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The present retrospective study we compared 507 sites of MRONJ occurred in 394 patients to

highlight possible differences between cancer and non-cancer patients with stage III MRONJ.

Five hundred and seven sites of MRONJ were observed between January 2004 and March 2021 at the

Center of Oral Medicine and Laser Surgery of the Academic Hospital of University of Parma. Patients

were sub-classified in two groups: Group A (cancer) consisted in 293 affected patients and Group B

(non-cancer) in 100 patients with MRONJ.

Both Group A and B were evaluated on: gender, mean age, underlying pathology and MRONJ stage.

This retrospective analysis highlighted no main differences between cancer and non-cancer patients

with stage III MRONJ: both groups presented with similar percentage of advanced stage of MRONJ.

Contrary to general belief: osteometabolic patients are not to be considered "safe" from serious

complications rather than cancer patients.

Introduction

In advanced stages of MRONJ complications as pathologic mandibular fracture, involvement of the

maxillary sinus and extra-oral fistula are possible serious complications radically worsening patients

quality of life.[1][2]
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In order to improve prevention of this impairing side effect, the analysis of the epidemiological aspect

in affected patients has shown to be useful to better target screening strategies, aiming to early

diagnosis.[3]

In the present retrospective study we compared 507 sites of MRONJ occurred in 394 patients to

highlight possible differences between cancer and non-cancer patients with stage III MRONJ.

Materials and Methods

Five hundred and seven sites of MRONJ were observed between January 2004 and March 2021 at the

Center of Oral Medicine and Laser Surgery of the Academic Hospital of University of Parma. Patients

were sub-classified in two groups: Group A (cancer) consisted in 293 affected patients and Group B

(non-cancer) in 100 patients with MRONJ.

Both Group A and B were evaluated on: gender, mean age, underlying pathology and MRONJ stage.

Results

Three hundred ninety-two MRONJ occurred in 293 cancer patients and 115 MRONJ occurred in 100

non-cancer patients.

Group A consisted of 150 (38.2%) Male and 242 Female (61,8%) mean age 67 (MAX 88 - min 35), while

B consisted of 8 Male (6.9%) and 108 Female (93.1%) mean age 74 (MAX 92- min 48).

In Group A the majority of patients were treated for for breast cancer, 166 (42.3%), 122 for multiple

myeloma (31.3%) and 48 (12.2%) for prostatic cancer.

In Group B 96 patients were treated for osteoporosis (83.5%), 8 (6.9%) for rheumatoid arthritis, 10

(8.7%) for both osteoporosis and rheumatoid arthritis and one patient was treated for osteoporosis

and sclerodermia (0.9%).

Stage III was diagnosed in 60 (15.3%) patients in Group A and 18 (15.6%) in Group B.

In Group A: 33 patients presented with sinusitis (55%), 18 (30%) with extra oral fistula and 6 (10%)

with mandibular fracture. Two patients (3.3%) presented with a combination of fistula and fracture

while one (1.7%) had involvement of the maxillary sinus and extra oral fistula.

In Group B: the majority of patients showed involvement of the maxillary sinus (14, 77.8%), 2 patients

(11%) presented with mandibular fracture and 1 (5.6%) with fistula. One patient presented with both
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extra oral fistula and mandibular fracture.

Conclusion

This retrospective analysis highlighted no main differences between cancer and non-cancer patients

with stage III MRONJ: both groups presented with similar percentage of advanced stage of MRONJ.

Management of stage III MRONJ is difficult and requires a  non-conservative treatment in patients

often with poor general health conditions.

As shown by published literature: the early diagnosis of MRONJ allows conservative approaches and

therefore, prevention of complications can benefit from early detection and treatment of MRONJ at

initial stages (stage I) in order to stabilize the disease and limit its evolution.[4][5][6]

Contrary to general belief: osteometabolic patients are not to be considered "safe" from serious

complications rather than cancer patients.

Finally, since stage III concern both cancer and non-cancer patients equally, high attention must be

paid to oncological patients but also to the wide numbers of patients treated with bisphosphonates,

anti-resorptive and anti-angiogenic monoclonal antibodies for osteometabolic disorders.
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