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Over the last three years there have 
been a number of papers linking 
the aminobisphosphonates with 

osteonecrosis of the jaw (ONJ). 

While 95 per cent of these reports 
relate to high dose intravenous (IV) 
aminobisphosphonates (zoledronic acid 
[Zometa; Novartis Pharmaceuticals, East 
Hanover, NJ] and pamidronate [Aredia; 
Novartis Pharmaceuticals, East Hanover, 
NJ]) used in oncology patients, there have 
also been a few reports relating to the 
oral aminobisphosphonate, alendronate 
(Fosamax; Merck Co, West Point PA) 
(1,2,5,6,7). As a result of these reports, 
the manufacturer of zoledronic acid and 
pamidronate, Novartis, has issued guidelines 
for managing patients dentally (3). Included 
in these guidelines is the recommendation 

that teeth should be managed non-surgically 
if the patient has already started IV 
aminobisphosphonate therapy. This leaves 
the question unanswered as to how dental 
problems should be dealt with in patients 
taking low-dose oral bisphosphonates for 
osteoporosis.
 
Alendronate has been prescribed for 
the last ten years for the very effective 
management of osteoporosis and Paget’s 
Disease. Since this time, up to 150 possible 
cases of ONJ have been reported worldwide 
with over 20 million patient years’ exposure. 
In New Zealand there are two unreported 
anecdotal cases of possible ONJ associated 
with 25,000 people currently taking the 
drug. The incidence for ONJ associated with 
alendronate is presently low and this should 
be kept in perspective. Following further 
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review of the situation, the clinicians of 
the Oral Health Unit at Greenlane Clinical 
Centre, have now agreed to proceed with 
caution to extract teeth for patients on 
alendronate while following the listed 
principles and practices. 

This is our current practice based on the 
most contemporary information at this 
point in time. It is still too early to establish 
formal protocols and we are aware that 
other units are following different practices. 
It is also acknowledged that our practice 
will change on receipt of new information. 
While it is envisaged that general dentists 
may cautiously follow our current practice, 
consideration should be given to referral if 
additional risk factors are present or the 
extraction is likely to be difficult. 

We proceed cautiously with extractions 
taking the following factors into 
consideration:

• Encourage regular dental checks.       
    Practise preventive dentistry to reduce  
    infection/pathology and the need for  
    extractions. 
• Document reason for extraction (written  
    /radiographic).
• Give good balanced information about  
    the risks and benefits of extraction  
    and obtain informed consent.
• Before extraction, minimise local  
    infection and plaque accumulation  
    by prophylaxis and chlorhexidine  
    mouth rinses.
• Remove teeth as atraumatically as  
    possible.
• Remove grossly infected teeth as  
    required. Peri-apical pathoses, sinus  
    tracks, purulent periodontal pockets,  
    severe periodontitis, active abscesses  
    are risk indicators and may cause ONJ  
    by themselves and should be dealt            
    with appropriately (4). ONJ may       
    already be present and extractions  
    simply make it apparent.
• If multiple teeth need extraction: initially  
    remove one tooth, wait two months to  
    allow healing, if no problems then  
    proceed cautiously with other    
    extractions (4).
• Peri/post-extraction antibiotics for  
    significant infection or other clinical  
    indicator.
• Use post-extraction chlorhexidine     
    mouthrinses until healed (4).
• Follow-up review to confirm healing,  
    at one week and then one month and  
    thereafter as required.
• Avoid immediate dentures if they are  
    likely to cause trauma.
• Be prepared to modify your practice as  

    new evidence becomes available. 

Additional risk factors for ONJ in patients 
taking alendronate include:

• The duration of therapy and the       
    cumulative dose; the drug’s long half-life  
    (up to 12 years). 
• The presence of medical co-             
    morbidities; overall systemic health;      
    diabetes mellitus; degree of            
    immunosuppression; chemotherapeutic  
    agents; corticosteroids.
• The presence of pre-existing dental  
    disease; invasive dental procedures;  
    denture trauma, prominent structures  
    eg. tori, mylohyoid ridge.
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