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INTRODUCTION
Myiasis is derived from the Greek word-”Myia”, 

meaning “fl y” and is defi ned as a disease caused by 

the infestation of dipterous larvae in various body 

wounds and orifi ces.1,2Single female fl y deposits 40-

80 fi rst stage larva,  which can enter through intact 

skin or through a wound in small neglected children, 

very old patients, mentally retarded, bedridden 

patients who are not able to take care of themselves. In 

young,  mentally healthy and active persons it is rare 

to see maggots.1 The location of this infestation at the 

vulvar area is however, an extremely rare occurrence 

and constitutes only 0.7% of human infestation.3 The 

published cases of genital myiasis are nevertheless 

very few4-7 and rarely reported with pregnancy.8

Here, we report a pregnant lady at 13th week of 

gestation who was found to have vulvar myiasis and 

was successfully managed conservatively.  

CASE 
A 25 years old pregnant lady at 14 weeks of gestation 

from lower socioeconomic  back-ground presented 

to our gynaecological outpatient department with  

complains of  amenorrhea for 3 months, burning 

sensation in vulva with on/off vulvar pain for 1 

month , itching and irritation in vulva with whitish 
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discharge from vagina for past 5 days. She  was 

from rural  Udaypur, Nepal and was accompanied 

by her husband. She was noted to have poor hygiene 

wearing dirty clothes.She reported that at her home 

she had  unhygienic washroom  outside the house 

which attracted many fl ies. She had normal regular 

menstrual cycle prior to this pregnancy. Patient did  

use readymade sanitary napkins available in the 

market during the menstrual periods. She used to hang 

the washed clothes and undergarments on a clothes 

line outside. There was history of insect bite, and 

sexual activity one week back. There was no history 

of pain in the lower abdomen. No history of intake 

of any immunosuppressive or steroidal therapy. She 

also denied history of any chronic illness including 

tuberculosis, chronic urinary tract infection, and 

diabetes. Physical examination of the patient revealed 

a normal build (height 5 feet 2 inches, weight 52 

kg) with vitals in normal range. On examination  

she was ill looking. Examination of  the vulva with 

consent  revealed an ulcer of 2x3 cms on the middle 

of the mons pubis with induration and edema around 

the ulcer. Further close examination revealed tiny 

crawling maggots of creamy-white color measuring 

about  2 to 4 mm coming out of the ulcer (Figure 1A). 

On speculum examination , cervix and vagina were 

healthy and on per vaginal examination  uterus was 

12 wks size, os- closed. 

 Laboratory investigations revealed hemoglobin-12.6 

gm/dl, with a normal leucocytes count and urine 
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routine examination. Her random blood sugar was 

84mg%,serology for HIV (Human immunodefi ciency 

virus),HBsAgand Syphilis (by Venereal Disease 

Research Laboratory test) were negative. Wound 

swab staining and culture showed no evidence of 

any bacterial or fungal growth.  Her abdominal 

sonography  revealed single live fetus with breech 

presentation at 13 weeks of gestation and placenta 

anterior low lying. She was kept on prophylactic  IV 

antibiotics. On same day after giving oral analgesic 

ulcer was cleaned with hydrogen peroxide and normal 

saline, maggots started coming out and about 15-18 

maggots were picked up with forceps . Following 

day her symptoms was improved. On  second day  of 

admission 5 maggots were picked up with forceps 

and  the wound was again cleaned with hydrogen 

peroxide ,betadine and  vaseline pack was kept. On 

the next day we again found around 3 maggots which 

were removed but this time the maggots were larger 

than the previous ones and measured about 3x6mm. 

Everyday dressing was done with hydrogen peroxide 

then topical ointment of metronidazole  applied and 

packed with vaseline  gauze. On the 4th,5th,6th and 7th 

day maggots were completely absent . The ulcer had 

healthy granulation tissue. The wound was left to heal 

by secondary intension (Figure 1B). Patient  remained 

in the hospital for 7 days and was discharged with 

advice on personal hygiene to avoid reinfection.

COMMENT
This is the second case report of vulvar myiasis 

during pregnancy.8In contrary to the patient  reported 

previously by Passos et al.8 the testing for HIV and 

syphilis were negative. We postulate poor personal 

hygiene, poor living condition and unhygienic 

surrounding and wash room probably would have 

contributed to myiasis in our patient.

Human myiasis is caused by fl y larvae capable of 

penetrating body orifi ces as well as healthy or necrotic 

tissue. The fl y species that infest healthy tissue are 

called  Biontophage and are responsible for the 

cutaneous form of this condition (furunculoidmyiasis). 

Among these species the most frequent are 

Dermatobiahominis, Cochliomyiahominivorax and 

Oestrusovis. The species that infest necrotic tissue 

(cavitarymyiasis) include the genus Sarcophaga, 

Lucilia, Callitroga and Musca, as well as the 

Muscafannia species.9,10Sherman recommended that 

maggots should be sent for species identifi cation.3 

Unfortunately, species identifi cation was not possible 

in our patient because of unavailability of the facility 

in our area.

Human myiasis can be classifi ed as cutaneous 

myiasis, ocular myiasis, urogenital myiasis and 

intestinal myiasis based on clinical presentation.11  In 

the primary and furunculoid forms of the disease the 

larvae penetrate the skin,leading to the formation of 

painful, infl ammatory nodules that can form fi stula 

to internal organs or to the surface of the skin.3 

Prognosis is generally good , treatment consists  of 

removal of the parasitic larvae and through cleansing 

of affected area. Some complications have already 

been documented, such as secondary infection and 

tetanus.3The possible source in the present case 

may be the eggs, which were transmitted to the 

vulva via soiled clothes. The fl ies laid eggs when 

the undergarment was on clothes line as fl ies were 

attracted to the blood and body secretions. Myiasis 

occurs predominantly in rural areas  and is associated 

with poor hygiene practices and  low education level.1 

As poor hygiene is known to be associated with 

vulvar myiasis, washing and keeping the genital area 

clean  may prevent to a great extent the occurrence of 

this condition.12,13In a multi-center study of American 

patients who were infected with maggots, 42 cases of 

myiasis were identifi ed with male predominance and 

38% were homeless.3

To conclude, vulvar myiasis in external genitalia is a 

rarely reported condition during pregnancy. This case 

highlights the need for thorough genital examination 

as a means of identifying less common disease. Role 

of physician’s is to educate patient (especially those 

living in rural area) is important and must emphasize  

the role of good personal hygiene.
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