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Introduction 

Cutaneous myiasis, (myia: Greek word for fly), is a 

temporary parasitic infestation of the skin of human 

and other vertebrates by larvae, the immature stage 

(maggots) of flies (1). Myiasis can be accidental, as 

when fly larvae occasionally find their way into the 

human body, or facultative, when fly larvae enter 

living tissue opportunistically after feeding on 

decaying tissue in neglected, malodorous wounds. 

Myiasis can also be obligate, in which the fly larvae 

must spend part of their developmental stages in 

living tissue. Obligate myiasis is true parasitism and 

is the most serious form of the condition. Dogs and 

small rodents are a particularly important reservoir 

for the parasite (2). Humans are infected only 

accidentally (3).  

The flies that cause furuncular myiasis include 

Cordylobia anthropophaga (tumbu fly, in sub-

Saharan Africa) Cordylobia rhodaini (Lund fly, 

found in the rainforest areas of tropical Africa) and 

Dermatobia hominis (human botfly, which is 

endemic in Central and South America). As the 

modern, rapid international travel increases these 

myiatic infestations are now encountered outside 

these endemic regions (1). 

The eggs of Cordylobia species are however 

deposited on the soil or wet and soiled clothes hung 

outside for drying. The hatched larvae invade 

unexposed skin (of the buttocks, trunk, the limbs 

and penis) in contact with the wet clothes. Mature 

larvae then emerge from the host and pupate in the 

soil (1). 

 

Case Report 

A 46 years-old-female presented with small 

swelling on her right upper arm for seven days, 

which was associated with stinging sensation.The 

patient had no constitutional symptoms. She 

received a course of antibiotic without any 

response. She is living near the Blue Nile River, 

where they have almost all types of domestic 

animals and vegetations. 

On examination, she was anxious, afebrile and no 

lymphadenopathy. All her systems were clinically 

normal. There was a tender furuncular swelling (1.5 

cm × 1.5 cm) on the anterior aspect of the right 

deltoid region, with surrounding erythema and 

central pore through which a single moving larva 

was observed. (Figure 1). A live larva was extruded 

when the swelling was squeezed (Figure 2). The 

wound was cleaned with mild antiseptic and the 

patient was reassured and given analgesia and sent 

home. 
Figure 1: Furuncular swelling 
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Figure 2: A live larva extruded from the swelling 

 
On her follow up, the wound healed without 

complications and there was a residual fading skin 

pigmentation. 

The live larva was sent to the laboratory where it 

was identified as maggot of the tumbu fly, 

Cordylobia anthropophaga.  

Discussion 

The first description of myiasis was by Hope in 

1840 (4), and the earliest reported case was in 1904 
(5). The disease is usually uncomplicated and self-

limiting, but there have been reported cases of fatal 

cerebral myiasis in young children resulting in 

meningitis and death (4). Clinically, Infections with 

myiatic flies start out as itchy sores that develop 

into painful boil-like lesions with a central 

punctum, which often ooze.  

An intense inflammatory reaction may be seen in 

the surrounding tissue during a later stage of the 

infestation (6). Secondary infection by bacteria is 

uncommon, because bacteriostatic activity in the 

gut of the larva seems to prevent undesirable 

overgrowth of pyogenic bacteria” (7). Symptoms 

may include mild pruritus, periodic stinging, or 

intense cutaneous pain. Due to their infrequent 

occurrence, these lesions are often misdiagnosed as 

cellulitis, leishmaniasis, furunculosis, 

staphylococcal boil, insect bite or sebaceous cyst (2). 

The diagnosis is mainly clinical and should be 

suspected in a patient with a secreting, non-healing 

furuncular skin lesion. Ultrasound has been used to 

aid in diagnosing and deciding upon a course of 

treatment for cutaneous myiasis involving mature 

larvae, and also mammography in diagnosing the 

breast myiasis (2). 

Definitive diagnosis is made with demonstration 

and identification of the larva based on typical 

morphology. The lesion heals rapidly after the larva 

is removed or it spontaneously exists. Methods of 

removing the larva include obstructing the 

cutaneous orifice thus suffocating the larva, which 

forces it to wriggle out. Substances used include oil, 

petroleum jelly, liquid paraffin, beeswax, raw meat, 

nail polish, adhesive tape, butter, chewing gum, and 

mineral oil (2-4).Also the use of agents noxious to 

the organism, including lidocaine hydrochloride, 

may be injected under the cutaneous mass, followed 

by extraction (2-4). Larvae can also be extracted with 

suction or surgically. Oral ivermectin drug and the 

snake venom extractor has been used for the 

treatment of myiasis effectively (8,9). Complications 

of cutaneous myiasis include cellulitis, abscess 

formation, tetanus and osteomyelitis (2).  

Human cases of cutaneous myiasis are most 

probably underreported because many remain 

undiagnosed or unpublished. Also most of the cases 

are treated by traditional remedies, or passed 

unnoticed and heal spontaneously. Awareness of 

myiatic infestation by health professionals would 

assist animal resources, agriculture and other 

departments in monitoring the different species of 

myiatic fly in the region.  

The public health aspects of this problem entail the 

use of simple measures such as washing clothes 

thoroughly, drying and ironing of clothes. Also 

improvement of sanitation, personal hygiene and 

exterminating the flies by insecticides are crucial in 

controlling the disease. 

The present observations confirm that this 

calliphorine species infestation are present in 

Gazira state. We want to emphasize the importance 

of the communication between surgeon and the 
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pathologist to achieve prompt diagnosis, and the 

collaboration between different departments 

concerned, to eradicate these species of fly. 
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