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Abstract
Mucormycosis in maxilla : a case report

Yeo—Gab Kim - Ju—dong Kim=* - Dong—Mok Ryu - Baek—=Soo Lee - Jung—Hwan Oh
Department of Oral & Maxillofacial Surgery, Dental College, Kyung-Hee University

Mucormycosis is an acute opportunistic infection caused by a saprophytic fungus found
in soil, decaying fruits and vegetables. Numerous predisposing risk factors are associated
with mucormycosis, although most cases have been reported in poorly controlled diabetics
or in patients with hematologic malignant conditions.

Throughout the history of mucormycosis, from the first case in humans reported in
1885 by Paltauf, through publication by Gregory et al of the first observation of
rhino-orbital cerebral mucormycosis in 1943, to the report by Harris in 1955 of the first
known survivor, little has changed in the diagnosis and outcome of this disease. Without
treatment, the patient may die after an interval ranging from a few days to a few
weeks, Regulation of diabetes mellitus and a decrease in the dose of immunosuppressive
drugs facilitate the treatment of Mucormycosis. Extensive debridement of craniofacial
lesions appears to be very important, intravenous amphotericin B is clearly of value.

This is a case report of a patient with mucormycosis in maxilla, He was an
uncontrolled DM patient, and for the ftreatment of intravenous amphotericin B and

sequestrectomy were applied.
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Panoramic view on the first

Fig. 1.
exmaination shows ill-defined radiolucent
lesion from #11 to #14 with moth—eaten
appearance and fistula tract on #12 area.

Fig. 2. The Computed tomography shows
irregular bony destruction with soft tissue
density at the hard palate and alveolar
process of right maxilla.

Fig. 3. Labial side mucosa and alveoalr bone
of maxillary anterior teeth.

Fig. 4. Histopatholgic finding shows partly
formated sequestra demarcated with irregular
reversal lines.

Fig. 5. 3 months later follow up CT shows
that bony destruction is not changed.

It shows eqivocal changes of infectious
condition at Rt. side of hard palate, alveolar
process of Mx.

Fig. 6. Section discloses portion of soft
tissue and cancellous bony tissue showing
pseudoepitheliomatous hyperplasia and bony
necrosis with probable fungal hyphae.
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