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Abstract
Background Compounded cantharidin has been used for decades to treat molluscum contagiosum but lacks rigorous clinical 
evidence to support its safety and efficacy. VP-102 is a shelf-stable drug–device combination product that contains topical 
cantharidin (0.7% weight/volume [w/v]) and is being evaluated for the treatment of molluscum.
Objectives Our objective was to present pooled safety and efficacy analyses of VP-102 in the treatment of molluscum com-
pared with vehicle.
Methods Participants aged ≥ 2 years were randomized 3:2 to topical administration of VP-102 or vehicle in two randomized, 
double-blind, vehicle-controlled phase III trials. Study drug was applied to all baseline and new lesions once every 21 days 
until clear or for a maximum of four applications. Assessors blinded to treatment counted all lesions at each study visit. All 
adverse events (AEs) were documented. Data were pooled for analyses.
Results In total, 310 participants received VP-102 and 218 received vehicle. Mean age was 7.5 years (range 2–60) for VP-102 
and 6.8 (2–54) for vehicle. Complete clearance of all molluscum lesions at day 84 occurred in 50% of VP-102 participants 
and 15.6% of vehicle recipients (p < 0.0001). Mean molluscum lesion counts decreased 76% for VP-102 and 0.3% for vehi-
cle at day 84 (p < 0.0001). The most common AEs in the VP-102 group were application site blistering, pruritus, pain, and 
erythema, which were generally mild or moderate in severity.
Conclusions Pooled analyses showed a significantly higher percentage of participants with complete molluscum lesion 
clearance and larger reductions in lesion counts with VP-102 than with vehicle. AEs were anticipated because of the phar-
macodynamic properties of cantharidin.
Trial Registration ClinicalTrials.gov identifiers: NCT03377790 (first posted 19 December 2017) and NCT03377803 (first 
posted 19 December 2017).
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1 Introduction

Molluscum contagiosum (molluscum) is a common cuta-
neous infection caused by a DNA poxvirus that primar-
ily affects children. The molluscum contagiosum virus is 
trophic to epidermal keratinocytes, where it replicates, form-
ing hyperplastic epithelial cells organized into focal lesions. 
The period from inoculation to presentation of lesions on the 
epithelial surface has been estimated at 2–8 weeks [1, 2].

With a prevalence of 5.1–11.5% in children aged 0–16 
years [3], molluscum accounts for roughly 1% of all diag-
nosed skin disorders [4] and ranks in the top 50 most com-
mon causes of disease [5]. Molluscum is the third most 
common viral skin infection, behind herpes simplex virus 
and human papilloma virus, in children and one of the five 
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Key Points 

This manuscript presents the pooled safety and efficacy 
outcomes from two phase III trials using VP-102 to treat 
molluscum contagiosum.

The results of these studies provide robust efficacy and 
safety data that support the use of VP-102 for the treat-
ment of molluscum in patients aged ≥ 2 years.

These data may also assist healthcare professionals and 
caregivers with expectations of molluscum contagiosum 
treatment outcomes.

keratinocyte desmosomes, with associated blister forma-
tion, promoting shedding of infected keratinocytes and viral 
clearance [16, 17]. Compounded cantharidin is typically for-
mulated with volatile compounds and stored in screw-top 
bottles, which can lead to changes in cantharidin concentra-
tion once prepared [18]. Guidance for the use of canthari-
din is limited, and access to compounded cantharidin has 
been restricted [19, 20]. In addition to lack of access, few 
controlled studies have evaluated compounded cantharidin. 
Smaller studies have highlighted the need to identify an 
optimal dosing strategy and emphasize the problems with 
inconsistent formulations that contribute to efficacy and 
safety concerns, especially in sensitive skin areas [14, 19, 
20]. Finally, compounded cantharidin is commonly applied 
using rudimentary, imprecise tools (such as cotton-tipped 
applicators) that could lead to inadvertent treatment of unaf-
fected skin. Thus, there is an unmet need for a treatment that 
can leverage the unique mechanism of action of cantharidin 
but overcome obstacles of the compounded version, includ-
ing a consistent and precise application method containing 
a controlled formulation with a proven dosing schedule, 
with testing completed in large populations of patients with 
molluscum.

VP-102 is a shelf-stable, proprietary drug–device combi-
nation product containing cantharidin (0.7% weight/volume 
[w/v]) and the inactive ingredients acetone, gentian violet, 
and denatonium benzoate in a film-forming topical solution. 
The applicator device containing the solution is composed 
of a glass ampule containing 450 µL of solution within a 
single-use applicator device that allows for a stable concen-
tration of solution, along with a filter and precision (1 mm) 
applicator tip opening that allows for topical application of 
the solution to treatable molluscum lesions by a healthcare 
professional. The applicator allows for shelf stability, con-
sistent formulation of the solution, and precise application to 
affected skin. Once applied, the acetone evaporates quickly, 
leaving a thin dry film that is then washed off within roughly 
24 h. Gentian violet is a surgical dye inside the film that 
allows for distinction between treated and untreated lesions 
during application. Denatonium benzoate, one of the most 
bitter agents on the planet, is included to deter oral inges-
tion [21].

We present pooled analyses of two large vehicle-con-
trolled phase III clinical trials, CAMP (Cantharidin Appli-
cation in Molluscum Patients)-1 and -2, that were conducted 
to evaluate the safety and efficacy of VP-102 compared with 
vehicle in participants aged ≥2 years with molluscum. In 
addition, pooling data from these two large-scale phase III 
trials allows for a reduction in the variability seen in indi-
vidual trials and may assist healthcare professionals make 
decisions about treatments and set expectations of safety and 
efficacy for their patients [22].

most prevalent skin diseases worldwide but may be under-
recognized [6]. Atopic dermatitis (AD), immune deficiency, 
and sexual activity are additional risk factors [7]. Patients 
with AD or a family history of atopy are at higher risk for 
molluscum infection [8], and the virus can also trigger the 
onset of AD and/or AD flares [9].

Molluscum is easily transmitted to other individuals. A 
reported 42% of pediatric patients spread the disease to a 
sibling [9]. Molluscum spreads to other skin sites via auto-
inoculation and to other people via skin-to-skin contact, co-
bathing, or via fomites [10].

Molluscum is often described as benign and self-limited 
following acquisition of host immunity [2, 7, 11, 12]. How-
ever, the average duration of infection in untreated children 
aged 4–15 years was 13.3 months in the largest cohort study 
in the UK, including 306 patients. At 24 months, 13% of 
cases remained unresolved [13].

Treatment guidelines for molluscum have not been estab-
lished. A 2003 survey of US physicians across specialties 
found that practices and preferences for the treatment of 
molluscum varied widely [11]. No medications for this 
condition have yet been approved by the US FDA. Many 
clinicians recommend mechanical or pharmacologic meth-
ods not approved by the FDA for molluscum or an “active 
nonintervention” approach to allow for eventual spontaneous 
resolution [11]. Active treatment is most often recommended 
to alleviate symptoms, minimize autoinoculation and trans-
mission to others, improve cosmetic appearance, and prevent 
scarring [4, 12, 14].

Although no treatment for molluscum has been approved 
by the FDA, compounded cantharidin has been used to treat 
molluscum and warts for more than 60 years [15]. The exact 
mechanism of action for treating molluscum with cantha-
ridin is unknown, yet it is hypothesized that cantharidin’s 
vesicant properties cause weakening and degradation of 
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2  Methods

2.1  Study Design

This pooled analysis included data from two randomized, 
double-blind, vehicle-controlled, identically designed phase 
III trials (CAMP-1 and CAMP-2) conducted to evaluate 
VP-102 in molluscum (detailed study design previously 
published [21]). Participants aged ≥2 years with at least one 
treatable molluscum lesion were eligible for inclusion. Partic-
ipants with active AD, non-mucosal genital-area lesions and 
inflamed lesions were included. Full exclusion criteria have 
been described previously [21]. Participants were required to 
refrain from other treatments for molluscum within 14 days 
before and throughout the duration of the study. Independ-
ent, blinded investigators assessed total lesion counts prior 
to treatment at each study visit and at the end of study (EOS) 
visit (day 84). Individual lesions were not tracked. Safety 
evaluations were completed at 24 h and 7 and 14 days after 
each treatment as well as at clinic visits starting at visit 2 
until the EOS visit. Participants were randomized at baseline 
to receive VP-102, a drug–device combination product con-
taining cantharidin 0.7% (w/v), or vehicle, which included 
the same applicator and formulation of VP-102 without 
cantharidin. Study drug (VP-102 or vehicle) was applied to 
every lesion deemed treatable by the investigator at each visit 
(visit 1/day 1, visit 2/day 21, visit 3/day 42, and visit 4/day 
63) when lesions were present, with a follow-up visit at day 
84 (the EOS visit) for safety and efficacy. Participants were 
instructed to wash off the study drug with soap and water 
approximately 24 h after each application or earlier if signifi-
cant blistering, pain, or other AEs occurred.

2.2  Endpoints

The primary efficacy endpoint was the proportion of VP-
102-treated participants achieving complete clearance of all 
treatable (baseline and new) molluscum lesions relative to 
vehicle-treated participants at EOS visit/day 84 in the trials’ 
intent-to-treat (ITT) populations (i.e., all randomized partici-
pants). Secondary efficacy outcomes included the proportion 
of participants that achieved complete clearance of all base-
line and new molluscum lesions at visit 1/day 1, visit 2/day 
21, visit 3/day 42, and visit 4/day 63. The percentage change 
of lesion counts from baseline to each visit was assessed as 
an exploratory prespecified endpoint.

Safety assessments included monitoring of treatment-
emergent adverse events (TEAEs) and local skin reactions 
(LSRs) expected because of the pharmacodynamic action of 
cantharidin as a vesicant. Detailed methods for safety moni-
toring can be found in Eichenfield et al. [21]. In summary, 
participants were queried about the incidence and severity 
of LSRs (blistering, pain, erythema, etc.) at 24 h and 7 and 

14 days after treatment as well as at clinic visits beginning 
at visit 2/day 21. Tolerability was determined based on dis-
continuation of study medication because of AEs.

2.3  Statistical Analysis

Determination of the sample size per trial was based on 
Pearson’s χ2 test with a two-sided significance level of α = 
0.05 to give ≥ 95% power to detect treatment differences 
in proportion of participants with complete clearance of all 
baseline and new molluscum lesions at the EOS visit/day 
84 (the primary efficacy endpoint) for the individual trials.

All data were pooled by group (VP-102 or vehicle) from 
CAMP-1 and CAMP-2 for analyses that were prespecified 
in the statistical analysis plan. For all efficacy variables, data 
were summarized using descriptive statistics or counts and 
percentages for the ITT population. The primary endpoint 
(percentage of participants with complete clearance at EOS) 
and other binary endpoints (percentage of participants with 
complete clearance at days 21, 42, and 63) were tested with 
Pearson’s χ2 test. All statistical tests were two-sided with a 
significance level of α = 0.05.

Participants who did not have a status assessment of 
complete clearance of all treatable lesions at day 84 were 
considered to have missing data for the primary endpoint. 
Participants with missing clearance data at day 84 were con-
sidered as not having achieved complete clearance. Continu-
ous endpoints (percentage change in lesion count from base-
line) were analyzed with an analysis of covariance model. 
Statistical analyses were performed with the SAS statisti-
cal software package (version 9.3, SAS Institute Inc., Cary, 
NC, USA). Pooled safety was evaluated by severity and for 
total incidence by group for both TEAEs and LSRs. Base-
line characteristics were compiled using the ITT population 
(any participant who was randomized), and safety analyses 
were completed using the safety population (any participant 
receiving at least one dose of study drug).

3  Results

3.1  Participants

A total of 529 participants were enrolled in the two trials. 
One subject was removed from the study after not meet-
ing inclusion/exclusion criteria after enrollment, prior to 
treatment, resulting in 310 participants receiving treatment 
with VP-102 and 218 participants receiving vehicle (safety 
population). The complete participant flow CONSORT dia-
gram with reasons for discontinuation has been previously 
published [21]. The overall study discontinuation rate for 
any reason was 6.4% in the VP-102 group and 4.6% in the 
vehicle group. The demographics and molluscum medical 
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histories at baseline were similar, with no significant differ-
ences between groups in the individual trials (Table 1). The 
mean ± standard deviation (SD) ages were 7.5 ± 6.7 and 
6.8 ± 5.8 years for the VP-102 and vehicle groups, respec-
tively. Mean ± SD days since clinical diagnosis was 123 ± 
200.9 (range 1–1247) for VP-102-treated participants and 
126 ± 198.7 (range 1–1302) for the vehicle-treated partici-
pants. The proportion of all participants who had previously 
received one or more treatments for molluscum was 28.7% 
in the VP-102 and 33% in the vehicle groups. The percent-
age of participants with active AD (as determined by con-
comitant usage of topical corticosteroids, topical calcineu-
rin inhibitors, or phosphodiesterase-4 inhibitors during the 
study) was 7.4% (23/310) in the VP-102 group and 9.2% 
(20/218) in the vehicle group. The mean ± SD number of 
treatable molluscum lesions present was 20.5 ± 23.1 (range 
1–184) in the VP-102 group and 22.5 ± 22.3 (range 1–110) 
in the vehicle group.

3.2  Primary Endpoint: Percentage of Participants 
with Complete Clearance of Molluscum Lesions 
at Day 84 (End of Study)

The percentage of participants with complete clearance at 
EOS was 50% (155/310) with VP-102 and 15.6% (34/218) 
with vehicle (p < 0.0001) (Fig. 1).

3.3  Secondary Endpoints: Percentage 
of Participants with Complete Clearance 
of Molluscum Lesions at Earlier Visits

Statistically significant differences in favor of VP-102 in 
percent of participants with complete lesion clearance were 
observed after a single treatment at treatment visit 2/day 21 
(p = 0.0002) and for all subsequent timepoints (visit 3/day 
42, visit 4/day 63, and the EOS visit/day 84; all p < 0.0001; 
Fig. 1).

3.4  Exploratory Endpoints: Percent Change 
in Lesion Counts from Baseline to Study Visits

At EOS/day 84, VP-102-treated participants experienced a 
statistically significant decrease in the number of baseline 
and treatable new lesions compared with vehicle-treated par-
ticipants (− 76 vs. − 0.3%, respectively; p < 0.0001; Fig. 2). 
Earlier time points were also significant starting after the 
first treatment (visit 2/day 21 through visit 4/day 64) (Fig. 2).

3.5  Safety Outcomes

Most AEs were considered mild or moderate in severity. AEs 
were primarily LSR TEAEs and were expected because of 
the pharmacodynamic properties of cantharidin, a vesicant 

(Table 2). The most frequently reported TEAEs in the VP-
102-treated participants were application site vesicles, pain, 
pruritus, erythema, and scab.

A total of 6.4% (20/311) of VP-102-treated participants 
and 4.6% (10/216) of vehicle-treated participants discontin-
ued the study, with the majority of participants withdrawing 
due to parent/guardian request (Table 3). VP-102 was well-
tolerated, as evidenced by a 1.9% (6/311) drug discontinua-
tion rate due to AEs in the VP-102 group and 0.5% (1/216) 
for vehicle-treated participants [21] (Table 3). No deaths or 
serious AEs related to treatment occurred during the studies. 
More information about discontinuations and TEAEs can be 
found in Eichenfield et al. [21].

4  Discussion

Currently there is an unmet need for a safe and effective 
treatment for molluscum. Practice patterns vary widely 
as there is no consensus on optimal treatment [15], likely 
because of the lack of level 1 data [19] and FDA-approved 
treatment options [11, 14, 15]. Despite compounded cantha-
ridin’s long history and widespread use, formulations can 
only be obtained outside the USA (which may violate US 
law) or through US compounding pharmacies. Compound-
ing requires adherence to local guidance and carries uncer-
tainties with regards to safety, efficacy, formulation stabil-
ity, and concentration of the active ingredient [18]. VP-102 
is a proprietary drug–device combination product with an 
applicator that contains a 0.7% w/v cantharidin formulation 
manufactured under good manufacturing practice conditions 
along with visualization and bittering agents. The formu-
lation is contained in a single-use applicator with a 1-mm 
tip to ensure precision application. The cantharidin used in 
VP-102 is ˃ 99% pure. VP-102 was used in these two large 
phase III trials with a consistent wash-off time and applica-
tion schedule.

Pooling analyses increases sample size and statistical 
power. This is important when comparing treatments, espe-
cially in populations with a potential for high variability in 
baseline characteristics. Pooling data also assists practition-
ers in understanding expected outcomes of a treatment for 
their patients in a larger cohort [22]. The pooled analyses 
from CAMP-1 and CAMP-2 demonstrated that the treat-
ment of molluscum with VP-102 resulted in a statistically 
significantly higher percentage of participants with complete 
clearance of lesions and a higher percentage reduction in 
lesions over time than vehicle treatment. In addition, the 
pooled efficacy outcomes were similar to those in the indi-
vidual trials [21].

Complete clearance of lesions in the vehicle-treated par-
ticipants was consistent with findings in large-scale mol-
luscum trials of similar duration [23]. The low clearance 
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rate in the vehicle-treated participants (15.6%) was con-
sistent with the prolonged length of time molluscum can 
take to resolve without intervention. This clearance rate 
also rationalizes the need for treatment to reduce autoin-
oculation, spread to others, and potential pain and infec-
tion that has been documented in patients with mollus-
cum. The vehicle was not expected to have a therapeutic 
effect on study participants because of the low amount 
of gentian violet in the solution, the limited amount of 
time the flexible film was present on the skin, and lack of 
active ingredient in the solution [21]. The vehicle did not 

contain cantharidin, but vehicle-treated participants has an 
29.2% incidence of blistering. This phenomenon has been 
observed by other studies using cantharidin [24], and it is 
hypothesized that the medication’s film on a lesion could 
be misconstrued for a popped blister. In addition, inflamed 
lesions may appear similar to blisters.

Cantharidin’s pharmacodynamic action as a vesicant 
results in anticipated LSRs such as vesicles, erythema, 
pain, and scab in those participants treated with VP-102. 
Application site reactions were primarily mild or moder-
ate in intensity. LSRs were also noted in the vehicle-treated 

Table 1  Demographics, characteristics, and molluscum history of  participantsa,b

Data are presented as mean ± standard deviation or N (%) unless otherwise indicated
AD atopic dermatitis, PDE-4 phosphodiesterase-4
a Active AD was determined by concomitant medications during the study, including topical calcineurin inhibitors, topical steroids, and topical 
PDE-4 inhibitors
b Intent-to treat population

Characteristics Pooled CAMP-1 and CAMP-2

VP-102 (N = 310) Vehicle (N = 218)

Age, years
 Mean 7.5 ± 6.7 6.8 ± 5.8
 Median 6.0 6.0
 Range 2–60 2–54

Age group, years
 ≥ 2–5 137 (44.2) 106 (48.6)
 ≥ 6–11 140 (45.2) 89 (40.8)
 ≥ 12–18 22 (7.1) 18 (8.3)
 ≥ 19 11 (3.5) 5 (2.3)

Sex
 Female 154 (49.7) 107 (49.1)
 Male 156 (50.3) 111 (50.9)

Race or ethnic group
 White 277 (89.4) 202 (92.7)
 Black or African American 13 (4.2) 8 (3.7)
 Asian 6 (1.9) 1 (0.5)
 American Indian/Alaskan Native 0 1 (0.5)
 Other 14 (4.5) 6 (2.8)

Time since clinical diagnosis (days)
 Mean 122.9 ± 200.9 126.2 ± 198.7
 Median 25.0 31.5
 Range 1–1247 1–1302

Previous treatment for molluscum
 Yes 89 (28.7) 72 (33.0)

AD
 Diagnosis of AD 50 (16.1) 35 (16.1)
 Active  ADa 23 (7.4) 20 (9.2)

Baseline lesion count
 Mean 20.5 ± 23.1 22.5 ± 22.3
 Median 12.0 15.5
 Range 1–184 1–110
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participants, suggesting that these side effects may be part 
of the natural progression of molluscum.

VP-102 was well-tolerated in both trials, as demonstrated 
by the rate of discontinuation of study medication due to 
AEs in this largely pediatric population where all mollus-
cum lesions present were treated at each visit. The overall 
discontinuation rate of the study was also low, suggesting 
a patient/caregiver population that was highly motivated to 
treat molluscum.

The studies had several limitations that are mentioned 
in detail in Eichenfield et al. [21] and summarized here. 
Individual molluscum lesions were not tracked, as only a 
total body lesion count was used, so the number of treat-
ments needed for clearance per lesion is unknown. Given 
that new lesions can develop 2–8 weeks after exposure, 
autoinoculation was likely to occur in our study popula-
tion during the trial. Lesions could have developed later 
in the trial or after treatment was completed but before 

Fig. 1  Percentage of partici-
pants with complete clearance 
of baseline and new molluscum 
lesions (CAMP-1 and CAMP-
2). Intent-to-treat population; 
VP-102-treated participants 
(n = 310) and vehicle-treated 
participants (n = 218). The 
percentage of participants with 
complete clearance was statisti-
cally significantly higher in the 
VP-102-treated participants 
starting after the first treatment 
(visit 2/day 21) and persisted 
through the end of the study 
(EOS visit/day 84). Partici-
pants who achieved complete 
clearance at earlier visits were 
required to be clear at the EOS 
visit/day 84 to be counted as 
achieving clearance at that visit
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the EOS visit, which could influence the status of com-
plete clearance. While cantharidin is commonly admin-
istered until the patient is clear of all lesions, this study 
limited the number of treatments to a maximum of four. 
The studies did not include participants who had lesions 
on mucosal openings, which could limit the extrapolation 
of data to patients with molluscum with sexually transmit-
ted disease. Most participants were Caucasian, potentially 
limiting generalizability to other ethnicities. Finally, most 
participants in the studies were aged < 18 years, requiring 

further studies in adults before strong conclusions can be 
made for this population.

5  Conclusion

The CAMP trials were the first large vehicle-controlled stud-
ies using VP-102, a drug–device combination product con-
taining a consistent formulation of cantharidin (0.7% w/v) in 
an applicator that allows for precise treatment for molluscum 

Table 2  Pooled CAMP-1 and CAMP-2 incidence and severity of TEAEs related to study drug (>1%)a

Data are presented as n (%)
TEAE treatment-emergent adverse events
a Safety population
b TEAEs considered related to treatment

TEAEb incidence and 
severity

VP-102 (N = 311) Vehicle (N = 216)

Mild Moderate Severe Mild Moderate Severe

Vesicles 187 (60.1) 100 (32.2) 11 (3.5) 59 (27.3) 4 (1.9) 0 (0.0)
Pruritus 145 (46.6) 23 (7.4) 1 (0.3) 62 (28.7) 13 (6.0) 0 (0.0)
Pain 127 (40.8) 59 (19) 7 (2.3) 34 (15.7) 2 (0.9) 0 (0.0)
Erythema 73 (23.5) 65 (20.9) 1 (0.3) 43 (19.9) 15 (6.9) 0 (0.0)
Scab 120 (38.6) 27 (8.7) 0 (0.0) 44 (20.4) 3 (1.4) 0 (0.0)
Discoloration 87 (28.0) 12 (3.9) 1 (0.3) 25 (11.5) 2 (0.9) 0 (0.0)
Dryness 58 (18.6) 5 (1.6) 0 (0.0) 30 (13.9) 1 (0.5) 0 (0.0)
Edema 21 (6.8) 8 (2.6) 0 (0.0) 7 (3.2) 3 (1.4) 0 (0.0)
Scar 7 (2.3) 1 (0.3) 0 (0.0) 5 (2.3) 0 (0.0) 0 (0.0)
Skin infection 0 (0.0) 1(.03) 0 (0.0) 0 (0.0) 3 (1.4) 0 (0.0)

Table 3  CAMP-1 and CAMP-2 discontinuation  ratesa

a Safety population
b Not considered by the investigator to be related to the study drug

Discontinuation rates and reasons VP-102 (N = 311) Vehicle (N = 216)

Overall discontinuation rates/reasons
 Total number of participants that discontinued from the study 20 (6.4) 10 (4.6)
 Adverse event 1 (0.3) 1 (0.5)
 Lost to follow-up 3 (1.0) 3 (1.4)
 Other 1 (0.3) 0 (0.0)
 Withdrawal by parent/guardian 14 (4.5) 6 (2.8)
 Withdrawal by participant 1 (0.3) 0 (0.0)

Participants reporting at least one TEAE leading to discontinuation of study medication
 Total participants discontinuing study medication because of TEAEs 6 (1.9) 1 (0.5)
 Application site vesicles 5 (1.6) 0
 Application site pruritus 1 (0.3) 0
 Application site pain 3 (1.0) 0
 Contact dermatitis 1 (0.3) 0
 Gianotti–Crosti  syndromeb 0 1 (0.5)
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lesions through a uniform application and dosing schedule. 
The pooled results of the CAMP studies provide robust effi-
cacy and safety data that support the use of VP-102 for the 
treatment of molluscum in patients aged ≥2 years and may 
assist healthcare professionals and caregivers with expecta-
tions of treatment outcomes.
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