure not possible  but minimize periosteal bone 
exposure, CHX Rinse

• ADA Guidelines for Perio:  Minimize dentoalveolar manipulation. Bone graft 
“judiciously” 

• ADA Guidelines for endo:  Avoid manipulation beyond apex. 
• ADA Guidelines regarding Ortho:  Advise pts of potential complication and slowed 

tooth  movement.
• Dental Implants are OK with informed consent.   

• There are some exceptions….



Exceptions 

• For patients taking oral bisphosphonates for less than 4 
years that have been taking corticosteroids at the same 
time, the patients PCP should be contacted to consider 
drug holiday of the BISPHOSPHONATE for 2 months 
prior to surgery. Resume medication when osseous 
healing has occurred.  

• “Drug holidays” are currently being studied

• For patients who have taken an oral bisphosphonate 
for more than 4 years, the prescribing provider should 
be contacted to consider drug holiday for 2 months 
prior to oral surgery.  Resume medication when 
osseous healing has occured



Interesting Note

• AAOMS does not give an opinion on management of 
osteoporotic patients receiving IV bisphosphonates.  



Treatment Objectives for 
MRONJ management

• 1.  Eliminate pain.

• 2.  control infection of hard and soft tissue

• 3.  Minimize progression or occurrence of bone 
necrosis.  
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