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Coverage Rationale 
Molluscum Contagiosum 
For coverage of Ycanth (cantharidin) topical solution for the treatment of molluscum contagiosum in adult and pediatric 
patients 2 years of age and older, the following will be required:  

• Diagnosis of molluscum contagiosum and 
• Patient is 2 years of age or older and 
• Patient has single or multiple, 2- to 5-mm-diameter, flesh-colored to translucent, dome-shaped papules, some 

with central umbilication and 
• One of the following:  

o Patient has eczema (e.g., atopic dermatitis)  
o Patient is immunocompromised  
o Patient has extensive involvement or experiences bleeds, secondary infections or discomfort from the 

lesions and 
• Lesions have not resolved within six months of diagnosis and 
• One of the following:  

o Patient is treating new lesions that have not previously been treated with Ycanth or 
o Lesions have previously been treated with Ycanth and will not exceed a total of 4 treatments of Ycanth 

and 
• Medication is not being used concurrently with other FDA approved therapies (e.g., Zelsuvmi) on the same 

lesion for the treatment of molluscum contagiosum and 
• Prescribed by or in consultation with a dermatologist 

 
Applicable Codes 
The following list(s) of procedure and/or diagnosis codes is provided for reference purposes only and may not be all 
inclusive. Listing of a code in this policy does not imply that the service described by the code is a covered or non-

Related Policies 

• N/A 
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covered health service. Benefit coverage for health services is determined by the member specific benefit plan 
document and applicable laws that may require coverage for a specific service. The inclusion of a code does not imply 
any right to reimbursement or guarantee claim payment. Other Policies and Guidelines may apply. 
 

HCPCS Code Description 

J7354 Ycanth (cantharidin) Topical Solution 0.7% 
 

ICD-10 Code Description 

B08.1 Molluscum contagiosum 
 

Background 
Ycanth is the first FDA-approved treatment for Molluscum contagiosum (MC). Unapproved treatments include 
compounded cantharidin, curettage, and cryosurgery.  
For some providers, the standard of care is to allow natural resolution of MC, but this can lead to autoinoculation and 
spreading to others. 
 

Clinical Evidence 
Molluscum contagiosum:  
The MC program for Ycanth included 2 identical, 12-week, Phase 3, double-blind (DB), vehicle-controlled (VC), multi-center 
(MC), randomized controlled trials (RCTs) in 528 adult and pediatric patients ≥ 2 years of age (Eichenfield et al 2020). 
Following a screening period of 14 days, patients received Ycanth or vehicle topically to all treatable baseline and new 
lesions on Days 1, 21, 42, and 63 until clearance or a maximum of 4 applications. An end of study visit was also completed 
at Day 84.  The primary endpoint was proportion of Ycanth-treated patients achieving complete clearance of all MC lesions 
compared to patients who received vehicle at the end-of-study visit on Day 84.Topical application of Ycanth or vehicle 
every 21 days for a maximum of 4 treatments resulted in complete lesion clearance rates of 46.3% (CAMP-1) and 54.0% 
(CAMP-2) with Ycanth vs 17.9% (CAMP-1) and 13.4% (CAMP-2) with vehicle.  
 
Clinical Guidelines: 
There are no formal clinical practice guidelines for the treatment of Molluscum contagiosum. 
 
U.S. Food and Drug Administration (FDA) 

This section is to be used for informational purposes only. FDA approval alone is not a basis for coverage. 

Ycanth is indicated for the topical treatment of molluscum contagiosum in adult and pediatric patients 2 years of age 
and older. 
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Instructions for Use 
 
This Medical Benefit Drug Policy provides assistance in interpreting standard benefit plans. When deciding coverage, the 
member specific benefit plan document must be referenced as the terms of the member specific benefit plan may differ 
from the standard plan. In the event of a conflict, the member specific benefit plan document governs. Before using this 
policy, please check the member specific benefit plan document and any applicable federal or state mandates. The 
insurance reserves the right to modify its Policies and Guidelines as necessary. This Medical Benefit Drug Policy is 
provided for informational purposes. It does not constitute medical advice. 
OptumRx may also use tools developed by third parties to assist us in administering health benefits. OptumRx Medical 
Benefit Drug Policies are intended to be used in connection with the independent professional medical judgment of a 
qualified health care provider and do not constitute the practice of medicine or medical advice. 
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Nondiscrimination & Language Access Policy 
Discrimination is Against the Law. Aspirus Health Plan, Inc. complies with applicable Federal civil rights laws and does not discriminate on 
the basis of race, color, national origin, age, disability,  or sex, (including sex characteristics, including intersex traits; pregnancy or related 
conditions; sexual orientation, gender identity and sex stereotypes), consistent with the scope of sex discrimination described at 45 CFR 
§ 92.101(a)(2). Aspirus Health Plan, Inc. does  not exclude people or treat them less favorably because of race, color, national origin, age, 
disability, or sex.

Aspirus Health Plan, Inc.:
Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to communicate effectively with 
us, such as:

-	 Qualified sign language interpreters.
-	 Written information in other formats (large print, audio, accessible electronic formats, other formats).

Provides free language assistance services to people whose primary language is not English, which may include:
-	 Qualified interpreters.
-	 Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact the Nondiscrimination 
Grievance Coordinator at the address, phone number, fax number, or email address below.

If you believe that Aspirus Health Plan, Inc. has  failed to provide these services or discriminated in another way on the basis of race, color, 
national origin, age, disability, or sex, you can file a grievance with:

Nondiscrimination Grievance Coordinator
Aspirus Health Plan, Inc.
PO Box 1890
Southampton, PA 18966-9998
Phone: 1-866-631-5404 (TTY: 711)
Fax: 763-847-4010
Email: customerservice@aspirushealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Nondiscrimination Grievance Coordinator is 
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically 
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201  
1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. This notice is available at Aspirus Health Plan, Inc.’s website: 
https://aspirushealthplan.com/webdocs/70021-AHP-NonDiscrim_Lang-Assist-Notice.pdf.
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