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containing bisphosphonates, more powerful and not metabolized. 
Therefore, they accumulate in bone and have an enduring effect 
that result in bone necrosis.5–8 Invasive dental procedures; poor oral 
hygiene, corticosteroid therapy and radiation therapy, were the main 
risk factors for osteonecrosis of the jaw.9

Case report
Over 60 year-old Sudanese woman knowledgeable with jaw 

problems initiate 12 months ago with spontaneous deep pain in the 
maxilla at the buccal left side. Her dentist referred her to the department 
of Oral Surgery, Khartoum Teaching Dental Hospital, when he 
identifies an extended exposed bone with pus discharge. The patient 
mentioned that over the 7 preceding months, she developed severe 
pain combined with episodes of swelling in the palate, discharge from 
bridge in left side of the upper jaw that extend from the upper central 
incisors to the first permanent molar in addition to halitosis.10 The past 
medical history she is adiabatic; had breast cancer and experience a 
wide local excision and auxiliary clearance 3 years ago. A six cycle 
chemotherapy regime was given since 2012. And 7 months ago bone 
scan confirmed skeletal metastasis in the vertebral column (Figure 1) 
and 12 cycle chemotherapy regime was given on 2016 (Zometa 4mg/
month) intravenously.11 The intraoral examination revealed; marked 
halitosis, swelling in the palate which tender and discharge (blood + 
pus) on pressing, mobile bridge, mobility grade 3 in 26 and a large 
bony defect (yellowish exposed bone) in the upper left quadrant of the 
maxilla mainly involving the buccal alveolus under bridge (Figure 2). 
No extra oral findings were detected. Orthopantomogram view showed 
detected an osteolytic region in the maxilla left side (Figure 3) and C.T 
scan detected left maxillary mucosal thickening with nasal mucosal 
thickening (Figure 4). Incisional biopsy under local anesthesia was 
carried out with a segment of palatal mucosa adjacent to the necrotic 
bone.12 The pathology report showed only (mucositis) inflammation 
with no evidence of ulceration or neoplasia. Ciprofloxacin 500mg was 
prescribed for one month together with Chlorhexidine mouth wash. 
An isolation of the sequestrum, with mobility of the 26 tooth was 
obtained. It was decided to remove the left maxillary first molar and 
sequestrum conservatively.

Figure 1 Shows the bone scan of the patient 7 months ago.

Figure 2 Shows pretreatment intraoral view (Yellowish exposed bone in the 
upper left side of maxilla)
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Introduction
Bisphosphonate‐Related Osteochemonecrosis of the Jaws 

(BRONJ) described by the American Association of Oral and 
maxillofacial surgeons as “the presence of non-healing exposed bone 
in the maxilla or mandible that has persisted for more than 8 weeks 
in a patient who has received a systemic bisphosphonate but has not 
received local radiation therapy.1” Garcia Saenz and Taruella defined 
ONJ as the presence of pain, halitosis, soft-tissue swelling, gingival 
bleeding and infection, with or without dysesthesia of the jaws.2 
Bisphosphonates are powerful inhibitors of osteoclastic activity, 
analogues of inorganic pyrophosphates and have a high affinity for 
hydroxyapatite crystals.3,4 Pamidronate and zoledronate are nitrogen-
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Figure 3 (Panoramic view showing the extension of lesion in the maxillary 

left side).

Figure 4 shows axial cut of C.T scan.

Figure 5 The affected area 2 months following treatment unfortunately the 
patient died at the beginning of July 2016.

Discussion
Nowadays the prognosis and evolution of ONJ are still unclear - 

many cases may heal totally, while others may evolve into fractures 
of the jaw bone and fistula with other devastating complications. The 
American Association of Oral and Maxillofacial Surgery mentioned 
that the treatment duration of ONJ and the route of administration 
of bisphosphonate have an important role in the proliferation of 
the lesion. The intravenous form of bisphosphonate is especially 
concerned but also the oral form associated to invasive dental surgery 
that can contribute as a risk factor.13

The onset of ONJ is related to the potency, frequency, and duration 
of the specific bisphosphonate used.14 Intravenous bisphosphonates 
compared to oral bisphosphonates have a poor prognosis; Zoledronic 
acid is considered the most potent bisphosphonate and is administered 
at the recommended dose of 5mg/month, which may produce ONJ 
within three to twelve months.15 Intravenous bisphosphonates have 
produced bisphosphonates-induced osteonecrosis of the jaws (BIONJ) 
in patients who have received as little as to doses.16 Co morbidity 
factors of ONJ are divided into 2 categories, dental (occlusal trauma, 
acute periodontitis) and medical factors such as chemotherapy, 
steroids, and methotrexate. Acquaintance of these factors will help 
specialists to establish a strategy to improve the prognosis of ONJ and 
even to prevent it.

Conclusion
Osteochemonecrosis of the jaw associated to bisphosphonate 

is a severe complication for patients undergoing bisphosphonate 
treatment. Until now no consensus was established for the prevention 
or treatment of Osteochemonecrosis, and the main objective remains 
the control of pain and inflectional symptoms.
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