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eosinophilic cytoplasm, accumulated virions, and small peri-
pheral nuclei.4

Although MCV could infect the mucous membranes occasion-
ally,2,4 molluscum contagiosum of the oral mucosa has rarely been
reported. We searched PubMed for reports of MC patients that have
affected only vermilion of the lip or the oral mucosa (Table 1) and
found that only 5 patients have been reported during the past
30 years. A review of these patients reveals that the manifestations
of oral MC are atypical. For example, in the patient reported by
Fornatora,6 MC of the oral mucosa was described as a sessile lesion
with dome-shaped nodules.

The basic approaches for treating MC include destruction of the
lesions, immune enhancement, and antiviral therapies.7,8 There is
no evidence to favor any single therapy, but physical destruction of
the lesions may be favored.9 First-line destructive therapies include
cryotherapy and cantharidin. Cryotherapy is safe to use on the face
and genitals. Cantharidin is a phosphodiesterase inhibitor. Its
exact mechanism of eradication of the MC lesions is still
unclear, but a number of researchers have found it to be a highly
effective treatment.7,8 Other therapies, such as imiquimod and
cidofovir, are also reported. Imiquimod is a commonly used
immune-enhancing therapy that has shown mixed results in terms
of efficacy in treating MC. Cidofovir, a viral DNA polymerase
inhibitor as a representative topical form of antiviral therapy,
has been successfully used to treat severe and refractory MC in
children infected with the human immunodeficiency virus.10

According to our literature review, the preferred first-line treatment
of oral MCs has been excisional biopsy, which was also performed
in this patient.

Molluscum contagiosum occasionally occurs on the oral mucosa
and with variable manifestations. To avoid misdiagnosis, the
possibility of MC should be considered for papular lesions of the
lip or oral mucosa. Referrals to specialist for further consultation or
treatment recommendations may be beneficial for patients with
oral MC.
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Mandibular Fracture After
Inferior Alveolar Nerve
Lateralization: A Rare and
Misunderstood Complication

To the Editor: Jensen and Nock1 in 1987 were the first to describe
the technique of inferior alveolar nerve (IAN) lateralization. Since
then, many complications have been described such as osteomyel-
itis, loss of implants, profuse hemorrhage, prolonged neurosensory
disturbance, and the most infrequent mandibular fracture.

Recently, we have treated 3 cases of mandibular fracture after
IAN lateralization. Three women, with ages between 60 and
70 years, were referred to our emergencies service by dental clinics
for evaluation after IAN lateralization. None of the patients reported
any previous traumatic record.

Only 4 cases2–5 were found in our bibliographic survey, that,
with the 3 cases we publish, add altogether to 7 cases of this
complication. This complication is extremely rare, and possibly
affected by publication bias.

TABLE 1. Patients of Intraoral or Vermilion MC Reported in the Literature in the
Past 30 Years

Reference Year

Age

(y)/Sex Location Treatment

Svirsky11 1985 32/M Lower labial
mucosa

Excisional biopsyþ
spontaneous
involution

Fornatora6 2001 52/M Maxillary gingiva Excisional biopsy

Scherer3 2009 70/F Retromolar region Excisional biopsy

Cyntia1 2011 13/F Lower labial mucosa Excisional biopsy

Eri12 2013 63/M Vermilion border of
the upper lip

Excisional biopsyþ
discontinue topical

Present 2015 20M Vermilion border of
the lower lip

Steroid excisional
biopsy

MC, Molluscum contagiosum.

FIGURE 1. The patient had a 2 to 3-mm gray papule on the vermilion border of
the lower lip. The excision biopsy showed epidermal cells with eosinophilic
cytoplasmic inclusion bodies and compressed nuclei.
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Five of these cases were treated with osteosynthesis without any
kind of complication. The osteosynthesis used varied because there
are not general recommendations for the treatment of this situation.
From the 2 cases that were treated using a conservative approach,
one was suffered a complication because of a nonunion and in the
other one 60 days of liquid diet were needed. This could represent
an inconvenience for the patient and does not guarantee a successful
cure. Therefore, we believe that this complication should be treated
by osteosynthesis.

Although the possible causes cannot be established with cer-
tainty, there are different hypotheses. The lingual position of the
dental channel may help the production of a fracture as the amount
of bone to be removed is larger.4 Two of our patients showed this
feature. In addition, these patients suffer a significant5 reduction of
the mandibular body vertical dimension, and even atrophy. The
number of implants placed also helps the reduction of the bone stock
that is capable of bearing forces. This explains why none of the
cases published were associated with the previous trauma.

The positioning of the implant in these cases may facilitate the
production of the fracture. Mason et al6 recommend that the
placement of the implant includes the lower cortical as this stabil-
izes the implant. The placement of successive implants covering the
lower cortical, however, weakens the compression band of the
mandible, and therefore it reduces the capability of bearing. There-
fore, we agree with Karlis et al3 that the stability of the implant

should not be obtained by transgressing the lower cortical con-
tinuity, especially if multiple implants are placed. The transgression
of the lower cortical was observer in our 3 patients.

Placing multiple implants transgressing the lower cortical and
the lingual position of the alveolar canal are risk factors to develop
such complication when associated with an IAN lateralization,
especially in patients with moderate-to-severe mandibular atrophy
(Fig. 1). These patients should be followed up closely. If the
complication appears, it should be treated by osteosynthesis.
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FIGURE 1. A and C, The placement of the implants transgressing the inferior
cortical after IAN lateralization; B and D, the fracture in the place of that
implants.
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