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1   |   INTRODUCTION

Fingolimod as a sphingosine-1 phosphatase modulator 
causes lymphocytes to get trapped in the lymph nodes, 
thus preventing the autoreactive lymphocytes from invad-
ing the brain.1 Fingolimod was the first oral drug approved 
for the treatment of relapsing–remitting multiple sclerosis 
(MS).2 Clinical and post-marketing studies have suggested 
an increased risk of infection with the herpes family vi-
ruses due to this immunosuppressive drug.3 Molluscum 
contagiosum (MC) is a skin infection caused by a virus of 
the DNA poxvirus family. It has already been reported by 
Fingolimod.4 Due to the rarity of MC reported with fingo-
limod, we have given an account of two cases, among our 
patients, with this skin infection.

2   |   CASE REPORT

2.1  |  Case 1

A 26-year-old woman with MS has been on treatment with 
fingolimod for about a year. Her MS began 4 years ago, and 
she was treated with interferonβ1a (INF b-1a) subcutane-
ously for the first 3 years. Due to a new relapse, her treat-
ment has been escalated to fingolimod. Her disease has 
been stable during treatment with fingolimod. She came to 
the clinic because of skin lesions on the anterior and mid-
dle part of her thigh. A skin examination revealed more 
than 20 waxy 3–5 mm umbilicated flesh-colored papular 
lesions without itching and swelling (Figure 1A). In the 
laboratory test, white blood cells (WBC)  =  3800 cells/μl 
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Abstract
Molluscum contagiosum (MC) is a skin infection caused by a virus of the DNA 
poxvirus family that has already been reported by Fingolimod. We report two 
cases. MC can resist standard therapy and discontinuation of the fingolimod may 
be the only way to treat it.
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with World Health Organization (WHO) grade ІІ lympho-
penia (700 cells/μl) were reported. The human immuno-
deficiency virus (HIV) test was negative. The remainder of 
the laboratory test was normal. Skin biopsy was done, and 

pathology was in favor of MC (Figure  2A). Cryotherapy 
was performed three times within 3 months without any 
obvious efficacy, but the lesions did not increase in size 
and number. Fingolimod therapy was discontinued, and 
glatiramer acetate was prescribed after 5 months the le-
sion had completely subsided.

2.2  |  Case 2

A 24-year-old woman was first diagnosed with MS 
6 years ago. During the first 2 years of her illness, she was 
prescribed INF b-1a IM per week in her treatment. Her 
medication was changed to fingolimod 4 years ago due 
to new attacks and her condition stabilized on treatment 
with fingolimod. She was referred to our neurology clinic 
for bilateral medial thighs skin lesions. Examination 
of the skin lesions showed a lot of waxy umbilicated 
papular lesions, 3–4 mm in diameter without itching 
and swelling on the bilateral medial thighs (Figure  1B). 
Tests were carried out and WBC  =  3900 cells/μl with 
grade-II WHO lymphopenia (800 cells/μl) was reported. 
The HIV test was negative. The remainder of the test was 
normal. Pathology of the skin confirmed MC (Figure 2B). 
Cryotherapy was performed two times, a month apart 
without any obvious efficacy and the lesions progressed 
continuously. Fingolimod therapy was discontinued, and 
rituximab was initiated after 6  months the lesions had 
completely subsided.

3   |   DISCUSSION

Molluscum contagiosum is a common viral infection of 
the keratinocytes, which is self-limited in cellular im-
munocompetent immunity. MC virus belongs to the 
Poxvirus family and could infect the genitalia, inner sur-
face of the thigh, and lower abdomen by direct or sexual 
contact in adults. With a reduction in the number of and 
in the function of T-lymphocytes in conditions like HIV 
infection, cancer, and immunosuppressive therapy, MC 
might present atypical symptoms with worsening signs 
and be difficult to treat.6 A reduction in CD4+ T-cells 
<200 is associated with an increased risk of MC7 and 
based on the mechanism of action, fingolimod brings 
about similar cellular immunity immunosuppressive 
changes. Fingolimod reduces circulating lymphocytes by 
trapping lymphocytes in the lymph nodes.1 Although the 
number of effector memory T cells remains unchanged, 
their proliferation changes when faced with viral anti-
gens like varicella zoster.8,9 Finally, fingolimod will show 
extensive immunosuppressive effects. Atypical MC, 
for example, in HIV patients has not responded to one 

F I G U R E  1   More than 20 waxy 3–5 mm umbilicated flesh-
colored papular lesions on the anterior and middle part of the thigh 
and posterior of the foreleg 153 × 213 mm (96 × 96 DPI)

F I G U R E  2   Skin lesions reveal a verrucous proliferation 
of keratinocytes containing molluscum bodies. H&E stain 
165 ×94 mm (96 × 96 DPI)
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treatment modality. So far, few case reports of MC dur-
ing fingolimod treatment were reported (Table 1). A case 
series reported 8 MC patients among 1003 MS patients 
on treatment with fingolimod. This case series defined 
that although the incidence of MC was not so high dur-
ing treatment with fingolimod, its treatment could be 
difficult and many of these patients might be candidates 
for switching of treatments10 We pursue two important 
goals in defining these two cases of MC in MS patients. 
Firstly, neurologists who are involved in treating MS pa-
tients should consider this rare complication caused by 
fingolimod and secondly, but more important than the 
first point is that MC can resist standard therapy and dis-
continuation of the fingolimod may be the only way to 
treat the disease in some MS patients.

4   |   CONCLUSION

Molluscum contagiosum has been reported in MS on 
treatment with fingolimod. Although the probability is 
not high, it can be annoying for the patient. However, 
molluscum during treatment with fingolimod may not 
respond to its usual treatments and it is necessary to 
change the medication of fingolimod.
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T A B L E  1   Case reports of MC in MS patients on treatment with fingolimod

Age (years)

Source Location of MC TreatmentSex
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