
Case Reports

194Journal of Natural Science, Biology and Medicine | January 2014 | Vol 5 | Issue 1

may then be taken into consideration.[5,10] In the current 
case, total mandibulectomy without disarticulation was 
performed and reconstructed with the tibial graft from tibia 
was placed. Considering the patient’s young age, aesthetic 
facial features and to improve the contour of  the mandible, 
a further cosmetic operation was considered after resection 
of  the mandible. A good result in regard to cosmetic and 
functional deformity was achieved by using this approach 
for a large ossifying fi broma, resulting in a fair prognosis. 
Recurrence rate of  COF after surgical removal seems to 
be unusual. Radiotherapy is contraindicated because of  its 
radioresistance and post radiation complications.[5,10]

CONCLUSION

Cemento-ossifying fibroma of  the jaw is a benign 
fi bro-osseous lesion with a signifi cant growth potential. 
They are generally asymptomatic and may be present 
for years before discovery. Thus, it is not always easy to 
diagnose and manage these lesions because of  their clinical, 
radiographic and histological criteria’s, which often overlap 
causing confusion to clinicians, radiologists, pathologists 
and oral surgeons.
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Oral myiasis involving palatal mucosa of a young 
female

Abstract

In literal terms myiasis is the invasion of the tissues and organs of human beings by fl y larvae. This phenomenon is well 
documented in the skin, especially among animals and people in developed and developing countries. When the tissues of oral 
cavity are invaded by the parasitic larvae of fl ies, the condition is called as oral myiasis. With the paper we are presenting a case 
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of 19-year-old female suffering from oral myiasis of upper lip and palate. The treatment consisted of manual removal of the larvae, 
surgical debridement of the wound and oral therapy with doxycycline used as a locally acting drug for faster and better recovery.
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INTRODUCTION

The term myiasis derived from the Greek word “myia” 
meaning fl y and “iasis” meaning disease was coined by 
Hope in 1840.[1] Myiasis was defi ned as infestation of  
live human and vertebrate animals with dipterous larvae 
which feed on the host’s dead or living tissue, liquid body 
substances, or ingested food.[2] Lawrence fi rst described 
oral myiasis in 1909. Since then, it has been reported 
mainly in developing countries such as Asian countries and 
very rarely from Western countries. The incidence of  oral 
myiasis is rare, even in developing countries.[3] The myiasis 
is diagnosed clinically based on presence of  the maggots.[4]

Myiasis can be classifi ed as primary (larvae feed on living 
tissues) and secondary (larvae feed on dead tissue). 
Depending on the condition of  the involved tissue into 
accidental myiasis (larvae ingested along with food), 
semi-specifi c (larvae laid on necrotic tissue in wounds), 
and obligatory myiasis (larvae affecting undamaged skin). 
Further classifi cation can be based on the site as cutaneous, 
external orifi ce, internal organs and generalized.[5] Myiasis 
occurs by dipterous larvae developing in decaying 
tissues and the developmental transition via the larval 
stage requires an intermediate host and the number of  
developing larvae depends on the number of  viable eggs 
deposited.[6]

Based on the sites involved in the body they were described 
as cutaneous, nasopharyngeal, aural, ocular, intestinal, 
and urogenital Myiasis.[7] It can be caused by three main 
families of  fl ies.
1. Calliphoridae (timbu fl ies, screw worms, green bottles)
2. Sarcophagidae (fl esh fl y)
3. Oestridae (warble fl ies and bottle fl y).

Larvae of  common house fl y Musca domestica have been 
identifi ed in neglected wounds. The common house fl y is 
found worldwide and its life cycle is similar to Calliphoridae 
species.[8] The traditional management for myiasis is the 
mechanical removal of  the maggots.[9,10] When there 
are multiple larvae and in advanced stages of  maggots 
development and tissue destruction, local application of  
several substances have been used to ensure complete 
removal of  all larvae.[11,12] Recently a systemic treatment 
with Ivermectin, a semi-synthetic macrolide antibiotic, have 
been used for treatment of  oral myiasis.[13]

CASE REPORT

A 19-year-old female patient came with a complaint of  
massive, painful, and swollen with mobile upper anterior 
teeth with detached mucoperiosteum from the palatal 
mucosa since 1 month [Figure 1]. The swelling started 
slowly and attained the present size. She was associated 
with fever since 2 days and also complains of  discomfort 
and unable to eat since 1 week. Patient was from a low 
socioeconomic back ground, residing in a rural area. She 
had a history of  mouth breathing with poor generalized 
periodontal status. The swelling was extending from 
infra-orbital region bilaterally to the entire upper lip. Skin 
over the swelling appeared stretched, erythematous and 
there was localized rise in temperature.

Intraoral examination revealed poor oral hygiene with severe 
halitosis. Swelling may be seen involving the lips, anterior 
portion of  hard palate. Palatal flap in the premaxillary 
region was necrotized, detached from the underlying 
bone. Computed tomography revealed that there was no 
involvement of  maxillary sinus, nasal cavity which was 
suspicious for involvement. Maggots were seen between the 
palatal bone and fl ap. The case was posted for surgery under 
local anaesthesia after taking informed consent. Turpentine 
oil was placed in the wound area during which maggots were 
coming out [Figures 2, 3a and 3b]. Around 25-27 maggots 
were removed. Based on the clinical fi ndings and the presence 
of  maggots the provisional diagnosis was made as myiasis. 
The larvae were preserved in 40% formaldehyde and sent 
for pathological investigation. On pathological examination 
the diagnosis of  larvae of  Musca domestica was confi rmed.

Complete treatment was executed with Taxim 1 g, 
Metranidazole 100-ml IV injections along with intramuscular 
injection of  Voveran injections for 10 days faster and 
better recovery. Postoperative healing was uneventful in 
the wound area. A week later patient discharged and was 
asked to report back after a period of  6 months to evaluate 
the healing status and the healing was uneventful and 
satisfactory [Figure 4].

DISCUSSION

The patient in the present case was of  low socioeconomic 
status having poor living conditions. The poor oral hygiene, 
lack of  manual dexterity, lip incompetence, open bite and 
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residence in a rural area were considered to be predisposing 
factors for larval infestation in this patient. It was predicted 
that the fl ies were attracted to the bad mouth odor due 
to neglected oral hygiene or fermenting food debris, 
making our patient a prime target for this disease. The 
developmental transition via the larval stage requires an 
intermediate host. The periodontal pockets contributed for 
the mechanical support, and provided suitable substrate and 
temperature for the survival of  the larvae. The larval stage 
lasts from six to eight days in which period they are parasitic 
to human beings. They are photophobic and therefore tend 
to hide themselves deep into the tissues and also to secure 
a suitable niche to develop into pupa.[14,15]

Figure 3 (a and b): Removed live maggots

b

a

Figure 1: Preoperative intraoral view showing anterior palatal swelling

Figure 2: Surgical eradication of maggots under local anesthesia

Figure 4: Intraoral postoperative view depicting complete and 
uneventful healing

There are two forms depending upon the condition of  
the involved tissue:
1. Obligatory, where maggots require living tissues for 

larvae development[4]

2. Facultative, where fl ies use necrotic wounds as a site 
in which they lay eggs and incubate their larvae.[8]

Clinically it can be classifi ed as primary and secondary. 
Primary myiasis is caused by biphagous larvae (feed on living 
tissue) which are common in cattle, rare in human beings. 
Secondary myiasis is caused by necrobiphagous fl ies (feed 
on dead tissue) which are more common in human beings 
with neglected oral and body care.[9] The present case 
also showed the larvae burrowed deep inside the pockets. 
Proteolytic enzymes released by the surrounding bacteria 
decompose the tissue and the larvae feed on this rotten 
tissue.[16] The traditional management of  myiasis is the 
mechanical removal of  the maggots. In case of  multiple 
larvae and in advanced stages of  development and tissue 
destruction, local application of  several substances such 
as oil of  turpentine, larvicidal drug like Negasunt, mineral 
oil, ether, chloroform, ethyl chloride, mercuric chloride, 
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creosote, saline, phenol, calomel, olive oil, iodoform, can 
be used to ensure complete removal of  all larvae.[12,17,18] 
Turpentine is a toxic chemical as it can induce tissue 
necrosis. When applied topically, it can produce epithelial 
hyperplasia, hyperkeratosis and ulceration. However, the 
damage is reversible, the hyperplasia will only persist when 
the stimulus is continuously applied and regresses once it 
is withdrawn. This disease can be prevented by controlling 
fl y population and by maintaining good oral and personal 
hygiene. Special needs patients include patients with mental 
and/or physical disability.

CONCLUSIONS

The prevention of  human myiasis is by education, but 
unfortunately in the developing countries some people 
live in low condition, predisposing the occurrence of  the 
infestation. The treatment consisted of  manual removal 
of  the larvae, surgical debridement of  the wound and 
oral therapy with doxycycline or other locally and systemic 
acting drug for faster and better recovery.
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