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“Yes, Sir”.

“There will be a march past in our parade ground.  At 8 
AM. I will be taking the salute.”

“Yes, Sir”.

“You will be the Parade Commander”. He stopped and 
looked at me intently.

I did not utter anything. I was terrified. A storm was 
raging inside. I wanted to shout, “No. No. No”. Why 
ME? Why not any of the other regular, senior officers?  I 
was one of the junior-most officers. Inexperienced. On 
an Emergency Commission. I ? Who used to hide be-
hind the others on the parade ground at the training 
center? Walking all alone, leading an army parade, 
from the front? Shouting orders? He must be mad! I 
thought of running away from there. My legs were 
giving way.

I would have shouted back, if I were in the civil 
service. Honestly, I did not know what would have 
happened to me if I had shouted back, “NO!”. I knew 
not the consequences. But I knew I could not do it.

Something in me held me back. A sense of duty? 
Obedience that I had learned from my parents? The 
shame of not being able to take up a challenge? No.I 
could not run away. I looked pathetically at Col. 
Mehta. This man, who seems to like me immensely, is 
trying to test me. This is his ruse. He is throwing up a 
challenge to me. This is my crucial moment. I saw 
benevolence, kindness in those eyes. When I looked 
into those smiling eyes, I could see my father there in 
those aging eyes. I put a stop to my chain of thoughts, 
after what seemed ages. I looked him squarely in the 
eye and said in firm tones, 

“Yes, Sir”. And again, “Yes, Sir. I will do it”.

The Colonel smiled and said, “Oh. Then that is it.”

He dismissed me, “You may go”.

I stood to attention, clicked my heels, saluted him, 
turned and walked out of his office. 

My mind was a whirl wind of thoughts. The first 
thought was, he must be chuckling behind my back. 
Old man. I will be doing a good job of this, I said to 
myself. One thing was clear; this man had a lot of soft 
feelings towards me, sure enough. I thought I knew the 
reason why Col. Mehta wanted me to lead the parade. 
He liked me, but would have also noticed that I was shy 
and timid as an army officer. He probably wanted to 
make me tough and confident and a model of a military 
officer.

The next few days I was living in constant fright. I 
started practicing with the men and took some lessons 
from the JCO (Junior Commissioned Officer) who was 
to be my second in command during the parade. I went 

Finally, the great day arrived. I was at the head of the 
formation and behind me all the JCOs and men were 
lined up.  Standing in the middle of the parade ground, 
I felt very lonely and prayed to God. In front of me sat 
the officers and a huge crowd  and there stood on the 
podium, in ceremonial uniform, baton in hand, Col. 
Mehta, ready  to receive the guard of honor and take 
the ceremonial salute. I marched up to him in 
measured steps, saluted him, and requested CO's 
permission to start the ceremonial parade. After the 
initial commands to the troops, and the columns 
coming to attention, the drums began to beat rhythm 
and the band began to play the music - Left, right, left, 
right, we marched. I was at the head, leading. I put my 
foot forward in rhythm with the drums, one step at a 
time-  left, right, left, right, left, right…… body erect like 
a rod, eyes looking straight ahead, arms in full swing 
with the steps. Mind totally focused. I felt a new-found 
confidence and energy. I started feeling I am master of 
the parade ground. The parade was proceeding in 
perfection. As I approached the dais, I gave the 
command, “Salamiiii.. Shasth”, and marched past the 
dignitary, turning my face in a quick motion to the left, 
gaze fixed on the VIP, saluted him, turned my face 
straight, and continued marching to the rhythm of the 
band. By now, I was sweating profusely; but my steps 
were perfect, my face did not reveal the turbulence in 
my mind. The Commanding Officer took the salute. I 
was feeling triumphant. The whole column marched 
past the VIP and we resumed our positions on the 
ground. The ordeal was over. 

I heaved a sigh of relief. At last my trial by fire was 
over. When I came home, I described my adventure to 
my wife who was keenly awaiting the news. I was eager 
to learn how I had performed. I did not dare to ask any 
of my colleagues for fear of being ridiculed. The whole 
day was spent in lingering suspense. The next morning 
I was called by the Commanding Officer to his office. I 
feared the worst. He is sure to decry my physical 
inadequacies and lack of military efficiency. I entered 
the CO's office with trepidation. Col.Mehta was seated 
at his table erect and as imposing as ever. I knew I had 
great respect for this man. I stood to attention and 
saluted him. There was a half smile on his face. He 
even offered me a chair. He said slowly, “ That was a 
good performance. Well done. Keep it up”. I thanked 
him and hurriedly got out. My heart was beating drums. 
My pulse was racing with a new found confidence. I 
smiled to myself, muttering slowly, “I can do it….Yes, I 
can do it!”.

through the whole parade mentally several times. After 
a few days, I had a certain level of confidence. I tried 
self suggestion, reinforcing my confidence.
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Dept. of Orthopaedics, AIMS, Kochi.

R. Krishnakumar, J. Renjitkumar 

ABSTRACT 

Primary subacute osteomyelitis is of diagnostic challenge. We report a case of subacute osteomyelitis of tibia in a 15 year old boy 
with radiological features of osteoid osteoma. Biopsy and culture are essential in reaching the final diagnosis and successful 
treatment.

Keywords: Subacute osteomyelitis, osteoid osteoma.

INTRODUCTION

Osteomyelitis is known as the 
great masquerader in bone diseases. 
It can mimic various benign and 
malignant lesions resulting in delay 

1in diagnosis and treatment . Osteo-
myelis is classified as acute, sub-
acute and chronic based on 
duration of the symptoms. Suacute 
osteomyelitis lacks the obvious 
clinical features of acute and 
chronic osteomyelitis, making the 
diagnosis a challenge.

CASE REPORT

A 15 year old boy presented with 
pain over the right leg on prolonged 
standing   for  the  past  one  month. 

Fig.I  Radiograph of right tibia showing dia-
physeal cortical lesion with Periosteal 
reaction

Fig. II MRI showing cortical lesion with 
central nidus

Pain was localised to the inner 
aspect of the right leg in the middle 
portion. He had also developed a 
mild swelling over the site one week 
ago.  He  had   no  fever,  trauma  or 

weight loss. On examination the 
swelling was minimally tender 
without any erythema or dilated 
veins. There was no inguinal lymph-
adenopathy. The laboratory invest-
igations were normal. The radio-
graph (Fig. I) showed a diaphyseal 
sclerotic lesion with central lysis 
and periosteal reactions of right 
tibia. MRI findings of  sclerotic 
diaphyseal lesion with central nidus 
was consistent with osteoid 
osteoma (Fig.II). We decided to per-
form curettage of the lesion and 
bone grafting. During surgery 
cortex was found to be softened and 
the cavity was entered with multiple 
burr holes. The   soft  tissues  in  the 
cavity was curetted and send for 
histopathological examination  and 
for culture. Autogenous cancellous 
bonegrafting was done to obliterate 
the cavity. The biopsy was con-
sistent with osteomyelitis and 
culture grew Staphylococcus 
aureus.

DISCUSSION

  Subacute osteomyelitis has an 
indolent course. The duration is 
more than 2 weeks with minimal 

2systemic signs and symptoms . 
Subacute osteomyelitis develops 
when there is an altered host-
pathogen relationship as a result of 
increased host resistance and 
decreased bacterial virulence or use 
of antibiotics early in the course of 

3the disease . It can mimic various 
benign and malignant conditions of 
bone attributing to confusion and 

1,2,4delay in diagnosis .

   Laboratory investigations usually 
do not help in arriving at the 
diagnosis, apart from elevated ESR in 

5about 50-60% of cases .Blood 
cultures are negative and culture 
from the site can detect pathogen 
only in 60% of cases. Xrays and 
bone scans are generally positive 
and the radiological presentation 
may be suggestive of a benign or 
malignant neoplasm.

1  Gledhill described four radio-
logical types of subacute osteo-

3myelitis. Roberts et al  expanded and 
modified the classification based on 
anatomical location, morphology 
and the similarity of the lesions to 
various neoplasms into six forms 
including the spine infections. 

 

Type 
Ia lesion is a punched out localised 
radiolucency mimicking eosino-
philic granuloma. Type Ib is a 
punched out lesion with sclerotic 
margin, resembles a Brodie's 
abscess. Type II lesion is meta-
physeal radiolucencies with cortical 
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ABSTRACT

Dental infection is a common cause of maxillary sinusitis with or without ethmoidal sinus involvement. Rarely do these lead to 
orbital cellulitis in children. We report a case of a 4-year-old child who presented with an odontogenic left pansinusitis with orbital 
complications.
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CASE REPORT

A 4 year old female child pre-
sented to our casualty with high 
grade fever with chills, periorbital 
edema and pain with inability to 
open her eyes. A history of photo-
phobia and nasal stuffiness was 
present. The mother reported that 
child complained of toothache two 
days prior for which she was shown 
to a local doctor and Amoxycillin 
was started. However, the sympt-
oms progressed rapidly over the 
next 48 hours.

A diagnostic nasal endoscopic 
examination revealed copious mu-
copurulent discharge from the left 
nostril. Oedematous boggy mucosa 
of the left lateral wall was noted. No 
other significant finding was seen. 
Child was initially managed conser-
vatively with IV antibiotics and 
analgesics.  Her  condition  did  not 

orbital cellulitis with no evidence of 
orbital abscess or cavernous sinus 
thrombosis. The CT scan showed 
diffuse opacification of left frontal, 
ethmoidal, maxillary and sphenoid 
sinuses suggestive of pansinusitis 
(Fig 1). Nasal discharge culture and 
sensitivity grew Staphylococcus 
aureus, sensitive to the ongoing 
antibiotics.

Fig 1. CT Paranasal sinus, coronal view, 
showing complete opacification of left 
maxillary and ethmoid sinuses and 
ostiomeatal complex as well as generalized 
left sided facial oedema

improve. MRI and CT scans of brain 
with paranasal sinuses and orbit 
were taken. The  former showed left 

Ophthalmology and Dental 
consultations were given. 

Ophthalmology findings: Severe 
upper eyelid oedema was noted. 
Other findings could not be 
appreciated because child was 
uncooperative. However vision 
appeared normal.

Dental findings: Upper left primary 
first molar was found to be decayed 
with carious pulp exposure. She 
was taken up for dental extraction 
under GA. Frank pus was present. 
We did a minor endoscopic sinus 
surgery consisting of medial maxi-
llary antrostomy and  clearing of the 
anterior and middle ethmoidal 
cells. No pus was noted.

The Ophthalmologist carried 
out an incision and drainage over 
the upper eye lid, but no pus was 
found in the preseptal or postseptal 
compartments. 

Post operatively she was started 
on intra-venous Amoxycillin with 
Clavulanic acid for 7 days and then 
changed to Cefotaxime for another 
7 days. At the time of discharge, the 
child had symptomatically impro-
ved. Orbital edema subsided. Full 
eye  movements  were present in all 

directions. At latest review, two 
months post-operative, the child has 
only a minimal residual cheek 
induration.

DISCUSSION

Orbital inflammation and 
sinusitis have a close association and 
is commonly encountered by 
ophthalmologists and otolaryn-
gologists alike. This is due to the 
close anatomical relationship of the 
sinus and orbit. More than half the 
circumference of the orbit is lined by 
thin plates of bone of which the 
other side is a sinus cavity. Orbit is 
bound superiorly by the floor of the 
frontal sinus, inferiorly by the roof of 
the maxillary sinus and medially by 

1the lateral wall of the ethmoid sinus . 
Infection may spread from sinus to 
orbit either by direct extension or by 
numerous valveless communicating 
veins between them. The superior 
orbital fissure connects directly to 
the cavernous sinus and the 
intracranial space. The facial veins 
drain directly into the valveless sup-
erior and inferior ophthalmic veins. 
These, in turn, drain via many anast-

2omoses into the cavernous sinus . 

The close association between 
dental infection and maxillary sinus-
itis is also well known. The root 
apices of the upper first and second 
molar teeth lie in close proximity to 

1the floor of the maxillary sinus . The 
root apices typically are separated 
from the sinus by a distinct bony 
partition. However, in one-third of 
the population, this may be absent in 
the region of first and second molars, 
leaving  the air  filled antra separated 
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erosion resembling osteogenic sarcoma
Type III lesions have a localised 

diaphyseal cortical lesion with periosteal reaction, 
often mimicking osteoid osteoma. Type IV diaphyseal 
lesions with onion skin periosteal reaction often 
resemble Ewing sarcoma. Type V lesions occur in the 
epiphysis with central radiolucency with faint sclerotic 
margin like in a chondroblastoma or chondromyxoid 
fibroma. Type VI lesions are vertebral erosive or 
destructive process as in tuberculosis.

, they may 
cross the growth plate. 

   Our case is a Type III diaphyseal subacute osteo-
myelitis which radiologically resembled osteoid 
osteoma. The literature search for 

A biopsy is mandatory to 
establish the diagnosis, and treatment should not be 
started without the histology and microbiology of the 
lesion. Staph aureus is the most common organism. 
The recommended treatment for subacute 
osteomyelitis with a lucent lesion or nidus has been 

Subacute diaphyseal 
osteomyelitis in children showed that this type is less 

1,2,3,5,7,8reported than the other types . Most reports 
mainly involve adults. 

curettage,  biopsy  and  culture  followed  by  immobi-

lisation and antibiotics. This case reminds us the old 
dictum “culture every tumour and biopsy every 
infection”.
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