
Treatment of myiasis involves manual removal of 
larvae and surgical debridement, in conjunction with iver-
mectin and systemic broad-spectrum antimicrobial drugs 
to prevent secondary infections (1,2). Treatment with iver-
mectin can kill the larvae (1; references 14,15 in the online 
Technical Appendix) and result in considerable reduction 
of larvae in infested wounds. Ivermectin has a broad an-
tiparasitic spectrum that causes immobilization of para-
sites by inducing tonic paralysis of the parasite’s muscles, 
mainly at the pharyngeal level, resulting in the death of the 
parasites by suffocation and starvation. 

For the patient in this report, the single oral dose (0.2 
mg/kg) of ivermectin was an effective treatment for myiasis. 
However, to control the underlying disease and prevent re-
currences, ivermectin should be used with oral antimicrobial 
drugs and wound care when the wound has a high number of 
larvae, which are associated with bacterial infections (4,5).

For bedridden patients, patients with superficial 
wounds who live in myiasis-endemic areas, or patients 
who undergo a tracheostomy or have open wounds, health 
workers and caregivers should consider preventive care of 
wounds, which are risk factors for myiasis infection. This 
care consists of suitable wound dressing and proper per-
sonal and environmental hygiene.
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To the Editor: The Centers for Disease Control and 
Prevention and US Preventive Services Task Force recom-
mend a one-time screening for hepatitis C virus (HCV) 
infection in adults born during 1945–1965 (birth cohort), 
a demographic group with a disproportionately high preva-
lence of HCV infection (1,2). However, some experts have 
warned against routine HCV screening of persons in the 
birth cohort, stating that this recommendation is based on 
unproven assumptions about the benefit of screening in re-
ducing HCV-related mortality, given that only a minority 
of infected persons develop end-stage liver disease (ESLD) 
(3). To determine the relative effect of the birth cohort on 
HCV-related ESLD incidence in the United States, we ana-
lyzed trends in liver transplantation (LT) waitlist registra-
tions and LT surgeries during 1995–2012. Using data from 
the United Network for Organ Sharing national registry, we 
evaluated birth cohort–specific (birth cohort vs. non–birth 
cohort) and etiology-specific (HCV vs. non-HCV) trends in 
LT waitlist registrations and LT surgeries performed in the 
United States during that 18-year period.

The proportion of HCV-infected persons born during 
1945–1965 among all persons with LT waitlist registra-
tions in the United States increased from 17.8% in 1995 
to 35.2% in 2012 (Table). The highest proportion of LT 
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waitlist registrations for HCV-related ESLD was for per-
sons in the birth cohort and increased incrementally from 
61.2% in 1995 to 90.5% in 2012. The proportion of LT 
waitlist registrations for HCV-related ESLD among per-
sons younger than the birth cohort was 1.0% in 1995 and 
3.6% in 2012; among persons older than the birth cohort, 
the proportion was 37.8% in 1995 and 5.9% in 2012.

Similarly, among LT recipients, the proportion of 
HCV-infected persons born during 1945–1965 doubled 
from 17.4% in 1995 to 35.4% in 2012 (Table). The pro-
portion of LT surgeries performed for HCV-related ESLD 
among persons in the birth cohort increased from 60.2% in 
1995 to 90.7% in 2012. Among persons younger than the 
birth cohort, the proportion of LT surgeries performed for 
HCV-related ESLD was 0.7% in 1995 and 5.0% in 2012; 
among persons older than the birth cohort, the proportion 
was 39.1% in 1995 and 4.3% in 2012.

During 1995–2012, the ratio of new LT waitlist reg-
istrations to LT surgeries performed for HCV-infected 
persons in the birth cohort remained unchanged at 1.9:2.0 
despite the aging of this birth cohort. Overall trends in 
HCV-related LT waitlist registrations and LT surgeries sta-
bilized during 2001–2012; the proportion of HCV-infected 
persons in the birth cohort increased, and the proportion 
of HCV-infected persons not in the birth cohort decreased.

To exclude the possibility that HCV-related ESLD has 
always simply affected persons 50–70 years of age, we 
performed a subanalysis examining the proportion of LT 
waitlist registrations and LT surgeries for persons 50–70 
years of age in each year from 1995 through 2012. Dur-
ing this 18-year period, among persons 50–70 years of age, 
new HCV-related LT waitlist registrations increased from 
43.9% to 93.0%, and LT surgeries performed increased 
from 47.1% to 86.2%. This finding suggests that persons 
born during 1945–1965 are a distinct birth cohort that is 
increasingly affected by HCV-related ESLD.

Although persons born during 1945–1965 make up 
an estimated 27% of the US population, they account for 
≈75% of all HCV infections and 73% of HCV-associated 
deaths in the United (1). Our findings are consistent with 
those of an earlier modeling study by Davis et al. (4), which 
suggested that the age of persons with HCV-related cirrho-
sis and its complications will continue to increase.

Limitations of our study include inherent limitations of 
retrospective design and registry data. The designation of 
HCV infection and birth cohort status is based entirely on 
data entered into the database, which are not necessarily sub-
ject to cross-checking confirmatory measures. However, any 
errors in data entry that may have occurred are probably non-
differential. Despite these limitations, our analysis demon-
strates that >90% of HCV-infected persons registered for LT 
or undergoing LT surgeries in 2012 were in the birth cohort.

Earlier diagnosis and preemptive cure of HCV infec-
tion with highly effective and safe direct-acting antiviral 
drugs may delay or reduce the need for LT among persons 
in the birth cohort (5). Testing and linkage to care for HCV-
infected persons, particularly persons in the birth cohort, 
can be expected to reduce HCV-related illness and death 
(1,2). In response to the approval of higher efficacy anti-
viral drugs and rapidly rising liver failure–related death 
among this cohort (6,7), the use of HCV-infected donors 
has increased, resulting in truncated wait times for HCV-
infected LT recipients in many regions (8), whereas HCV-
uninfected persons are generally waiting considerably 
longer, often years, for HCV-uninfected donors (9). This 
phenomenon is another index of the extent of HCV-related 
ESLD in the United States.
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Table. Liver transplant waitlist additions and liver transplant recipients, United States* 
Transplant status 1995 2001 2006 2012 
New waitlist additions 
 Birth cohort† total 3,227 (47.4) 6,329 (62.3) 7,378 (71.9) 8,476 (77.0) 
  HCV 1,212 (17.8) 2,960 (29.1) 3,312 (32.3) 3,872 (35.2) 
  Non-HCV 2,015 (29.6) 3,369 (33.2) 4,066 (39.6) 4,604 (41.8) 
 Non–birth cohort total 3,583 (52.6) 3,830 (37.7) 2,878 (28.1) 2,350 (23.0) 
  HCV 767 (11.3) 818 (8.1) 505 (4.9) 408 (3.7) 
  Non-HCV 2,816 (41.3) 3,012 (29.6) 2,373 (23.2) 2,122 (19.3) 
 Total 6,810 (100.0) 10,159 (100.0) 10,256 (100.0) 11,006 (100.0) 
Liver transplant recipients 
 Birth cohort total 1,677 (48.9) 2,926 (63.7) 4,324 (71.2) 4,475 (78.1) 
  HCV 598 (17.4) 1,416 (30.8) 2,004 (33.0) 2,029 (35.4) 
  Non-HCV 1,079 (31.5) 1,510 (32.9) 2,320 (38.2) 2,446 (42.7) 
 Non–birth cohort total 1,751 (51.1) 1,667 (36.3) 1,747 (28.8) 1,256 (21.9) 
  HCV 396 (11.6) 393 (8.6) 309 (5.1) 208 (3.6) 
  Non-HCV 1,355 (39.5) 1,274 (27.7) 1,438 (23.7) 1,048 (18.3) 
 Total 3,428 (100.0) 4,593 (100.0) 6,071 (100.0) 5,731 (100.0) 
*HCV, hepatitis C virus. 
†US adults born during 1945–1965. 
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To the Editor: We describe 2 cases of Wohlfahrtiimo-
nas chitiniclastica sepsis and skin and soft tissue infections 
in 2 elderly patients; 1 case was fatal. Both patients lived in 
poor hygienic conditions in Hawaii, USA. 

The first case occurred in a 72-year-old man with his-
tory of stroke and deafness. After being unattended for 3 
days, he was found unconscious on the floor of his home. 
He was hypotensive, bradycardic, and hypothermic. Mag-
gots were crawling out of an umbilical wound and were 
present in a 2 × 3 cm laceration on his right dorsal foot. His 
leukocyte count was 2.4 × 103 cells/μL with 42% band cells, 
creatinine level was 2.5 mg/dL, and lactic acid level was 
1.8 mg/dL. Aerobic and anaerobic cultures of blood col-
lected at hospital admission grew Escherichia coli and W. 
chitiniclastica within 12 hours. Initial treatment consisted 
of intravenous piperacillin/tazobactam (4.5 g every 6 h), in-
travenous clindamycin (900 mg every 8 h), and intravenous 
vancomycin (1,000 mg every 12 h). The patient died from 
septic shock on his second hospital day. W. chitiniclastica 
was identified by using 16S rRNA sequencing (MicroSeq 
500 16S rDNA Bacterial Identification Kit; Applied Biosys-
tems, Foster City, CA, USA) and analyzed by using RipSeq 
mixed DNA interpretation software (iSentio Ltd., Bergen, 
Norway). A 100% match with W. chitiniclastica type strain 
H100 (GenBank accession no. HQ407275) was observed. 
Antimicrobial drug–susceptibility testing was performed by 
using a microdilution method (MicroScan Dried Overnight 
Gram-Negative Panel; Siemens Medical Solutions, Mal-
vern, PA, USA). The isolate was sensitive to all drugs test-
ed, including classes of penicillin, cephalosporin, fluoroqui-
nolone, carbapenem, tetracycline, and aminoglycoside.

The second case occurred in a 69-year-old homeless 
woman with a history of right hemiparesis from a ruptured 
cerebral aneurysm. She reported having had sacral pain 
and painful urination during the week before admission. 
Physical examination revealed stable vital signs, dishev-
eled appearance, and multiple purulent decubitus ulcers in 
her sacral area. Her leukocyte count was high (20.9 × 103 
cells/μL). Urinalysis revealed pyuria, positive nitrates, and 
moderate leukocyte esterase, indicative of a urinary tract 
infection. Two blood cultures and urine culture were ob-
tained at admission. She was given intravenous ceftaroline 
fosamil (600 mg every 12 h) to treat the urinary tract and 
decubitus ulcer infections. She then underwent surgical de-
bridement of her decubitus ulcers, where tissue from a deep 
wound was obtained for aerobic and anaerobic culture. The 
deep wound culture grew polymicrobial flora that included 
W. chitiniclastica, Staphylococcus aureus, Aeromonas spp., 
S. simulans, and Bacteroides fragilis. The anaerobic bottle 
from both blood cultures grew a gram-negative anaerobic 
bacillus, Anaerobiospirilum succinicproducens. In addi-
tion, Proteus mirabilis was isolated from a urine culture. 
These culture results prompted a change in the patient’s 
antimicrobial drug regimen to intravenous meropenem (1 
g every 8 h), which the patient received for 12 days. She 
responded well and was discharged and prescribed oral 
amoxicillin/clavulanate (875 mg/125 mg every 12 h) for 
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