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Introduction:  
 
Hello, and welcome to PedsCases! My name is Aryan Riahi and I am a 4th year medical 
student at the University of British Columbia.  
This podcast was developed in collaboration with dermatologist, Dr. M.B.Shokravi, MD, 
FRCPC in Vancouver, British Columbia. 
This podcast will review an approach to molluscum contagiosum in paediatric patients.  
After listening to this podcast, the learner should be able to do the following: 
 
Learning outcomes: 

1. Describe the morphology of molluscum contagiosum. 
2. Describe how to manage and treat molluscum contagiosum. 
3. List indications on when to refer a patient with molluscum contagiosum to a 

Dermatologist. 
 

Now, let’s talk about how warts can present in children by first starting out with a case.  
 
Case: 
Mike is an otherwise healthy 5 year old boy complaining of an “itchy rash” that has been 
spreading for the last 3 months. His family physician provided Mupirocin 2% ointment, 
and antibiotic cream, and instructed his mother to apply it on the patient’s affected area 
twice a day for 2 weeks, but the medication did not help. Family history is unremarkable 
for atopy or similar rashes. Mike loves to swim. He is a single child who lives at home 
with his parents.  
 

PedsCases Podcast Scripts 

This podcast can be accessed at www.pedscases.com, Apple Podcasting, Spotify, or your favourite podcasting app. 
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What is on your differential for pedunculated lesions?  

1. Acrochordon (skin tag), epidermal inclusion cyst, fibrokeratoma, lipoma, 
neurofibroma, and molluscum contagiosum. 

 
What is the clinical presentation of molluscum contagiosum? 

1. The causative agent of molluscum contagiosum is the DNA pox virus. 
2. Molluscum contagiosum is a viral infection of the skin without systemic 

manifestations (i.e. fever).  
3. It presents with small, skin-colored or pink, dome-shaped, umbilicated papules. 

Usually multiple. 
4. The main demographic is young and school-aged children with history of 

swimming. 
5. In order to characterize the virus' viability in pools, we need more research. One 

possibility is that softening of the lesions after they become submerged in water 
promotes transmission via fomites or person-to-person contact.   It is still not 
known if contaminated fomites such as towels and kicking boards have any role 
or if swimming in contaminated water is a contributing factor for virus 
transmission.  

6. Although it can occur anywhere on the body, lesions are typically seen in areas 
of high friction where skin rubbing may occur.  
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Are any further investigations required for diagnosing molluscum contagiosum?  
1. No, the diagnosis is made clinically.  
2. While not routine, a biopsy can be taken to confirm the diagnosis but is rarely 

done in practice. A biopsy is sometimes done in order to rule out carcinoma, but 
the result may come back as molluscum contagiosum. 

3. If a biopsy is completed, histology would show cytoplasmic inclusions in 
keratinocytes known as molluscum bodies.  

 
What is the therapy of choice for molluscum contagiosum?  

1. No single treatment option is effective.  
2. If the lesions are not bothering the patient, consider watchful waiting.  
3. Watchful waiting is appropriate for the majority of patients given the self-resolving 

course of molluscum contagiosum. In a study of 269 children, resolution occurred 
at an average of 13 months. However, in practice, watchful waiting is often not 
acceptable to parents and families. 

 
When would you consider treating molluscum contagiosum as opposed to watchful 
waiting?  

1. Therapy is indicated based on patient preferences concerning decreasing 
discomfort and for cosmetic reasons. Others elect for treatment to reduce the risk 
of autoinoculation, transmission to close contacts such as family members, 
scarring, and secondary infection. While molluscum contagiosum is benign and 
resolves without scarring, scratching at the lesion can cause scarring. 

2. Lesions in the genitalia are not considered sexually transmitted infections in 
children. However, it is important to always remain alert and vigilant for possible 
sexual abuse when genital lesions are present. The primary care physician 
should cautiously evaluate these scenarios if deemed appropriate.  

 
What are treatment options for molluscum contagiosum?  

1. Firstly, no treatment is a reasonable option if the lesions are not bothersome to 
the child.  

2. If treatment is considered, cantharidin is an odorless fatty substance secreted by 
blister beetles, which can be applied topically to lesions.  

3. Cantharidin runs the risk of causing blistering, pain, burning, hypopigmentation, 
or hyperpigmentation. For this reason, it is used sparingly. Due to the potential 
for blistering, it is advisable to only treat a few lesions at once to determine how 
severely the patient blisters. Avoid using it on the face or genital region, and 
minimize its use in the intertriginous areas.   

4. Cantharidin comes in different concentrations, and it is advisable to use the 
lowest concentration on a few lesions with short contact time (e.g. 30- 45 min) 
before using in more widespread areas.  

5. Cryotherapy, which is the use of liquid nitrogen, can also be used, but it can 
cause pain, scarring, blisters, hypopigmentation, or hyperpigmentation.  If liquid 
nitrogen is used, each spot is frozen for 5-10 seconds to form a layer of ice over 
the affected area. Several cryotherapy sessions may be needed, with 2 to 3 
weeks between each session. Cryotherapy may be difficult for young children.  
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6. Curettage, which is a minor procedure to remove the lesions, is generally 
avoided in small children due to pain. One retrospective study evaluated 2022 
children who had molluscum cantagiosum.5 Curettage cured 70% of cases after 
the first treatment and 26% of patients after the second treatment. However, the 
authors note the need to perform curettage under topical anesthesia and 
administer topical gentamycin, an antibiotic, for 1 week after treatment. Other 
methods of treatment such as cantharidin, and cryotherapy are equally effective 
and lead to less pain for children. In-office sedation with intravenous or inhaled 
sedatives is not routinely available in most office settings, and would be more 
appropriate in a hospital setting.  

7. Topical creams such as retinoids have limited evidence of effectiveness. 
Potential side effects of retinoids include irritation, burning, peeling, and pruritus.  

8. Pulsed dye laser is an effective in-office treatment, which usually occurs in 
specialty offices. Side effects include pain, redness, hypopigmentation, and 
hyperpigmentation. Rarely, ulceration may occur. One small study using a single 
session of pulsed dye therapy on only 15 children, who were 5 years or younger, 
reported no pain or discomfort among the patients.6 Purpura was seen for all 
patients after irradiation with the pulsed dye laser, but resolved after 1 week of 
treatment. No recurrence of molluscum lesions recurred after 3 months of follow-
up. 

9. However, the most practical therapy for patients and families is over-the-counter 
salicylic acid solutions, which are the same ones used for warts. Families can 
apply the solution at home, and minimize the need for multiple office visits.  

 
How is molluscum contagiosum spread? 

1. Molluscum contagiosum spreads through fomites, autoinoculation, and skin-to-
skin contact.  

2. Certain sports are at particularly high risk for exposure to molluscum 
contagiosum. Wrestlers, for example, experience excessive skin-to-skin contact, 
and swimmers are regularly exposed to public pools.  

3. Autoinoculation is the main cause for anogenital lesions in children, where 
children spread the virus to other parts of their own body.  

4. When sexually active adults transmit molluscum contagiosum, it is classified as a 
sexually transmitted infection.  Unlike children, adults with molluscum 
contagiosum commonly present with genital lesions. 

 
How to counsel patients on limiting the spread of molluscum contagiosum?  

1. Molluscum contagiosum can spread through fomites (e.g. clothes, furniture, 
utensils), so encourage patients to minimize using shared items such as towels, 
cutlery and toys. 

2. It is important to note that molluscum contagiosum is not a barrier to attend 
school, daycare or public pools.  
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What if Mike and his mother came back a few months later complaining of changes in 
the lesions that resemble an infection?  

1. While secondary bacterial infection may be on your differential, keep in mind that 
crusting, pain on palpation and redness are signs that the host’s immune system 
is responding appropriately to the infection.  

2. Reassure parents that inflammation is typically followed by regression of the 
lesions. Sometimes, this means all of the lesions are resolving.  

3. It takes approximately 3 months from onset of inflammation to resolution of the 
disease.  

 
When should you refer a patient with molluscum contagiosum to a dermatologist?  

1. Consider referral to a dermatologist if there is diffuse involvement, prominent 
facial involvement, prolonged cases, or significant discomfort.  

2. It is also important to consider the patient’s medical background, including 
underlying immunosuppression, and moderate or severe dermatitis. Molluscum 
contagiosum is more widespread in patients with atopic dermatitis or who are 
immunosuppressed. 

 
How is the presentation of molluscum contagiosum different in patients who have 
underlying atopic dermatitis?  

1. Molluscum contagiosum in a patient with atopic dermatitis, is called molluscum 
dermatitis. It is a relatively common complaint with an incidence of 27% among 
patients with molluscum contagiosum. The risk of occurrence is higher in patients 
with atopic dermatitis.  

2. Patients with atopic dermatitis often experience pruritus as part of their condition. 
This is a compounding factor in molluscum contagiosum as scratching can 
spread the virus in a linear distribution.  

3. To minimize scratching and autoinoculation, it is important to control the 
symptoms of dermatitis, whether from the molluscum contagiosum or from 
underlying atopic dermatitis.  

  
 
Before we conclude this podcast, let’s take a moment to summarize and recap the key 
points: 

1. Molluscum contagiosum is a viral infection secondary to pox virus. 
2. Three populations are at greatest risk of developing molluscum contagiosum: 

children, patients who are immunosuppressed, and sexually active adults.  
3. While there are numerous treatment options for molluscum contagiosum, 

watchful waiting is an effective approach as eruptions are self-limiting.   
4. If treatment is preferred by families, the most commonly used options are 

cantharidin, cryotherapy and over-the-counter salicylic acid solutions.  
  
That concludes our PedsCases podcast on molluscum contagiosum! Thanks for 
listening to PedsCases podcasts! 
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