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ABSTRACT: Insurgence of Maggot’s is an uncommon feature of colostomy site. Maggots’ infestation 

has been reported over sites like nose, ear, orbit, tracheotomy wound, face, gums and serous 

cavities. We report a case of maggots infestation surrounding the colostomy site, which to the best 

of our knowledge, is the first reported case in the review of the literature. A patient of advanced 

inoperable adenocarcinoma rectum presented with complaints of constant vague pain, discomfort 

and foul smelling discharge over colostomy site. On exploration, maggots were identified as the 

cause and patient was relieved of his agony by their meticulous eradication. We emphasize that 

Stoma Care should be constantly monitored to prevent Maggot infestation and prevention 

counseling should be included in the stoma care protocol in tropical countries. 
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INTRODUCTION: Living with a stoma is a challenge. In advanced inoperable rectal carcinoma 

cases, permanent colostomy is frequently required. The patients with stoma may develop 

complication like parastomal hernia, stomal stenosis, necrosis, retraction, skin irritation or rare 

complications like prolapse, perforation, fistula, dehydration etc. [10]. Colostomy care is a very 

important domain of the post operative care but it is sometimes neglected by the patient and 

relatives in developing countries. Maggot’s infestation was not considered as a colostomy site 

complication as stoma is covered by colostomy bag and clothes, while maggot’s infestation usually 

occurs over exposed areas. 

  Myiasis, the infestation of live human and vertebrate animals with dipterous fly maggots is 

common throughout the tropical region [1]. Infestation with maggots causes severe pain and 

mental agony among humans, while hammering economic loss significantly among domestic 

mammals [2]. Despite the fact that the scourge is very common in rural areas of the tropical region, 

myiasis has been reported around the world [3], [4], [5]. Severity of myiasis depends on the 

location of the infestation, lesions and tissue inflammation. Myiasis can cause massive destruction 

in neglected patients accompanied by marked inflammatory reactions and secondary bacterial 

infections.  
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 We report an unusual case of an Indian male with colostomy in situ presenting with complaints of 

parastomal skin irritation, foul smelling discharge and constant vague pain around stoma site, the 

cause of which was found to be maggot infestation. 

 

CASE REPORT: A 45-year-old non diabetic Indian male was admitted in the department of surgery 

for colostomy related problems. In a different tertiary care hospital, sigmoid loop colostomy was 

done for an inoperable carcinoma rectum about three month ago and he was thriving well at home 

with stoma in situ. He presented with constant vague pain, foul smelling discharge, skin irritation 

and abnormal sensation(of something crawling)at colostomy site. On general examination, vitals 

were stable with no fever, edema, icterus or lymphadenopathy .Mild pallor was present and his 

nutritional level and personal hygiene was low. He looked anxious and psychologically distressed. 

Systemic examination of other systems did not reveal any abnormality. On palpation, the abdomen 

was soft, with no palpable abnormality except mild hepatomegaly. He had a sigmoid loop colostomy 

in the left iliac region. Per rectal digital examination was suggestive of a hard circumferential 

ulceroproliferative growth in the lower rectum which bled slightly on touch. 

Local examination revealed functioning colostomy with healthy mucosa. The parastomal 

skin and subcutaneous tissues were inflamed. There were multiple burrows and thick whitish 

flakes of pus in the skin surrounding the colostomy. On gentle exploration of burrows with artery 

forceps, numerous creeping maggots were found (Fig. 1). 

The hematological profile revealed anemia, leucocytosis with raised lymphocyte count and 

increased ESR. The biochemical and serological tests were normal. The patient was managed 

conservatively with systemic antibiotics and the proper stoma care. The maggot infestation was 

managed by application of turpentine oil as repellent for maggots followed by gentle removal by 

instruments (Fig. 2). All maggots could be removed in 2-3 days with no fresh crop of maggots. 

Simultaneously his nutritional rehabilitation was initiated. 

Patient was discharged after a week in a healthy condition with a well functioning maggot 

free stoma .An advice regarding proper colostomy care and palliative treatment for his advanced 

malignancy of rectum was given on discharge. 

 

DISCUSSION AND REVIEW OF LITERATURE: Myiasis is a term derived from the Greek word 

“myia”, meaning invasion of vital tissue of humans or other mammals by fly larvae [11–15]. Myiasis 

was defined by Zumpt as the infestation of live human and vertebrate animals by dipterous larva, 

which at least for a certain period feed on host's dead or living tissue, liquid body substances or 

ingested food [16]. Although female flies are attracted to odoriferous suppurating lesions and open 

wounds, the eggs are deposited on the unbroken, soft skin of various parts of the body that are 

contaminated by blood or mucous discharge. In addition, the eggs can be transferred into these 

sites by patient's own fingers due to poor hygienic habits.  

Before the occurrence of major functional disturbance associated with extension of the 

lesion, signs of infestation include presence of ragged, foul smelling lesion containing the maggots. 

Extension of lesion into body cavity would be seen in some of the cases[6], here the patient  

experienced pain/discomfort as early feature, though it  becomes painless when the larvae destroys 

the sensory nerve endings during the process of invasion. The pathogenicity results from 

inflammation and toxin secreted by the larvae which prevents healing [4]. 
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Infestation is common in tropical countries, especially India (3), (7). Genitourinary myiasis 

in man has been reported to be associated with poor general health and hygiene, restricted 

mobility, urinary obstruction and ulcerating lesions [2] .However, genitourinary involvement is 

rare with only one documented case from India [8]. The sites commonly involved in myiasis are 

nose, ear, tracheotomy wound, orbit and eye, face, gums and serous cavities [4]. We did not come 

across any case of maggots’ infestation at the colostomy site in review of literature. 

In the treatment of such patients, general supportive measures like improving the nutrition, 

correction of anemia, psychological support and attention to local hygiene are helpful. Proper 

methods for the treatment of wound myiasis are not well defined [17, 19]. Various authors have 

described Occlusion/suffocation approaches in which the occluding materials like turpentine oil, 

petroleum jelly, liquid paraffin, beeswax or heavy oil, or lard or bacon strips are placed over the 

central punctum and have been used to coax the larva to emerge spontaneously head-first , which 

are captured by tweezers (or forceps).[17,18]The treatment is simple and involves usage of anti-

larval measures (turpentine oil or mixture of turpentine oil and chloroform) followed by removal of 

the larvae [9]. Surgical excision may be used if the larva is dead or if other methods have failed. In 

any case, care should be taken not to rupture the maggots because they may cause secondary 

infections or trigger potentially severe allergic reactions [17]. A broad antibiotic cover is 

recommended to prevent secondary infections [19]. 

Our case illustrate the importance of hygiene and sanitation in tropical countries with high 

fly population and emphasize the need for better counseling  regarding stoma care and about 

prompt diagnosis of myiasis, which could be potentially dangerous if left untreated. Though 

maggots insurgence is not considered to be a threat to colostomy site but in view of tropical 

country like India where the flies population is rampant it is wiser to include its counseling in 

stoma care and the clinician should consider it as one of the possible differential diagnosis 

particularly in a case of colostomy presenting with local pain and discomfort. Through proper 

health care the maggot’s insurgence and its consequences can be avoided. 

 

CONCLUSION:  Though maggots insurgence is not considered to be a threat to colostomy site but in 

view of tropical country like India where the flies population is rampant it is wiser to include its 

counseling in stoma care and the clinician should consider it as one of the possible differential 

diagnosis particularly in a case of colostomy presenting with local pain and discomfort. Through 

proper health care the maggot’s insurgence and its consequences can be avoided. 
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FIGURE 1:  Photograph of maggots surrounding the colostomy site  

 

 

 
 

FIGURE 2:  Photograph of mechanical removal of maggots with the help of artery forceps.   

 


