
While slightly less common
than warts, molluscum
contagiosum stands out as

one of the more prevalent dermatolog-
ic conditions among children. The
benign and self-limited nature of these
lesions often makes treatment unnec-
essary. However, as many as one-third
of children experience symptoms or
have a co-existing condition (e.g.
atopic dermatitis) that may necessitate
treatment.1

“Not treating lesions is certainly
acceptable in certain cases,” says Amy
Theos, MD, Director of Pediatric
Dermatology and Assistant Professor
of Dermatology at the University of
Alabama at Birmingham. Factors that
influence Dr. Theos’ decision to treat
molluscum include:

• Lesions that are pruritic, infect-
ed, erythemic, or surrounded by der-
matitis or red, scaling skin. 

• Lesions that have been present
for longer than one year.

• Lesions that are located on visible
areas of the body and therefore may be
socially stigmatizing to the child.

• Children who are immunocom-
promised or have atopic dermatitis. 

For children who meet one of these
indications, many treatment options
exist. Dr. Theos bases treatment selec-
tion on the number and location of
lesions and the child’s age. 

Child-Friendly Options
While cryotherapy and curettage may
be appropriate for older children,

these options may
be somewhat trau-
matic for younger
children with mol-
luscum, particularly
those presenting
numerous lesions
and who may
require several vis-
its. “If they have a
couple of lesions,
it’s probably some-
thing they can tol-
erate,” notes Dr.
Theos. “A lot of
these kids have
numerous lesions.
You might get a
few the first time,
but when those
kids come back to
your office, they’re
going to be pretty
traumatized and are
not going to be as
cooperative.”

For older chil-
dren who can toler-
ate the discomfort,
curettage is a good option, says Dr.
Theos. Older children may also toler-
ate cryotherapy, but Dr. Theos finds
the efficacy of cryotherapy for mollus-
cum to be less than that of other treat-
ments. “Occasionally I’ll use it for one
or two lesions on the face, but for
some reason, it just doesn’t seem to
work well,” Dr. Theos says. In addi-
tion, cryotherapy also carries an

increased risk for
scarring as well as
hypopigmentation
in darker skinned
children, which
makes it a less
appealing option,
even for older
children.

A more “child-
friendly” option
for molluscum is
cantharidin. In
fact, Dr. Theos
uses cantharidin
for 90 percent of
her patients with
molluscum. Most
children require
one to three treat-
ment sessions,
spaced six to eight
weeks apart.
While cantharidin
is very effective
for molluscum, it
can be somewhat
uncomfortable for
children but not

intolerable if used appropriately. “We
apply it just to the lesion itself and
make sure it’s completely dry before
we let them touch it or get dressed.
We don’t cover them up with tape or
Band-Aids,” explains Dr. Theos. “We
have them wash it off in four hours,
sooner if they’re starting to experience
burning or blistering. Usually, when
doing it that way, the majority of kids
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“Sometimes I will 

refer kids to 

ophthalmology to 

have the lesions 

taken off if 

they’re along 

the lid 

margin.” 

                   



are going to tolerate it without prob-
lems.” 

Since cantharidin should not be
used in the facial or genital regions,
Dr. Theos recommends using
imiquimod cream 5% for molluscum
located in these areas. In her practice,
Dr. Theos finds about 30 percent of
imiquimod-treated children experience
complete clearing of their lesions, 30
percent experience partial response
(e.g. no new lesions, some clearing),
and 30 percent experience no response
at all. A typical treatment regimen
with imiquimod lasts six to 12 weeks
and involves having the child’s parent
apply imiquimod three times a week
on nonconsecutive nights, preferably
after a bath. If the child does not
experience any irritation over the first
few weeks, Dr. Theos instructs them
to increase application to every-other-
night. “If they’re going to respond,
they seem to respond within three
months,” notes Dr. Theos. 

Most children tolerate imiquimod
well. In fact, Dr. Theos says she has
not had any parents or children
express severe discomfort or side
effects resulting from imiquimod in
her own practice or in the study2 she
led to evaluate the safety and efficacy
of imiquimod for children with mol-
luscum. “As long as they don’t overuse
it or use it incorrectly, children toler-
ate imiquimod fine. They may get a
little bit of redness and scaling, and
that’s usually a good sign because
those children seem more likely to
clear,” Dr. Theos observes. 

Alternatives to imiquimod for facial
lesions include cimetidine, cryothera-
py for older children, and tretinoin,
says Dr. Theos. Cimetidine, in partic-
ular, is useful for children with numer-
ous facial lesions, and Dr. Theos rec-
ommends using 40mg/kg of cimeti-
dine, divided two to three times a day.
However, when lesions are located
near a child’s eye, Dr. Theos advises
caution in administering therapy.

“Sometimes I will refer those kids to
ophthalmology to have the lesions
taken off if they’re along the lid mar-
gin,” she explains. 

Special Considerations for AD
Children who present with both mol-
luscum contagiosum and atopic der-
matitis deserve special consideration
since molluscum tends to be more
extensive in these children, often
spreads, and may aggravate the child’s
atopic dermatitis, says Dr. Theos. “If
the molluscum are within the eczema-
tous lesions, they can’t tolerate a lot of
the therapies that we use because they
burn and sting the skin, so I’ll have
them use a topical steroid for a week
or two, along with emollients, in those
areas really aggressively,” Dr. Theos
explains. 

Once the child’s atopic dermatitis
improves, Dr. Theos then treats the
molluscum with cantharidin, noting
that alternative options, imiquimod or
tretinoin, may cause undue irritation
for the child. 

Education Tips for Parents
While treatment is key to minimizing
the potential for autoinoculation and
transmission of the virus to siblings
and friends, it’s worthwhile to take

time to educate parents on additional
interventions. Specifically, inform par-
ents that activities such as swimming
and sharing a bath, bath towel, or
bath sponge may increase the risk of
transmitting the virus to siblings and
other children.3,4

It’s difficult to assess how many
children are affected by molluscum
contagiosum since not all parents seek
treatment for their child. However, for
children who do present with symp-
toms or a co-existing condition such
as atopic dermatitis, consider can-
tharidin as an effective, safe, and toler-
able treatment for non-facial, non-
genital lesions and imiquimod for
molluscum on the facial and genital
regions.   
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New In Your Practice

Friendly Bacteria. Lactobacillus GG (LGG) may benefit IgE-sensitized infants with atopic eczema/der-
matitis syndrome, suggests a study in last month’s issue of Allergy (60:494). The study involved 230

infants with suspected cow’s milk allergy who were randomized to receive LGG alone, a mixture of four
probiotic strains, or placebo for four weeks. Although all treatment groups experienced similar improve-
ment, only IgE-sensitized infants in the LGG group experienced a significantly greater reduction in atopic
eczema/dermatitis syndrome symptoms. 

Fatal Fragments. The protein, collagen VII, appears to play a critical role in the spread of skin cancer,
Stanford researchers recently reported in Science (305:1727). Studies involving skin samples of 12

children with recessive dystrophic epidermolysis bullosa revealed that even a fragment of collagen VII per-
mitted skin cancer cells to break free from skin tissue and spread, while skin samples that lacked this pro-
tein appeared to be cancer resistant. Researchers tested the validity of this finding on normal skin cells,
which confirmed the protein’s role in spreading cancer. 

             


