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Primary oral myiasis: A clinical presentationin cerebral palsy
Abdul Ahad G Khan, Kanchan Milind Shah

ABSTRACT
Introduction: Myiasis is the infestation of livehuman and vertebrate animal with dipterouslarvae which feed on the host’s dead or livingtissue. The most common anatomic sites formyiasis are the nose, eye, lung, ear, anus, vaginaand more rarely, the mouth. Incidence of oralmyiasis as compared to that of cutaneousmyiasis is less as the oral tissues are notpermanently exposed to the externalenvironment. Case Report: A case of oralmyiasis in the anterior maxillary region in a 12­year­old male with mental retardation andcerebral palsy caused by the larvae (maggots) ofMusca Nebulo (Family Diptera) (commonhousefly) is reported. The treatment consistedof manual removal of the larvae by topicalapplication of turpentine oil (used for medicinalpurpose) and surgical debridement of the oralwound. Conclusion: Preliminary measurestaken to maintain good oral and general hygienecan prevent as well as treat myiasis.
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INTRODUCTION
The term myiasis is derived from Latin word ‘muia’which means ‘fly’ and ‘iasis’ means ‘disease’. It is apathology caused in human and animal tissue by thelarvae that evolve to a parasite. The term was coined byHope in 1840 [1]. Myiasis was defined by Zumpt as theinfestation of live human and vertebrate animals bydipterous larva, which at least for a certain period feedon host’s dead or living tissue, liquid body substances oringested food [2]. Myiasis frequently occurs in ruralareas infecting livestock and pets such as dogs and cats.In humans, myiasis prevails in unhealthy individualsfrequently found in undeveloped and tropical countries.Myiasis can be classified clinically as primary(larvae feed on the living tissue) or secondary (larvaefeed on dead tissue) [3]. Myiasis can also be classifieddepending on the condition of the involved tissue intoaccidental myiasis (larvae ingested along with food),semi­specific (larvae laid on necrotic tissue in wounds)and obligatory myiasis (larvae affecting the undamagedskin) [4]. Further classification can be based on the siteas cutaneous, external orifice, internal organs andgeneralized [5].The most common anatomic sites for myiasis are thenose, eye, lung, ear, anus, vagina and more rarely, themouth [6]. Incidence of oral myiasis is less as comparedto cutaneous myiasis, as the oral tissues are notpermanently exposed to the external environment [7].Oral myiasis was first described by Laurence in 1909[8]. Conditions leading to persistent mouth opening
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along with poor hygiene, suppurative lesions, severehalitosis and facial trauma may predispose the patientto oral myiasis [9]. It has been reported among epilepsypatients with lacerated lips following a seizure,incompetent lips and thumb sucking habits [10],advanced periodontal disease [11], at tooth extractionsites [12], fungating carcinoma of buccal mucosa [5]and patient with tetanus with mouth propped open tomaintain his airway [13] .Mouth breathing during sleep, cerebral palsy,alcoholism, mental handicap and hemiplegia mayfacilitate the development of myiasis. Othercontributing factors are poor public and personalhygiene [14].

CASE REPORT
A 12­year­old male was referred to our departmentwith a complaint of pain, fever and diffuse swelling overthe upper lip, predominantly on the right side extendingup to the lower eyelid causing inability to open the eye.He had a history of exfoliation of upper anterior teethsecondary to fall about one month back. Medical historyrevealed severe mental retardation with cerebral palsy.He had a habit of mouth breathing. Severe halitosis wasalso present.On local examination the swelling was firm, tenderand seemed to be of inflammatory origin. Lips wereincompetent. Gingival inflammation was generalizedbut more severe in the anterior maxillary region havingprogressed to periodontitis. General as well as oralhygiene was very poor. Maxillary right central andlateral incisors were missing but their sockets were bareand not in the healing phase (Figure 1). White wormlike creatures were moving in and around the emptysockets, the gingiva of the maxillary left central incisorand the vestibular area labial to the maxillary incisors(Figures 1, 2) that lead to a provisional diagnosis of oralmyiasis.Our line of management began with parenteralhydration, administration of antibiotics (augmentin +metronidazole), vitamin supplements and manualremoval of maggots by means of tweezers and oil ofturpentine that was done for three consecutive days.Approximately, 30–35 maggots were removed (Figure3) during each of the two days from the wound, due towhich the local condition of the tissue improvedprogressively. The use of ivermectin [3] was not neededfor therapy as local debridement of tissue after removalof the maggots resulted in uneventful healing (Figure 4).

DISCUSSION
Musca Nebulo is the most common Indian housefly.They are seen in abundance in human dwellings and arevery active during summer and rainy season [15]. Thelife cycle of a fly begins with egg stage followed by thelarvae, pupa and finally the adult fly. The conditionsrequired for egg laying and survival of the larvae are

Figure 1: Pretreatment photograph depicting the maggotsmoving around the wound.

Figure 2: Pretreatment photograph depicting the maggotsdeeply embedded in the wound.
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moisture, necrotic tissue and suitable temperature.Thus, wounds, open sores, scabs, ulcers contaminatedwith discharges facilitate the same. The developmentaltransition via the larval stage requires an intermediatehost. In our case an empty socket and existingperiodontitis contributed to the mechanical support andsuitable substrate and temperature for the survival ofthe larvae. The stage of larvae lasts for six to eight daysduring which they are parasitic to human beings. Thelarvae have backward directed segmental hooks with

Figure 3: Removed maggots in a single sitting for twoconsecutive days.

Figure 4: Healed wound after complete removal of maggots.

which they anchor themselves to the surrounding tissue.They are photophobic and tend to hide deep into thetissues for a suitable niche to develop into pupa [15].The present case also showed the larvae burrowed deepinside the socket (Figure 2). Manual removal of larvaefrom the host is difficult due to presence of these hooks.So, when multiple maggots are detected, as observed inour case, elimination can be achieved with agents liketurpentine oil or topical irritants such as ether,chloroform, olive oil, calomel, iodoform and phenolmixture. These larvae release toxins to destroy the hosttissue [16, 17]. Proteolytic enzymes released by thesurrounding bacteria decompose the tissue and thelarvae feed on this rotten tissue [18]. The infected tissuefrequently releases a foul smelling discharge [16]. Thenecrotic ulcer around the teeth sockets and intensehalitosis seen in the present case is suggestive of thedestruction caused by toxins released by the larvae.The role of antibiotics in oral myiasis is onlysupportive so as to prevent the development of infectionsecondary to the presence of necrotic area providing anidus to the growth and multiplication of pathogenicmicroorganisms and should be discontinued when thewound has healed completely.

CONCLUSION
Myiasis could be prevented by maintaining good oraland personal hygiene, cleaning and covering the woundsand by educating the susceptible population about basicsanitation measures to be taken. Special care needs to betaken by the guardian/care­taker in medicallycompromised, dependent patients as the patients areunable to maintain their basic hygiene.
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