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Furuncular Myiasis of the Lower Leg

A 35-year-old Caucasian woman, otherwise
healthy, presented with a four weeks history of pain-
ful, inflammatory nodules, each with a central open-
ing on her right lower leg (Figure 1). Intermittently,
a marked serosanguinous secretion was noted. The
remaining skin and mucosa were not affected. The
patient denied any history of trauma. One month ear-
lier she had returned from a journey to Peru. Despite
topical treatment with corticosteroids and antibiotics
as well as systemic therapy with oral doxycycline, the
lesions did not show any regression or reduction in
their secretion. An incisional biopsy was performed
at all sites and the extracted organic specimens were
submitted for histopathological assessment. Histo-
pathology revealed a mixed inflammatory dermal in-
filtrate consisting of numerous eosinophils admixed
with some histiocytes and lymphocytes. Furthermore,
an organic foreign body with an eosinophilic cuticle
consistent with DH became evident (Figure 2, a-e).

Figure 1. Furuncular lesions on the lower leg. The inset
depicts a close-up view of the upper lesion with its central
opening.
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Human myiasis represents the infestation of hu-
mans by developing dipterous larvae (maggots) of
various fly species (1). The most common flies caus-
ing human myiasis are Dermatobia hominis (DH, “hu-
man botfly”) and, less frequently, Cordylobia anthro-
pophaga (“tumbu fly”) or Cordylobia rodhaini (1).

DH is indigenous in Central and South America,
but in Europe and the United States of America only
cases of travelers that imported the infestation have
been described (2,3). The adult DH is a yellow-headed
fly with a grey-blue body of approximately 15 mm.
DH is active throughout the year and predominantly
found in humid and high temperature regions of Cen-
tral and South America (2). The larvae of DH develop
as obligate parasites in living tissue, causing furuncu-
lar myiasis (2,4). Clinically crusted nodules with sero-
sanguinous secretion and sometimes nocturnal pain
affecting uncovered anatomical sites are typical (2,4).
Differential diagnoses include bacterial furunculosis,
arthropod bite reaction, pyoderma, inflamed epider-
moid cysts, or cutaneous leishmaniasis (2,5-7). Most
cases of furuncular myiasis can be diagnosed solely
by their clinical presentation and after carefully tak-
ing the patients’ history. Nevertheless, dermoscopy
and sonography may help to confirm the diagnosis
and rule out the abovementioned differential diag-
noses (6,7). Although myiasis is a self-limited disease,
it can be accompanied by severe complications in-
cluding tetanus or bacterial superinfections (2). The
literature reports a number of treatment options in-
cluding a) occlusion of the skin opening by paraffin
oil, beeswax, petroleum jelly or agents such as liquid
nitrogen or ethyl chloride sprays to suffocate the larva
and promote self-extrusion; b) removing the larva by
forceps after lidocaine instillation; c) surgical removal
or d) the use of topical or oral ivermectin (1,8,9). Pre-
ventive measures include protective clothing, insect
repellents, and sleeping curtains.

Histopathology of furuncular myiasis typically re-
veals a mixed inflammatory infiltrate of eosinophils,
lymphocytes, and macrophages. Sometimes forma-
tion of granulomas with giant cells becomes evident
(10). Fly larvae show a thick eosinophilic cuticle with
external facing sclerotized spines. Internal structures
(respiratory and digestive tracts or striated muscle)
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Figure 2. (a) Biopsy specimen showing a
mixed dermal infiltrate and a larva body
(hematoxylin and eosin, original magni-
fication x50). (b-e) At higher magnifica-
tion internal structures of the larva be-
come identifiable: b) thick eosinophilic
cuticle with spines (arrow); ¢) striated
muscle beneath the cuticle; d) digestive
tract; e) respiratory tract; (original mag-
nification: b: X50; c-e: x200).

may occasionally be identified (10), (Figure 2, b-e).
In most cases, tissue sections will not be sufficient to
identify the fly’s genus or its species; however, identi-
fication by stereomicroscopy has been reported (10).

In conclusion, we described the clinical and his-
topathological features of furuncular myiasis by DH
in a traveler returning from Peru. Given the ever-in-
creasing numbers of international travelers, western
dermatopathologists and dermatologists should be
familiar with this disease to avoid prescription of un-
necessary topical or systemic medications.
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