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Case Report

Osteomyelitis of maxilla: A rare case report
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A B S T R A C T

Treatment of this condition involves sequestrectomy and debridement of the necrosed bone and extraction
of the involved teeth with antibiotic therapy and adjunct therapy. 1 Cranial bones and brain might get
involved in maxillary osteomyelities.
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1. Introduction

Osteomyelitis is defined as the inflammation of bone,
followed by infection of medullary portion, which rapidly
spreads to haversian system and into the periosteum.2

It was a French surgeon, Edouard Chassaignac in 1852
who described osteomyelities.3 In 1847 Rees described
osteomyelities of maxilla.4

Sequestra and involucrum were the terms coined in 1764
by john hunter. Sequestra is the pocket of dead cortical
bone with abscess and involucrum is new bone formed
in response to the sequestra.3 Although osteomyelities of
maxillofacial region became less common after the era
of antibiotic therapy. There are many systemic diseases
like diabetes mellitus, HIV, malnutrition, chemotherapeutic
agents which makes the patient immunocompromised,
contributing to osteomyelitis.4 Mainly the etiology of
osteomyelities of maxilla can be classified into traumatic,
rhinogenic and odontogenic (Given by Macbeth in 1952).5

In uncontrolled cases of diabetes, 45.1% of maxillary
osteomyelities are reported.6 Osteomyelities of mandible
is more common as compared to maxilla due to collateral
blood supply and thin cortical bone.
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Fig. 1: Frontal view of the patient.
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Treatment of this condition involves sequestrectomy and
debridement of the necrosed bone and extraction of the
involved teeth with antibiotic therapy and adjunct therapy.1

Cranial bones and brain might get involved in maxillary
osteomyelities. Definite diagnosis with aggressive treatment
is necessary to avoid these complications.7 In this article we
present rare case of bilateral maxillary osteotomy where 58
years old female reported with almost detached sequestrum.

2. Case Report

A 58 yrs female from Tibbi Hanuman District, reported
to the Department of Oral and Maxillofacial Surgery
with the chief complaint of pain and mobility in her
upper right region of jaw since 4 months. Patient also
complaint of difficulty in eating and drinking since 2
months. The pain was mild to moderate, intermittent in
nature which aggravated on its mastication and subsided
after taking medication. Patient was on self medication for
approximately 2 months, when she was not totally relieved
she went to local dentist. Patient was under the supervision
of local dentist for two months and was referred to the
Department for further treatment. General examination
revealed she was conscious, cooperative and well oriented
to time, place and person. Extraoral examination revealed
almost detached sequestrum was present over the left
maxilla (Figure 1). There was no paresthesia of bilateral
infraorbital nerve. Intaoral examination revealed exposed
alveolar bone from 16 to 23. On palpation sequestuem
was attached to 16. Orthopantomogram confirmed the
clinical diagnosis. (Figure 2) The random blood sugar
was measured with glucometer was 349mg/dl. Patient
was admitted in the Surendera General Hospital under
Physicians’ supervision and Oral and Maxillofacial Surgery
Department. Physician consent was taken before the
surgical procedure. Next day surgical intervention was
planned under local anesthesia after. Painting and draping
was done following all aseptic precautions. Local anesthesia
(Lignocaine with adrenaline) (1:2,00,000) was given.
Sequestrum was detached from 16 area, through irrigation
was done with betadine and normal saline. Betadine
ointment dipped gauze piece was given as dressing.
Specimen was send for histopathological examination and
it confirmed the diagnosis for osteomyelities of maxilla.
Patient stayed in the hospital for 10 days and blood sugar
was monitored by sliding scale under the supervision of
Physician. Regular dressing and irrigation was done. Patient
was discharged on 10th day and her random blood sugar
was 175mm/dl at the timr of discharge. At 6 months follow
up patient showed satisfactory results.

3. Discussion

Maxillofacial osteomyelitis is a rare disease, although it is
very rare in the maxilla. If signs of osteomyelitis are found

Fig. 2: Orthopantomogram (OPG)

early, treatment should be started as soon as possible. If left
untreated, it will spread to other areas, reducing immunity,
and the host’s defense mechanism will cause the disease to
spread rapidly. The most common cause of osteomyelitis
is the previous pathology of the periapical tissue. Sinusitis
and trauma are less common. It is a multi-microbial disease
caused by many organisms. The culture and a suitable
antimicrobial agent reduce the symptoms of the disease.8

The predisposing factors of maxillofacial osteomyelitis are
tooth infection, sinusitis, trauma and radiation exposure.
The two main reasons for maxillofacial osteomyelities are
tooth infections and sinusitis as per literature. Due to
sinusitis, the frontal bone is most commonly affected, while
the upper jaw is less affected due to poor blood supply.
In this case, uncontrolled diabetes is found to be the main
risk factor which is found to cause involvement of maxilla.
Peravali et al. Reported 68% osteomyelities of maxilla are
because of umcontrolled diabetes. As the distribution of
blood flow of jaw and weakening of immune system is seen
in diabetes.9,10

There are many options when examining the imaging
of osteomyelitis like computed tomography (CT), magnetic
resonance imaging (MRI), ultra sonography (USG). A
simple panoramic X-ray of the teeth may be sufficient to
diagnose this condition. However, the course of the disease
can only be seen on an MRI scan, which is usually better,
because the inflamed tissue produces a low-intensity signal
in the normally bright bone marrow fat signal, the extent
of the lesion can also be seen. This is very helpful for the
follow-up treatment of the disease.11–13

The pathogenesis of the disease is believed to be the
relatively avascular and ischemic nature of the infected area
and isolation creates areas of low oxygen and areas that are
not penetrated by antibiotics. The reduced oxygen pressure
reduces the bactericidal activity of polymorphic white blood
cells and leads of the previous aerobic condition. The
antibiotics supply in the dead bone is so slow that no matter
what concentration is given, it is usually impossible to
reach the target area. Even if treatment is recommended
for serum levels, this may result in an ineffective antibiotic
concentration at the infection site.14

Therapeutic treatment ranges from many simple non-
invasive methods to more invasive radical treatments.



Bansal et al. / Archives of Dental Research 2021;11(2):127–129 129

Non-surgical methods include antibiotics,15 non-steroidal
anti-inflammatory drugs,15 hyperbaric oxygen therapy,16

bisphosphonate therapy17,18 depending upon the type of
osteomyelities Surgical methods include skin removal,
skin grafting, partial (marginal) resection.19 Unfortunately,
conservative treatment always leads to multiple recurrences
of the disease, while active treatment can lead to severe
recurrence of comorbidities, and subsequent reconstruction
surgery or various forms of obturators are required.20

Maxillary osteomyelities is a challenge for both clinician
and patient, as it is very challenging to treat. Even
though there are many advances with the diagnosis and
treatment it seems to be difficult. Clinical, radiographical,
histological and haematological investigation is very critical
in diagnosis of osteomyelities. Surgical excision of the
involved part and adequate medicinal management provide
significant success in the cases of osteomyelities. In our
case the sequestrum was almost detached and therefore
no aggressive surgical intervention was needed. Hence
management was possible under local anesthesia and
surgical dressing (betadine dressing) were given. Secondary
reconstruction was planned after one year. A through
Pubmed, Medline and Google research have been done and
till now none of the cases have been reported in which
the sequestrum was almost detached, so this is one of the
rare case itself considering that local dentist was not able
to diagnose this osteomyelitis of maxilla. So we wish to
conclude that careful and prompt diagnosis is important to
manage these sorts of pathologies.
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