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INTRODUCTION: The term Myiasis (Greek: Myia = fly) is used to refer to the infestation of living 

tissues of humans and animals by dipterous eggs or larvae (1). The term Myiasis was first proposed 

by Hope (1840) (2).Different parts like skin, gut, bladder, nasal cavities, ear, eyes and oral cavity can 

be involved (3). 

Semi specific myiasis: Flies lay eggs on necrotic tissue in wounds. Obligatory myiasis: some 

species that require living tissue to lay eggs. 

Accidental myiasis: Flies lay eggs on food stuffs which cause infection when ingested (4). 

The life cycle starts with adult fertile female flies which are attracted by a wound’s odour 

and feed on exudates, lay eggs in the injured and necrotic tissues. The first instar larvae hatch after 

12-24hrs and enter the living tissues which feed for 5-7 days and moult twice. The third instar (last 

stage) stops to eat and leaves the host which pupates on the ground. Adult fly emerges after 1-2 

weeks (6). 

 

CASE REPORT: A 56 years old female patient presented with bilateral serosanguinous nasal 

discharge. History of loss of smell and facial pain is present. She is known patient of atrophic rhinitis 

from last 2 years. She had sleepless nights. No history suggestive of the patient suffering from 

Leprosy, Tuberculosis, Syphilis. Family history of atrophic rhinitis is present.  On General 

examination patient looks dull with edematous face. Anterior rhinoscopy revealed greenish yellow 

crusts with roomy nasal cavities. On examination of oral cavity a perforation is seen over hard palate 

with no maggots was seen coming through perforation (figure 1). 

Diagnostic nasal endoscopy revealed greenish yellow nasal crusts and large number of 

maggots moving in nasopharynx (figure 2). Complete blood picture shows increased ESR and 

Leucocyte count with Hb - 8.7gms. CT scan paranasal sinuses, Mantoux test, chest x ray, VDRL and 

Nasal smear for leprae bacilli were taken to rule out secondary causes of atrophic rhinitis. 

The case was managed by giving Intravenous Cephalosporins and Aminoglycosides. The 

maggots were removed by suction under endoscopic guidance every day for 5 days after instillation 

of 25% chloroform water and waiting for 5 minutes. Nasal douching with 25% glucose with 

glycerine were given to remove crusts. Mosquito net was also provided to the patient to the prevent 

further contact with flies. After 5 days patient was seen completely devoid of maggots and got relief 

of all symptoms, and the general condition improved. Patient felt better and was discharged after 1 

week of hospital stay. 

 

DISCUSSION: Nasopharynx is one of the sites which are rarely involved by myiasis (3). Both men 

and women above 50 yrs are affected usually. They belong to lower socioeconomic status (5). 

Common causes are poorly nourished sick children with poor personal hygiene, Atrophic 

rhinitis, Leprosy, Diabetes with purulent sinus infection, Midline granulomas, malignant lesions and 
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Syphilis involving nose. Lack of mucosal sensation due to damage to sensory nerves seems to be the 

predominant factor in all above cases. 

The persistent presence of foul smelling discharge could have attracted houseflies to these 

sites, with subsequent deposition of eggs. Repeated Sniffing of the nose is a common practice in 

patients with nasal discharge, which result in reintroduction of the contaminated nasal secretions 

into Nasopharynx. This could have been the probable the mechanism of entry of eggs into the 

nasopharynx, thus favouring the completion of their life cycle leading to nasopharyngeal myiasis. 

Patients present with tickling and crawling sensation in nasal cavity, sneezing, foul smelling 

blood tinged nasal discharge, swollen eyelids. Maggots could be seen coming out of nasal cavity. 

Nasal mucosa appears inflamed and edematous resulting into necrosis and crusting. 

Complications occur when maggots eat away the tissues creating submucosal tunnels in 

nose, nasopharynx, posterior pharyngeal wall, medial orbital plate, rarely dorsum of nose and may 

produce palatal perforation. 

The treatment strategies are nutritional therapy, antimicrobials to prevent secondary 

infection and removal of larvae manually with or without topical  anaesthetics like ether, 

chloroform, or oils like olive oil, turpentine oil which suffocate the larvae and make them to come 

out. Ivermectin given orally in just one dose of 150–200 mg/kg body weight and repeated after 24 

hours has been reported to be effective in severe cases (7). Recently a failure of the above dose has 

been reported with survival of larvae even after 5 days of therapy, finally requiring surgical 

debridement (8). 

This condition is best prevented by control of fly population, maintaining good personal 

hygiene and educating the patient. 

 

CONCLUSION: Nasopharyngeal myiasis even though very rare disease, the diagnosis is made by 

direct observation of larvae in most of the cases. If diagnosed early the complications can be 

prevented. Direct examination of the nasopharynx by nasal endoscope for all cases of atrophic 

rhinitis should be thought by Rhinologists. 

We are interested in this case of Nasopharyngeal Myiasis as it is rare entity and only very 

few were reported so far. 
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Figure :1 Endoscopic picture of Hard palate perforation 

 
 

Figure :2 Endoscopic picture of Nasopharynx with Maggots 
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