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Abstract  Case Report 
 

Garre’s osteomyelitis represents a periosteal reaction to the presence of low grade infection or other irritants which can 

be odontogenic or nonodontogenic. This is a case report of an odontogenic periostitis in a 7–year-old _boy due to 

pericoronitis in relation to permanent mandibular left first molar. It was successfully treated by gingival curettage and 

antibiotic therapy. 
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INTRODUCTION 
Garre’s osteomyelitis is a type of chronic non-

suppurative osteomyelitis that primarily affects children 

and adolescents because they have greater osteogenic 

potential and the periosteum is loosely attached to the 

bone surface [1]. This Chronic osteomyelitis with 

proliferative periostitis is characterised by the formation 

of new bone with periosteal reaction [2] and caused by 

inert stimulation from low-virulence infection. Mandible 

is more affected than the maxilla [3], especially in the 

premolar-molar area [4].  

 

The aims of this article were to present the 

radiographic features and the clinical cause of 

mandibular Garre’s osteomyelitis and to discuss the 

possible pathogenesis of this condition. 

 

CASE REPORT 
A 7-year-old boy was referred to the dental 

department of the university hospital FARHAT 

HACHED Tunisia, by a private dental practitioner. The 

cheif complaint was a left mandible swelling, trismus 

and intermittent pain during mastication. The swelling 

had been present for at least 2 months. At that time, the 

patient was given a 7 day course of antibiotics by the 

referring dentist, he had no further discomfort however, 

the swelling did not disappear. 

 

Extra-oral examination showed facial 

asymmetry (Figure 1A). The swelling was non-tender, 

bony hard and painless to pressure with no cervical 

lymphadenopathy. 

 

Intra-oral examination revealed buccal swelling 

extending from the left second primary molar to the 

angle of the left mandibular. The mucosa overlying the 

swelling was normal in color and texture (Figure 1B). 

All teeth reacted positively to vitality test, there were no 

dental decay, and no intra-oral draining sinus was found. 

 

The patient had a normal mixed dentition for a 

boy of this age group. 

 

The panoramic radiograph showed non-specific 

findings with no evidence of periapical infection. 

However, computed tomography (CT) scan examination 

revealed well defined hypodense bone lesion in the left 

mandibular body, local cortical bone was discontinuous 

over there, and a 8,7 mm periosteal reaction involving in 

regart to the buccal area of the tooth 36, appearing as a 

cortical layering or redundancy, often termed ‘onion 

skinning’ or ‘onion peel’ like aspect (Figure 2).  

 

A clinical diagnosis of Garre’s osteomyelitis 

was made with two possible etiologic factors: buccal 

bifurcation cyst or chronic pericoronitis of the first 

permanent left molar. 

 

A full thickness buccal flap was elevated and 

bone curettage performed with respect to 36. All the 
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granulation tissue found was removed and the flap was 

repositioned and sutured (Figure 3).  

 

Histolopathological examination of the 

removed bony tissue revealed new bone formation with 

periosteal reactivity as well as findings of chronic 

inflammation, which confirmed the diagnosis of Garre’s 

osteomyelitis as a result of chronic pericoronitis of the 

tooth 36 (Figure 4). 

 

 

 
Figure 1: Preoperative examination of patient: A: Extraoral examination showing facial asymetry; B: Intraoral view showing a 

normal mucosa in color and texture; C: Panoramic radiographic view 
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Figure 2: CTscan sections showing osteolytic bone lesion in the left mandibular body associated to the periosteal reaction. A: 

Coronal section image; B: Cross section image; C: three-dimensional reconstruction image 

 

  
Figure 3: A) Bone curettage; B) Flap Reposition and Suturing 

 

 
Figure 4: Histopathological tissue showing trabeculae of bone and osteoid tissue with abundant osteoblasts bordering many 

trabeculae, fibroblasts, fibrocytes as well as chronic inflammatory infiltrate predominantly lymphocytes and plasma cells 
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DISCUSSION 
Garré’s osteomylitis is a distinctive type of 

chronic osteomylitis with proliferative periostitis [1] 

characterized by depositing successive layers of new 

bone, leading to the “onion-peel” apparence seen on 

radiographic examination [5]. 

 

Radiographs are usually used for diagnosis and 

have a high diagnostic value. Computed tomography 

scan may also be used to detect typical alterations of the 

bone and periosteal reactions as well as soft tissue 

involvement [6, 7].  

 

In many reported cases, etiologic factors were 

odontogenic including dental decay, which is the most 

common etiology of jaw infection, unerupted teeth, 

untreated fractures and rarely localized periodontal 

infection due to pericoronitis in a newly erupted first 

permanent molar just like our case [4-6], although 

nonodontogenic factors may contribute to develop this 

pathology.  

 

In this case CT scan was mandatory to diagnosis 

because no periapical pathology was neither found 

clinically nor seen in the panoramic radiograph, which 

may disguid the diagnosis. In some cases occlusal 

radiograph may be enough without exposing patient to 

high-dose radiation [1].  

 

However, these neoperiostoses are not limited 

to proliferative periostitis of Garre and may occur in a 

variety of other pathosis, such as: congenital syphilis, 

infantile cortical hyperostosis, avitaminosis C, fluorosis, 

hypertrophic osteoarthropathy, Ewing sarcoma, and 

osteogenic sarcoma. In addition, bone swelling, seen at 

younger ages, could be associated to other pathologic 

conditions such as fibrous dysplasia [2]. Yet, fibrous 

dysplasia is distinguished from Garre’s osteomyelitis 

due to the “ground glass appearance” as well as the 

thinning seen in the cortex.  

 

Histopathological examination shows new 

reactive bone or osteoid tissue subperiosteally, with 

osteoblasts surrounding many of the trabeculae, oriented 

perpendicular to the cortex. Presence of fibrous tissue 

between the trabeculae, as well as lymphocytes and 

plasma cells just like our case [6, 7]. 

 

In the present case, clinical, radiographic 

evidences and pathological findings were in accordance 

with diagnostic features of osteomyelitis of Garre.  

 

The therapeutic approach involves antibiotic 

administration if needed: in case of fever, infection, 

trismus, lymphadenopathy, cellulitis… and especially 

removal of the infectious etiology such as: extraction of 

the infected tooth, endodontic treatment, and granulation 

tissue curettage [1]…. 

 

After a six to eight month period as seen in the 

literature, the bone contour is expected to return 

progressively to normal once the causal factor has been 

identified and removed with no risk of re-occurrence [5]. 

Without treatment, the lesion may progress to cellulitis, 

alveolitis [9, 10] or extentive osteitis. 

 

The evolution into le Garre's osteomyelitis 

could be prevented in many cases if the dentist had 

thought about eliminating the causal factor instead of just 

instituting some antibiotic therapy [6, 11]. 

 

CONCLUSION 
Osteoperiostitis are a serious yet rare diseases. 

resulting of stimulating bone formation. However, it’s 

development depends on the balance between the 

resistance of the host and the virulence of the infectious 

agent and, while the periosteal osteoblastic activity must 

also be high.  

 

Early diagnosis of disease remains essential to 

promptly initiate appropriate treatment, that prevents 

complications which can be sometimes, very difficult to 

manage.  
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