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INTRODUCTION 

Molluscumcontagiosum (MC) is a common cutaneous 

infection caused by Molluscumcontagiosum virus (MCV) 

belonging to poxviridae family. It usually affects children 

and is transmitted through direct contact, or indirectly via 

fomites and swimming pools etc. The virus also spreads 

through autoinoculation and sexual contact.
1 

Although the 

disease has a self-limiting course, in some cases the 

lesions become extensive and persist for more than 3 to 4 

years.
2
 Patients who have atopic dermatitis may develop 

widespread MC. Treatment options are either ablative or 

immunomodulatory in nature, and are chosen depending 

on the extent & severity of the MC. Destructive 

modalities may not always be practical in children & 

most importantly recurrence occurs in as many as 35% of 

patients after initial clearing.
3 

Topical/oral 

immunomodulatory therapy can be cumbersome and does 

not ensure clearance. Immunological therapy in the form 

of auto implantation has shown good results in extensive 

warts. This study was conducted to assess the efficacy of 

auto implantation in treatment of extensive MC. 

Aims and objectives 

To assess the efficacy and safety of autoimplantation 

procedure in the management of extensive MC in 

children and adolescents.  

 

ABSTRACT 

 

Background: Molluscumcontagiosum (MC) is a common cutaneous viral infection which usually affects children. 

Inspite of the multiple treatment options such as curettage, expression, electrodessication and different topical agents, 

in some cases lesions become extensive and persist for more than 3 to 4 years. The role of immunomodulatory 

therapy in management of MC has been well documented. Autoimplantation has emerged as a useful 

immunomodulatory therapy for warts. The objective of the study is to assess the efficacy and safety of 

autoimplantation in treatment of extensive MC.  

Methods: Patients of   either sex having more than six MC lesions were included. Molluscum body removed, crushed 

& implanted in a small dermal pocket as described in cases of warts. Patients were evaluated at four weeks, 12 weeks 

& subsequent 24 weeks. 

Results: Twenty two patients completed the study. Complete clearance of the MC was seen in 17 (77.2%) patients, 2 

(9.1%) had no response, 1 (4.5%) had partial remission & 2 patients (9.1%) showed recurrence.  

Conclusions: Autoimplantation may be effective& alternative modalities for extensive MC. However, more 

randomized controlled trial for automplantation therapy in extensive MC need to be warranted.  
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METHODS 

This study was carried out from January 2015 to 

December 2015 at a tertiary care hospital in southern 

Rajasthan. It was conducted after obtaining the ethical 

clearance from the institutional ethics committee. Written 

informed consent was obtained from parents of the 

patients recruited for the study. All consecutive patients 

of clinically diagnosed MC of either sex, with six or more 

than six lesions, attending the dermatology out-patient 

department were included. Children below 8 yrs, 

pregnant and lactating women, patients who had received 

any therapy for MC in the last 3 months and those with 

immunosuppression due to drugs or disease/advanced 

disease of vital organs/alcohol or other substance abuse 

were excluded from the study. 

Calculation for sample size done using the prevalence in 

our outpatient department and assuming a sample error of 

10% gave a value of 16 patients. We included 25 patients 

(sixteen boys and nine girls) aged eight to eighteen years 

in our study. The demographic characteristics of the 

patients, detailed history regarding duration and past 

treatment of molluscum lesions, and a thorough clinical 

examination regarding number of lesions was observed 

and recorded in the standard form of all patients (Table 

1). 

Table 1: Baseline characteristics of patients (n=25). 

Characteristics                                                                                                                   Numbers of patients 

Age 

8-12 15 

12-18 10 

Sex 

Male 16 

Female  9 

Number of molluscum 

6-15 8 

15-25 13                                        

>25 4 

Duration (in months) 

<6months 20 

>6months 5 

Past treatment 

Treatment naïve 17 

Treatment failure/recurrence 8 

Inflammation in one or more 

lesions 
 

Present 5 

Absent 20 

Lesions were mostly on the extremities and were not 

painful and itchy. We removed a molluscum body with 

an 18G needle and implanted as described below. 

 

Autoimplantation procedure 

The procedure was performed under aseptic conditions in 

dermatology theatre. The technique followed was that of 

Shivakumaret al
4
 with some modification as conducted in 

autoinoculation of wart. Amolluscumlesion of substantial 

volume was chosen as the donor & carefully molluscum 

body (Henderson–Paterson body) was curetted, placed in 

a petri dish and crushed. Volar aspect of the left forearm, 

5 cm below the anticubital crease was taken as recipient 

site and anaesthetized by 2% lignocaine infiltration. 

Using a 20 gauze needle, a dermal pocket extending up to 

the deep dermis was created (Figure1). 

 

Figure 1: Image showing dermal pocket on left side of 

forearm.  

The crushed molluscum body was introduced into this 

pocket using the tip of the same needle. Donor and 

recipient sites were dressed with sterile betadine gauze 

and adhesive plaster. Topical antibiotic (fusidic acid) was 

advised for five days. Patients were advised not to wet or 

remove the plaster for 5 days after the procedure. 

Three follow-up visits were scheduled at 4 weeks, 12 

weeks & 24 weeks. Clinical photography was done at 

baseline (Figure 2) & at 24 weeks (Figure 3). At each 

follow-up visit, efficacy of treatment was evaluated as 

follows: 

 Patients who did not have any decrease in lesions 

were considered nonresponders. 

 Those who had decrease in lesions but with 

persistence of one or more lesions considered partial 

remission. 

 Complete absence of MC lesion was considered 

complete clearance. 

 Development of new lesions after complete 

clearance was considered recurrence. 

Descriptive statistics was analyzed on the parameters of 

range, mean±S.D., frequencies (number of cases), relative 

frequencies, ratio or percentages, whichever was 

appropriate. For analytical statistics, the numeric data 

(continuous variables) were analyzed by using unpaired t-

test and the categorical data were analyzed by using 

Fisher's exact test or Chi-square test (as applicable). 
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Statistical software Medcalc® version 10.2.0.0 for 

Windows vista (http://www.medcalc.be) was used for 

statistical analysis and P value ≤0.05 was considered 

statistically significant. 

RESULTS 

Out of twenty five, only twenty two patients completed 

the follow up. At the first follow up, no recurrence of the 

primary donor sites was seen in any of the twenty two 

cases. Complete clearance of remote MC was seen in 8 

patients (36.4%), partial remission in 7 patients (31.8%) 

& the remaining 7 patients (31.8%) were non responders. 

At 12 weeks of follow up, 15 patients (68.2%) had 

complete clearance, 2 patients had partial remission 

(9.1%), 3 patients (13.6%) were still non responders & 2 

patients (9.1%) had recurrence. At 24 weeks of follow up, 

17 patients (77.3%) had complete clearance, one (4.5%) 

had partial remission, 2 patients (9.1%) were non 

responders and two patients (9.1%) still showed 

recurrence. Majority of the responders (15/17) showed 

resolution of MC within the first three months (Table 2). 

Table 2: Clearance of MC lesions noted at successive 

follow up visits.  

 4 weeks  12 weeks  24 weeks  

Non responders 7 3 2 

Partial 

remission 
7 2 1 

Complete 

clearance 
8 15 17 

Recurrence - 2 2 

 

Figure 2: Pre and post treatment photographs 

showing complete clearance of MC lesions after 

autoimplantation. 

No serious side effects were reported, however 50% 

patients (11/22) had mild skin irritation, redness & pain at 

the site of autoimplantation which resolvedin three to five 

days. No systemic symptoms were noted in all the 

twentytwo cases. 

No statistical significance in the efficacy of 

autoimplantation in MC in terms of differences in 

number, duration, past treatment and inflammation of 

MC lesions was observed. 

DISCUSSION 

MC is a contagious viral infection & may resolve 

spontaneously.
5
 However, a fairly large number of 

patients require active treatment. Destructive treatment 

modalities include curettage, cryotherapy, expression or 

pricking with a sterile needle, electrodessication, 

photodynamic therapy & laser ablation.
6,7

 But destructive 

therapy is poorly  tolerated in children, so in case of 

extensive MC lesions topical medical therapy like 

salicylic acid, glycolic acid, tretinoin, tazarotene, 5% 

sodium nitrite, podofilox,
8
 liquefied phenol,cantheridin,

9
 

potassium hydroxide
10,11

& imiqiumod
12

 is used. Oral 

therapy like cimetidine has also been given. The most 

appropriate therapeutic approach largely depends on the 

clinical situation. But no therapy is universally effective. 

Most of the procedures are inconvenient, may leave 

behind scars or postinflammatory pigmentary changes 

and cannot prevent recurrence. In a study of the treatment 

of MC in children, Hanna et al
13

 determined that 

curettage was found to be the most efficacious treatment 

and had the lowest rate of adverse effects. However, it 

must be performed with adequate anaesthesia & is a time 

consuming procedure. At the same time curettage & 

cryotherapy for multiple MC in a single session in case of 

children is very difficult. An ideal therapy should be able 

to remove the MC infection in majority of patients 

without any aggressive procedure, while enhancing the 

immune status of the individual to prevent recurrences. 

Evidence suggests that patient’s cell mediated immunity 

plays an important role in the treatment of warts. There 

are number of studies of autoimplantation for warts
14-16

 

which suggest that autoimplantation may work by 

activating a delayed hypersensitivity response to the wart 

tissue antigen, aiding clearance of both local and distant 

warts. Also, different immunotherapeutic agents for 

intralesional injection (including autogenous vaccine, 

Candida antigen, mumps antigen, trichophytin skin test 

antigen, tuberculin, BCG vaccine, MMR vaccine, 

Mycobacterium w vaccine and interferon alpha and 

gamma injection) have proven useful in warts.
17

 

As in warts, multiple studies
18,19

 explain that in MC, cell 

mediated immunity is most important in modulation and 

controlling the infection. A study by Vermi
20

 & 

colleagues presented evidence of brisk immunological 

response as a mechanism of self-destruction of the 

inflammatory MC lesions. Clinical inflammation has 

been observed as a preliminary step for spontaneous 

regression of some MC lesions.
5
 

On keen observation of the clinical and immunological 

spectrum of MCV and HPV infection, many similarities, 

including the vital role of immunological response in 

both, can be appreciated. Role of immunological 

modulation in treatment of both warts and MC has also 

been provided by Maronnet al
21

. They reported their one 

year experience with intralesional candida antigen 

therapy for both warts and molluscumcontagiosum. In the 
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molluscum patients 14/25 (56%) had complete resolution, 

7/25 (25%) had partial 74/25 (16%) had no improvement. 

However, in spite of evidences of the role of 

immunomodulation by autoinoculation in treatment of 

warts, no study for autoimplantation in MC has been 

conducted to the best of our knowledge. This the first 

study of autoinoculation in MCV infection. In our study, 

resolution was noted in 77.3% patients while 9.1% 

patients had recurrence at 24 weeks of follow up. The 

clearance rate noted in our study is similar to the 

clearance rates of warts by autoimplantation reported by 

Srivastava et al (66.03%), Lal et al (62.5%) and Nischal 

et al (74.1%). Local adverse events were noted like 

edema, redness, but did not necessitate withdrawal from 

therapy. 

Limitations of our study are that we could not determine 

the MCV type to account for type specific difference in 

therapeutic outcome. We also did not ascertain the level 

of chemokines to ascertain their role. Larger, randomized 

controlled trials with longer follow up are needed to 

accurately determine the effectiveness of treatment. 

CONCLUSION 

Extensive and refractory molluscumcontagiosum virus 

infection not only causes physical problem but also 

psychological trauma to the patient and caregivers. Our 

study indicates that autoimplantation therapy holds 

promise in the management of extensive MC infection an 

easy day care and cost effective alternative option in 

developing countries like ours. 
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