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Oncology Clinical Treatment between Dentistry and Phy-
sician in Relationship with Antiresorptive Drugs

Abstract
Oncology patients whose are diagnosed with hypercalcemia malignant and related events associated with bone metastases and they 
are prescribed with antiresorptives such as bisphosphonates, denosumab or antiangiogenics drugs. Those patients could be affected 
with MRONJ [Medication Related Osteonecrosis of the Jaw] expressed in their different Stages: Stage 0, Stage 1, Stage 2, Stage 3.

Most of them attend your dental citation on Stage 3 when MRONJ caused irreversible pain as pathological fractures, anesthesia of the 
lower dental nerve, bucco-sinus o bucco nasal communication, skin fistulas vaguely in maxilla or jaw.

The objective of the authors is developing a clinical oncology case report with a chronical buccal sinusal communication.

© 2020 Silvana et al. This work is published and licensed by Example Press Limited. The full terms of this license are available at https://skeenapublishers.com/terms-conditions and incorporate the Creative 
Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the work you hereby accept the Terms. Non-commercial uses of the work are 
permitted without any further permission from Emample Press, provided the work is properly attributed.

Abbreviations: MRONJ: Medication Related Osteonecrosis 
of the Jaw; AR: Antiresorptive drugs; BPs: Bisphosphonates; DS: 
Denosumab

Introduction
American Association of Oral and Maxillofacial Surgeons AAOMS 
in 2014, determines the concept Medication Related Osteonecrosis 
of the Jaw associated with antiresorptive and antiangiogenic drugs as 
“necrotic bone area exposed to the oral environment with more than 
eight weeks of permanence, in the presence of chronic treatment with 
bisphosphonates in the absence of radiotherapy in head and neck” [1].

According to the clinical characteristics, the AAOMS classified it into 
4 groups considering the clinical and radiological appearance of the 
osteonecrotic lesion.

Stage 0: osteonecrotic lesion without evidence of necrotic bone in pa-
tients with antiresorptive drug use.

Stage 1: Osteonecrotic lesion with clinical signs and absence of clinical 
symptoms.

Stage 2: Osteonecrotic lesion with evident clinical signs and symp-
toms.

Stage 3: Osteonecrotic lesion with an evident sign and symptoms that 
compromise noble structures: pathological fractures, anesthesia of the 
lower dental nerve, bucco-sinus or bucco-nasal communication, skin 
fistulas [2].

It is known that both anti resorptives drugs [AR]: Bisphosphonates 
[BPs], denosumab [DS] have the purpose of inhibit bone reabsorp-
tion, for this reason, in low concentrations it is used in the treatment of 
pathologies of bone metabolism, such as osteopenia and osteoporosis, 
but in high doses its purpose is reducing disorders of oncological pa-
thologies such as hypercalcemia malignant [3,4]. 

The mechanism of action of the medication related in this article, it 
has been studied and It has been determined which is the relationship 
between osteoblasts-osteoclasts, the consequence relapse over the re-
modeling metabolism in maxillary bone where the vascular nutrition-
al contribution altered indeed. As a consequence, hyper mineralized 
bone formed microfractures or exposure oral environment with the 
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consequent over-aggregation of microbiological infection, in this case, 
MRONJ could be diagnosticated in their clinical Stages [5,6,7].

It is known Anti resorptives suffered bone accumulation, so their 
administration could not be interrupted in order to solve diagnosis 
MRONJ, because their action falls on osteoclastic activity and their 
half-life is long [8].

Dental anamnesis must contain Anti resorptives history to get differ-
ential diagnosis between MRONJ, osteomyelitis and osteoradionecro-
sis in order to establish the appropriate therapy [9].

Clinical Case
Female patient, 65 years old, from Buenos Aires [Argentina], she was 
diagnosed with breast CA and lung metastasis, treated with denosum-
ab 60mg/ml/20 days during 6 years of treatment, which she had never 
interrupt. Patient died because of SARs CoV 2, November 2020. 

She had spontaneous bilateral bucco-sinus communication without 
dental inductions as extractions, surgeries treatments, etc. (Figure 1 
& Figure 2). She had been presented with Computed Tomography 
showing a radiopaque bilateral sinuses images with clinical references: 
painless, suppurating without systemic compromise but she had over 
contaminated bone exposures (Figure 3). 

Figure 1: Spontaneous lesion in maxilla, quadrant I.

Figure 2: Spontaneous lesion in maxilla, quadrant II.

Atraumatic treatment rinses with chlorhexidine 0,12%, Povidone-io-
dine 10% and Beta lactam antibiotic: Amoxicillin 500mg + clavulanic 
acid 125mg each 8 hours for 7 days, was decided to prescribed with 
otorhinolaryngology physician by interdisciplinary way in the oppor-
tunity moment of clinical inflammatory symptoms. 

MRONJ was accompanying your two systemic clinical exacerbations 
[lymphadenopathy, fever, tumor] during her pathological process [10].

Patient was diagnosticated MRONJ Stage 3 [irreversible Stage because 
buccal-sinus bilateral communication]. She expelled a little bone se-
questration from right maxilla, reconfirming MRONJ diagnosis with 
the support of the Laboratory of Pathological Anatomy [11].

Figure 3: Computed Tomography showing pathology bilateral bucco-sinus 
communication, quadrant I and II.

Patient was attending dental consultation every 6 months or in the 
case she had needed dental attention in order to control clinical dis-
semination working with otorhinolaryngology physicians. 

Discussion
Atraumatic treatment like mouthwashes and antibiotic therapy must 
be prescribed if it is needed and it is the best choice to not manipulate 
necrotic bone with MRONJ diagnosis. Removable prostheses must be 
evaluated in order to avoid pressures through oral mucosa, plastic res-
torations, supra-gingival periodontal treatment and endodontic treat-
ments are not contraindicated [9,13,14].

It is recommended, antibiotic prophylaxis prescription according to 
the American Heart Association in oncology patients, when patients 
are diagnosticated MRONJ avoiding develop infective endocarditis, if 
it would be necessary according dental treatment [15].

The expectant and conservative dental behavior should be attended. 
On the other hand, in a recurrent infectious event, microbiology dis-
semination would be present and physical condition could be aggra-
vated so, bone manipulation could expand the necrotic bone lesion as 
a consequence that is not recommended by the authors [16]. When 
patients with diagnosis MRONJ: Stage 3 [irreversible lesions], suffer 
resective therapies because of patient morbidity it provides a palliative 
solution MRONJ as a treatment but bone necrosis do not solve [17,18].

Publications support prescribing mouthwashes changing them fifteen 
days long in order to produce the reflux of the inflammatory content: 
0.12% Chlorhexidine and 0.05% Rifamycin, 10% Povidone Iodine and 
0.5% Cetyl pyridinium chlorid [19].

The supply of drugs related to pain, the family of NSAIDs [Ibuprofen 
600mg/6 hs] are adequate according to the tolerance of the patient.

 The empirical bactericide antibiotics must be select to avoid anaero-
biosis microbiology: amoxicillin 500mg with clavulanic acid 125mg 
every 8 hours, in case of a lack in the recovery response at 72 hours, 
metronidazole 500mg could be added. In severe MRONJ situations 
authors suggest ciprofloxacin 500 mg every 12 hours between 10 days 
[1,9].

Patients whose are under treatment with antiresorptives or antian-
giogenic drugs because their oncological pathology, require clinical 
dental and physician attention in interdisciplinary way, considering 
that the professionals who are involved in their therapies must have 
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fluid and constant communication so, the detection of any abnormal 
situation could be detected as soon as possible [20,21].

Conclusion
Bone pathologies that involve maxillary tissue must be identified by 
dentists. For this reason, a close control of the oral health in oncology 
patients must be develop monthly, indeed if they were prescribed with 
Antiresorptives or Antiangiogenics drugs that could cause MRONJ. 
It is well known that radiotherapy in oncology patients would devel-
op cellular damage in osteoblasts and osteoclasts in relation with the 
intensity of radiation received, generating osteoradionecrosis and pa-
tients must be treat in a similar way as patients with osteomyelitis. It is 
the main differences between MRONJ and the other ones [9,22].

 Antiresorptives or Antiangiogenic drugs such as bisphosphonates ac-
cording to their accumulation should not be suspended because this 
situation does not contribute any benefit with dental treatment. Deno-
sumab has a reversible pharmacodynamics, but if its administration is 
suspended bone mass decrease significantly, so authors believe it is not 
necessary physicians suspend this drug too [23].

 We conclude that conservative dental therapies and interdisciplinary 
ones are essential to achieve success in the treatment of patients with 
MRONJ.
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