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ABSTRACT

-Bisphosphonates are widely used to manage
conditions such as osteoporosis, Paget’s disease,
and metastatic bone disease. While effective in
reducing bone resorption, bisphosphonates have
been associated with a rare but serious
complication  known as  medication-related
osteonecrosis of the jaw (MRONJ). Periodontal
treatment in bisphosphonate patients requires
careful planning to balance therapeutic benefits and
minimize the risk of MRONJ. This article outlines
the mechanisms, clinical precautions, and treatment
protocols for managing periodontal disease in
patients taking bisphosphonates.

l. INTRODUCTION

Bisphosphonates (BPs) are antiresorptive
drugs that inhibit osteoclast-mediated bone
resorption, thereby increasing bone density and
reducing fracture risk. They are administered orally
or intravenously and are commonly prescribed for:
-Osteoporosis
-Paget’s disease
-Multiple myeloma
-Bone metastases from cancers (e.g., breast,
prostate)
-A significant dental concern related to these drugs
is medication-related osteonecrosis of the jaw
(MRONJ), particularly after invasive dental
procedures such as extractions, periodontal
surgeries, or implant placement.

MRONJ: Key Features

-MRONJ is defined as exposed bone in the
maxillofacial region that persists for more than 8
weeks in a patient with no history of radiation
therapy to the jaws, but who is receiving or has
received antiresorptive or antiangiogenic agents.

Risk factors include:

-Intravenous BPs  (e.g., zoledronic  acid,
pamidronate)

-Prolonged duration of BP therapy (especially >3
years)

-Concomitant corticosteroid use

-Smoking, diabetes, and poor oral hygiene
-Invasive dental procedures

Methods (General Clinical Approach for
Periodontal Therapy)

1. Medical History Review and Risk Assessment
-ldentify the type, dose, duration, and route of
bisphosphonate use.

-Classify the patient’s MRONIJ risk as low (oral
BPs, <3 years) or high (IV BPs, >3 years or with
systemic comorbidities).

-Consult the prescribing physician or oncologist
when planning invasive procedures.

2. Non-Surgical Periodontal Therapy (Safe and
Recommended)

-Emphasize plaque control, professional cleaning,
and scaling and root planing (SRP).
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-Non-surgical periodontal therapy is safe and
beneficial for reducing inflammation and
minimizing the need for surgery.

-Chlorhexidine mouth rinses may be used as
adjunctive therapy.

3. Surgical Periodontal Procedures (High
Caution)

-Avoid if possible, especially in high-risk patients
(IV BPs or long-term oral BPs).

If absolutely necessary:

-Obtain informed consent discussing the risk of
MRONJ.

-Consider antibiotic prophylaxis before and after
the procedure.

-Use minimally invasive techniques with primary
closure.

-Ensure close postoperative monitoring for any
signs of bone exposure or delayed healing.

4. Drug Holiday

-The idea of temporarily stopping bisphosphonates
("drug holiday™) is controversial and must be
coordinated with the prescribing physician.

-1t may be considered for oral BP users (>3 years)
with high MRONJ risk before surgery, but not
typically ~ for  cancer patients on IV
bisphosphonates.

-Discontinuation should only be considered if
medically safe and under supervision.

5. Patient Education and Maintenance
-Emphasize the importance of excellent oral
hygiene.

-Reinforce the need for regular periodontal
maintenance (every 3—4 months).

-Educate patients about early signs of MRONJ:
pain, swelling, non-healing ulcers, exposed bone.

1. DISCUSSION
Bisphosphonates significantly affect bone
remodeling, and their impact on periodontal

therapy requires cautious planning. While non-
surgical therapy is generally safe and effective,
surgical interventions must be approached
conservatively. Interdisciplinary communication
between dental and medical professionals is crucial
for optimizing outcomes and minimizing risks.

Prevention is the best strategy—regular
hygiene appointments and early periodontal
intervention can reduce the need for invasive
treatment later.

I11. CONCLUSION

Periodontal care in  bisphosphonate
patients must be preventive, conservative, and
individualized. While non-surgical treatment is safe
and effective, surgical procedures carry the risk of
MRONJ, especially in high-risk individuals.
Careful medical evaluation, risk assessment, and
interdisciplinary collaboration are essential to
ensure safe and successful outcomes.
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