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Abstract

Ophthalmomyiasis is an infestation of the eye by fly larvae. 
Oestrus ovis is the most common causal agent of external ophthal-
momyiasis worldwide. We report the case of an external ophthal-
momyiasis caused by Oestrus ovis in a 60-year-old man living in an 
urban environment, with no history of contact with animals.
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Introduction

Myiasis is a term that defines a condition characterized by 
infestation with fly larvae of the order Diptera affecting the 
living and dead tissues of humans and vertebrate animals. [1] 
Ophthalmomyiasis is the infestation of any anatomical structure 
of the eye. It is further subdivided into external ophthalmomy-
iasis and internal ophthalmomyiasis. [2] Fly species such as 
Hypoderma, Calliphora, Sarcophaga, Gasterophilus, Cuterebra, 
Dermatobia are known to cause ophthalmomyiasis. Oestrus 
ovis (O. ovis) is one of the most common causes of ophthalmo-
myiasis worldwide. Sheep and goats are the main hosts of this 
parasite, with humans being accidental hosts. [3] External oph-
thalmomyiasis refers to a superficial infestation of eye tissues. 
Conjunctival myiasis is the most common form. [2] Although it 
is cosmopolitan, the majority of reported cases are found in the 
Mediterranean basin and the Middle East. Morocco has report-
ed numerous cases, especially in the northern regions and rural 
areas. We report a case of external human ophthalmomyiasis; 
the uniqueness of this case is the occurrence of the infection 
outside of a farming environment. We discuss the life cycle, 
clinical presentation, and therapeutic modalities of this infec-
tion and its complications.

Case Report

A 60-year-old urban patient presented to the ophthalmologi-
cal emergency department with a sensation of a foreign body, 
pruritus and acute unilateral tearing.  

The history-taking did not reveal any history of visits to ru-
ral areas. Visual acuity was 20/20 in each eye. Biomicroscopic 
examination of his left eye showed conjunctival hyperaemia 
without purulence and a normal anterior chamber and fundus. 
It also revealed the presence of small white, translucent larvae 
with a small head and blackish hooks that were highly mobile 
and photophobic, measuring approximately 1.5 mm in length, 
on the cornea, bulbar conjunctiva and upper and lower con-
junctival fornix. (Figure 1) The larvae tried to disappear towards 
the fornixes under the slit lamp light. There was no intraocular 
or retinal involvement. A diagnosis of external ophthalmomyia-
sis was made. 

Figure 1: Slit-lamp photographs (magnified) view of conjunctiva 
showing first instar larvae (L1) of Oestrus ovis.
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Under local anaesthetic, the larvae were carefully extracted 
using a Bonn hook forceps, followed by an abundant rinse with 
physiological serum. After extraction, the larvae were placed in 
70°C alcohol and sent to the laboratory for identification. The 
patient was put on topical antibiotic and steroid drops, as well 
as moistening and eyewash agents. The patient was recalled the 
following day for a check-up and no new larvae were observed. 
After 1 week, all symptoms regressed and clinical improvement 
was achieved.On direct microscopic examination, the larvae 
were all identified as first instar (L1) Oestrus ovis larvae (Figure 
2).

Discussion

Ophthalmomyiasis is caused by the larvae of a cosmopolitan 
diptera called Oestrus ovis. The larvae develop on intermediate 
hosts: goats and sheep. Infestation of humans occurs acciden-
tally when the larvae are deposited directly on the eye by a fe-
male fly in flight. Humans are only an accidental host, creating 
a parasite impasse. As the main hosts of Oestrus ovis are sheep 
and goats, ophthalmomyiasis is more commonly reported in 
people living in rural areas and among veterinarians working 
in these areas [3]. However, numerous cases of ophthalmomy-
iasis from different classes of society have been reported in the 
literature. [1], [3], [4] In accordance with the literature, our pa-
tient lived in an urban environment with no history of contact 
with animals. 

External ophthalmomyiasis due to Oestrus ovis generally 
manifests as a clinical presentation similar to conjunctivitis. 
Symptoms include a sensation of a foreign body, excessive wa-
tering, conjunctival hyperhaemia, pruritus, mild ocular pain 
and blepharospasm. These larvae have been reported to cause 
significant conjunctival eosinophilic infiltration resulting in non-
necrotic granulomatous inflammation and eosinophilic degran-
ulation that can lead to epithelial cell damage and caliciform 
cell secretion [5]. The disease can then easily be misdiagnosed 
as conjunctivitis.

Treatment consists of gentle extraction of all larvae using a 
forceps after topical anaesthesia, followed by eyewash. Anti-
biotic eye drops and corticosteroids are prescribed to prevent 
infection and reduce inflammation. The condition generally 

Figure 2: A- Oestrus ovis larvae between slide and coverslip; 
B- Observation of spines (S) throughout the body using x40  
objectif; C- Observation of respiratory stigma (RS) and brisles (B) 
using x100 objectif.

improves within 48 hours of treatment. Oestrus ovis larvae are 
unable to penetrate the cornea or sclera because they lack the 
ability to secrete proteolytic enzymes [6]. However, cases of 
internal ophthalmomyiasis due to Oestrus ovis have been re-
ported [7], [8]. Early removal of the larvae is therefore very im-
portant, as if not treated, there is a risk of internal ophthalmo-
myiasis, a serious condition that can be life-threatening. Other 
species are capable of penetrating ocular tissues, so identifica-
tion of isolated larvae is of crucial importance for a better un-
derstanding of the damage they can inflict to the eye. Hypo-
derma species are often presented as the main cause of internal 
ophthalmomyiasis [9].

Conclusion

Although symptomatically noisy, Oestrus ovis external oph-
thalmomyiasis remains benign if treated promptly. This con-
dition can also be observed in people living in large cities, in 
which case immediate and careful examination is essential, in 
order to make the diagnosis by visualising the larvae and ex-
tracting them quickly.
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