
We present a series of 10 cases of Molluscum contagiosum (MC) in a 10-year period (2008-2017). Over 51,342 consultations during 
these years, represent 0.01%. The average age was 38 years. The average parity was 0.7 (but 50% are nulliegestes).

They present multiple lesions in vulva, perineum, buttocks, inner thighs and/or suprapubic area. In 3 cases there was an abnormal 
vaginocervical cytology (ASCUS, LSIL) associated to positive HPV. 5 cases did not receive any treatment and the lesions disappeared 
before one year (7 months on average). 5 of the cases were treated with imiquimod and the lesions resolved in 5 months on average. 
However, they required several treatments. MC is considered a low-frequency STD. It is the visual aesthetics rather than the symp-
toms what bother the most.

Volume 4 • Issue 1 • 2022

 Copyright © All rights are reserved by Jorge Lopez-Olmos.

Journal of Gynaecology and Paediatric Care

 Case Report

Dr. Jorge Lopez-Olmos*

Gynecology department, Centro de Especialidades de Monteolivete, Valencia, Spain

Received: August 02, 2022; Published: August 11, 2022

*Corresponding Author: Dr. Jorge Lopez-Olmos, Gynecology department, Centro de Especialidades de Monteolivete, Valencia, Spain.

Molluscum Contagiosum: Case Studies 
in a 10-year Period (2008-2017).

Citation: Jorge Lopez-Olmos. (2022). Molluscum Contagiosum: Case Studies in a 10-year Period (2008-2017). Journal of Gynaecology and 
Paediatric Care 4(1).

Abstract

Keywords: Molluscum contagiosum; Umbilicated papules Imiquimod

Molluscum contagiosum (MC) is a viral infection that affects the 
skin, it is a benign tumor [1]. It is caused by a poxvirus, DNA virus, 
the Molluscipoxvirus, with 2 subtypes: MCV I y MCV II. The virus 
has not been grown in cultured cells. The virus enters through the 
epithelium of the follicular infundibulum. The epidermis shows hy-
pertrophy and hyperplasia, which spreads out to the dermis. They 
are papules, which can be found in the cutaneous surface.

Introduction

ISSN: 2652-9718

The infection is endemic within institutions and communities where 
poor hygiene, poverty, promiscuity, and overcrowding prevail [3]. It 
can be transmitted through autoinoculation and fomine transmis-
sion (bath towels, tattoo instruments, Turkish baths, etc.).

The disease is transmitted through direct skin contact. In children 
(it can also be transmitted through saliva), lesions involve the face, 
turns, and arms. In adults, it can be transmitted through sexual con-
tact in the genital region thighs. The incubation time is between 2 
and 7 weeks (1). Usually asymptomatic, or itchy. It is more preva-
lent in tropical areas. The incidence is 2-8%. Incidence has been 
increasing, particularly in the age group between 15-29 years (3).

In immunocompromised individuals, the number of lesions in-
creases, and they are atypical, giant, or warty (> 1 cm), and tend to 

They have a pearly appearance, they are round-shaped skin-col-
ored papules, with a dimple in the middle (not in all of them). With 
a good immune response, the lesions resolve spontaneously within 
months [2]. The size of the papules averages 1-5 mm, or nodes av-
eraging 6-10 mm. Usually, the number of lesions remains below 30 
[3].
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When squeezing the lesion, a hard white spot in the middle comes 
out, and then it bleeds [4]. The differential diagnosis [2] includes 
condyloma accuminata, herpes simplex, syringomas, basal cell car-
cinoma and immunodepression, cryptococcosis, and histoplasmo-
sis.

The treatment is useful to prevent the transmission to the partner, 
auto inoculation, and for the sake of the quality of life (3). Treat-
ment in children: no treatment (1). In women, is related to aes-
thetics. If needed, destruction of the lesion: curettage, incision and 
squeezing the center of the Molluscum body (2) or pricking with a 
needle and squeezing (4). Electrocoagulation or cryotherapy (lo-
cal anesthetic infiltration). Also: podophyllin cream o imiquimod 
(1,2), potassium hydroxide, trichloroacetic acid, topical cidofovir, 
oral cimetidine (3), or intralesional interferon in HIV positive in-
dividuals (4).

In this paper, 10 case studies in a 10-year period will be introduced. 
The clinical characteristics will be analyzed, and the most common 
images will be shown.

At the author’s gynecologist office, in Centro de Especialidades de 
Monteolivete, Valencia (Spain), the cases of Molluscum Contagio-
sum (MC) from the past 10 years (2008-2017) were studied. 10 
cases of MC out of 51,342 patients’ consultations were found, which 
represent 0.01% of the cases.

The following was studied: age, parity, medical history (medical 
and surgical), vaginocervical cytology; the human papillomavirus 
(HPV) was analyzed, as well as the lesions (with iconographic rep-
resentation in certain cases), and the treatment. Quantitative data 
(age and parity) is featured as range, average and standard devia-
tion. Qualitative data is featured in percentages. The features of the 
series can be found in table I.

Case Studies

relapse (1,2). In these cases, a biopsy must be performed, in which 
large eosinophilic inclusion bodies will be seen with epidermal 
cells, Henderson-Patterson inclusion bodies or Molluscum bodies 
[1,3].

CASE AGE PARITY MEDICAL HISTORY LESIONS CITOLOGY HPV TREATMENT
1 49 1,1,0 Appendectomy. Multiple scle-

rosis.
3, left buttock Trichomonas 

ASCUS
HR (+) LR, nega-
tive

NO

2 34 0,0,0 Condylomas. Bronchial asthma. Vulva BV LSIL 16(+) 18, negative 
Others (+)

NO

3 27 0,0,0 NO Perineum Vulva Negative Negative NO
4 47 2,2,0 2 cesarean deliveries. Inner side of the both 

tight
BV Negative Imiquimod

5 46 2,2,0 2 cesarean deliveries. Total, thy-
roidectomy.  Hypothyroidism.

2, suprapubics 1, in-
ner side right thigh

BV Negative Imiquimod

6 28 0,0,0 Child uretral reflux. Perineum Negative Negative Imiquimod
7 43 1,1,0 Bronchial asthma. Several Right side LSIL Negative 16, negative18, 

negative otros (+)
Imiquimod

8 41 2,1,1 NO Vulva Negative Negative Imiquimod
9 40 0,0,0 Primary infertility. Laparoscopy. 

Bilateral tubal obstruction.
Vulva Negative Negative NO

10 25 0,0,0, NO Right buttock Healing Negative Negative NO

Table I: Molluscum Contagiosum Case Studies.
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Parity = pregnancies, deliveries, abortions
BV, bacterial vaginosis
ASCUS, atypical squamous cells of undetermined significance
LSIL, low-grade squamous intraepithelial lesion
HR, high risk
LR, low risk

Age ranging between 25 and 49 years, average 38±8.88. Parity rang-
ing between 0 and 2, average 0.7±0.82, considering 5 cases were 
nulliegestes (50%). One of them, suffering from primary infertility 
due to bilateral tubal obstruction (case 9). In the series, there are no 
menopausal women. 2 of the women had had 2 cesarean deliveries. 
There is only one abortion case, which was due to a voluntary inter-
ruption of pregnancy (VIP).

Among the medical histories: there is a patient (case 1) suffering 
from multiple sclerosis, 2 cases suffering from bronchial asthma 
(cases 2 and 7), a total thyroidectomy due to goiter, resulting in hy-
pothyroidism (case 5). Case 2 had condylomas.

Lesions were diverse and affected vulva, perineum, buttocks, inner 
side of the thighs, mound of Venus, and the suprapubic region (im-
ages 1-5).

The typical lesion is papule with an umbilical core, as it can be per-
ceived in image 1, case 4. The patient also had lesions in the inner 
side of the thighs. Image 2 shows how it affects the mound of Venus 
and the suprapubic region in case 5. Image 3, case 6, shows how the 
inner side of the right buttock is affected. Image 4, case 8, shows 
how vulva and perineum are affected. Image 5, case 10, shows how 
right buttock is affected, lesions in healing phase, already with a 
scab.

Image 1: Case 4. Lesions in the inner side of both thighs.

Image 2: Case 5. Condition of the mounts 
of Venus and the suprapubic region.

Image 3: Case 6. Condition of the right inner buttock.

Image 4: Case 8. Condition in vulva and perineum.

Closer view of the typical lesion. 
Papule with an umbilical core.
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Image 5: CASE 10. Condition in right buttock, healing.

In the vaginocervical cytology bacterial vaginosis (BV) was found in 
3 of the cases (cases 2, 4 and 5); trichomonas and ASCUS (atypical 
squamous cells of undetermined significance) was detected in case 
1; and LSIL (low-grade squamous intraepithelial lesion) was identi-
fied in cases 2 and 7 (in this 2nd case, the medical examination after 
3 months was negative).

The HPV analysis was positive for the virus at HR (high risk) in case 
1 (applying type 2 in situ hybridization technique in 2010) and was 
also positive in types 16 and others (case 2), and in others (case 7) 
applying the polymerase chain reaction technique (PCR) in 2013 
and 2016, respectively. The test was negative in the remaining cas-
es.

There is a correlation between an abnormal cytology and HVP (+) 
in the 3 affected cases (cases 1, 2 and 7), Regarding the treatment, 
5 of the cases had none, and lesions disappeared before 1 year, 7 
months on average. The remaining 5 cases were treated with imi-
quimod, applying the cream directly to the lesions nightly, 5 days a 
week, for 4 weeks. If they did not heal, the treatment was applied 
again for 4 months. After 5 months on average, lesions had been 
resolved.

The series of 10 cases in a 10-year period account for 0.01% out of 
51,342 consultations. In our field, this would be considered uncom-
mon. Compared to genital herpes, we had 53 cases during the same 
period, which account for 0.10%.

In adult young women, typical lesions were found in vulva, perine-
um, buttocks, thighs, and the suprapubic region, as shown in the 
images. There can be atypical locations such as the areola and the 

nipple [5]. In order to prevent contagion, swimming pools, saunas, 
and baths should be avoided and condom during sexual intercourse 
should be used [6].

There are geographic differences in the incidence of the type of 
MC virus. A Japanese study [7] with 171 patients: 131 children 
aged 0-15 years, and 40 adults - 16 men aged 22-75 years, and 24 
women, aged 18-58 years - noted that MCV I was found in children 
(98%) and in adult women (92 %). Conversely, MCV II was found in 
adult men (44 %) and with HIV (+) (75 %). Worldwide, MCV I can 
be found, apart from in Japan, in Europe and Australia.

If there is low prevalence of STD (sexually transmitted disease), the 
asymptomatic woman can be exempted from vaginal examination 
with speculum, and an important diagnosis would not be missed 
out [8]. However, this should not be done unless previous examina-
tions have been done or there is a high risk of STD. Nonetheless, 
this would not have an impact on MC since, when checking for le-
sions, the diagnosis is clinical.

With MC in the genital or perigenital regions a screening of other 
STDs must be performed [9]. Other STDs were found in 158 men 
suffering from MC, 30.4%. In 78 women, STDs were found in 32.1% 
of them. Their sexual partners should also undergo a screening 
since STDs were found in 14 out of 25 of the cases. Chlamydia must 
be checked for, and PID, pelvic inflammatory disease, must be ruled 
out.

In this study, correlation between an abnormal cytology and HVP 
(+) was found in 3 cases. These findings led to the need of carrying 
out screenings for other STDs, as explained in [9].

Regarding the treatment, in primary healthcare a minor surgery can 
be performed [10]. It is a saving for the healthcare system since: it 
is more convenient for the patient, the treatment is conducted in a 
short period of time, there is no need to go to the hospital, there is a 
reinforcement of the doctor-patient relationship. The treatment for 
MC refers to cryotherapy or curettage. However, in genital lesions 
podofilox or imiquimod can also be prescribed.

5 of the studied cases have not received any treatment and the re-
maining 5 have been traded with imiquimod. Lesions disappeared 
within 7 months and 5 months on average, respectively. The first 
case represents a risk of transmission for the sexual partner. The 
second one could lead to discomfort due to the irritation of the 

Discussion



Journal of Gynaecology and Paediatric Care

Citation: Jorge Lopez-Olmos. (2022). Molluscum Contagiosum: Case Studies in a 10-year Period (2008-2017). Journal of Gynaecology and 
Paediatric Care 4(1).

Page 5 of 5

References
Mc MILLAN, A y OGILVIE, M.M. (2002). Other sexually trans-1.	
missible viruses, en Clinical practice in Sexually transmissible 
infections, de Mc MILLAN, A, YOUNG, H; OGILVIE, M.M y SCOTT, 
G.A Saunders, Elsevier, London, 9: 251-257.
BACHMANN, L.H. (2008). Dermatosis genitales encontradas 2.	
con frecuencia, en Diagnóstico y tratamiento. Enfermedades 
de transmisión sexual, de KLAUSNER, J.D y HOOK, E.W (Jr). Mc 
Graw –Hill, Interamericana, Mexico; 30: 216-217.
WOODWARD, J.A. (2013). Molluscum contagiosum, en Sexually 3.	
transmitted disease (A practical guide for primary care) de 
SKOLNIK, N.S; CLOUSE, A.L y WOODWARD. J.A (eds). Humana 
Press, Springer, New York, 2ª ed; 10: 142-145.
HANDSFIELD, H.H.  (2004). ETS, enfermedades de trasmisión 4.	
sexual. Marban, Madrid, reimp; 9: 111-116.

5.	 HOYT, B.S; TSCHEN, J.A y COHEN, P.R. (2013). Molluscum con-
tagiosum of the areola and nipple: case report and literature 
review. Dermatol online J; 19: 14-18.

6.	 GUTIERREZ GARCIA, S; CASASOLA, J; SANCHEZ-SAMBUCETY, 
P y GONZALEZ-GARCIA, C. (2007). Molluscum contagiosum 
genital. Clin Invest Ginecol Obstet; 34: 112-114.

7.	 YAMASHITA, H; UEMURA, T y KAWASHIMA, M. (1996). Mo-
lecular epidemiologic analysis of japanese patients with mol-
luscum contagiosum. Int J Dermatol; 35: 99-105.

8.	 LEE, D.M; CHEN, M. Y; BRADSHAW, C.S y FAIRLEY, C.K. (2006). 
Is routine vaginal examination necessary for asymptomatic 
women attending sexual health services? Int J STD& AIDS; 17: 
631-632.

9.	 RADCLIFFE, K.W; DANIELS, D y EVANS, B.A. (1991). Molluscum 
contagiosum: a neglected sentinel infection. Int J STD&AIDS; 2: 
416-418.

10.	 ARTIEDA LANAS, M; MIRANDA ALCOZ, S; MARTIN-ALMEN-
DROS, S; PARRA OSES, A; ALVAREZ-MARTIN, A y SOBRADO 
ROJO, R.  (2001). Manejo de lesiones dermatológicas virales 
desde atención primaria. Atenc Primar; 27: 108-110. 

Benefits of Publishing with EScientific Publishers:
     Swift Peer Review
     Freely accessible online immediately upon publication
     Global archiving of articles
     Authors Retain Copyrights
     Visibility through different online platforms

Submit your Paper at:

https://escientificpublishers.com/submission

healthy skin derived from the treatment. If there is inflammation, 
the lesion enters the scab and resolving phases, as shown in image 
5.


