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Oral myiasis in a patient with neurological signs

A patient presented with oral myiasis, which is an infes-
tation of mammalian tissue by flies of the Diptera order'
that is often related to bad oral hygiene, and is common in
the tropics. He was admitted to hospital and 30 larvae were
removed.

The site becomes accidentally infected when the larvae are
drawn to the site to feed, and obligatory when they need a live
host for development.”? The sites are classified as cutaneous,
external openings, or internal organs.’

A 58-year-old man, presented with bad breath. He had
neurological deficits since a previous stroke, he had no body
control, and his mouth was always open.

On examination he had bad oral hygiene and an infection
of the maxillary gingiva.

He was admitted and given ceftriaxone (Rocephin®,
Roche) and clindamycin. Computed tomography (CT) failed
to confirm the infestation.

He was operated on under general anaesthesia, his mouth
cleaned, and 30 larvae (Cochliomya hominivorax) removed
(Figs. 1 and 2).

Fig. 1. The removal of a maggot from the inner gingival sulcus.

Fig. 2. The maggots removed from the patient’s mouth.

His recovery was uneventful and he was discharged after
four days. He was followed up weekly for three months and
there were no signs of relapse. The family was instructed
about oral hygiene and told to cover his mouth with a
mask.

Species from the families Sarcophagidae (Wohlfahrtia
magnifica), Calliphoridae (Cochliomya hominivorax>>) and
Dermatobia hominis* are the main cause.

The affected patients are reported to be from poor
countries, India and Brazil’> being the most cited. Most
patients are about 44 years old and men are more affected.
Poor oral hygiene, - labial incompetence and periodontitis,’
are the most common abnormalities and some systemic con-
ditions are predisposing factors, the most cited being alcohol
addiction, 110 senility,! multiple sclerosis,® and neurological
injury.’>4

The most common signs and symptoms are oedema
and pain,” followed by mobility of the anterior maxillary
teeth, the sensation of movement in the area, and gingival
bleeding.

The affected sites are the mouth and face,” including the
gingival sulcus,' anterior palate, lips,” and nose.

The standard treatment is removal,'™> with or without tur-
pentine oil,” saline irrigation, and debridement. Antibiotics
are indicated,”~> and some authors use ivermectin.>> We used
only antibiotics.
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Apparently aberrant fixation of a fracture of the oblique
angle of the mandible

A 56-year-old man presented with a fracture of the angle of
his left mandible after a fall. Through a transbuccal approach,
we did an open reduction and achieved internal fixation of the
fracture with a single 2 mm miniplate on the lateral surface

of the mandible. We extracted the lower left third molar to
help us with the reduction.

The postoperative plain radiographs showed that the fix-
ation plate was distal to the position of the fracture although
he had a good postoperative occlusion (Fig. 1). Three-
dimensional computed tomography (CT) showed a fracture
of the buccal cortex of the angle of the mandible, which we
had correctly plated (Fig. 2). We did not see this fracture line
on the standard plain radiographs as it was undisplaced and
part of the pattern of the sagittal fracture. The unfixed fracture
that was seen on the orthopantogram was that of the lingual
cortex, which was more proximally placed.

Although we take plain radiographs routinely to aid diag-
nosis and confirm adequate postoperative reduction and

Fig. 2. Computed tomogram of the mandible that confirms the position of the miniplate overlying the fracture of the angle of the left mandible.
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