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Mucormycosis presenting

as dental pain

Figure 1. Multiple tracts in the buccal vestibule
were noted on the left gum. The arrow indicates
the most medial tract.

AIQ*YEAR*OLD INDIAN FEMALE WaS referred to the
emergency department by her dentist. She had
presented to the dentist with 15 days of constant
pain in the left premolar tooth, describing the pain
8 out of 10 and radiating to the left cheek. The den-
tist performed a root canal procedure, which did not
resolve the pain, and 1 week after the procedure she
developed mobility in her left upper teeth and sinus
discharges on the upper buccal mucosa.

On presentation in the emergency department, the
patient said that she had recovered from COVID-19
about 2 weeks earlier and had been treated with dexa-
methasone. Evaluation in the emergency department
showed that she was hemodynamically stable and
afebrile. The left side of her face was tender to palpa-
tion. On oral examination, mobility of the left upper
teeth was noted, with purulent discharge on the upper
buccal mucosa (Figure 1).
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Figure 2. Markedly inflamed and hypertrophic
mucosa of the left maxillary sinus cavity were noted on
magnetic resonance imaging. The arrows point to the
lateral and inferior sides of the left maxillary sinus.

Results of a complete blood cell count and basal
metabolic panel were unremarkable. Magnetic res-
onance imaging with contrast revealed markedly
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MUCORMYCOSIS

Figure 3. Necrotic left maxillary bone noted on
magnetic resonance imaging. The arrow indicates
the lateral side of the left maxillary sinus.

inflamed and hypertrophic mucosa of the left max-
illary sinus cavity (Figure 2). The left maxillary
bone was noted to be necrotic and nonenhancing
(Figure 3). The findings on oral examination and
imaging raised concern for mucormycosis, and the
patient was referred for emergency surgery.

She underwent thorough debridement and left
subtotal maxillectomy. Intraoperatively, the left max-
illary sinus cavity could be seen to communicate with
the buccal vestibule (Figure 4). Microscopic exam-
ination of the excised tissue demonstrated hyphae of
irregular width and branching angles of 90 degrees. A
diagnosis of maxillary mucormycosis invading into the
buccal vestibule was made. The patient was started on
amphotericin B, and at 4 weeks after surgery, she had
improved completely.

M MUCORMYCOSIS: SYMPTOMS, DIAGNOSIS,
AND TREATMENT

Mucormycosis is an infection caused by filamentous
molds that commonly affect immunocompromised
patients such as those with cancer or uncontrolled
diabetes.! In 2021, a systematic review found numer-
ous cases of invasive fungal infection and mucormy-
cosis reported in patients with COVID-19.? This has
been attributed to diabetes as a common predispos-
ing comorbidity and to treatment with steroids. Our
patient was healthy at baseline. We believe that her
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Figure 4. Communication between the buccal
vestibule and the maxillary sinuses (arrow) was
noted on intraoperative evaluation.

treatment with steroids and her immunocompromised
state secondary to COVID-19 may have predisposed
her to mucormycosis.

Our patient had initial symptoms 25 days after
COVID-19 infection, which aligns with the already
available literature.” Several hospitals in India have
opened outpatient departments for mucormycosis to
monitor COVID-19-recovered patients from 10 days
to 6 weeks, when they are most vulnerable to the fun-
gal infection.?

Symptoms

Initial symptoms of mucormycosis are paresthesia
and swelling over the face, nasal congestion and
discharge, fever, headache, and lethargy, which are
similar to symptoms of sinusitis and periorbital cellu-
litis. However, the appearance of black lesions on the
nasal bridge or upper inside of the mouth that are pro-
gressively increasing in number or size and associated
pulmonary symptoms like cough, chest pain, and dys-
pnea in a patient with diabetes or immunosuppression
should raise a strong suspicion for maxillary mucormy-
cosis. Nevertheless, in rare cases, dental pain can also
be a presenting feature of maxillary mucormycosis.*
As this disease is rapidly progressive, early diagnosis
is crucial in the prognosis of the patient. Fortunately,
our patient’s dentist was able to recognize this alarm-
ing sign on the second visit and transfer the patient
for an emergency evaluation.

Diagnosis and treatment

Microscopic examination of excised tissue in mucor-
mycosis shows hyphae of irregular width and branch-
ing angles of 90 degrees. On histopathology, the
invasive disease is characterized by prominent infarcts
and angioinvasion. Rapid identification of invasive
mucormycosis is necessary to minimize the mortality
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and morbidity of this disease. Thus, it is worthwhile
for clinicians to be able to rapidly identify the charac-
teristics of hyphae of mucormycosis.

It is pertinent to mention that mucormycosis is not
contagious. A person can get mucormycosis through
contact with fungal spores in the environment. For
example, the lung or sinus forms of the infection can
occur after someone inhales spores from the air.

Treatment includes immediate hospitalization, surgi-
cal debridement and systemic antifungal therapy.! The
liposomal formulation of amphotericin B (AmBisome)
is the drug of choice based on efficacy and safety data.

Il TAKE-HOME MESSAGE

Our patient’s case illustrates the need for early diag-
nosis and urgent debridement for better outcomes.
Mucormycosis should be considered in the differen-
tial diagnosis for any patient presenting with dental
pain in the setting of recent COVID-19 infection. W
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