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Abstract
Objective: We present a case of furuncular myiasis in a returning traveller from Belize, characteristically
presented with forehead/eyelid edema and two crusted papules on the scalp, atypical symptoms that led
to an incorrect initial diagnosis of rickettsial infection.

Clinical case: A 60-year-old Venezuelan woman with no previous medical history presented with a 4-day
history of the forehead and left eyelid edema and two subcentrimetric crusted lesions on the scalp
frontoparietal area after tourism travel to Belize in the preceding month. She presented to a
dermatological clinic 10 days after her arrival and a diagnosis of rickettsial infection was suspected
based on clinical and epidemiological information, prescribing treatment with oral corticosteroids and
doxycycline. After posterior evaluation in our outpatient clinic vaseline occlusion was carried out due to
suspicion of scalp myiasis and antibiotic was suspended. Both larvae could be removed and the patient
showed complete resolution of symptoms and recovery from the skin infestation.

Conclusion: The diagnosis of scalp myiasis in the context of atypical symptoms is challenging. Health
professionals should be aware of this possible aetiology in facial/forehead edema in returning travellers
from endemic regions.

Highlight
Scalp myiasis could present clinically as facial/forehead edema leading to misdiagnosis.

Health professionals should be aware of this possible etiology in facial/forehead edema in returning
travellers from endemic regions.

CASE REPORT
A 60-year-old Venezuelan woman with no previous medical history presented with a 4-day history of
forehead and left eyelid edema and two subcentrimetric crusted lesions on the scalp frontoparietal area.
She lives in Spain but had travelled for tourism to Colombia, Guatemala, and Belize in the preceding
month. She stayed in rural/urban areas and spent the last days at Belize Cayes visiting forested and
beach areas. She recalled several mosquito bites, with no other epidemiological risks or insect bites on
her scalp. She had no fever, headache, rash, or other systemic signs or symptoms.

Once in Spain, she presented to a dermatological clinic 10 days after her arrival, and a diagnosis of
rickettsial infection was suspected based on clinical and epidemiological information. Oral doxycycline
and corticosteroids were prescribed due to signi�cant edema.

Initial examination in our outpatient clinic 3 days after the previous dermatological evaluation still
revealed forehead edema with left eyelid edema. Examination of the scalp showed two subcentrimetric
crusted lesions on the frontoparietal area. There were no lymphadenopathies. We identi�ed two papules
with a central punctum and after a transitory occlusion, movement was observed within the ori�ces (see
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Fig. 1). Vaseline occlusion was carried out for 3 days due to suspicion of scalp myiasis and doxycycline
was suspended.

After 3 days of follow-up, she showed complete resolution of the edema, and she started referring to
itching in the skin lesion area reporting a moving sensation underneath the skin lesions. One of the two
larvae was successfully removed using sterile tweezers (Fig. 2), but the other one needed 3 more days of
vaseline occlusion until manual removal (Video File).

The etiologic diagnosis was performed by morphologic examination of both larvae, due to the structure
of spiracles and the body form, with a narrow posterior end and a swollen anterior end bearing many
spines. They were classi�ed as Dermatobia hominis larvae (Fig. 2). After a week, the patient showed
complete recovery from the skin infestation.

DISCUSSION
Although many larvae species are associated with myiasis, Dermatobia hominis, is the most common
cause of furuncular myiasis in Latin America (1). Lesions are often localized to the face, forearms, and
legs (1). However, its occurrence on the scalp in association with facial or forehead edema is not
frequently reported and may lead to delays in diagnosis and a correct treatment (2). We report a case of
furuncular myiasis in a returning traveller from Belize, characteristically presented with forehead/eyelid
edema and two crusted papules on the scalp, atypical symptoms that led to an incorrect initial diagnosis
of rickettsial infection and initiation of empirical antibiotic therapy.

With the increase in international travels, myiasis is becoming a commonly observed skin problem
among returning travellers, accounting for 5–11% of skin lesions (1, 3). Bearing this in mind, health
professionals should also be aware of this possible etiology in facial or forehead edema in returning
travellers from endemic regions. Serosanguineous discharge from the central punctum and movement
sensations within the lesion are important clinical clues to the diagnosis. Extraction can be performed
after covering the central pore of the lesion with a sealing ointment (eg, para�n) impairing the ability of
the larva to respire and stimulating its migration out of its sinus. This leads to suffocation of the larva
and upon manual pressure, the larvae can be extracted easily (1).

Although the diagnosis of myiasis is mainly based on clinical signs and symptoms, ultrasound
examination may help to con�rm clinical suspicion, as these equipment becomes readily available (4, 5).
The ultrasound examination shows the shape and segmentations of the larva e in addition to the larva
body spiracles and the �ow of larval body cavity �uid (4, 5).
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Figures

Figure 1

(A) Photograph of the patient showing forehead edema with left eyelid edema. (B) Resolution of edema.
(C) Central punctum after cleaning the scabbed area of the papule. After 2 minutes of transitory
occlusion, movement was observed within the ori�ce.
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Figure 2

(A) Morphology of adult Dermatobia hominis larvae after removal. (B) Larval spiracles. (C)
Cephalopharyngeal skeleton of the larva.
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