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Abstract  

 

Osteomyelitis is an inflammatory disease which is heterogeneous in pathophysiology, clinical presentation and 

management. It occurs more commonly in the mandible than in the maxilla as the maxilla has a significant collateral 

blood flow, thin cortical bones which make it less prone to infection. Factors that predispose an individual to 

osteomyelitis of jaw is virulence of the microorganism, compromised vascular  perfusion in the host bone at the local, 

regional or systemic level, and environment distressing host resistance or defense. Early diagnosis and management is of 

utmost importance so as to avoid the potentially serious consequences of the disease. We report an unusual case of 

maxillary osteomyelitis in a 33 year old female patient with poorly controlled diabetes and recurrent maxillary sinusitis. 
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INTRODUCTION  
The word “Osteomyelitis” originates from the 

ancient Greek words osteon (bone) and muelinos 

(marrow) [1]. Osteomyelitis is the inflammation of the 

bone which begins as an infection of the medullary 

cavity with rapid involvement of the haversian systems 

and extension into the periosteum. It was first described 

by the French surgeon Edouard Chassaignac in 1852 

[2]. Osteomyelitis involving maxilla is rare which is 

attributed to the fact that maxilla has more extensive 

collateral blood supply that hinders the bacterial 

colonization. It has a thin cortical plate and a relatively 

rare paucity of medullary tissue with confinement of 

infection in the bone and permits the dissipation of 

oedema and pus into the soft tissues and Para nasal 

sinuses.   

 

In the recent years the occurrence of 

osteomyelitis which was once considered as a dreadful 

condition has declined drastically due to improved 

medical knowledge on the pathogenesis of the disease, 

availability of oral antibiotics and improved dental care 

[3]. 
 

Macbeth in 1952 classified the etiology of 

osteomyelitis of maxilla into traumatic, rhinogenic and 

odontogenic [4]. Factors that contribute to osteomyelitis 

are systemic diseases which compromise the immune 

system of an individual such as diabetes mellitus, HIV, 

malnutrition and use of chemo therapeutic agents [5]. 

We report an unusual case of maxillary osteomyelitis in 

a 33 year old female patient with poorly controlled 

diabetes and recurrent maxillary sinusitis. 

 

CASE REPORT 
A 33 year old female patient reported to the 

Department of Oral Medicine and Radiology with a 

chief complaint of pain and pus discharge in the left 

upper posterior tooth region since one month. Pain was 

mild, dull aching, localized in nature. Patient gives 

history of blockage of left nostril, difficulty in 

swallowing and Numbness on the left cheek. Patient 

was a type 2 diabetic and was on insulin therapy since 7 

years.  

 

Her past medical history also revealed that the 

patient had history of maxillary sinusitis, diabetic keto 

acidosis and was in diabetic coma for 1 week. Patient 

had earlier visited a dentist with the same complaint and 

was put on medication, but the healing was uneventful. 

There was no significant family history. Patient was 

poorly built and nourished.  

 

On extra oral examination no gross asymmetry 

was present. On palpation there was mild tenderness in 
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the left maxillary sinus region. Left sub mandibular 

lymph node was palpable which is 1.5 cms in size 

approximately, soft in consistency, mobile with mild 

tenderness on palpation. 

 

Local examination revealed an area of 

denudation with exposed cortical bone and pus 

discharge in the left posterior palatal region in relation 

to 23,24,25,26 measuring approximately about 2x2.5 

cms in dimension with yellowish discolouration of the 

bone suggestive of the sequestrum formation (Figure-

3). On palpation it was tender with rough surface 

texture and pus discharge was present on the 

application of pressure. A provisional diagnosis of 

chronic suppurartive osteomyelitis was given. Patient 

was then subjected to routine hematological 

investigations, culture and sensitivity. Intra oral 

periapical radiograph (Figure-4), maxillary occlusal 

radiograph (Figure-5), panoramic radiograph (Figure-

6), Computed tomograph (Figure 7 & 8) were also 

taken. 

 

Intra oral peri apical radiograph, maxillary 

occlusal radiograph, panoramic radiograph did not 

reveal any significant changes. Computed tomograph 

showed showed bony erosion and destruction (Figure-

7) haziness in the left anterior and posterior ethmoidal 

sinus (Figure-8) and confirmed our diagnosis as 

osteomyelitis of the left maxilla. 

 

Culture and sensitivity report revealed that the 

patient was resistant to most of the antibiotics that are 

used in routine clinical practice like pencillin,             

co-trimaxozole, methicillin, cloxacillin, linezolid, 

teichoplanin, piperacillin, tazobactam, vancomycin. 

However, intermediate response to ofloxacin was 

reported. 

 

 
Fig-1: Facial profile of the patient 

 

 
Fig-2: Left lateral side of the patient 

 

 
Fig-3: Lesion seen on the left side of the palate 

 

 
Fig-4: Intra oral peri apical radiograph of the 

patient 
 

 
Fig-5: Maxillary occlusal radiograph of the patient 
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Fig-6: Panoramic radiograph of the patient 

 

 
Fig-7: CT shows bony erosion of the left maxilla 

 

 
Fig-8: CT shows haziness in the anterior and 

posterior ethmoidal sinus   

 

 
Fig-9: Purulent discharge in the posterior hard 

palate during the initial visit of the patient 

 

 
Fig-10: Follow up of the patient 2 weeks after the 

administration of the medication shows resolving of 

the purulent discharge 

 

DISCUSSION 
        In this era of advanced antibiotics, 

osteomyelitis presents as a sub chronic condition and is 

more commonly associated with debilitated, 

immunocompromised or medically compromised 

patients and the varied clinical presentation of the 

disease pose a diagnostic dilemma. It is important to 

consider the diagnosis in immunocompromised patients 

as it remains one of the most difficult to treat diseases. 

Diminished host defenses both systemic and local can 

contribute significantly to the emergence and clinical 

course of the disease. 

 

Clinical features of the disease include fever, 

swelling, purulent discharge, intra oral or Extra oral 

fistulae, neuropalsy in the involved area, pathological 

fractures and trismus [6]. Age does not have a major 

role in the incidence of osteomyelitis, it is more 

frequent in adolescents and adults between 40 and 60 

years of age [7]. Diagnosis of the disease is made by 

clinical and radiological criteria along with 

hematological and histological inputs. Progressive bony 

destruction and formation of sequestra are the hall 

marks of the disease [8], both of which were seen in our 

case. 
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Osteomyelitis has been associated with 

multiple systemic diseases including diabetes, auto 

immune status, malnutrition and acquired immune 

deficiency syndrome. Factors predisposing to 

osteomyelitis of the maxilla include dental infections, 

maxillary sinusitis, trauma and radiation. The two main 

causes are dental infections and sinusitis. When caused 

by sinusitis it more frequently involves the frontal bone 

and rarely the maxilla due to its relatively extensive 

blood supply and thin bone structure [9]. 

 

Diabetes mellitus is a known suppressor of the 

host response. It causes arteritis of small vessels 

compromising vascularity leading to reduced tissue 

perfusion, poor healing area and poor host response 

against infection, thereby aggravating the osteomyelitis 

process [5]. In one study by Pervali et al., incidence of 

maxillary osteomyelitis among poorly controlled 

diabetes in rural Indian population was 45.1 % [5]. In 

the same study he inferred that 68% of the cases of 

maxillary osteomyelitis are related to diabetes mellitus 

as hyperglycemia weakens the immune system by 

altering the blood flow distribution to the maxilla. In 

our case the patient had both recurrent maxillary 

sinusitis and poor glycemic control both of which could 

aid in the rapid progression of the disease. 

 

The treatment for maxillary osteomyelitis 

range from a non invasive approach to a more invasive 

surgical treatment. A combination of antibiotic 

treatment with surgery has shown to be effective in 

treating the condition [10]. Surgical treatment includes 

the removal of sequestra, debridement, resection and 

reconstruction. In our case the patient was treated with 

a prolonged course of ofloxacin (200mg) and 

ornidazole (500mg) alone making a good recovery 

(Figure-10). 

 

CONCLUSION 
Despite many advances in the diagnosis and 

treatment of the disease, Osteomyelitis still continues to 

pose a challenge for both the clinician and patient and 

remains one of the most difficult to treat infectious 

disease. When left untreated osteomyelitis may spread 

to the surrounding structures causing serious 

complications like brain abscess. Moreover when the 

disease is caused by immune compromised states such 

as poor diabetic control where aggressive surgical 

therapy cannot be performed, the primary focus of the 

clinician is to reduce the morbidity and alleviate the 

pain of the patient by administering the required 

antibiotics as done in this case. This case gives us an 

insight about the vital importance of early diagnosis and 

management of patients with osteomyelitis in 

debilitated conditions where extensive surgical 

procedures cannot be performed through careful 

monitoring of the patient with good course of 

antibiotics. 
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