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reatment of BRONJ
elice S. O’Ryan, DDS, Oakland, CA

Bisphosphonate-related osteonecrosis of the jaws
BRONJ) has received wide-spread attention since the first
eports in 2003. Although BRONJ has been reported in
ssociation with oral formulations, intravenous nitrogen-
ontaining bisphosphonates confer the greatest risk and
revalence appears to be related to cumulative exposure
nd bisphosphonate potency. The majority of cases devel-
ped following invasive dental procedures (including ex-
ractions, dental implants and root canal therapy), in areas
f periodontal disease and in response to local trauma,
lthough spontaneous occurrence is not uncommon. Nu-
erous treatment approaches have been described but no

onsensus regarding management exists.
Osteonecrosis related to oral bisphosphonates is gener-
lly focal, less severe, and more likely to resolve in response i
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ften patients are labeled as having psychopathol-

o
c
I
t
p
n

o local measures compared to the intravenous-exposed
atients in whom BRONJ is often refractory to treatment.
reatment recommendations in this group include discon-

inuing oral bisphosphonates (in conjunction with the pa-
ient’s physician), chlorhexidine rinses, oral antibiotics if
nfection is present and pain medications as needed. Spon-
aneous exfoliation of necrotic bony spicules with subse-
uent healing has been found. Resolution of the ONJ in
esponse to local debridement in symptomatic cases has
lso been reported although some patients have required
ultiple procedures and intravenous antibiotics. Monitor-

ng of bone turnover with serum CTX has been described
ut the predictive relationship of s-CTX and bone healing
as yet to be established.
BRONJ associated with IVBP presents with a wide spec-

rum of severity and an unpredictable clinical course. It is
enerally more extensive, painful and difficult to treat;
esions may demonstrate initial healing only to be followed
y chronic and often debilitating recurrence. A wide vari-
ty of interventions, ranging from palliative care to resec-
ion with microvascular reconstruction, have been pro-
osed; however, no agreed-upon treatment protocol exists.
essation of the bisphosphonate, when possible, may im-
rove treatment response. Advocates of a conservative ap-
roach recommend limited resection of necrotic bone,
emoval of mobile bony sequestra or sharp areas of bone
ith local soft tissue closure. Successful treatment of symp-

omatic stage 2 or stage 3 disease with resection of necrotic
one has shown favorable outcomes. Microvascular recon-
truction has also been reported in limited numbers of
atients although this may not be appropriate for patients
ith metastatic disease.
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YMPOSIUM: DIAGNOSIS AND TREATMENT OF CHRONIC FACIAL
AIN
iagnosis and Evaluation of Chronic
acial Pain Patients
teven Graff-Radford, DDS, Los Angeles, CA

Facial pain is a debilitating disorder if left untreated. Too
gy when face pain etiology is unclear. These patients are
ategorized as “atypical,” “idiopathic” or “psychogenic.”
diopathic, when referring to a medical problem suggest
here is something unknown, and does not define the
roblem. It is postulated that the most commonly undiag-

osed facial pain conditions include neuropathic and tem-
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