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secondary infection are possible complications of 
myiasis.  

Maggot therapy is an artificially induced 
myiasis performed in a controlled environment by 
skilled medical practitioners. The most suitable 
species for maggot therapy is L. sericatais. Maggot 
therapy has three main beneficial effects on a 
wound: debridement, disinfection, and enhanced 
healing.12 

Summary  

Diabetes Mellitus (DM) is the leading 
predisposing underlying medical condition 
because of peripheral neuropathy, peripheral 
vascular disease, and immunosuppression. Hence, 
early recognition, aggressive management, and 
ongoing diabetes control are the cornerstones of 
successful management. Our patient underwent 
left fourth & fifth-foot toe amputation with 
fasciectomy and split-thickness skin grafting 
followed by broad-spectrum antibiotic coverage 
with an appropriate offloading device.  
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