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What Is Your Diagnosis?

A 43-year-old man with AIDS, a CD4 lymphocyte count of 
4 cells/mm3, and a medical history of multiple opportunistic infections 
presented with numerous disseminated skin lesions that became  
tender and inflamed 3 months after initiating antiretroviral therapy. 
The patient denied mucosal lesions.
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Physical examination of our patient revealed 
hundreds of dome-shaped, umbilicated, flesh-
colored papules on an erythematous base that 

ranged from 3 to 6 mm in size and were scattered 
across the chest (Figure 1), neck, and face. No 
mucosal lesions were noted. Ten months later, his 
CD4 lymphocyte count rose to 260 cells/mm3 and 
his skin lesions had resolved without scarring, bear-
ing only mild postinflammatory hyperpigmentation 
(Figure 2). 

Molluscum contagiosum is caused by mollus-
cum contagiosum virus poxvirus types 1 through 4;  
disseminated lesions occur in human immunodefi-
ciency virusinfected individuals with CD4 lym-
phocyte counts less than 100 cells/mm3 and are 
commonly associated with molluscum contagiosum 
virus type 2 (MCV-2).1,2 Clinically, molluscum con-
tagiosum presents as dome-shaped, umbilicated, 
flesh-colored papules that may appear anywhere on 
the body including mucosal surfaces. The differential 
diagnosis of an umbilicated papule in an immunocom-
promised patient includes Cryptococcus neoformans, 
Coccidioides immitis, Penicillium marneffei, histoplas-
mosis, aspergillosis, sporotrichosis, chronic herpes, 
and mycobacterial infections. Antiretroviral therapy 
can be first-line therapy for disseminated mol-
luscum contagiosum in human immunodeficiency 
virusinfected patients.3 Immune reconstitution 
against this opportunistic viral infection of the skin 
may present as erythema, edema, inflammation, or  
pruritus around the lesions and may ultimately lead 
to complete clearance without scarring.4

Immune reconstitution inflammatory syn- 
drome (IRIS), also known as immune reconstitution 
syndrome, is a condition observed in immunocom-
promised individuals with paradoxical worsening of a 
previously acquired and often clinically silent oppor-
tunistic infection due to inflammation generated by 
a recovering immune system.5 It occurs in approxi-
mately 10% to 25% of AIDS patients who initiate 
antiretroviral therapy, often seen in the early months 
following initiation of treatment as the CD4 lympho-
cyte count rises to be greater than 250 cells/mm3.6 
Advanced immunosuppression, indicated by a CD4 
lymphocyte count less than 100 cells/mm3, has been 
reported as a risk factor for the development of IRIS; 
other potentially important independent risk factors 
include younger age at initiation of antiretroviral 
therapy and a CD4:CD8 ratio of less than 0.15.6,7 

Immune reconstitution inflammatory syndrome 
has been described in association with a number 
of infections in patients with AIDS but is most 
commonly observed in infection with molluscum 
contagiosum, mycobacterial infection (both atypical 
mycobacteria and Mycobacterium tuberculosis), herpes 
simplex and varicella-zoster viruses, genital warts, 

The Diagnosis: Inflamed Molluscum Contagiosum  
as a Manifestation of Immune Reconstitution  
Inflammatory Syndrome 

Figure 2. Molluscum contagiosum skin lesions 
resolved without scarring, bearing only mild  
postinflammatory hyperpigmentation.

Figure 1. Dome-shaped, umbilicated, flesh-colored pap-
ules with surrounding erythema on the chest.
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cytomegalovirus, Kaposi sarcoma, leprosy, crypto-
coccal meningitis, and Pneumocystis carinii pneumo-
nia. Because many infections associated with IRIS 
have cutaneous manifestations, it is an important 
clinical entity for dermatologists to recognize; how-
ever, severe or life-threatening cases of IRIS are rare 
and systemic anti-inflammatory agents or discontin-
uation of antiretroviral therapy is seldom necessary.6

REFERENCES
  1.	� �Diven DG. An overview of poxviruses. J Am Acad Dermatol. 

2001;44:1-16. 
  2.	� �Yamashita H, Uemura T, Kawashima M. Molecular 

epidemiologic analysis of Japanese patients with mollus-
cum contagiosum. Int J Dermatol. 1996;35:99-105.

  3.	� �Cattelan AM, Sasset L, Corti L, et al. A complete remission 
of recalcitrant molluscum contagiosum in an AIDS patient  
following highly active antiretroviral therapy (HAART).  
J Infect. 1999;38:58-60.

  4.	� �Horn CK, Scott GR, Benton EC. Resolution of severe mol-
luscum contagiosum on effective antiretroviral therapy.  
Br J Dermatol. 1998;138:715-717.

  5.	� �Lipman M, Breen R. Immune reconstitution inflammatory 
syndrome in HIV. Curr Opin Infect Dis. 2006;19:20-25.

  6.	� �Murdoch DM, Venter WD, Feldman C, et al. Incidence 
and risk factors for the immune reconstitution inflamma-
tory syndrome in HIV patients in South Africa: a prospec-
tive study. AIDS. 2008;22:601-610.

  7.	� �Ratnam I, Chiu C, Kandala NB, et al. Incidence and risk 
factors for immune reconstitution inflammatory syndrome 
in an ethnically diverse HIV type 1infected cohort 
[published online ahead of print December 28, 2005].  
Clin Infect Dis. 2006;42:418-427.

Don’t miss out on this 
new monthly feature 
at www.cutis.com!

Our Resident  
Corner features  
commentaries from:

Topics include basic  
dermoscopy, vasculopathy 
and vasculitis, molecular 
mechanisms of melanoma, 
cutaneous sarcoidosis,  
challenging atypical cases, 
and more.

Christian R. Halvorson, MD
University of Maryland  
School of Medicine  
Baltimore

Amanda Pickert, MD
Mayo Clinic Arizona  
Scottsdale

Resident Corner 
Now Available  
Online

CUTIS 
Do Not Copy

Copyright Cutis 2012. No part of this publication may be reproduced, stored, or transmitted without the prior written permission of the Publisher.




