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Executive summary 
Clinical question: Which clinical and infection prevention and control interventions improve 
the care of patients with mpox? 

Scope: The guideline considers interventions across the mpox patient pathway, including: 
screening; triage; routine care for high- frequency symptoms; assessment and treatment for severe 
disease and complications; discharge from health facilities. Overarching questions of infection 
prevention and control (IPC) are addressed where they specifically impact the safety of patients 
with mpox and their carers. 

Target audience: This document is for public health professionals, health emergency responders, 
clinicians, health facility managers, health and care workers and IPC practitioners including but not 
limited to those working in primary care clinics, sexual health clinics, emergency departments, 
dental practices, infectious diseases clinics, genitourinary clinics, maternity services, paediatrics, 
obstetrics and gynaecology and acute care facilities that provide care for patients with suspected or 
confirmed mpox, and those caring for them at home. 

Context: Since the first publication of the WHO Clinical management and infection prevention and 
control for monkeypox: Interim rapid response guideline in 2022 [1], the causative virus, known as 
the monkeypox virus (MPXV), and outbreaks associated with it have continued to evolve. Prior to 
2022, cases were primarily reported in Central and West Africa. In 2022, a global outbreak of clade 
IIb virus was declared and continues to affect numerous countries. Since 2023, there have been 
outbreaks associated with clades Ia and Ib, primarily affecting the Democratic Republic of the 
Congo and neighbouring countries. Since August 2024, there have been increasing numbers of 
MPXV cases across Africa linked both to clades I and II, and detection of clade Ib beyond the African 
continent. The epidemic risk and widespread transmission of MPXV led to a second declaration by 
the WHO Director-General of a Public Health Emergency of International Concern (PHEIC) [2] 
initiated on 14 August 2024 and lifted on 5 September 2025. 

What triggered this update: WHO made initial recommendations as interim guidance for mpox in 
2022 [1]. Since then, the current global outbreak demonstrates sustained human-to-human 
transmission occurring during close contact including sexual contact. This update represents a 
systematic assessment of key interventions which underpin high-quality supportive care, and 
makes recommendations which aim to improve morbidity and mortality even in the absence of 
effective mpox antivirals. 

How the guidance has been updated and expanded: This version incorporates new evidence to 
update recommendations for clinical management and IPC for mpox. It takes an individual patient 
perspective in making recommendations, and considers resource implications, acceptability, 
feasibility, equity and human rights. In this version nearly all recommendations from the 2022 
interim guidance have been re-evaluated. New recommendations have been issued according to 
GRADE methodology. The document complements these with additional guidance based on 
guiding principles (incorporating “good practice statements” and “general medical principles”), 
and relevant guidance incorporated from other relevant WHO documents. 
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Table ES1: Available recommendations within the document 

 
 

First contact with health 
system (pharmacy, clinic) 

Hospital contact 
Home care 

Baseline / immediate Early Late 

Infection prevention 
and control 

 
IPC measures while lesions 

are unhealed 

Health and care workers: use 
contact and droplet 

precautions 
IPC measures for deceased 
Action after occupational 

exposure 

Home isolation not required 
provided well applied IPC 

IPC measures for deceased 

IPC measures while 
lesions are unhealed 

Organization of the 
care pathway 

 

Screening and 
triage 

Use case definition for 
screening 

Use triage system e.g. ICRC 
[≥12 years] [<12 years] 

Use ABCDE approach + record 
observations 

  

Monitoring  Severity based frequency of monitoring 
Specialty referral if initial treatment 

unsuccessful or deteriorating condition 

Clinical and 
laboratory 
evaluation 

 
Symptoms, SAMPLE history 

and secondary approach 
  

Testing 
Test for mpox virus by nucleic acid amplification testing 

(NAAT) 
Test for HIV 

  

Interpersonal and 
psychosocial support 

 

Communication  Counsel on isolation Counsel and respond 
Counsel on need for 

hospital care 

Psychosocial 
support (especially 

around isolation) 

Provide psychosocial 
support 

Assess mental health and 
psyschosocial support 

Support good sleep hygiene 

Provide psychosocial support 
Encourage safe visits 

Depressive symptoms: consult 
mental health provider and use 

available guidelines 

Provide psychosocial 
support 

Advise on sexual 
activity 

Provide IPC for carers 

Stigma (in preparation) 

 

https://app.magicapp.org/#/guideline/EvqB0n/rec/jO3B47
https://app.magicapp.org/#/guideline/EvqB0n/rec/jO3B47
https://app.magicapp.org/#/guideline/EvqB0n/rec/jN24vW
https://app.magicapp.org/#/guideline/EvqB0n/rec/jN24vW
https://app.magicapp.org/#/guideline/EvqB0n/rec/jO3B47
https://app.magicapp.org/#/guideline/EvqB0n/rec/jO3B47
https://app.magicapp.org/#/guideline/10286/rec/211091
https://app.magicapp.org/#/guideline/10286/rec/211091
https://app.magicapp.org/#/guideline/EvqB0n/rec/jxQMo3
https://cdn.who.int/media/docs/default-source/integrated-health-services-%28ihs%29/csy/iitt/iitt_adult.pdf
https://cdn.who.int/media/docs/default-source/integrated-health-services-%28ihs%29/csy/iitt/iitt_pediatric.pdf
https://app.magicapp.org/#/guideline/EvqB0n/rec/j76rOl
https://app.magicapp.org/#/guideline/EvqB0n/rec/j76rOl
https://app.magicapp.org/#/guideline/EvqB0n/rec/noV0p2
https://app.magicapp.org/#/guideline/EvqB0n/rec/noV0p2
https://app.magicapp.org/#/guideline/EvqB0n/rec/nJ5dlD
https://app.magicapp.org/#/guideline/EvqB0n/rec/nJ5dlD
https://app.magicapp.org/#/guideline/EvqB0n/rec/L0zvWM
https://app.magicapp.org/#/guideline/EvqB0n/rec/L0zvWM


Executive summary 

xi 

 
 

First contact with health 
system (pharmacy, clinic) 

Hospital contact 
Home care 

Baseline / immediate Early Late 

Mpox antiviral 
Mpox antiviral 

treatment 
Under revision 

Symptoms and general 
care 

 

Pain Use analgesia ladder Use analgesia ladder with regular re-evaluation Use analgesia ladder 

Fever  Assess infection, sepsis, malaria 

Hydration Assess 
Use available guidelines for 

assessment 

Use available guidelines for 
treatment 

Use nasogastric tube if necessary 
 

Nutrition Assess 

Assess with MUAC and 
treat [child] 

Use nasogastric tube if 
necessary 

Provide nutrition support 

Treat SAM [child <5 years]  

Other symptoms  
Use antihistamine or antiemetic as required 

Give sleep hygiene advice 

Skin 

 

Skin care (in the 
absence of clinical 

secondary bacterial 
infection) 

Intact skin cleaning: use 
soap and (clean water or 

saline) 

Intact skin cleaning: use soap and (clean water or saline) 
Broken skin cleaning: use soap and (clean water or saline); consider antiseptics based on 

site and lesion type 
Covering lesions not routinely recommended (note: IPC considerations) 

Routine topical or systemic antibiotics not recommended 

Skin lesions 
(severe/ extensive) 

Specialty referral Specialty referral  

Uncomplicated skin 
infection (including 

cellulitis) 

Mild: use oral amoxicillin 
and clavulanic acid, 

cefalexin or cloxacillin 

Mild: use oral amoxicillin and clavulanic acid, cefalexin or cloxacillin 
Severe: use intravenous route 

Complicated skin 
infection, including 

deep tissue 
infection 

Specialty referral 

After surgical drainage of skin abscess: use systemic antibiotics 
Pyomyositis: use intravenous amoxicillin and clavulanic acid, or 

cefalexin, or cloxacillin 
Necrotizing soft tissue infection: immediate surgical evaluation; 
use (piperacillin-tazobactam plus clindamycin) or carbapenem 

with clindamycin 
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https://app.magicapp.org/#/guideline/EvqB0n/rec/jzoe4g
https://app.magicapp.org/#/guideline/EvqB0n/rec/jzoe4g
https://app.magicapp.org/#/guideline/EvqB0n/rec/jzoe4g
https://app.magicapp.org/#/guideline/EvqB0n/rec/jbzBxp
https://app.magicapp.org/#/guideline/EvqB0n/rec/jbzBxp
https://app.magicapp.org/#/guideline/EvqB0n/rec/jbzBxp
https://app.magicapp.org/#/guideline/EvqB0n/rec/noRewl
https://app.magicapp.org/#/guideline/EvqB0n/rec/noRewl
https://app.magicapp.org/#/guideline/EvqB0n/rec/noRewl
https://iris.who.int/bitstream/handle/10665/376075/9789240082830-eng.pdf
https://app.magicapp.org/#/guideline/EvqB0n/rec/j9QO9N
https://app.magicapp.org/#/guideline/EvqB0n/rec/j9QO9N
https://app.magicapp.org/#/guideline/EvqB0n/rec/noRewl
https://app.magicapp.org/#/guideline/EvqB0n/rec/noRewl
https://iris.who.int/bitstream/handle/10665/376075/9789240082830-eng.pdf
https://app.magicapp.org/#/guideline/EvqB0n/rec/L0qGQd
https://app.magicapp.org/#/guideline/EvqB0n/rec/L0qGQd
https://app.magicapp.org/#/guideline/EvqB0n/rec/L0qGQd
https://app.magicapp.org/#/guideline/EvqB0n/rec/L0qGQd
https://app.magicapp.org/#/guideline/EvqB0n/rec/nVQdqB
https://app.magicapp.org/#/guideline/EvqB0n/rec/nVQdqB
https://app.magicapp.org/#/guideline/EvqB0n/rec/nVQdqB
https://app.magicapp.org/#/guideline/EvqB0n/rec/j76rOl
https://app.magicapp.org/#/guideline/EvqB0n/rec/j76rOl
https://app.magicapp.org/#/guideline/EvqB0n/rec/j20kgZ
https://app.magicapp.org/#/guideline/EvqB0n/rec/j20kgZ
https://app.magicapp.org/#/guideline/EvqB0n/rec/j20kgZ
https://app.magicapp.org/#/guideline/EvqB0n/rec/j20kgZ
https://app.magicapp.org/#/guideline/EvqB0n/rec/EPDd5q
https://app.magicapp.org/#/guideline/EvqB0n/rec/j76rOl
https://app.magicapp.org/#/guideline/EvqB0n/rec/LGmPpw
https://app.magicapp.org/#/guideline/EvqB0n/rec/LGmPpw
https://app.magicapp.org/#/guideline/EvqB0n/rec/LGmPpw
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First contact with health 
system (pharmacy, clinic) 

Hospital contact 
Home care 

Baseline / immediate Early Late 

Other complications 
and comorbidities 

 

Mpox-associated 
eye disease 

Specialty referral 
Specialty referral 

Topical corticosteroids not recommended 
Topical trifluridine recommended in clinical efficacy trial 

Specialty referral 

HIV  Rapid initiation of ART  

Complications  

Use ABCDE approach + record observations 
Use existing guidelines for fluid management in sepsis 
Give broad spectrum antibiotics for suspected sepsis 
Recognize and treat of hypoglycaemia [child] [adult] 

Treat seizures with benzodiazepine (magnesium in eclampsia); 
consider broader causes including meningitis, malaria 

Treat pneumonia according to severity (mild, oral antibiotics; 
severe, intravenous antibiotics); consider broader causes 

Specialty referral for myocarditis 

 

Malaria co-
infection 

 Test for malaria as possible 

Suspected or 
confirmed 

malaria: use 
parenteral 
artesunate 

  

Special populations 

 

Pregnancy 
Specialty referral 

Enhanced frequency of 
monitoring 

Specialty referral 

Follow WHO guidelines for missed abortion or intrauterine 
fetal death 

Use antibiotics for postpartum 
endometritis 

Instrumentation, augmentation 
and caesarean section performed 
only when medically justified on 

basis of maternal and fetal 
condition 

 

Breastfeeding 
Continue breastfeeding 

with contact precautions 
Continue breastfeeding with contact precautions 
Resume breastfeeding when lesions fully resolved 

Neonates and 
infants 

Specialty referral 
Specialty referral 

Screen for sepsis; treat with 
intravenous antibiotics 

Ensure tetanus vaccination up-to-
date 

 

BEC = Basic Emergency Care 
[1] eye pain and/or redness [consistent with conjunctivitis and/or keratitis and/or other ocular pathology] 

https://app.magicapp.org/#/guideline/EvqB0n/rec/j76rOl
https://app.magicapp.org/#/guideline/EvqB0n/rec/j76rOl
https://app.magicapp.org/#/guideline/EvqB0n/rec/E52XBN
https://app.magicapp.org/#/guideline/EvqB0n/rec/n3G1vo
https://iris.who.int/bitstream/handle/10665/81170/9789241548373_eng.pdf
https://cdn.who.int/media/docs/default-source/integrated-health-services-%28ihs%29/csy/iitt/iitt_adult.pdf
https://app.magicapp.org/#/guideline/EvqB0n/rec/jXvdYx
https://app.magicapp.org/#/guideline/EvqB0n/rec/jXvdYx
https://app.magicapp.org/#/guideline/EvqB0n/rec/jXvdYx
https://app.magicapp.org/#/guideline/EvqB0n/rec/L6Rwqz
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1 Background 
Mpox is an infectious disease caused by monkeypox virus (MPXV), which comprises two clades; 
clade I (including subclades Ia and Ib) and clade II (including subclades IIa and IIb). Historically 
linked to zoonotic transmission in tropical rainforest regions of East, Central and West Africa, mpox 
has more recently spread predominantly through human-to-human transmission and emerged 
across all WHO regions. 

WHO has declared mpox a Public Health Emergency of International Concern (PHEIC) twice. The 
first, in 2022, was triggered by the global spread of clade IIb MPXV through sexual networks, 
primarily among men who have sex with men with multiple partners. Transmission outside this 
group remained limited and declined by late 2023, leaving only low-level persistent sexual 
transmission. 

The second PHEIC, in 2024, followed rising mpox cases in Africa and the emergence of clade Ib 
MPXV in several countries, many reporting mpox for the first time and detecting both sexual and 
non-sexual transmission. These outbreaks led to sustained community transmission, initially driven 
in many settings by heterosexual contact among people with multiple casual partners, including 
but not limited to sex workers, followed by household spread. 

In most mpox affected areas since 2022, circulation persists, through both recognized and cryptic 
transmission, and the virus has established itself outside historically endemic countries, spreading 
mainly through human-to-human contact. Most up-to-date statistics on global mpox 
surveillance are available here [3]. Historical pooled mpox case fatality has ranged from 0–11% 
depending on the setting and clade of virus involved [4]. Several biases have affected these 
estimates over time, such as under-ascertainment of mild and moderate cases, reliance on 
suspected rather than confirmed cases, limited access to care and late presentation, age 
distribution of cases, co-morbidities and co-infections, reporting delays and incomplete follow-up, 
etc. When stratified over time, studies show a decreasing mortality of mpox, likely impacted by 
better ascertainment and improved clinical care [5]. When timely and good quality care is available, 
in most settings, the proportion of cases where death occurs (case fatality ratio) is below 1% [6]. 

1.1 Virus clade characteristics 
MPXV belongs to the Orthopoxvirus genus of the Poxviridae family. It was first detected in Denmark 
in an animal in captivity 1958 [7] and human disease was first identified in 1970 in a 9-month-old boy 
in the Democratic Republic of the Congo [8]. Until 2022, most mpox cases were reported from 
Central and West Africa [9][10]. 

There are two distinct clades of MPXV; I (one) and II (two), each with two subclades [11]: 

• clade I (Ia, Ib), previously known as the Central African (Congo basin) clade; 
• clade II (IIa, IIb), previously known as the West African clade; 
• subclade IIb is the group of variants circulating as part of the 2022 global outbreak. 

Based on its geographical distribution, the populations most affected, and the clinical picture 
observed, each MPXV subclade presents some distinct epidemiological characteristics shaped. 

https://worldhealthorg.shinyapps.io/mpx_global/
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These differences influence how outbreaks emerge, spread and persist, even though to date no 
inherent variation in transmissibility between subclades has been demonstrated. 

1.1.1 Clade Ia 
Clade Ia MPXV is found primarily as endemic disease in the parts of the Democratic Republic of the 
Congo, with spread into new provinces, including Kinshasa since 2023, and sporadic cases in 
neighbouring Central African Republic, Congo and Cameroon. The Democratic Republic of the 
Congo and the Central African Republic report a higher proportion of children among cases, while in 
Congo, most cases are among adults. 

Previous genomic sequencing indicates that clade Ia MPXV emerges in human populations through 
zoonotic exposure, with limited human-to-human transmission. However, since 2024, one lineage 
has shown sustained sexual transmission in Kinshasa and has now been detected in other 
Democratic Republic of the Congo provinces as well as in travel-associated cases abroad. 
Sustained transmission of clade Ia has not yet been documented in the Central African Republic. 

1.1.2 Clade Ib 
Clade Ib MPXV, first detected in 2023 in South Kivu province of the Democratic Republic of the 
Congo, has spread to neighbouring countries, where it has established itself though community 
transmission, and is currently circulating in all WHO regions. Secondary transmission from 
imported cases have been limited, but once the strain enters interconnected sexual networks, it 
can rapidly spread, possibly through some pre-symptomatic or pauci-symptomatic virus shedding. 
No cases have been attributed to animal exposure, and genomic data indicate exclusive human-to-
human transmission from the strain first identified in South Kivu [12][13]. 

In settings where transmission persists, it is likely driven by a combination of sexual, household and 
community contact. Transmission patterns appear to evolve, with more spread within households, 
leading to a shift in age and sex distribution with a rising proportion of cases among children. The 
majority of cases in most settings are adults, of both sexes, nevertheless a few areas show a higher 
number of children among reported cases. 

1.1.3 Clade IIa MPXV 
Clade IIa MPXV, has been historically associated with zoonotic exposure to infected animals, and is 
the strain with fewer detected human cases. Since 2024, cases have been reported in Côte d'Ivoire, 
Guinea and Liberia. Cases occur among adults and children, often without known epidemiological 
links. Outbreaks of clade IIa MPXV are a concerning new phenomenon as human-to-human 
transmission of this clade had not been reported before 2024 [14]. Furthermore, co-circulation of 
clade IIa and clade IIb MPXV has been reported for the first time, in both Côte d'Ivoire and Liberia. 
Limited epidemiological investigations have constrained our understanding of the modes of 
transmission in these outbreaks and clade IIa MPXV remains the least described MPXV strain in the 
scientific literature. Evidence suggests repeated zoonotic spillover with limited secondary 
transmission. Sexual transmission has not been documented, but close contact likely contributes. 



Background 

3 

1.1.4 Clade IIb MPXV  
First detected in Nigeria during the 2017 outbreak, it is likely to have emerged few years prior [15]. It 
was the strain that caused the first global mpox outbreak in 2022 and has been circulating among 
humans since its emergence [16]. 

Most regions report circulation of clade IIb lineage B.1, while lineage A.1 continues to circulate in 
Nigeria and some countries in the WHO Eastern Mediterranean Region. The most affected 
population outside of Africa continues to be men who have sex with men, primarily exposed through 
sexual contact [17]. In instances where others have been affected, such as women and children, it 
has not led to sustained transmission, unlike that being observed for clade I MPXV in the African 
context. 

1.2 Overview 
The incubation period of mpox is usually 1 to 21 days following exposure to MPXV [18]. Acute mpox 
disease is typified by fever, malaise and a characteristic rash. Individuals are infectious from 
symptom onset until all lesions have fully healed; the majority of cases are self-limiting. 

Although most people recover within 2 to 4 weeks, severe complications and sequelae have been 
reported to be more common among those unvaccinated for smallpox or mpox compared with 
those vaccinated (74% vs. 39.5%) [19], although overall the evidence is both inconsistent and 
uncertain (see Table 2). Mpox vaccination is approximately 85% effective in preventing mpox, but it 
is unclear how immunity wanes over time [20][21]. Individuals born after smallpox eradication in 
1980 are unlikely to have received smallpox vaccine [9], but some countries have vaccinated at risk 
groups against mpox since 2022. 

1.3 Signs and symptoms 
Descriptions of outbreaks prior to 2022 described two phases, with an initial 1 to 5 day illness 
characterized by fever, headache, back pain, muscle aches, lack of energy and 
lymphadenopathy [22], followed by the appearance of a rash [21][23][24]. The rash typically presented 
in sequential stages – macules, papules, vesicles, pustules, umbilication before crusting over and 
desquamating over a period of 2 to 3 weeks. Lesions tended to spread centrifugally, from face and 
extending towards the palms and the soles [19][25].  

However, subsequent descriptions from the 2022 clade IIb outbreak demonstrated that the majority 
(52–64%) of patients had skin lesions which preceded or were concurrent with systemic 
symptoms [26][27][28]. Lesions have not consistently presented in sequence, and multiple types of 
lesions co-exist. Many participants had primary lesions in the groin, perineum or peri-anal region 
(70–80%), and 43% in the oral or peri-oral area [26][27], consistent with primary inoculation sites 
from sexual contact [29]. Lesion numbers are highly variable from one to several thousand [9]. A 
distinct primary presentation was proctitis without peri-anal lesions [30].  

Lymphadenopathy was described in 98.6% of a cohort of over 200 patients with clade Ia mpox in the 
Democratic Republic of the Congo [10][22]. Clade IIb outbreak data suggest lymphadenopathy is less 
common (around half) [31]. Oral ulcers are common and may affect a patient’s ability to eat and 
drink leading to dehydration and malnutrition [23][32]. Pharyngeal, conjunctival and genital mucosal 
lesions also occur [23][33]. 



WHO guidelines for clinical management of mpox 

4 

People living with HIV are disproportionately affected with mpox, and more commonly present with 
peri-anal lesions, higher rash burden, and atypical and more severe skin lesions [34][35]. Individuals 
with low CD4 count and high viral load have the greatest disease severity, hospitalization and 
mortality [36].   

1.3.1 Severe disease, outcomes and complications 
Patients with mpox may develop severe and life-threatening complications. To date, most reported 
deaths have occurred in babies, infants and immunocompromised individuals, such as those with 
poorly controlled HIV infection [19][37][38]. 

A study from the Democratic Republic of the Congo reported that in a cohort of 216 patients, there 
were three deaths in patients < 12 years of age. When compared with survivors, patients with fatal 
disease had higher amounts of mpox virus DNA in blood, a higher maximum skin lesion count, and 
raised liver enzymes (aspartate aminotranferase [AST] and alanine aminotranaminase [ALT]) at 
initial presentation [22]. Mortality rates decrease when there is access to timely and high-quality 
clinical care, and in individuals who have a better background health and nutritional status [39]. 

The largest case series of mpox in pregnancy recorded 17/89 (19%) experienced fetal loss during 
the acute illness, with worse outcomes in the first trimester, high lesion viral load, HIV coinfection, 
malarial coinfection and the presence of genital lesions [40]. 

Confluent skin lesions are at an increased risk of bacterial skin and soft tissue infections such as 
cellulitis, abscesses, necrotizing soft tissue infections requiring meticulous local wound care; 
subcutaneous accumulation of fluid in the crusting phase leading to intravascular depletion and 
shock; and exfoliation resulting in areas of skin that may require surgical debridement and 
grafting [23][24][32]. Other rarer complications include severe pneumonia and respiratory distress, 
infection of the cornea and other parts of the eye which may lead to vision loss, loss of appetite, 
vomiting and diarrhoea which may lead to severe dehydration, electrolyte abnormalities and shock, 
cervical lymphadenopathy and oropharynx involvement which may lead to retropharyngeal abscess 
or respiratory compromise, sepsis, septic shock, and encephalitis, proctitis, rectal perforation, 
myocarditis and death [37][19][38][22][23][24][33][41].  

Prognosis, complications and risk factors are described in a 2024 systematic review Annex 7, 
although limited data were available for children and pregnant women. 

1.3.2 Laboratory findings 
Small studies looking at laboratory abnormalities in patients with mpox indicate that leucocytosis, 
elevated liver transaminases, low or high blood urea nitrogen and hypoalbuminaemia were 
common features during illness, and that lymphocytosis and thrombocytopenia were seen in more 
than one-third of patients evaluated [10][22][32]. 

1.4 Differential diagnosis 
The rash which develops in mpox may resemble the rashes caused by other infectious diseases or 
other conditions, including primary varicella zoster virus infectious (VZV, chickenpox), herpes 
simplex virus infection (HSV), primary or secondary syphilis, disseminated gonococcal infection 
(DGI), foot and mouth disease, chancroid, lymphogranuloma venereum (LGV), granuloma 

https://app.magicapp.org/#/guideline/10286/section/236146
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inguinale, molluscum contagiosum, measles, scabies, rickettsia pox, chikungunya, Zika virus, 
dengue fever, vasculitis and other bacterial skin and soft tissue infections [42][43][44]. 

Disseminated cryptococcosis skin lesions may resemble mpox under some circumstances. WHO 
guidelines for diagnosing, preventing and managing cryptococcal disease among adults, 
adolescents and children living with HIV are available [45]. 

Often, the rash caused by VZV can be confused with mpox but may be distinguished as the VZV rash 
generally progresses more rapidly, is more centrally located than the centrifugal distribution of 
mpox, and patients usually do not classically have lesions on their palms and soles [10][19]. 
Additionally, patients with VZV typically do not have lymphadenopathy, which is a hallmark of 
mpox [19]. In the recent publication on cases from South Kivu, Democratic Republic of the Congo, 
lymphadenopathy differed significantly between age groups, while common in adults (82%) and 
children between 5–14 years old (69%), it was less frequent in children less than 5 years old (16%). 
In adults, inguinal lymphadenopathies were primarily affected, whereas in children, the 
submandibular nodes were more commonly involved [46]. 

Despite the clinical differences between these two diseases, a study from the Democratic Republic 
of the Congo reported polymerase chain reaction (PCR)-confirmed coinfection with mpox and VZV, 
with an incidence of 10–13% [47][48]. Patients with coinfection reported fatigue, chills, headache 
and myalgias. These individuals were less likely to report signs/symptoms of oral sores, axillary 
lymphadenopathy, cough or sore throat. Patients with coinfection had a higher lesion burden than 
seen with VZV alone but a lower rash burden than seen with mpox alone raising the suggestion that 
coinfection with these two viruses could modulate severity of the overall infection – an area for 
further investigation [47][48]. Other coinfections can occur, such as mpox and syphilis or 
gonorrhoea, mainly with sexual transmission.  

1.5 Mid- and-long-term effects 
More information is needed about the clinical characterization of mid- and long-term effects of 
mpox. One study has reported > 90% of mpox survivors have no complications, regardless of 
smallpox vaccination status [23]. Of those who do develop long-term complications, most common 
sequelae are disfiguring scarring of the skin and blindness [19][23][49]. Pitted scars or pockmarks can 
develop [19][23]. Data also suggest that patients may be at risk for developing mental health 
complications [24]. 

1.6 Transmission and viral shedding 

1.6.1 Detection of virus and viral shedding 
Monkeypox virus (MPXV) DNA can be detected in a wide variety of clinical samples, including 
faeces, saliva, skin and mucosal lesions, as well as semen, urine and blood [50][51][52]. Replication-
competent virus has been isolated from skin lesion swabs, oropharyngeal swabs, anal swabs, 
urethral swabs, conjunctival swabs and semen. Studies have shown that skin lesions, anorectal 
lesions and saliva contain the highest concentration of viral DNA [50][51][52]. 

The data describing mpox transmission and viral shedding show that transmission can occur from 
animal to human, human to animal, human to human, and from contaminated environments to 
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humans [53]. Previously, most of the available information was derived from the 2022 global mpox 
outbreak of clade IIb MPXV, which predominantly affected gay, bisexual and other men who have 
sex with men. In early 2024, a new MPXV strain, subclade Ib, was identified in the Democratic 
Republic of the Congo and neighbouring countries. Since the publication of the 2022 interim 
guideline two systematic reviews have been commissioned by WHO on transmission 
routes [54] with the latest review including literature published between September 2022 and 
September 2024. Both reviews found limited data on transmission of mpox by clade, specifically 
clade Ia and clade Ib MPXV, with no studies found reporting on clade IIa [54].  

1.6.2 Animal-to-human transmission 
MPXV can be transmitted from infected animals to humans via indirect or direct contact [21]. 
Transmission may occur from bites or scratches, or during activities such as hunting, skinning, 
trapping, cooking, playing with carcasses or eating animals, such as terrestrial rodents, non-human 
primates, antelopes and gazelles and tree squirrels [23]. Human-to-animal mpox transmission has 
been documented through close contact [55]. The extent of viral circulation in animal populations is 
not entirely known and further studies are underway [19][56]. Current evidence strongly suggests that 
the 2022 and 2024 multi-country outbreaks have not driven by animal-to-human transmission, 
rather through sustained human-to-human transmission [57]. 

1.6.3 Human-to-human transmission 
Human-to-human transmission can occur through direct physical contact with infectious lesions of 
the skin or mucous membranes, contact with fluids or exudate from those lesions or infectious 
respiratory particles (IRPs) [10][58][57]. The 2024 review found only one report of a single case of self-
reported “droplet exposure” out of the 32 317 cases that reported routes of transmission data 
(unpublished data). The single case was one of 12 breakthrough infections after post-exposure 
vaccination against mpox (the study defined droplet transmission as occurring during the presence 
of the exposed person without masks at less than 2 m for at least 3 hours with a PCR-confirmed 
mpox patient) [59]. There were no reported inhalation exposures. A study published in May 2022 on 
the clinical characterization of 216 patients diagnosed between 2007 and 2011 in the Democratic 
Republic of the Congo suggested that MPXV DNA in blood and the upper respiratory tract may be 
detected prior to onset of rash and that peak viral load may occur very early in the disease 
course [22]. While there have been studies that have shown the detection of MPXV DNA in air 
samples [60][61], and replicant-competent virus during bedding change in one United Kingdom 
hospital-based study [61], there has been no large-scale direct epidemiological evidence to date of 
airborne/inhalation transmission. 

Children between the ages of 0–12 years old most often acquired infection after direct skin-to-skin 
contact with a caregiver or household member with mpox; whereas children between the ages of 
13–17 years had similar exposure characteristics to those most commonly reported among adults 
(i.e. sexual contact) [62][63][64].  

1.6.4 Sexual transmission 
In the 2022 multi-country mpox outbreak, transmission was reported as primarily occurring through 
close physical, sexual contact (oral, vaginal, anal) [35]. The 2024 systematic review of non-
comparative studies (222 studies describing transmission routes for 32 317 cases of mpox) 
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identified intimate physical contact (sexual contact and suspected sexual contact) as the primary 
mode of transmission (95.4%) followed by close (non-sexual) contact (2.9%). Therefore, contact 
transmission represented 98.3% of the 32 317 cases of mpox reviewed.  

If infected during pregnancy, MPXV can cross the placenta leading to intrauterine exposure of the 
fetus and risk of congenital infection of the infant [65]. 

Multiple knowledge gaps remain surrounding mpox transmission, which are detailed and addressed 
in the WHO Strategic framework for enhancing prevention and control of mpox: 2024–2027 [66]. 

1.6.5 Environment to human transmission 
Environment-to-human transmission can occur through contact with MPXV contaminated objects, 
fabrics and surfaces (also described as fomite or indirect contact transmission) [67][68][69]. Pox 
viruses are generally more resistant to environmental conditions and show high environmental 
stability [70][71]. Studies conducted in health care facilities or in household settings, show that 
MPXV DNA can be found on several surfaces in the environment  [43][72][73][74][75]. Some studies 
have shown the MPXV can also persist in the environment for several days after the patient with 
mpox has left the space; however, transmission through percutaneous injury with a contaminated 
object, fomite, transplacental and animal products were uncommon, accounting for approximately 
1.8%. In 24 studies reviewed between 2022–2024 describing 3331 household exposures,134 
persons were infected (secondary infection rate of 4.02%) and the route of transmission was 
described as mainly close contact (non-sexual and sexual). Based on global surveillance data, less 
than 1% of reported cases have been attributed to fomite transmission [76][77]. While the risk of 
infection through contact with contaminated materials is low, it is not implausible [74][75]. 
Contaminated clothing or linens can disperse the MPXV if shaken [61][78]. The most recent 
systematic review conducted in 2024 (see details in Methods section – data are not yet published) 
did not find any health worker infections reported after exposure to contaminated bed linen of 
patients with mpox. 

Mpox transmission through percutaneous injury with contaminated sharp objects has been 
documented in health and care workers during specimen collection [79] as well as in community 
settings, in particular tattoo parlours [80]. The review conducted in 2024 found 29 studies that 
examined exposures among health and care workers. Of the 1738 exposures reported, 14 became 
infected. Ten of these infections indicated percutaneous injuries as the route of transmission. 

1.6.6 Infectious period 
Mpox infectious period can vary, but it typically begins with the onset of symptoms and 
patients are considered infectious until new lesions have stopped appearing, existing lesions have 
crusted, scabs have fallen off lesions that formed scabs, and fresh, healthy skin can be seen where 
lesions used to be. This may generally take from 2 to 4 weeks, but some patients have been found to 
have persistent lesions for much longer [36][46]. There are studies that have also suggested that 
some patients might be infectious before symptom onset [22][81][82][83]. The potential for pre-
symptomatic transmission remains unclear and more research is needed.  
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1.6.7 Wastewater surveillance 
MPXV can be detected in wastewater and guidance for wastewater and environmental surveillance 
for MPXV is available from WHO [84]. The virus present in mucosal and skin lesions can be released 
into grey water during activities including brushing teeth, hand washing, bathing, and from 
excretions into toilets [57]. There is no known case of mpox infection resulting from contact with 
contaminated wastewater to date [57].
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2 Methods used to develop this guideline 
2.1.1 Types of recommendation made 
The types of recommendations and statements used in this guideline are given in Table 2-1. The 
methods are described in detail below. 

2.1.2 Guideline perspective 
In making recommendations, the GDG (see Acknowledgements) primarily took an individual patient 
perspective. Population, public health, and systems perspectives were also considered, in which 
issues of feasibility were particularly relevant. These recommendations are complementary to 
those for vaccine deployment which is not considered in this guideline. 

2.1.3 External and internal review 
An external review group reviewed the final guideline to identify factual errors, and to comment on 
clarity of language, contextual issues and implications for implementation. The technical unit 
collected and managed DOIs of the external reviewers. 

The guideline was finally reviewed and approved by the WHO Guideline Review Committee. 

Table 2-1. Statements providing guidance within this document 

Type Explanation 

GRADE-based 
recommendation 

Recommendations are labelled and colour coded according to the direction and 
strength of evidence according to the GRADE framework. 

Guiding principles 
(general medical 
principles and “good 
practice statements” 

General normative statement based on accepted professional ideals, norms and 
standards in clinical and public health healthcare context. Within this document, 
the term “General medical principle” is used. Within the GRADE framework, 
these are referred to as “good practice statements” 

Guidance from other WHO 
documents 

Recommendations identified from other WHO guidance which were judged by 
the GDG to be sufficiently direct to allow application to patients with mpox, 
including additional remarks and evidence-to-decision considerations where 
required. 
Statements from the Clinical management and infection prevention and control 
for monkeypox: interim rapid response guidance (10 June 2022) are maintained 
in this text unless they have been reconsidered or updated. 

2.1.4 Methods used in the interim guidance (2022) 
This guideline was developed according to the standards and methods described in the WHO 
Handbook for guideline development [85]. Initial content was derived from the Clinical management 
and infection prevention and control for monkeypox: interim rapid response guidance [1] which was 
written to respond to the 2022 Public Health Emergency of International Concern (PHEIC). Multiple 
recommendations were based on “best practice”, and not formal considered using the Grading of 
Recommendations Assessment, Development and Evaluation (GRADE) process. 

2.1.5 Methods used in the May 2025 update 
In response to the second PHEIC (declared 04 August 2024 [2]), topic areas from the initial guidance 
were prioritized for update by the WHO mpox Steering Committee, and the Safe Scalable Care 

https://app.magicapp.org/#/guideline/10286/section/232743
https://app.magicapp.org/#/guideline/10286/section/232779
https://app.magicapp.org/#/guideline/10286/section/232779
https://app.magicapp.org/#/guideline/10286/section/233635
https://app.magicapp.org/#/guideline/10286/section/233635
https://app.magicapp.org/#/guideline/10286/section/233635
https://app.magicapp.org/#/guideline/10286/section/233635
https://app.magicapp.org/#/guideline/10286/section/233637
https://app.magicapp.org/#/guideline/10286/section/233637
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Cluster in the mpox Incident Management Support Team. For prioritized questions, the GRADE 
approach was followed in producing recommendations. 

Several prioritized interim statements from the 2022 guidance were not evaluated by systematic 
review, as they were considered by the GDG as “Good practice statements” within the GRADE 
framework, as implementation considerations, or were programmed for later update. Two GDGs 
were formed, which considered “clinical management” and “infection prevention and control” 
within their respective areas of expertise. Additionally, two expert groups were formed and 
consulted by the methodologist and WHO technical teams to discuss and interpret available 
evidence on ART initiation [86], and breastfeeding, and to facilitate presentation of this evidence to 
the clinical management GDG. 

While all perspectives and viewpoints were welcome in the discussions, the formulation of the 
recommendations for IPC were made specifically by the respective IPC GDG members; and in the 
clinical management GDG meetings only clinical management GDG members were responsible for 
making recommendations. 

The Steering Committee and GDG reviewed existing interim recommendations and agreed to retain 
them, explicitly labelled, to ensure a consolidated and single-sourced guideline. 

2.1.6 Methods used in the February 2026 update 
Two recent randomised controlled trials demonstrated no efficacy of the most immediately 
promising mpox antiviral (tecovirimat) [87][88]. However, the PALM007 study of clade I mpox 
performed in the Democratic Republic of the Congo demonstrated lower mortality than expected 
compared with historical data (the study mortality was 1.7% in both placebo and tecovirimat arms). 
It is likely that high-quality supportive care has an important role in improving outcomes; the 2025 
update focuses on these aspects. A systematic search was performed to identify potential 
packages of interventions (see Annex 8). Only the PALM007 protocol of care was sufficiently 
detailed to allow an understanding of the interventions and outcomes. However, methodological 
limitations meant there were insufficient data to demonstrate the contribution of the package on 
outcomes. The WHO steering committee therefore recommended using the PALM007 framework, 
but disaggregating into component parts, and forming recommendations based on consideration of 
those with the highest potential for impact. 

2.1.6.1 Collecting evidence and source documents 

Due to the necessity to respond rapidly to the PHEIC, no new systematic reviews were 
commissioned. Instead, the guideline update followed the following steps to collect evidence: 

Consideration and categorization of each PALM007 supportive care element by the technical team 
as one of: 

• a general healthcare principle; 
• an intervention already addressed by the GRADE approach in previous iterations of this 

guideline; 
• an intervention already addressed by another WHO guideline, potentially intended for a 

different population; 
• elements not in any of the above (undetermined) 

https://app.magicapp.org/#/guideline/10286/section/232783
https://app.magicapp.org/#/guideline/10286/section/232782
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Presentation of undetermined elements to current and previous GDG members, and to an open 
webinar. Participants were asked to identify the five clinical questions which, if demonstrated to 
have any effect, would most affect patient outcomes. 

Using the single transferable vote method, screening of the overall most important (from 48 GDG 
and 85 webinar respondents) for availability of systematically reviewed evidence in the published 
literature by the methodology team. 

Assessment of each systematic review for relevance, completeness and recency by the 
methodology team. 

2.1.6.2 Evaluating evidence and source documents 

The GDG was held in Nairobi, Kenya from 10-12 June 2025, systematically addressing each element 
of the supportive care elements. Recommendations were written by consensus on the basis of non-
objection. Indicative voting could be used, but formal voting was not used. 

Confirmed which general healthcare principles should be adopted. From the proposed list of 63 
statements, 62 were agreed, with suggested minor wording modification from the original text. 

Used evidence on prioritized questions according to GRADE methodology to formulate new 
recommendations. 

Evaluated existing WHO recommendations for indirectness and other considerations according to 
GRADE evidence-to-decision framework and making a decision to include or exclude on the basis 
of applicability. 

2.2 Guideline Development Group 
WHO selected GDG members to ensure global geographical representation, gender balance, 
appropriate technical and clinical expertise including community and patient representatives. 

2.2.1 Declarations of interest 
The WHO technical unit collected and managed DOIs using a written declaration from each 
proposed GDG member, additional verbal declarations at each meeting and web searches 
according to WHO processes. No significant conflicts were found, and the details are given in 
Annex 9. 

The technical unit also collected and managed DOIs for systematic review team members; no 
relevant conflicts were identified. 

2.3 GRADE-based recommendations 

2.3.1 Evidence synthesis 
When performed de novo, systematic review teams conducted rapid systematic reviews 
independent of the GDG to identify published literature and the benefits and harms of the 
interventions. The teams comprised experts in systematic review, clinical care and biostatistics. 

https://app.magicapp.org/#/guideline/10286/section/236716
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2.3.2 Presentation of evidence and assessment of certainty 
Absolute benefits and harms for all patient-important outcomes were presented, including effect 
estimates and confidence intervals. Narrative summaries [89] were used if these data were not 
available. 

Certainty of evidence was assessed using GRADE as outlined in the WHO Handbook for guideline 
development [85][90][91]. This considered the risk of bias/study limitations, inconsistency, 
imprecision, indirectness and publication/reporting biases [92]. 

2.3.3 Evidence to decision framework 
Considerations within the evidence to decision framework are: the balance of benefits and harms; 
patient values and preference; acceptability; feasibility; and resource implications [93]. 

For the values and preferences of patients towards potential interventions, expected values and 
preferences were informed by: 1) the GDG members' own experience; 2) primary research and 
systematic review on behaviour and attitude to mpox treatments and IPC practices, including WHO 
commissioned research [94]; 3) patient experience as related within a structured mpox webinar 
series [95]. The latter included presentations from patients affected by mpox, and were attended by 
multiple members of the GDG. 

For each PICO, the methodology team and GDG chairs met before the GDG meeting to clarify the 
presentation of evidence, and to identify expected key considerations within the evidence-to-
decision framework. Where necessary, additional information was sought which could further 
inform the GDG. 

2.3.4 Formulating recommendations 
Discussion and inclusion of all members at GDG meetings was facilitated by the chairs and 
methodology co-chairs in order to establish the direction, strength and wording of 
recommendations, including additional remarks. Decision-making by consensus was strongly 
preferred, and the use of voting was minimized to where this could not be achieved. In such cases, 
a pre-specified decision rule for making a strong recommendation of 70% of eligible GDG members 
was used, and results are made explicit in the guideline. 

2.4 Implementation guidance 
Implementation considerations describe the “who, what, when and how" of implementing 
recommendations and statements. They include tools and strategies relevant to supporting the 
implementation of the intervention but may not necessarily have a clear link to evidence. 

In this guideline, implementation considerations translate standard and transmission-based 
precautions into practical guidance for managing mpox [96]. Many of these considerations are 
derived from WHO documents such as the Transmission-based precautions for the prevention and 
control of infections: aide-memoire [96] and the Standard precautions for the prevention and control 
of infections: aide-memoire [97] along with generic recommendations adapted to mpox 
transmission modes. These were evaluated and validated by the GDG. 
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2.5 Guiding principles: general health care principles and "good 
practice statements" 

WHO considers guiding principles to be statements which can guide professional responsibilities, 
ideals and standards in the context of the clinical and public health systems, based on formal and 
informal norms [98] and/or on particular morality. Formal norms are codified, such as in 
professional codes of practice or conduct, whereas informal norms are based on accepted 
practice. 

In the context of this guideline, general health care principles were accepted if there was 
unanimous acceptance by the GDG that they were accepted practice. 

Good practice statements are analogous concepts within the GRADE framework. These were made 
in the 2022 and May 2025 guidelines only. Good practice statements in the document for IPC were 
reviewed with the methodologist and GDG chairs to determine if they met the criteria below, and 
then presented to the panel for discussion and consensus. 

Good practice statements are necessary, actionable and clear guideline statements that are 
important but do not warrant formal ratings of evidence quality. Formulating a good practice 
statement includes adhering to five principles: 

• Is collecting and summarizing the evidence poor use of the panel's limited time, energy and 
resources? 

• Is the message necessary for health care practice? 
• Does implementing the good practice statement unequivocally result in a net positive 

consequence? 
• Is there a well-documented and clear rationale connecting to the indirect evidence? 
• Is the statement clear and actionable? 

2.6 Importing and adapting existing WHO guidance 
The technical team searched for existing WHO recommendations pertaining to elements of 
supportive care, including by approaching other WHO subject matter experts where necessary. 
Information was extracted from the existing guideline including: whether GRADE methodology was 
used; year of publication; evidence certainty, strength of recommendation; population addressed; 
and relevant text. The GDG were asked to explicitly consider the degree of indirectness to mpox 
patients, evidence-to-decision considerations (patient values and preferences, resource use, 
equity, acceptability and feasibility) and the relevance to home-based care/facility-based care and 
different age groups. 

2.7 GDG topic-specific working groups 
The process to develop this updated guideline was based on a structure that consisted of two 
working groups that functioned as GDG: one on clinical management and one on IPC, engaged to 
specifically consider recommendations within their domain of expertise, i.e. the IPC working group 
primarily formulated IPC recommendations, while the clinical management working group focused 
on clinical management. 
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There were also two technical groups: one on HIV and one on breastfeeding. Both included some of 
the GDG members and several additional topical experts that were not GDG members (see 
Acknowledgements). They worked on bringing up the considerations of these topics to be presented 
to the GDG members who were responsible for making the final recommendations for the 
guidelines. 

While all perspectives and viewpoints were welcome in the discussions, the formulation of the 
recommendations for IPC were made specifically by the respective IPC GDG members; and in the 
clinical management GDG meetings only clinical management GDG members were responsible for 
making recommendations. 

2.7.1 Infection prevention and control technical working group 
The IPC working group members convened for three separate meetings (27 November 2024, 10 
December 2024 and 21 January 2025) to review available evidence and formulate the 
recommendations, good practice statements and implementation considerations contained in this 
document. 

Evidence synthesis  

A commissioned systematic review underpins the current guideline and is an update of a previously 
published systematic literature review. The systematic review performed in 2023 assessed 
publications up to and including September 2022. A subsequent review was commissioned in 2024 
given the evolution of new MPXV clades. Both reviews synthesize and update evidence for the three 
research questions outlined below and were developed in consultation with the GDG following the 
publication of the interim guidance in 2022. 

1. Does the use of respirator versus a medical mask when interacting with a patient with 
suspected or confirmed mpox during the infectious period (as defined in the footnote) 
reduce occurrence of mpox in health and care workers in a household, congregate living or 
health care setting? 

2. 2. Does the use of an airborne precaution room versus an adequately ventilated room in a 
health care facility for a patient with mpox during the infectious period (as defined in the 
footnote) reduce the occurrence of mpox in health and care workers? 
3. In the event that a person with non-severe mpox is being cared for at home, does isolating 
the person with non-severe mpox until all lesions are fully healed reduce occurrence of 
mpox in persons who are contacts, compared with not isolating when the patient wears a 
medical mask, covers all unhealed lesions, refrains from close contact and does not share 
any materials that could be contaminated? 

3. The reviews occurred in two stages. The first stage appraised available evidence from 
comparative interventional trials, which yielded no evidence. In the absence of such data, 
the second stage was preformed to synthesize evidence on the reported routes of MPXV 
infection using non-comparative study designs to indirectly inform the three IPC 
intervention review questions. Details on the search strategy and key terminology can be 
found in Annex 5: Search strategy and terminology for reported routes of MPXV infection. 
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Throughout these discussions, research gaps were identified, prompting the development of the 
IPC research agenda and ongoing research prioritization efforts (see: Uncertainties, emerging 
evidence and future research). 

2.7.2 Breastfeeding technical working group pre-GDG discussion 
WHO convened a technical meeting with experts on 26 November 2024 to guide the review of 
relevant evidence and to support the update of recommendations concerning breastfeeding and 
mpox. The technical working group included external experts with experience in infant feeding and 
nutrition, paediatric care, with wide geographical representation and gender balance. The full 
meeting report can be found here [187]. 

A summary of synthesized evidence on the following PICO questions that relate to breastfeeding 
during and after recovery from mpox infection was presented and discussed: 

• Should a mother with suspected/confirmed mpox and no lesions on the breast continue 
breastfeeding and direct contact with their non-infected infant? 

• Should a mother with confirmed mpox and active lesions on the breast continue 
breastfeeding and direct contact with their non-infected infant? 

• When after recovery from confirmed mpox (after stopping breastfeeding and close contact) 
should the mother resume breastfeeding and direct contact with their non-infected infant? 

• Does pasteurization inactivate mpox in breastmilk to allow feeding the infant with expressed 
milk without direct contact with mother with mpox? 

Overall there were very few studies to answer the four PICO questions. Identified studies were 
mostly observational, non-comparative study designs and with significant methodological 
limitations. 

The meeting points are summarized below, and were presented to the GDG for further discussion 
and interpretation. 

2.7.2.1 Routes of transmission 

The TWG reiterated that guidance on breastfeeding and infant contact in mpox infection needs to 
differentiate between the following potential MPXV routes of transmission from mother to child: 

• through breastmilk (presence and viability of virus in breastmilk is unknown) 
• direct contact during the process of breastfeeding (from the breast) 
• other direct contact with the infant (not from the breast) during care 
• air droplets 
• saliva through kissing. 

2.7.2.2  What are the evidence gaps? 

• It is still unknown if MPXV is secreted in milk although laboratory experiments have shown 
that it can be viable in milk. This was thought to be the first critical question because if 
studies show that breastmilk does NOT contain MPXV, then this would help to answer the 
question if breastfeeding should be recommended and if so how? 



WHO guidelines for clinical management of mpox 

16 

• If mpox can be transmitted via breastmilk, then there would be need for an additional PICO, 
whether heat treatment of expressed breastmilk can make it safe [?] and what is the 
feasibility of this intervention at an individual and population level. 

 What are the implementation considerations? 

• There is a need to involve, where possible, another caregiver to take care of the infant 
particularly for mothers that are in isolation to limit the duration of contact with between the 
infant and a mother with mpox. 

• The duration of infant-to-mother contact will vary depending on the age. Early initiation of 
breastfeeding requires longer contact, and later the infant may need shorter contact during 
breastfeeding. A newborn (up to 2, 6 or even 8 weeks) usually needs constant access to the 
breast to successfully breastfeed. 

• A lesion on the areola would make breastfeeding very painful, and therefore for breast 
health, the mother should express from that breast in order to prevent engorgement or 
mastitis and preserve lactation for later resumption of breastfeeding. 

• Alternative milk substitutes may not readily be available, or not affordable, or not safe in 
many locations. 

2.7.3 HIV antiretroviral technical working group pre-GDG discussion 
WHO convened a technical meeting with experts on 15 November 2024 to discuss and interpret the 
available evidence on ART initiation in people living with HIV and mpox. Participants included HIV 
medicine experts, infectious diseases specialists, and programme managers with significant mpox 
experience; a full list of participants and meeting report can be accessed here [188]. The technical 
meeting was led by an independent chair. 

The objective of the meeting was to identify the evidence sources that would best inform the GDG 
and place these in the context of the current WHO guidelines that include a strong 
recommendation for rapid ART initiation, with the option of same-day initiation, in people living with 
HIV. To facilitate discussions, a literature review compiled by WHO technical staff summarized the 
available direct and indirect evidence. 

The meeting reported the following findings, which were presented to the GDG for further 
discussion and interpretation. 

2.7.3.1 ART initiation in people living with HIV with mpox 

• ART is a life-saving intervention for people living with HIV, with or without mpox virus 
infection. 

• Rapid ART initiation (within 7 days of HIV diagnosis) or re-initiation is the standard of care for 
people living with HIV that are ART-naive or have interrupted ART (WHO, strong 
recommendation). This includes people with opportunistic infections other than 
tuberculosis and central nervous system infections. 

• Immune restoration through effective ART is important to control MPXV and delay in ART 
initiation may potentially be harmful. 
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• There is uncertainty about the incidence of mpox IRIS; mpox IRIS may occur but it is difficult 
to distinguish from progressive mpox given the lack of clear case definition, delayed clinical 
presentation and concurrence of other (opportunistic) infections. 

• Central nervous system manifestations of mpox are estimated to be uncommon and based 
on clinical expertise not a reason to delay ART initiation provided that assessment of other 
aetiologies is conducted. 

• The expert group proposed the values and preferences statement that “Most HIV patients 
with mpox would place a higher value on the mortality reduction benefit of initiating ART as 
soon as possible than on the possible increased risk of developing IRIS”. 

2.7.3.2 What are the evidence gaps? 

• Lack of direct evidence comparing rapid vs delayed ART initiation in people living with HIV 
and mpox. Only one small cohort study that directly addressed the question of timing of ART 
initiation was identified; this study did not show a difference in outcomes. 

• Understanding progressive mpox, mpox IRIS and associated morbidity and mortality. There 
is limited evidence on viral pathogenesis, immune response and disease progression in 
people with and without ART initiation for HIV. 

2.7.3.3 What are implementation considerations? 

• Ensure all patients with presumed or confirmed mpox receive HIV testing at their first 
presentation to health care providers. 

• Ensure individuals engage with health care services at an early stage of mpox symptoms to 
avoid disease progression and late ART initiation. 

• Ensure clinical assessment is conducted in all patients prior to ART initiation to ensure 
comprehensive care of people living with HIV, in particular those with advanced HIV 
disease. 
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3 Infection prevention and control 
3.1 IPC in home-based care 
Public health emergencies often begin and end in communities; therefore, an effective emergency 
response always includes communities and their interests. This requires a multifaceted approach 
that includes, but is not limited to, risk communication and community engagement strategies, 
public health and social measures, vaccination strategies, environmental services such as 
adequate water and sanitation infrastructure, and the application of IPC 
measures [100][101][102][103]. 

Health ministries and intersectoral partners at national and subnational levels should engage with 
communities and other actors to identify and provide the resources needed, implement risk 
communication strategies [104] to provide support, and look to other contexts for possible solutions 
to ensure that IPC measures can be met to provide safe care in settings where patients will be 
cared for [105].   

In the context of emergency response, it is crucial that community IPC and WASH measures are 
implemented to mitigate and control transmission in high-risk settings, such as households with 
suspected cases, communal settings, which include internally displaced persons (IDP) and refugee 
camps, and to ensure continuity of services such as schools. Infection prevention and control 
measures such as hand hygiene, dedicated personal items, handling of linen and laundry, 
environmental cleaning and disinfection and waste management, should be applied and adapted 
applied to community settings to mitigate and control transmission of mpox. 

Previous guidance (2022) advised persons with mpox recovering at home to isolate themselves. 
Given the evolving evidence and perceived values and preferences of persons with mpox to avoid 
home isolation, the updated recommendation by the GDG reflects a shift away from isolation 
during home-based care, provided IPC measures can be implemented and maintained. Further 
research needs for IPC during home-based care are listed in the section Knowledge gaps and 
research priorities. 
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Infection prevention and control measures, including hand hygiene, dedicated personal 

items, appropriate handling of linens and laundry, cleaning and disinfection of the 

environment and waste management, should be followed for persons with mpox in the 

community until all lesions are healed.* 

Good practice statement, May 2025. 

* Healed lesions: lesions have crusted, scabs have fallen off and a fresh layer of skin has formed 

underneath. 

3.1.1 Implementation considerations 
The person with mpox infection should wear a well-fitting medical mask and cover lesions when in 
close proximity to others until their existing lesions have crusted, scabs have fallen off lesions that 
have formed scabs, and fresh, healthy skin can be seen where lesions used to be. 

The person with mpox infection recovering at home should be able to manage their self-care or 
identify a designated caregiver, preferably someone who is in good health, that has no underlying 
health conditions and has had previous smallpox or mpox vaccination or MPXV infection (see the 
conditional recommendation for home care for details for caregivers). The activities undertaken by 
caregivers may include preparing meals, going to the grocery store, getting medications, etc. 

The person with mpox infection recovering at home should refrain from contact with wild or 
domestic animals to avoid infecting the animal. This includes keeping possibly infectious and 
contaminated material, such as linens, towels and clothing, away from pets and other animals. 
Another person should take care of domestic animals throughout the illness. 

If a health and care worker is required to provide care to patients with mpox in the home, they 
should wear appropriate personal protective equipment (PPE) (gloves, gown, eye protection and 
medical mask), perform hand hygiene (according to the WHO 5 moments and before putting on and 
after removing PPE) and clean and disinfect any patient care equipment used. 

3.1.1.1 Hand hygiene 

Persons with mpox infection, and their caregivers or contacts should practise frequent hand 
hygiene [106]. This includes: 1) before preparing food; 2) before eating or feeding/breastfeeding; 3) 
after using the toilet or handling human and/or animal faeces; 4) after coughing, sneezing and/or 
disposing of a tissue; 5) each time they come in contact with their lesions; and 5) when hands are 
visibly dirty.   

Alcohol-based hand rub or soap and water should be used for hand hygiene. 

The person with mpox should have their own soap that they do not share with other household 
members. 

3.1.1.2 Personal belongings 

The person with mpox and their family and household members should implement the following 
measures: 

• Avoid sharing personal items such as eating utensils, linens, towels, electronic devices. 
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• Avoid sharing a bed or sleeping area with other people or animals. 
• Avoid direct contact with upholstered furniture, such as couches or chairs. Consider 

covering furniture with a clean sheet that can be laundered. 

3.1.1.3 Handling linen, laundry 

Only the person with mpox or their dedicated caregiver should handle and launder their bedding, 
clothing etc. 

Linens and bedding should be carefully lifted and rolled to prevent dispersion of infectious particles 
from lesions and body fluids. They should not be shaken. 

Linens, towels and clothing from the patient with MPXV should be laundered separately from other 
household laundry and can be reused after washing (manually or by machine) with detergent and 
preferably hot water (> 70°C) or in chlorine (a minimum of 0.05%) if hot water is not available [107]. 

3.1.1.4 Environmental cleaning 

Only the person with mpox or their dedicated caregiver should clean and disinfect the environment 
and objects/surfaces. 

Dishes and utensils and household surfaces, such as furniture, beds, toilets or floors, or any 
location where the patient has had contact should be cleaned with water and soap and disinfected 
regularly. 

Common household disinfectants or sodium hypochlorite (household bleach) products may be 
used [108][109][110][111]. Disinfectants should be prepared and applied to surfaces according to 
manufacturers’ instructions. 

One study found that the use of a minimum of 0.05% sodium hypochlorite solutions or 70% ethanol 
is efficacious against MPXV when wiped on common non-porous surfaces in low-resource settings 
with a 1-minute contact time [108]. 

Use damp mopping, avoid dry sweeping to prevent dispersion of particles. 

Carpeting and household furnishing should be steam cleaned where possible. Avoid vacuuming. 

3.1.1.5 WASH and waste management 

Authorities should ensure access to safe water, sanitation, hygienic supplies (soap and water) and 
waste collection and disposal for persons with mpox infection and their family members during 
home-based care. 

Waste that is generated from caring for a patient with MPXV, such as bandages and PPE, should be 
placed in strong bags and securely tied before disposal and eventual collection by municipal waste 
services [107]. 

If municipal waste services are not available, as an interim measure and according to local policies, 
safely burying or controlled burning of waste may be performed until more sustainable and 
environmentally friendly measures can made available in local contexts. 
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3.1.2 Rationale 
The GDG emphasized the critical role of applying IPC principles at the community level to reduce 
community MPXV transmission. Members of the GDG highlighted the importance of implementing 
these IPC measures as a cohesive package of interventions, ensuring a multi-pronged approach to 
minimizing the spread of the virus. The GDG acknowledged the primary route of transmission is 
contact (sexual or non-sexual) with the skin lesions, with fluids or exudate from those lesions of 
individuals infected with MPXV. Given possible contamination of surfaces and objects as well as 
the potential for infectious respiratory particles, the risk of indirect contact transmission or direct 
deposition cannot be excluded. Standard and transmission-based precautions describe measures 
to reduce routes of transmission and are widely used in health care. The use of standard and 
transmission-based precautions is the cornerstone of IPC measures and the GDG noted these 
should be applied wherever there is human-to-human transmission [96]. GDG members also noted 
the important role that ministry of health and implementing partners at national and subnational 
levels play in engaging with communities to identify and provide the resources needed, implement 
risk communication strategies and provide solutions to ensure that IPC measures can be met. 
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WHO suggests that persons with mild, uncomplicated mpox lesions cared for at home are 

not required to isolate* provided their lesions are covered and they wear a well-fitting 

medical mask when in close proximity with others until all lesions are healed.** 

Conditional recommendation, low certainty evidence, May 2025. 

• Persons with mpox who are unable to comply with covering their lesions or wearing a 
medical mask should be isolated at home. 

• IPC measures to reduce environmental contamination in the home should be implemented. 

* Isolation: the separation of infected people with a contagious disease from people who are not 
infected. 

** Healed lesions: lesions have crusted, scabs have fallen off and a fresh layer of skin has formed 
underneath. 

3.1.3 Implementation considerations 
For information on implementing IPC measures in a home/household setting refer to the good 
practice statement and its implementation considerations. 

For persons with mpox recovering at home without implementing isolation, the following measures, 
in addition to the IPC measures described in the good practice statement, should be 
followed: 

• Persons with mpox recovering at home should wear a medical mask (if a medical mask is 
not available, a fabric mask may be worn [101]) and cover their lesions when near others. 

• Covering lesions can be done with the use of bandaging and/or by wearing clothing that 
comfortably covers the lesions. 

• Clinical follow-up should be conducted using methods other than in-person visits (e.g. 
telemedicine, telephone). 

• Regular cleaning and disinfection of the environment the person with mpox occupies and 
frequently touched surfaces should be implemented. 

• Individuals with mpox should limit travelling outside their home. 
• If a person with mpox leaves their home they should wear a well-fitting medical mask and 

ensure all lesions are covered. 
• If they leave their home they should ideally use private transportation and ensure proper 

ventilation in the vehicle, such as open windows if feasible. 
• If a person with mpox leaves their home to seek medical attention, they should inform their 

health practitioner or the facility they will visit in advance of arrival (so the facility can 
implement transmission-based precautions). 

• The person recovering at home should be able to manage their self-care or identify a 
designated caregiver, preferably someone who is in good health, has no underlying health 
conditions and has had previous smallpox or mpox vaccination or MPXV infection (for 
example, this may include preparing meals, going to the grocery store, getting medications, 
etc.). 

• If there is a designated caregiver they should maintain a distance of at least 1 m from the 
person with mpox. 
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• When distance cannot be maintained, or when conducting activities such as assisting with 
laundry or cleaning the environment, the designated caregiver should wear a well-fitting 
medical mask and disposable gloves [112]. 

• Caregivers should clean their hands with either soap and water or an alcohol-based hand 
sanitizer, before and after contact with the person with mpox or the environment and before 
putting on and after removing their gloves. 

• In the event that persons with mpox cannot comply with wearing a mask and covering their 
lesions and therefore are required to isolate at home they should: 

• Designate one person to facilitate their self-care: preferably someone who is in good health, 
has no underlying health conditions and has had previous smallpox or mpox vaccination or 
MPXVs infection. For example, this may include preparing meals, going to the grocery store, 
getting medications, etc. 

• The person with mpox and the designated person that is facilitating self-care should be 
counselled regarding the risks of transmission. 

• The person with mpox should stay in a dedicated, well-ventilated room (e.g. with windows 
that can be opened frequently) separate from others in the household. In addition, 
household members should avoid entering the room. 

• If the designated person that is facilitating self-care needs to enter the isolation area, ideally 
with ensuite toilet and shower [112], they should refrain from close contact with the person 
with mpox. 

• When distance cannot be maintained, the designated caregiver should wear a well-fitting 
medical mask and disposable gloves [112]. They should clean their hands with either soap 
and water or an alcohol-based hand sanitizer, before and after contact with the person with 
mpox or surrounding environment and before putting on and after removing their gloves. 

• The person with mpox should cover lesions (if tolerable) and wear a well-fitting medical 
mask when in proximity of others, and when moving outside of the designated isolation area 
(e.g. to use the toilet). 

• If adequate isolation and IPC measures cannot be ensured at home, then isolation may 
need to be arranged, with informed consent from the person with mpox and agreement from 
the caregiver and members of the household, in a health care facility or other designated 
facility.   

 * For more information on implementation in resource-limited settings refer to the Infection 
prevention and control and water, sanitation and hygiene measures for home care and isolation for 
mpox in resource-limited settings: interim operational guide (2024) [101]. 

3.1.4 Rationale 
The GDG noted that while there were no randomized or observational randomized studies for 
isolation versus no isolation in the home and the low certainty of the evidence, inferences about the 
impact of isolation could be made on the basis of the transmission route. Over 200 studies with 
over 32 000 patients identified the primary mode of transmission as close contact (sexual or non-
sexual) (data are not yet published but are available upon request). The review found that amongst 
3331individuals documented to be exposed in the household, of whom 134 were infected (4.02% 
secondary infection rate), most reported non-sexual close contact or sexual contact. Similarly, 
amongst 3643 individuals documented to have been exposed in community or communal settings, 
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of whom 91 were infected (2.5% secondary infection rate), most reported non-sexual close contact 
or sexual contact. It was not clear in many studies what protective measures, if any, had been 
taken. Only possible routes of transmission were described. The GDG noted that there were limited 
studies available that describe the different MPXV clades and there was some concern on the 
possible impact on transmission, which may differ depending upon the clade. 

The available evidence from the 2023 and 2024 systematic reviews presented on human-to-human 
transmission supports close contact (sexual or non-sexual) with the lesions of an infected person 
as, overwhelmingly, the primary mode of transmission (see Introduction). The GDG acknowledged 
that while the main route of transmission is through direct contact (sexual or non-sexual) with the 
skin lesions (with fluids or exudate from those lesions of individuals infected with the MPXV), 
possible environmental contamination as well as the potential for IRPs cannot be excluded. The 
GDG determined that IPC measures to prevent close contact would be paramount to transmission 
prevention while including the additional measure of isolation at home could cause undue 
hardship. IPC measures include avoiding direct contact with the lesions, use of source control 
measures for any IRPs, and mitigating environmental contamination through the use of cleaning 
and disinfection. 

Based on the discussion of the evidence, the benefits and harms associated with isolation at home, 
as well as concerns regarding resource, equity, feasibility and acceptability, the GDG formulated a 
conditional recommendation that includes covering the lesions and wearing a medical mask, in 
addition to IPC measures, to prevent environmental contamination rather than isolation of the 
individual. 

3.1.5 Evidence to decision considerations 
3.1.5.1 Benefits and harms 

The use of isolation at home may reduce potential contacts and protect household members and 
vulnerable people in the community; however, there was insufficient evidence to determine this. On 
the other hand, isolation can lead to mental health challenges such as loneliness, anxiety and 
depression, amplify stigmatization and impose an economic burden due to absence from work or 
daily activities. Based on the available data and the evidence on the modes of transmission of 
mpox, the GDG determined the harms outweigh the benefits. 

3.1.5.2 Evidence 

The certainty of evidence was judged to be low and was rated down once for indirectness and once 
for risk of bias. The GDG noted that while there were no randomized or observational randomized 
studies for isolation versus no isolation in the home, inferences about the impact of isolation could 
be made on the basis of the epidemiological findings about the routes of transmission. Over 200 
studies with over 32 000 patients identified the primary mode of transmission as sexual (95.4%) or 
non-sexual close contact (2.9%). 

3.1.5.3 Values and preferences 

Substantial variability is expected or uncertain 

The GDG acknowledged that many individuals (persons with mpox) would prefer not to implement 
isolation because of the negative mental health, social and economic consequences. Values and 
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preferences may vary in family members and communities depending on their level of fear of getting 
mpox if the person is not isolated. 

3.1.5.4 Resources and other considerations 

The use of isolation at home may require significant operational and financial costs and support for 
the affected person with mpox, their family/caregiver and the health system. There may be costs 
and resource implications for the person with mpox or the health system to ensure access to 
medical masks and materials to cover lesions where isolation is not implemented. 

3.1.5.5 Equity 

The GDG acknowledged that there may be inequities in managing isolation at home, in particular in 
low- and middle-income countries, where support may not be available including social and 
financial and stigmatization may be increased.   

3.1.5.6 Acceptability 

The GDG noted that in some situations, the person with mpox or their family members may prefer to 
utilize home isolation to potentially reduce transmission within the household. However, others 
may find isolation unacceptable or difficult to implement. 

3.1.5.7 Feasibility 

The GDG acknowledged there may be issues with the feasibility of isolation at home as well as the 
wearing of masks and covering of lesions. 

 

3.2 IPC in health facilities 
Implementation of appropriate IPC measures is essential to mitigate and control risks of 
transmission of mpox in health care facility and community settings [113][114]. Implementing a 
hierarchy of controls is central to reducing the risk of exposure to mpox within health care settings. 
As such, considerations for the application of engineering and administrative controls and the use 
of PPE have been integrated throughout the recommendations outlined. 

It is critical to ensure that basic IPC standards are put in place at the national and health facility 
level to provide adequate protection to patients, health workers, caregivers and visitors and thereby 
protect the community. WHO provides guidance on the minimum requirements [115] for IPC at the 
national level and in health care facilities. Achieving the IPC minimum requirements and more 
robust and comprehensive IPC programmes based on WHO Guidelines on core components of 
infection prevention and control programmes at the national and acute health care facility level 
across health systems is essential to sustaining efforts to control emerging infectious diseases, 
health care-associated infections (HAIs) and antimicrobial resistance [114]. 

Health and care workers should always follow standard precautions and perform a risk assessment 
to evaluate the need to use transmission-based precautions. Standard precautions are 
summarized in the WHO aide-memoire [97]. 

Infection prevention and control is crucial in mitigating and containing the spread of MPXV. If 
appropriate IPC measures are not taken, transmission can be amplified via health care-associated 
(nosocomial) [115]) infections and/or health and care worker infections within health-care 
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settings [116]. This can result in further spread into communities and across borders, resulting in 
increased morbidity and mortality. Public health officials should ensure that robust IPC measures, 
environment infection control and practices accompanied by WASH services are in place at all 
health care settings, as well as in all communities, to mitigate these impacts. During an outbreak, 
support for IPC should include all relevant points of health-seeking practices within the local 
context, including government health facilities, private facilities, traditional healers and facilities 
such as mpox treatment centres established to manage the care of patients suspected of having or 
confirmed to have the pathogen of interest during an outbreak. 

Strengthening IPC preparedness and operational readiness will lead to more robust responses, 
contain outbreaks and prevent health systems from becoming overwhelmed. Existing IPC capacity 
should be mapped and assessed (e.g. using the Health Emergency Readiness to Response 
Operations Capabilities checklist [HERO] tool), identifying the critical areas that are missing or that 
need development. Additional information can be found in the Framework and toolkit for infection 
prevention and control for outbreak preparedness readiness and response at the national 
level [116] and the Framework and toolkit for infection prevention and control in outbreak 
preparedness, readiness and response at the health care facility level [117].  

Outbreak management is optimal where established national or subnational IPC programmes exist, 
with dedicated support and trained IPC teams at the national, local and health care facility level. 
Although MPXV has specific IPC considerations, standard and transmission-based precautions 
should be followed when caring for suspected or confirmed mpox patients. 

All patients with mpox should receive respectful, patient-centred care that respects and promotes 
gender equity, maintains dignity, privacy and confidentiality [1]. 

Further research needs for IPC focusing on understanding transmission routes and IPC measures in 
health care settings are listed in the section Knowledge gaps and research priorities. 

  

https://iris.who.int/bitstream/handle/10665/345251/9789240032729-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/345251/9789240032729-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/345251/9789240032729-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/345251/9789240032729-eng.pdf?sequence=1
https://www.who.int/publications/i/item/9789240051027
https://www.who.int/publications/i/item/9789240051027
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In patients with suspected or confirmed mpox, WHO suggests that health and care 

workers use contact and droplet precautions. 

*Conditional recommendation, low certainty evidence, May 2025. 

• Consider using a respirator when the ventilation is poor or unknown or based upon a risk 
assessment (e.g. immunocompromised status or presence of mucosal lesions). 

• Airborne precautions should be implemented if varicella zoster virus (i.e. chickenpox) or 
measles are suspected and until they are excluded. 

• Airborne precautions should be implemented when performing aerosol-generating 
procedures (AGPs). 

• If single rooms are not available or in limited supply, cohort confirmed patients and 
prioritize single rooms for suspect and probable patients. 

Note:* Contact precautions include the following PPE: gloves, gown.   Droplet precautions include 
the following PPE: a medical mask, consider eye protection based upon a risk assessment. 

** Confirmed mpox means via laboratory confirmation; probable meets clinical signs and symptoms 
with epidemiological link. 

3.2.1 See infographics 

• Steps to put on personal protective equipment (PPE) for mpox 
• Steps to remove personal protective equipment (PPE) for mpox 

3.2.2 Implementation considerations 
Contact and droplet precautions should be used by all health and care workers providing direct or 
indirect care (e.g. cleaning the environment, handling linen or waste) to patients with mpox. 

In addition to droplet and contact precautions, standard precautions should be followed for all 
patients at all times. The measures described below provide additional considerations for 
implementing droplet and contact precautions [96] in the context of mpox. 

Health and care workers should be trained in the use of standard and transmission-based 
precautions such as contact and droplet precautions and the proper use of PPE. 

3.2.2.1 Risk assessment 

Health and care workers should conduct a risk assessment to determine if additional PPE is 
required, such as a respirator rather than a medical mask and eye protection. The risk assessment 
should take into consideration: 1) the ventilation rate of the room and if an AGP is being performed; 
or 2) other activities are taking place that may increase the presence and risk of infectious 
respiratory particles, such as changing the bed linen of a patient with suspect or confirmed mpox; 
and 3) the patient’s condition (e.g. number of lesions, location, i.e. mucosal, and patient's immune 
status). 

3.2.2.2 Hand hygiene 

Hand hygiene should be performed according to the WHO 5 moments for hand hygiene [118]. 

https://www.who.int/multi-media/details/steps-to-put-on-personal-protective-equipment--for-mpox
https://www.who.int/multi-media/details/steps-to-remove-personal-protective-equipment-%28ppe%29-for-mpox
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3.2.2.3 Patient placement 

• Place patients on contact and droplet precautions for mpox in a single room. 
• If a single room is not available or single rooms are limited: 
• patients suspected to have mpox and patients deemed as probable mpox cases should be 

prioritized for a single room; 
• consider cohorting patients who are confirmed to have mpox. 
• Physically separate patients by at least 1 m (3 ft) and draw privacy curtains. 

Whenever others are in the room and if transport is necessary: 

• Cover any wounds or lesions on the patient’s body though the use of bandages, clothing 
and/or sheet that comfortably covers the lesions. 

• The patient should wear a wear a medical mask (if able and tolerates) and follow respiratory 
hygiene and cough etiquette. 

3.2.2.4 Personal protective equipment 

• Contact and droplet precautions include the following PPE: gown, gloves, medical mask 
and eye protection based upon a risk assessment. 

• Consider a respirator instead of a medical mask based on a risk assessment (details 
above). 

• Use dedicated footwear that can be decontaminated. Disposable shoe covers are not 
recommended. 

3.2.2.5 Safe injections and sharps injury prevention 

• Follow standard precautions for safe injections and sharps injury prevention. 
• Avoid use of sharp instruments for specimen collection. Lesions should be swabbed. Follow 

WHO guidance for diagnostic testing for MPXV. 

3.2.2.6 Environmental cleaning and disinfection 

• Increase cleaning and disinfection of mpox patient care areas to at least twice daily as well 
as immediate cleaning and disinfection of any surface that is visibly soiled with blood or 
body fluids. 

• More frequent cleaning and disinfection should be performed on frequently touched 
surfaces including toilets, latrines and showers. 

• Clean first with detergent and water then disinfect surfaces with a chemical disinfectant 
and allow disinfectant to remain untouched on surface for the contact time recommended 
by the manufacturer. Alternatively, a combined detergent-disinfectant product (when 
available) can be used to perform both cleaning and disinfection in a single step, provided it 
is effective against the targeted pathogens. 

• Use products for disinfecting the environments that are approved for environmental 
cleaning in health care with virucidal activities (follow national or facility guideline) and will 
not damage surfaces or equipment. 

• Disinfectants should be prepared and applied to surfaces according to manufacturer's 
instructions: 
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• One study found that the use of 0.05% and 0.5% sodium hypochlorite solutions and 70% 
ethanol is efficacious against MPXV when wiped on common non-porous surfaces in low-
resource settings with a 1-minute contact time [108]. 

• Quaternary ammonium compounds were found to achieve sufficient log reduction of the 
MPXV on non-porous surfaces only with a contact time of between 1–10 minutes (not on 
porous surfaces such as wood) [108]. 

3.2.2.7 Handling and transport of linen 

• Handle soiled linen from patients with mpox carefully (with minimal manipulation or 
agitation) to prevent personal contamination and transfer to other patients. 

• Carefully lift and roll linens. Do not shake linen or laundry. 
• Linens should be carefully placed into designated containers or bag for transport to laundry 

services. 
• Remove heavily soiled material (e.g. faeces) from linen, while wearing appropriate PPE, 

before placing it in the laundry bag. 
• Laundry and linen may be decontaminated by manual or machine washing for at least 20 

minutes with hot water (70°C, hot water mixed with detergent or hot water mixed with a low-
concentration sodium hypochlorite solution (0.05%) [119]. 

3.2.2.8 Decontamination and reprocessing of reusable patient care items and equipment 

• Use disposable or dedicated patient care equipment. 
• Clean and disinfect equipment before use on other patients. 
• Clean and disinfect or sterilize reusable equipment/devices according to the 

manufacturer’s instructions, and national or international standards, using efficient 
methods and based on intended use. 

3.2.2.9 Waste management 

• Handle and treat bodily fluids and solid waste of patients with mpox as infectious waste. 
• Segregate waste according to standard precautions (general waste, infectious waste and 

sharps) and place in appropriate bins at point of use. 
• Management and disposal of waste (including PPE) should be performed in accordance 

with local regulations for infectious waste. 

3.2.3 Rationale 
The GDG noted that that among more than 32 000 cases of infections there were no reports of 
transmission by inhalation, and only one case of self-reported droplet exposure, and thus 
concluded the use of a respirator possibly makes little or no difference in prevention of MPXV 
transmission compared with a medical mask. Amongst 1738 health and care worker documented 
exposures to mpox, of which there were 14 infections, 10 cases (71.4%) were identified as related 
to percutaneous injuries (needlesticks), one ocular exposure and three due to unspecified factors. 

There may be situations where the use of a respirator is required such as during an AGP or if 
varicella zoster virus (chickenpox) or measles are suspected and until they are excluded. The GDG 
stressed that health and care workers should conduct a risk assessment to determine the need for 
a respirator or any additional PPE (e.g. eye protection). In areas where ventilation is poor or 
unknown or it is not possible to ensure adequate ventilation a respirator may be preferred. 
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The GDG also highlighted the importance of assessing the risk of transmission related to the status 
of the patient, noting the patient’s condition (number and location of lesions, immune status) may 
increase the risk of transmission and should be taken into consideration during the risk assessment 
to determine the use of a respirator. 

Given the primary mode of transmission described was close contact (sexual or non-sexual) this 
conditional recommendation for mpox should be considered in the context of accepted practices 
(transmission-based precautions) for IPC. The GDG acknowledged that while the main route of 
transmission is through direct contact (sexual or non-sexual) with skin lesions (with fluids or 
exudate from those lesions of individuals infected with MPXV), possible environmental 
contamination as well as the potential for IRPs cannot be excluded. A conditional recommendation 
was made to implement droplet and contact precautions when interacting with patients with mpox 
or their environment, in addition to the use of standard precautions. PPE, including gown, gloves 
and eye protection (based on a risk assessment) must be worn as per contact and droplet 
precautions. 

3.2.4 Evidence to decision considerations 
3.2.4.1 Benefits and harms 

Small net benefit, or little difference between the alternatives 

The GDG assessed the benefits and harms of respirator use; from a public health perspective, the 
GDG felt it was important to reserve respirators for situations where respirators are known to make 
a difference. The GDG also highlighted potential challenges in availability, particularly in low- and 
middle-income countries. Limited access in these settings may reduce supply in areas where 
respirators are essential. GDG members noted that other potential harms include the possible 
mental health consequences such as anxiety and stress related to wearing respirators. 

3.2.4.2 Evidence 

The certainty of evidence was judged to be low and was rated down once for indirectness and once 
for risk of bias. The use of a respirator possibly makes little or no difference in prevention of MPXV 
transmission compared with a medical mask. 

3.2.4.3 Values and preferences 

Substantial variability is expected or uncertain 

The GDG anticipated that although health and care workers caring for patients with mpox will place 
priority on safety, when evidence does not support the effectiveness of an intervention, such as the 
use of respirators, most would decline use of the intervention. The GDG acknowledged the 
uncertainty and the likelihood of variability in the values and preferences of health and care 
workers. Furthermore, the GDG placed a high value on avoiding wasteful expenditure on 
interventions unlikely to be effective and thus on preserving resources for interventions with a 
higher certainty of benefit. 

3.2.4.4 Resources and other considerations 

The GDG anticipated that the use of respirators for the care of patients with mpox in health care 
facilities requires additional investment of financial and logistical resources (including fit testing), 
particularly impacting low- and middle-income countries. 
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3.2.4.5 Equity 

The GDG acknowledged that health and care workers believe safety is a priority and respirators 
should be available; however, in low-resource settings supply may be limited and respirators need 
to be prioritized for other pathogens where it is known that they are required. 

3.2.4.6 Acceptability 

Some health and care workers may not like to wear a respirator and may prefer the use of a medical 
mask. Use of respirators has been associated with reports of communication barriers (verbal and 
non-verbal). 

3.2.4.7 Feasibility 

The GDG expressed concern over supply chain implications and availability of respirators where 
needed if they are used for pathogens where the evidence suggests they possibly make little or no 
difference in prevention compared with a medical mask. 
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For patients with mpox in isolation, measures should be put in place to support patient 

interaction with family and visitors to promote well-being. 

From: Clinical management and infection prevention and control for monkeypox: Interim rapid 

response guidance, June 2022 [1]. 

• Visitors or caregivers should perform appropriate hand hygiene before and after 
entering/exiting the patient room, receive instruction and be closely supervised on the use 
(putting on and removal) of PPE for contact and droplet precautions. 

• Vulnerable and high-risk individuals should be counselled regarding the risks in order to 
make an informed decision on whether to visit the patient. 

• Alternate modes of communication such as video conference to be offered. 
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Staff with an occupational exposure to mpox should have an assessment and management 

plan. 

From: Clinical management and infection prevention and control for monkeypox: Interim rapid 

response guidance, June 2022 [1]. 

• Health and care workers should notify infection control, occupational health and public 
health authorities of possible exposures to receive a medical evaluation and instructions on 
follow up.  

• Health and care workers who have had an exposure to a person with confirmed mpox 
should undergo medical evaluation and consideration for possible interventions 
(vaccination or post-exposure prophylaxis [PEP]) under prospective data collection protocol 
or clinical trial. 

• Health and care workers who have had an occupational exposure (i.e. not wearing 
appropriate PPE) do not need to be excluded from work if they are asymptomatic, but 
should undergo active surveillance for symptoms for 21 days post-exposure and be 
instructed not to work with vulnerable patients. 

• These plans should be in accordance with national or subnational policies. The term 
national describes a government entity at national level and subnational describes any 
government entity below the national level (regardless of the political, financial and 
administrative design of the country) involved in the management of health workers in the 
context of mpox. 
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3.3 Management of the deceased patient 

Handling of human remains of deceased individuals with mpox should be done with 

appropriate infection prevention and control measures. 

From: Clinical management and infection prevention and control for monkeypox: Interim rapid 

response guidance, June 2022 [1]. Revised May 2025. 

• Handling of the deceased should be kept to a minimum. 
• Perform hand hygiene and wear PPE according to contact and droplet precautions (gloves, 

gown, medical mask and eye protection based on risk assessment) as patients with rashes 
that have not healed may still have infectious virus. 

• Airborne precautions should be implemented when performing AGPs. 
• Ensure that any leakage of body fluids is contained. 
• The body should be wrapped in a cloth or shroud and transferred to the mortuary as soon as 

possible. 
• The dignity of the dead, their cultural and religious traditions, and their families, should be 

respected and protected. Family and friends may view the body after it has been prepared 
for burial, in accordance with local customs. They should not touch or kiss the body and 
should clean their hands with soap and water or alcohol-based hand sanitizer after the 
viewing. 

3.3.1 Rationale 
This recommendation derives from the Clinical management and infection prevention and control 
for monkeypox: interim rapid response guidance (2022), which recommended the use of airborne 
precautions in addition to droplet and contact precautions. In line with changes to guidance in V1.0, 
this recommendation has been revised to remove the stipulation for airborne precautions. 

 

https://worldhealthorg.sharepoint.com/sites/WHEClinicalManagementandOperationsUnit/Shared%20Documents/2.%20Cross%20Cutting/2.4%20Guideline/Mpox/Mpox%20oSOC/Publication\../World%20Health%20Organization/WHE%20Clinical%20Management%20and%20Operations%20Unit%20-%20Documents/2.%20Cross%20Cutting/2.4%20Guideline/Mpox/Mpox%20oSOC/Publication/
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4 Organization of the care 
pathway 

 

4.1 Screening 

Screen for mpox using a locally adapted WHO case definition. 

General health care principle, May 2025. 

WHO mpox case definitions can be found here [120]. 

See WHO infographic: Mpox screening tool for health workers. A screening protocol can be 
implemented at the point of entry to health care (primary care clinics, sexual health clinics, 
emergency departments, infectious diseases clinics, genitourinary clinics, dermatology clinics, 
maternity and paediatrics clinics and others).  

4.2 Triage 
Triage refers to the sorting of patients by priority after screening, based on specific criteria (e.g. 
severity) and can be performed at any point of access to the health care system, including in both 
pre-health care and facility-based settings [121] and in hospital wards, during monitoring of patients. 

  

https://www.who.int/multi-media/details/mpox-screening-tool-for-health-workers-poster
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Use structured severity-based triage systems. 

General health care principle, February 2026. 

• WHO/International Committee of the Red Cross (ICRC) Interagency Integrated Triage Tool 
has been widely tested and adopted [122]. 

• Triage should be integrated with emergency action according to a structured ABCDE 
approach (see below). 

• The GDG emphasized that structured severity-based triage is critical in mpox care to rapidly 
identify patients with life-threatening conditions and prioritize them for urgent treatment. 
Tools such as the WHO/ICRC Interagency Integrated Triage Tool, combined with the ABCDE 
approach, have been widely validated in multiple contexts and improve both patient flow 
and outcomes. While not mpox-specific, applying these established systems ensures timely 
and equitable care across all levels of the health system. See WHO infographic: Mpox triage 
and clinical assessment for suspected and confirmed cases. 

4.3 Clinical assessment 
Timely identification of airway compromise, breathing difficulty, circulatory instability, altered 
mental status or exposure-related complications (e.g. secondary infection, burns) are critical to 
reduce morbidity and mortality. 

Clinical assessment should also evaluate for signs and symptoms of severe or complicated 
disease, and for risk factors for severe disease [123]. 

Risk factors for hospitalization and death were identified based on a systematic review from 
2024 [41]. HIV infection was significantly associated with death. See Annex 7 for details. 
Additionally, children and pregnant people are considered high risk for poor clinical outcomes, 
although small numbers in existing data series mean that the degree of increased risk is uncertain. 
These vulnerable groups should be prioritised when designing and delivering clinical services. 

  

https://www.who.int/multi-media/details/mpox-triage-and-clinical-assessment-for-suspected-and-confirmed-cases-poster
https://www.who.int/multi-media/details/mpox-triage-and-clinical-assessment-for-suspected-and-confirmed-cases-poster
https://app.magicapp.org/#/guideline/EvqB0n/section/nyxbmm
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Use a structured clinical approach to ensure emergency actions for life-threatening 

conditions. 

From: WHO Basic Emergency Care (BEC, 2018) [124], revalidated February 2026. 

• Adopt an Airway, Breathing, Circulation, Disability, Environment (ABCDE) approach. 
• ABCDE should be followed by a rapid history using the SAMPLE approach (Signs and 

Symptoms, Allergies, Medications, Past medical history, Last oral intake and Events). 
• See WHO infographic: Mpox triage and clinical assessment for suspected and confirmed 

cases. 
• A full set of vital signs (blood pressure, heart rate, respiratory rate, oxygen saturation) 

should be performed after the ABCDE approach. The ABCDE may need to be repeated at 
least every 15 minutes or with any change, depending on the patient's condition. 

• Rapid measurement of physiological parameters is required for assessment including: 
blood pressure, heart rate, respiratory rate, peripheral oxygen saturation, capillary refill 
time/assessment of circulatory sufficiency, conscious level, blood glucose, temperature. 

• The AVPU scale is a simplified assessment that can give you an indication of level of 
consciousness by assessing response to stimuli and is appropriate for use in adults and 
children. 

4.3.1 Rationale 
The GDG supported the adoption of this recommendation from the WHO BEC guidelines based on 
its widespread use, low resource requirements and critical role in early identification of life-
threatening conditions [124]. Mpox can present with diverse symptoms and may lead to rapid 
deterioration, particularly in vulnerable populations such as young children, pregnant women, and 
immunocompromised individuals. 

4.3.2 Evidence to decision considerations 
4.3.2.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

The ABCDE approach provides a structured, rapid and repeatable framework for early recognition 
and management of life-threatening conditions [124]. It supports clinical decision-making even in 
resource-limited settings and is adaptable for a wide range of emergency situations. There are no 
significant harms associated with using the ABCDE approach. Misapplication or poor training may 
lead to incomplete assessments.  

4.3.2.2 Evidence 

The approach is widely accepted and implemented in WHO emergency training packages, including 
the Basic Emergency Care (BEC) course and is supported by decades of use in emergency care for 
other conditions. This recommendation was adopted from the WHO BEC guidelines [124].  

4.3.2.3 Values and preferences 

No substantial variability expected 

https://www.who.int/publications/i/item/basic-emergency-care-approach-to-the-acutely-ill-and-injured
https://www.who.int/multi-media/details/mpox-triage-and-clinical-assessment-for-suspected-and-confirmed-cases-poster
https://www.who.int/multi-media/details/mpox-triage-and-clinical-assessment-for-suspected-and-confirmed-cases-poster
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The GDG judged that health workers and patients value timely recognition of deterioration and need 
to administer life-saving interventions. 

4.3.2.4 Resources and other considerations 

No important issues with the recommended alternative 

The ABCDE approach requires no special equipment and can be implemented by trained personnel 
across different cadres (e.g. doctors, nurses, paramedics). Training materials are already 
disseminated through the WHO BEC programme. 

4.3.2.5 Equity 

No important issues with the recommended alternative 

The use of standardized emergency approaches would reduce inequities by ensuring that all 
patients, regardless of setting, receive systematic assessment. This is especially important in rural 
or resource-poor facilities, where provider expertise may vary. 

4.3.2.6 Acceptability 

No important issues with the recommended alternative 

This recommendation would be highly acceptable to clinicians and patients as it aligns with 
established emergency medicine practice worldwide. 

4.3.2.7 Feasibility 

No important issues with the recommended alternative 

Feasibility is high, as the ABCDE and SAMPLE approaches can be applied across all levels of the 
health system. They are straightforward to teach, simple to apply, and require limited resources. 
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In patients with mpox, perform a clinical evaluation to ensure that complications of mpox 

disease are elicited, and where present treated. 

General health care principle, February 2026. 

• Ensure the following are considered: dehydration, superinfection of skin lesions, secondary 
bacterial infections, neurological or respiratory involvement. 

• See WHO infographic: Mpox lesions differential diagnosis. Specific clinical evaluation will 
depend on the presentation. For example: 

• Sepsis or septic shock: Identify and treat underlying causes such as bacterial skin infection, 
pneumonia or malaria. 

• Myocarditis: Assess with physical exam, ECG, cardiac enzymes and electrolytes, where 
available. 

4.3.3 Rationale 
The GDG emphasized that mpox can lead to a range of complications including dehydration, 
superinfection of skin lesions, secondary bacterial infections and neurological or respiratory 
involvement, which are strongly associated with morbidity and mortality. While evidence from 
controlled trials is lacking, observational data and clinical experience show that poor outcomes 
often arise when these complications are not recognized or treated early. Ensuring that every 
patient undergoes systematic clinical evaluation helps identify complications promptly, supports 
timely treatment, focuses attention on common high-risk complications, helps prioritize limited 
resources for patients in greatest need, and provides a consistent standard of care across all health 
system levels. 

  

https://www.who.int/multi-media/details/mpox-lesions-differential-diagnosis-poster
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WHO recommends all patients with mpox have their nutritional status assessed on 

admission and link to nutritional support or treatment of malnutrition as required. From: 

WHO guidelines on nutrition (2023) [125], revalidated February 2026. 

• Use mid-upper arm circumference (MUAC) as a minimum assessment [125], but this cannot 
be used for monitoring purposes. 

• Assessment of nutrition 
o Adults: history of reduced appetite or weight loss, body weight, height, calculation of 

body mass index (BMI), look for signs of malnutrition (e.g. muscle wasting, 
nutritional oedema etc.); a standardized tool can be used (e.g. Malnutrition 
Universal Screening Tool [126]). 

o Children: same as above plus mid-upper arm circumference (MUAC) (6–59 months). 
A nutrition specialist or trained clinician should evaluate children and those with 
severe malnutrition [127]. 

o Paediatric mpox patients diagnosed with severe acute malnutrition should be 
treated according to the national protocol on management of severe acute 
malnutrition, or WHO guidelines on nutrition [125][128]. 

4.3.4 Rationale 
The GDG noted that identification of nutritional status is a vital aspect of this initial assessment in 
order to ensure that children with severe wasting and/or nutritional oedema receive prompt and 
appropriate interventions. The GDG agreed with the WHO guideline on the prevention and 
management of wasting and nutritional oedema (acute malnutrition) in infants and children under 5 
years (2023) [125] which directs that “Infants and children must be triaged as soon as they enter a 
health facility or have contact with a health worker in order to ensure that those with emergency or 
danger signs receive immediate life-saving care and that all others receive appropriate care as per 
their clinical status and classification.” 

4.3.5 Evidence to decision considerations 
4.3.5.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

This recommendation was adopted from WHO guideline on the prevention and management of 
wasting and nutritional oedema (acute malnutrition) in infants and children under 5 years (2023). 
The GDG noted that this recommendation reflects WHO’s integrated management principles, 
including those from the Integrated Management of Childhood Illness (IMCI) [129] and Basic 
Emergency Care guidance [124]. Early identification of malnutrition can guide supportive care and 
prevent deterioration with timely interventions. Harms are anticipated to be negligible. 

4.3.5.2 Evidence 

This recommendation was adopted from: WHO guidelines on nutrition [125]. 

4.3.5.3 Values and preferences 

No substantial variability expected 

https://iris.who.int/server/api/core/bitstreams/b41ab0b2-8007-414c-843d-bedb4fabecbf/content
https://apps.who.int/iris/bitstream/handle/10665/95584/9789241506328_eng.pdf?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/95584/9789241506328_eng.pdf?sequence=1
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Providers and patients would value nutritional assessment as part of holistic care, and variability in 
preferences is likely to be minimal. 

4.3.5.4 Resources and other considerations 

No important issues with the recommended alternative 

Nutritional assessment requires simple tools such as weighing scales, MUAC tapes and access to 
therapeutic foods or nutritional counselling. While these resources are generally inexpensive, gaps 
in supply or trained staff may exist in some settings. 

4.3.5.5 Equity 

No important issues with the recommended alternative 

Routine assessment promotes equity by ensuring that vulnerable groups, such as children, 
pregnant women and immunosuppressed patients, are identified early and linked to support. 

4.3.5.6 Acceptability 

No important issues with the recommended alternative 

The recommendation is likely to be acceptable to both patients and providers. Nutritional screening 
is non-invasive, quick and familiar to clinicians working in infectious disease or maternal and child 
health contexts. 

4.3.5.7 Feasibility 

No important issues with the recommended alternative 

Feasibility is high, as assessment can be integrated into routine admission procedures. The main 
challenge is ensuring consistent access to therapeutic foods, micronutrients, and referral 
pathways. With proper supply chains and integration into existing nutrition programmes, 
implementation is straightforward in both inpatient and outpatient settings. 
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In patients with mpox, consult with senior staff and refer to specialists for specific high-

risk conditions. 

General health care principle, February 2026. 

• This principle applies in mpox to: 
o High-risk and vulnerable populations (such as pregnant women, neonates and 

infants). 
o People living with HIV or other immunosuppression. 
o Mpox-related eye disease (e.g. eye pain, redness, lesions) or other complications 

such as myocarditis. 
• Patients where initial treatment has been unsuccessful, or the patient is deteriorating, 

including but not limited to: 
o exfoliative dermatitis 
o severe infection. 

4.3.6 Rationale 
In applying this principle, the panel considered known at-risk groups based on systematic review of 
outcomes in mpox, or the potential for specialist care to provide specific additional assessment or 
treatment which cannot pragmatically be decentralized. This may require systems for transfer, 
telemedicine support, or regional referral networks. Ensuring referral for high-risk groups improves 
equity by prioritizing care for populations disproportionately affected by poor outcomes, such as 
pregnant women, neonates and immunocompromised patients. 
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Identify patients with any mpox-related risk factor and perform monitoring of vital signs 

and clinical status at a frequency dictated by the severity of illness and potential for 

deterioration. 

General health care principle, February 2026. 

• Risk factors in Annex 7 may be used to identify important predictors of poor outcome. 
• Signs to monitor are explained in Annex 7. 
• The GDG identified vulnerable groups who warranted more frequent assessment: age <5 

years; pregnancy; advanced HIV; immunosuppression; malnutrition. 

4.3.7 Rationale 
The GDG highlighted that certain group, including young children, pregnant women, people with 
advanced HIV or other immunosuppression and those with malnutrition, are at higher risk of severe 
disease and poor outcomes from mpox. Prioritizing high-risk groups helps reduce inequities by 
ensuring vulnerable populations are not overlooked in crowded or resource-limited facilities. 
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In patients with mpox and agitation or altered mental status, evaluate for underlying 

causes and act promptly. 

General health care principle, February 2026. 

• Evaluation includes an ABCDE approach and measurement of vital signs. 
• Complete a mental status and neurological examination. 
• Ensure pain assessment. 
• Test for and treat electrolyte imbalance. 

4.3.8 Rationale 
The GDG emphasized that agitation or altered mental status in mpox patients may signal serious 
underlying conditions such as hypoxia, hypoglycaemia, electrolyte imbalance, pain or neurological 
complications. Prompt evaluation using a structured ABCDE approach, vital signs, mental status 
and neurological examination, and targeted testing, enables timely diagnosis and intervention. 

4.4 Testing for mpox 
Please refer to WHO guidance on Diagnostic testing and testing strategies for mpox [130]. 

https://iris.who.int/bitstream/handle/10665/379547/B09166-eng.pdf
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5 Interpersonal and psychosocial 
support 

 

5.1 Mental health, and psychosocial support 

Promptly identify and assess anxiety and depressive symptoms in the context of mpox, 

and initiate basic psychosocial support strategies and first-line interventions for the 

management of new anxiety and depressive symptoms. 

From: Clinical management and infection prevention and control for monkeypox: Interim rapid 

response guidance (2022) [1], revalidated February 2026. 

• Patients with mpox should receive compassionate, respectful, people-centred care 
consistently, while ensuring appropriate and adequate protection of household members, 
visitors and health workers. 

• Ideally, a psychologist, social worker or nurse psychosocial provider fluent in the local 
language will be involved from the onset of the disease to counsel the patient on what will 
happen during any isolation. If this is not possible, then general nurses in the health centre 
should be trained and supervised to provide basic psychological support, using 
standardized resources. 

• For people who are experiencing symptoms of depression, brief psychological interventions 
based on the principles of cognitive behavioural therapy (CBT), problem management and 
relaxation training can be considered [131]. Consider using remote mental health support 
(i.e. telephone therapy) when access to regular services is disrupted. 

• If a person’s anxiety or depressive symptoms persist beyond recovery from mpox, then an 
underlying anxiety or depressive disorder may be suspected, and a mental health 
professional should be consulted, and these conditions should be managed appropriately. 
Refer to the mhGAP humanitarian intervention guide for mental, neurological and substance 
use disorders in non-specialized health settings [132][133]. 

• It is important to ask about thoughts or acts of self-harm, particularly during mpox, due to 
risk factors for self-harm and suicide, such as sense of isolation, loss of a loved one, job, or 
financial loss and hopelessness. Remove possible means of self-harm, activate 
psychosocial support, follow up with the person and consult a mental health professional 
as necessary. Refer to the mhGAP humanitarian intervention guide for mental, neurological 
and substance use disorders in non-specialized health settings [132][133]. 

• CBT with a trauma focus, eye movement desensitization and reprocessing or stress 
management should be considered for adults with post-traumatic stress disorder 
(PTSD) [132][134]. 

The WHO Psychological first aid: guide for field workers and Inter-Agency Standing Committee 
guidance on basic psychosocial skills [134][135] promote care according to the following principles: 

https://iris.who.int/server/api/core/bitstreams/c43ed629-865f-4c80-9141-d43d0728d7a5/content
https://iris.who.int/server/api/core/bitstreams/c43ed629-865f-4c80-9141-d43d0728d7a5/content
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• Provide non-intrusive, practical care and support. 
• Assess needs and concerns. 
• Help to address basic needs (food, water, information). 
• Listen to patients and families, but do not pressure them to talk. 
• Provide accurate information on the patient’s condition and treatment plan in easily 

understood and non-technical language, as lack of information can be a major source of 
stress. 

• Help people address urgent needs and concerns and help with decision-making as 
necessary. 

• Comfort patients and families while helping them feel calm. Inform them that the vast 
majority of mpox patients survive, so be sure to communicate to patients and their families 
that recovery is expected. 

• Help people connect to information, services and social supports. Information about mpox 
is important as it helps to dispel myths, share clear messages about healthy behaviour and 
improve understanding of the disease. 

• Encourage patients and caregivers to use evidence-based stress management and self-help 
tools such as the WHO stress management guide Problem management plus (PM+) [136]. 

• Following recovery, patients may suffer from lingering scars or disfigurement and 
psychological distress as a result. Psychological and social care should be included in the 
follow-up care plan and as part of a multidisciplinary team of care. 

5.1.1 Rationale 
The mpox outbreak can lead to significant mental and psychosocial effects, similarly as observed in 
COVID-19 and Ebola virus disease, [135][136][137], including: 

• Fear of the disease or death, loss of sense of meaning of life, or loss of faith. 
• Physical and social isolation from family or community. 
• Stigma associated with diagnosis and returning to the community. 
• Scarring and disability (e.g. blindness) associated with the disease. 
• Basic psychosocial support skills are essential for management of all patients and 

represent an integral part of care that should be provided for all. 
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5.2 Communication 

Initiate basic psychosocial support strategies before admission and maintain them 

throughout care. 

General health care principle, February 2026. 

• Before admission, explain clearly to the patient: 
o The purpose of isolation. 
o The nature of mpox illness and its treatments. 
o The layout and routines of the isolation facility. 
o Precautions that should be taken to prevent the disease from spreading. 

• During admission, regularly engage the patient in supportive conversation. Health workers 
should: 

o Check in daily and listen actively. 
o Answer any patient questions. 
o Allow expression of fear, distress or frustration, especially regarding isolation. 
o Promote safe visits and frequent contact with family or community. This may 

include telephone or video calls. Within the boundaries of patient autonomy and 
confidentiality, families should be updated on the patient’s condition and clinical 
progress. Simple approaches such as active listening, providing clear explanations 
and enabling family presence can be delivered without significant financial 
investment. More structured interventions, such as professional counselling or the 
inclusion of psychologists or social workers, would require greater resources. 
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Use psychosocial support strategies as the first-line interventions for management of sleep 

problems in the context of acute stress. 

From: Clinical management and infection prevention and control for monkeypox: Interim rapid 

response guidance (2022) [1]. 

• Sleep hygiene advice (including avoiding the use of psychostimulants such as caffeine, 
nicotine or alcohol) and stress management (including relaxation techniques and 
mindfulness practices) are effective in reducing sleep problems and may be offered. 
Psychological interventions based on the principles of CBT may also be considered. 

• For people who are hospitalized for mpox, additional causes of insomnia may include 
environmental factors (e.g. excessive light and noise at night), anxiety, persistent cough, 
delirium, agitation or pain. Identifying and promptly addressing underlying causes should be 
prioritized before using any pharmacological sleep aids. 

  

https://iris.who.int/server/api/core/bitstreams/c43ed629-865f-4c80-9141-d43d0728d7a5/content
https://iris.who.int/server/api/core/bitstreams/c43ed629-865f-4c80-9141-d43d0728d7a5/content
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Counsel patients with mild mpox about signs and symptoms of complications that should 

prompt them to urgently seek health care. 

General health care principle, February 2026. 

• Communication between the patient and trained health workers, should be established for 
the duration of the home-based care period. 

• Monitoring patients and caregivers in the home can be done by trained community workers 
or outreach teams by telephone, telemedicine or email initially on a daily basis (when 
possible) or as considered clinically necessary after initial assessments. The patient’s 
willingness to engage in medical assessments should also be considered. 

• Patients with mpox infection and their families should be counselled about the signs and 
symptoms of complications and how to recognize a deterioration in their health status that 
requires medical attention. For example, patients should be informed to contact their 
health worker immediately if their lesions get worse or increase in quantity, if they develop 
worsening pain, persistent fever, nausea or vomiting and decreased oral intake, visual 
symptoms, difficulty breathing or dizziness or confusion. 

• If a pregnant person has chosen to be cared for at home, counsel the person about 
maternal, fetal and newborn signs and to seek care if they develop worsening illness or 
danger signs. Self-care interventions should be encouraged. 

• Counsel about healthy behaviours including diet, physical activity, intake of micronutrients, 
tobacco alcohol and other substance use, per WHO recommendations on 
antenatal [138] and postnatal [139] care. 

• Link the person to employment, education, social services (including housing) and other 
relevant sectors. 

• For people requiring abortion services, consider alternative modes of service delivery, 
including self-management of medical abortion up to 12 weeks’ gestation, where there is 
access to accurate information and to a health care provider at any stage of the process, 
per the WHO Abortion care guideline [140]. 
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5.3 Sexual activity 

Advise patients to abstain from sex and close physical contact until ALL skin lesions from 

mpox have crusted, the scabs have fallen off and a fresh layer of skin has formed 

underneath. 

From: Clinical management and infection prevention and control for monkeypox: Interim rapid 

response guidance (2022) [1]. 

• For patients who are sexually active: among persons presenting with rash or skin lesions 
that are suspected to have mpox, co-infection with other STIs should also be considered. 
The patient should have the following assessment: 

o Thorough sexual history. 
o Full physical examination using appropriate IPC measures with special attention on 

examination for: lymphadenopathy; rash or skin lesions in oral mucosae, genitals, 
ano-genital region, and other parts of skin. 

o Testing should be performed for HIV, syphilis, genital HSV, and screening for STIs 
and managed per WHO Guidelines for the management of symptomatic sexually 
transmitted infections [141]; patients should be encouraged to use condoms 
consistently during sexual activity for prevention of HIV and other STIs but should be 
made aware that the use of condoms alone cannot offer protection against 
acquisition and transmission of diseases. 

• For persons living with HIV, particularly those with poorly controlled disease, who have 
mpox may be at greater risk for severe disease [36]. Data suggest they may be at risk for 
genital ulcers, secondary bacterial infection and prolonged duration of illness [38]. 

• If a person living with HIV is diagnosed with mpox, they should continue ART as before (see 
recommendation above of rapid initiation of ART in people with mpox and HIV who are ART 
naïve or have had a prolonged interruption of ART) [142]. People with lower CD4 counts are at 
greater risk of complications related to mpox so should be prioritized for starting ART [142]. 

• Should a person be diagnosed with both mpox and HIV at the same time, address the most 
urgent issues and treatment for mpox and consider drug-drug interactions.  

5.3.1 Rationale 
The GDG acknowledged that the risk of transmission from direct contact with infected skin or 
mucocutaneous lesions can amplify transmission, and thus abstaining from sexual activity during 
the infectious period would curtail transmission. As well, the potential for sexual transmission is 
unknown and subject to further research. 

Note: This recommendation is based on existing WHO recommendations from Clinical 
management and infection prevention and control for monkeypox: interim rapid response guidance 
(June 2022) [1]. 

  

https://iris.who.int/server/api/core/bitstreams/c43ed629-865f-4c80-9141-d43d0728d7a5/content
https://iris.who.int/server/api/core/bitstreams/c43ed629-865f-4c80-9141-d43d0728d7a5/content


Interpersonal and psychosocial support 

51 

Based on the precautionary principle, WHO suggests the use of condoms consistently 

during sexual activity (receptive and insertive oral/anal/vaginal) for 12 weeks after 

recovery to prevent the potential transmission of mpox. 

From: Clinical management and infection prevention and control for monkeypox: Interim rapid 

response guidance (2022) [1]. 

• As there are no available data about after recovery sexual mpox transmission, the 
precautionary principle is being applied for this public health intervention. As more 
information becomes available and our understanding related to transmission improves the 
guidance will be updated accordingly. 

5.3.2 Rationale 
Small case series have reported mpox virus DNA detection in bodily fluids after healing of skin 
lesions; this raises uncertainty about the persistence of mpox virus in bodily fluids such as semen, 
vaginal fluids, saliva and blood, and the risk of onward transmission. As this is an emergency 
guidance produced in a quickly evolving situation the precautionary principle is being applied for 
this public health intervention. As more information becomes available and our understanding 
related to transmission improves the guidance will be updated accordingly. 

 

https://iris.who.int/server/api/core/bitstreams/c43ed629-865f-4c80-9141-d43d0728d7a5/content
https://iris.who.int/server/api/core/bitstreams/c43ed629-865f-4c80-9141-d43d0728d7a5/content
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6 Skin 
 

6.1 Skin anatomy 
The skin is an active barrier between the external environment and 
internal organs. In mpox, it has a central role in transmission, treatment, 
prevention and control. In health, the skin protects against harmful insults and microorganisms. 
However, when the protection is compromised, the risk of infection increases significantly, both 
locally in the skin, and in the rest of the body. 

Structurally, the skin is composed of three layers: 

• epidermis (outermost layer) 
• dermis 
• subcutaneous tissue (deepest layer). 

Mpox infection primarily affects the epidermis and, in some cases, the dermis. Complications such 
as cellulitis and abscesses can extend deeper. Infected skin cells undergo necrosis (cell death) and 
are gradually replaced by new cells over an average period of 2 to 4 weeks [43][143]. This timeline 
aligns with typical skin’s natural regeneration cycle of 28 days. 

6.2 Terminology in this guideline 
• "Simple lesions": Typical mpox skin eruptions which progress through three phases: 1) pre-

eruptive, before visible skin lesions appear; 2) eruptive, when lesions become visible; 
3) convalescent, when the skin begins to heal. During the eruptive phase, lesions often 
begin as primary lesions, such as macules, papules, vesicles, blisters, pustules, 
pseudopustules or nodules [144][145]. 

• “Complex lesions” evolve from simple lesions due to secondary changes such as bacterial 
super-infection, scratching, manipulation, or detrimental effects of topically applied 
substances. These complex lesions can present as ulcers, abscesses, cellulitis, or others 
which extend deeper into the skin. 

• “Broken skin” has compromised integrity due to, for example, cuts, abrasions, or co-morbid 
or pre-existing skin conditions. As noted, this weakens the defensive barrier and increases 
the chance of infection. 

Lesions that are open, oozing fluid or covered with crusts carry a high risk of spreading the virus 
through direct contact. 
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6.3 Skin care (non-complex lesions) 

WHO suggests against routinely covering mpox skin lesions. 

Conditional recommendation, very low certainty of evidence, February 2026. 

• This recommendation applies only when the patient is isolated. In order to be compliant 
with IPC recommendations, lesions should be covered to prevent transmission when not 
isolating. 

• Patients should avoid scratching the skin. 
• Keep skin lesions clean and dry to prevent bacterial infection. 

• The WHO quick reference poster on mpox related skin care can be used to support 
management. 

6.3.1 Oozing lesions 
Lesions that are actively oozing require frequent cleaning, using clean water in community settings 
or normal saline in clinical settings. After cleaning, cover as needed based on the lesion’s size, 
location and condition. Absorbent dressings may be used to manage exudate, with regular changes 
to maintain hygiene. 

6.3.2 Healing and scab management 
As lesions begin to heal and form scabs, it is important not to pick or peel them. Daily gentle 
cleaning is generally sufficient unless complications arise. If necrotic tissue (dead skin) is present, 
surgical debridement by a plastic surgeon may be required to promote healthy healing. 

6.3.3 Preventing long-term skin damage 
Healing skin should not be scratched or exposed to harmful substances, as this may result in poor 
cosmetic outcomes. Manipulated or poorly managed lesions often lead to: 

Permanent scarring. 

Hyperpigmentation (dark spots) or hypopigmentation (light spots). 

Surface distortion or, in severe cases, contractures (tightening of the skin). 

6.3.4 Rationale 
This recommendation informed by expert consensus reflects the plausible lack of clinical benefit, 
potential harms (e.g., delayed healing, discomfort, secondary infection), and resource implications. 
Covering may be appropriate in specific situations which can be assessed on a case-to-case basis. 
It is recognised that recommendations for infection prevention and control may promote covering 
of skin in some circumstances (see isolation recommendation). 

6.3.5 Evidence to decision considerations 
6.3.5.1 Benefits and harms 

Important harms 

https://app.magicapp.org/#/guideline/10286/section/233639
https://cdn.who.int/media/docs/default-source/health-care-readiness/mpox-posters/care-of-skin-lesions-in-mpox-infection_poster.pdf
https://app.magicapp.org/#/guideline/EvqB0n/rec/jN24vW
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The GDG considered that routine covering of skin lesions offers no added benefit in most cases and 
may, in fact, pose harms. Occlusion may increase pain, maceration, secondary bacterial infection 
and delayed healing. Some experts noted that covering may be beneficial in limited circumstances 
(e.g. extensive oozing or high-contact scenarios), but these would be case-specific. 

6.3.5.2 Evidence 

Very low 

This recommendation was informed by clinical experience, expert opinion and extrapolation from 
wound care in other viral dermatologic conditions. No comparative studies were identified to 
support routine covering. However, the absence of benefit and possible harms informed the 
recommendation. 

6.3.5.3 Values and preferences 

No substantial variability expected 

The GDG judged that most patients and health care workers prefer minimal intervention when there 
is no added benefit, especially if dressing is painful or difficult to maintain. 

6.3.5.4 Resources and other considerations 

Important negative issues 

Routine dressing of all lesions would require substantial consumables, nursing time, and may 
strain health systems during outbreaks. A selective, symptom-based approach to dressing is more 
resource-efficient and patient-centred, allowing for targeted use when clinically indicated. 

6.3.5.5 Equity 

No important issues with the recommended alternative 

The GDG assessed that in settings with limited access to dressings, a routine covering 
recommendation could worsen inequities by raising expectations for resources that cannot be met. 
A more targeted approach ensures equity by reserving dressings for patients with the highest need. 

6.3.5.6 Acceptability 

No important issues with the recommended alternative 

The recommendation is acceptable to most providers, as it aligns with simple, low-burden care 
practices. 

6.3.5.7 Feasibility 

No important issues with the recommended alternative 

Implementation is feasible in both home-based care and facility settings. 
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WHO suggests the use of soap and clean, filtered water or normal saline rather than 

antiseptic agents for the routine cleaning of mpox skin lesions where the skin is intact. 

Conditional recommendation, very low certainty of evidence, February 2026. 

6.3.6 Rationale 
The GDG recommended soap and clean, filtered water or normal saline over antiseptics for routine 
cleaning of intact mpox skin lesions keeping in view the balance of potential harms and benefits, 
values and preferences, and resource implications. Antiseptics may be irritating to intact skin, and 
evidence is lacking of additional benefit over gentle cleaning with soap and water [146]. This 
recommendation promotes safe, low-cost, and patient-acceptable practices, especially in 
community settings and low-resource environments.  

6.3.7 Evidence to decision considerations 
6.3.7.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

The GDG assessed that gentle cleansing with soap and water or normal saline supports hygiene 
and may prevent secondary infection without harming intact skin. In contrast, routine use of 
antiseptic agents (e.g. chlorhexidine, povidone-iodine) on intact lesions may cause skin irritation, 
discomfort, delayed healing, and potential systemic absorption. There is no demonstrated 
additional benefit of antiseptics in this context, and possible harms make them less suitable for 
routine use. 

6.3.7.2 Evidence 

Very low 

There are no direct comparative trials in mpox and this recommendation is informed by expert 
consensus. The GDG considered biological plausibility and practical experience. 

6.3.7.3 Values and preferences 

No substantial variability expected 

Patients and caregivers generally prefer simple, low-cost and non-irritating methods for lesion care. 
Health care providers also value ease of implementation and safety in home and low-resource 
settings. 

6.3.7.4 Resources and other considerations 

No important issues with the recommended alternative 

Soap and clean water or saline are more widely available, less expensive and easier to implement in 
most settings compared with antiseptic agents. 

6.3.7.5 Equity 

No important issues with the recommended alternative 

The GDG assessed that this approach would improve equity by recommending materials that are 
almost universally accessible, including in low-resource and community settings. 
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6.3.7.6 Acceptability 

No important issues with the recommended alternative 

The recommendation is likely acceptable to most patients and caregivers, as it aligns with basic 
hygiene practices. 

6.3.7.7 Feasibility 

No important issues with the recommended alternative 

Implementation is highly feasible in both home-based care and facility care settings, as the 
required resources are simple and already integrated into routine hygiene practices. 
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WHO suggests the use of soap and clean, filtered water or normal saline rather than 

antiseptic agents for the routine cleaning of mpox skin lesions where the skin is broken 

and there is no bacterial infection. 

Conditional recommendation, very low certainty of evidence, February 2026. 

• The use of antiseptic agents for routine cleaning might be considered depending on the site 
and type of lesion. Choice of cleaning agent will depend on a number of factors, and 
antiseptic agents might be considered for: 

o Genital and anal lesions. 
o Intertriginous areas. 
o Risk factors for infection as judged by the assessing health care provider. 

6.3.8 Rationale 
While no comparative trials exist evaluating different cleansing agents in mpox-related lesions, the 
GDG assessed that gentle cleansing with soap and water or saline is generally sufficient for 
maintaining lesion hygiene and preventing infection in uncomplicated, non-infected skin breaks. 
This approach is low-cost, widely available and safe, with minimal risk of local irritation or systemic 
harm. Indirect evidence was provided from pre-operative care and burns patients [146][147]. 

However, the group recognized clinical scenarios where the use of antiseptic agents might be 
appropriate, such as: 

• Genital or anal lesions, where contamination risk is higher. 
• Intertriginous areas, where moisture and friction predispose to secondary infection. 
• Patients with elevated risk of bacterial infection, including those with poor hygiene, 

immunosuppression, or visible signs of evolving infection. 
• The choice of cleaning agent should therefore be individualized, depending on lesion type, 

location, patient comorbidities and health care provider judgement. 

6.3.9 Evidence to decision considerations 
6.3.9.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

Where there is no bacterial infection, cleaning broken skin lesions with soap and water or saline 
may help prevent secondary bacterial infection and support healing. Antiseptic agents in this 
context have the potential to cause pain and skin irritation with no proven additional benefit. 

6.3.9.2 Evidence 

Very low 

There are no direct comparative trials in mpox and this recommendation is informed by expert 
consensus. The GDG considered biological plausibility and practical experience. 

6.3.9.3 Values and preferences 

No substantial variability expected 
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The panel judged that both patients and providers prefer safe, simple, and tolerable methods for 
wound care. 

6.3.9.4 Resources and other considerations 

No important issues with the recommended alternative 

Soap and clean water or saline are accessible, low-cost and sustainable options in most settings, 
making this recommendation particularly relevant for home-based care and resource-limited 
environments. 

6.3.9.5 Equity 

No important issues with the recommended alternative 

The GDG assessed that this approach would improve equity by recommending materials that are 
almost universally accessible, including in low-resource and community settings. 

6.3.9.6 Acceptability 

No important issues with the recommended alternative 

The recommendation is likely acceptable to most patients and caregivers, as it aligns with basic 
hygiene practices. 

6.3.9.7 Feasibility 

No important issues with the recommended alternative 

Implementation is highly feasible in both home-based care and facility care settings, as the 
required resources are simple and already integrated into routine hygiene practices. 
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WHO suggests against the routine use of topical antibiotics in patients with mpox and 

extensive skin lesions or exfoliation, and in the absence of clinical secondary bacterial 

infections. 

Conditional recommendation, very low certainty of evidence, February 2026. 

6.3.10 Rationale 
The GDG issued a conditional recommendation against the routine use of topical antibiotics in 
patients with mpox and extensive skin lesions or exfoliation, in the absence of signs of secondary 
bacterial infection, based on a lack of direct supporting evidence, plausible potential for harm and 
considerations of antimicrobial stewardship. 

There are no controlled studies evaluating the routine use of topical antibiotics in mpox-related skin 
lesions. Extrapolations from other dermatological conditions suggest that indiscriminate topical 
antibiotic use does not meaningfully prevent infection and may lead to adverse skin reactions, local 
irritation and contact dermatitis. 

The GDG noted that good hygiene practices, such as cleansing with soap and clean water or saline, 
are likely sufficient for routine lesion care when the skin barrier is intact or non-infected, and may 
be safer, more sustainable and acceptable to patients. In settings where patients have poor 
hygiene, live in remote areas, or may have already self-medicated with unknown topical 
substances, clinical judgement remains essential. 

6.3.11 Evidence to decision considerations 
6.3.11.1 Benefits and harms 

There is no direct evidence on the clinical benefit or harm of routine topical antibiotics in the 
absence of clear signs of secondary bacterial infection in patients with mpox. The GDG assessed 
that routine application may offer minimal marginal benefit in preventing infection, especially when 
good hygiene and appropriate lesion care are practised. However, harms such as local allergic 
reactions, contact dermatitis and promotion of antimicrobial resistance, particularly in the context 
of widespread and unsupervised use, are plausible and have been documented with similar skin 
conditions. Therefore, the balance of benefits and harms does not favour routine use in 
uncomplicated cases. 

6.3.11.2 Evidence 

Very low 

6.3.11.3 Values and preferences 

We expect few to want the intervention 

The GDG assessed that when informed about the uncertain benefit and possible risks, many 
patients may prefer to avoid unnecessary medication. 

6.3.11.4 Resources and other considerations 

No important issues with the recommended alternative 

Routine use would be costly and unsustainable, particularly over large surface areas. 
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6.3.11.5 Equity 

No important issues with the recommended alternative 

The GDG noted that the recommendation would promote practices feasible in low-resource and 
home-based care settings and would prevent inequity from recommending supplies many cannot 
access. 

6.3.11.6 Acceptability 

No important issues with the recommended alternative 

The GDG assessed that the recommendation would be acceptable to most patients and care 
providers. Clear communication on the lack of benefit and potential harms could improve 
acceptability and trust in the guidance. 

6.3.11.7 Feasibility 

No important issues with the recommended alternative 

No concerns for feasibility as the recommendation relies on hygiene measures already available 
and reduces workload from dressing/medication routines. 

 

 

  



Skin 

61 

WHO suggests against the routine use of systemic antibiotics in patients with mpox and 

extensive skin lesions or exfoliation, and in the absence of clinical secondary bacterial 

infection. 

Conditional recommendation, very low certainty of evidence, February 2026. 

• Patients who are immunosuppressed, such as those with advanced HIV infection, may be at 
higher risk for bacterial superinfection, and clinicians may opt for antibiotics in such cases, 
even in the absence of clear signs of infection. This underscores the need for clinical 
judgement and flexibility in implementation of this recommendation. 

• Practical steps should be enacted to improve outcomes in these patients: 
• Ensure adequate hydration and nutrition, as patients with heavy rash burden may develop 

exfoliation (in severe cases similar to partial thickness burns), which can be significant 
leading to dehydration and protein loss. Estimate percentage skin affected and consider 
treatment like burns. 

• Bedside or surgical debridement should be done as required, and skin grafting may be used 
in very severe cases. 

6.3.12 Rationale 
Prophylactic use of antibiotics can increase the risk of emergence and transmission of multidrug-
resistant (MDR) bacteria and places individuals at risk of possible side-effects of antibiotics, such 
as Clostridium difficile associated diarrhoea. Infections with MDR bacteria are more difficult to 
treat, and associated with increased morbidity and mortality [148]. 

6.3.13 Evidence to decision considerations 
6.3.13.1 Benefits and harms 

There is no direct evidence on the clinical benefit or harm of routine systemic antibiotics in the 
absence of clear signs of secondary bacterial infection in patients with mpox. We are very uncertain 
about the balance of benefits and harms. 

6.3.13.2 Evidence 

Very low 

The overall certainty of evidence was very low across all critical outcomes. 

6.3.13.3 Values and preferences 

We expect few to want the intervention 

Overall, the GDG judged that most patients would prefer to avoid antibiotics if explained that 
benefits are uncertain and harms possible. 

6.3.13.4 Resources and other considerations 

Important negative issues 
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Routine systemic antibiotics are costly and not feasible in outbreaks or low-resource settings if 
used widely.  

6.3.13.5 Equity 

The GDG assessed that a conditional recommendation against routine use promotes equitable 
care, emphasizing hygiene, supportive care and targeted treatment when infection is confirmed. 

6.3.13.6 Acceptability 

No important issues with the recommended alternative 

6.3.13.7 Feasibility 

No important issues with the recommended alternative 

Feasible across health systems as recommendation avoids strain on supply chains, reduces 
unnecessary prescribing and simplifies case management. 
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6.4 Complex lesions, abscess and bacterial skin infection 

WHO suggests to use routine systemic antibiotics for patients with mpox who have 

undergone surgical drainage of skin abscess. 

Conditional recommendation, low certainty evidence, February 2026. 

• Patients with bacterial superinfection of mpox rashes may develop an abscess (the 
collection of pus within the dermis or subcutaneous tissue), most commonly due to skin 
bacteria including Streptococcus spp. and Staphylococcus spp. [149]. An abscess may 
appear as a painful, red, shiny nodule with or without fluctuance. This may be associated 
with surrounding cellulitis, worsening pain at the site of infection and fever. Treatment of an 
abscess is incision and drainage done by sterile aseptic technique by a qualified health 
worker using appropriate IPC measures. Depending on the location in the body (e.g. 
adjacent to major blood vessels), size and complexity of the abscess, the incision and 
drainage may need to be performed in the operating theatre. Where possible, abscess fluid 
should be aspirated and sent for microbiology and culture to guide antimicrobial 
therapy [149]. 

6.4.1 Rationale 
This conditional recommendation is informed by a systematic review of randomized trials 
evaluating the effectiveness of systemic antibiotics following abscess drainage [150]. While the 
evidence is indirect (derived from non-mpox populations) the GDG judged it to be relevant and 
applicable to patients with mpox who present with skin abscesses. 

The use of systemic antibiotics following surgical drainage may reduce recurrence, pain, 
hospitalization and the need for additional procedures, although the certainty of evidence for these 
outcomes is low. The impact on treatment failure is very uncertain (very low certainty). The risk of 
adverse events is probably increased, but considered acceptable given the potential benefits. The 
GDG also considered the potential contribution to AMR. 

Given that abscesses in mpox may be more frequent or complicated in immunocompromised 
individuals, the GDG judged that most patients would value reduced recurrence and complications, 
even in the face of modest side-effects. On balance, the benefits of routine antibiotic use were 
judged to outweigh the harms in most cases, particularly where follow-up is uncertain or where 
access to re-intervention is limited. 

6.4.2 Evidence to decision considerations 
6.4.2.1 Benefits and harms 

Small net benefit, or little difference between the alternatives 

Systemic antibiotics may reduce recurrence, hospitalizations and pain within 3 days, and the need 
for additional surgical procedures following abscess drainage. 

However, adverse events are probably increased and there is also potential contribution to 
antimicrobial resistance (AMR).  
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6.4.2.2 Evidence 

The overall certainty across all critical outcomes was low. 

6.4.2.3 Values and preferences 

No substantial variability expected 

The GDG judged that patients are likely to value reduced recurrence, pain and hospital visits, even if 
it comes with a small risk of side-effects. 

6.4.2.4 Resources and other considerations 

No important issues with the recommended alternative 

Systemic antibiotics are generally available. To ensure appropriate use, the choice of regimen 
should be guided by local antimicrobial resistance patterns. 

6.4.2.5 Equity 

No important issues with the recommended alternative 

The GDG noted that in populations with limited access to repeat care or surgical facilities, the 
benefit of reducing recurrence is greater, so this prevents inequities linked to repeated procedures. 

6.4.2.6 Feasibility 

No important issues with the recommended alternative 

Implementation is feasible in most settings. However, concerns about overuse and resistance were 
noted, especially if antibiotics are prescribed broadly without clinical judgement. The GDG 
emphasized routine does not mean universal and clinical discretion remains key. Consideration 
should be given to local resistance patterns, as benefits are likely driven by methicillin-resistant 
Staphylococcus aureus (MRSA) active antibiotics. Appropriate antibiotic stewardship and patient 
follow-up are important to monitor for adverse events and prevent misuse. 
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In patients with mpox and mild uncomplicated bacterial skin infection, treat with 

amoxicillin and clavulanic acid, or cefalexin, or cloxacillin administered orally. 

From: The WHO AWaRe (Access, Watch, Reserve) antibiotic book (2022) [149], revalidated February 

2026. 

• Intravenous administration is appropriate if the oral route is not possible due to the patient's 
clinical condition. 

• Contextual factors, including local antibiograms, national AMR stewardship policies and 
patient risk profiles are highly important. 

• Skin lesions in mpox may demonstrate mild erythema (redness) and/or skin 
hyperpigmentation due to inflammation in the absence of infection. This does not need to 
be treated with antimicrobial therapy. The decision to initiate antimicrobial therapy should 
be based on individual clinical assessment and local antimicrobial resistance patterns, and 
dosing recommendations in Table 6-1 [149]. If the patient does not improve clinically or the 
infection continues to spread, reassess the patient and reconsider the antibiotic regimen. 

Table 6-1. Antibiotic dosing recommendations 

  Amoxycillin-clavulanic acid Cefalexin Cloxacillin 

ADULTS 500–125 mg orally every 8 hours 500 mg orally every 8 
hours 

500 mg orally every 8 hours 

CHILDREN       

Weight 0–50 mg/kg of amoxicillin component 
every 12 hours OR 
30 mg/kg 
every 8 hours orally 

25 mg/kg 
every 12 hours 
orally 

Neonates: 25–50 mg/kg 
twice daily; 
Children: 25 mg/kg 
every 6 hours 

3 < 6 kg 250 mg of amoxicillin 
twice daily 

125 mg 
every 12 hours 

125 mg 
every 6 hours 

6 < 10 kg 375 mg of amoxicillin 
twice daily 

250 mg 
every 12 hours 

250 mg 
every 6 hours 

10 < 15 kg 500 mg of amoxicillin 
twice daily 

375 mg every 12 hours 250 mg 
every 6 hours 

15 < 20 kg 750 mg of amoxicillin 
twice daily 

500 mg 
every 12 hours 

500 mg 
every 6 hours 

20 < 30 kg 1000 mg of amoxicillin 
twice daily 

625 mg 
every 12 hours 

750 mg 
every 6 hours 

> 30 kg   Use adult dose Use adult dose Use adult dose 

In the case of penicillin or beta-lactam allergy, use clindamycin or trimethoprim-sulfamethoxazole. 
Adults: If concern for community acquired MRSA consider one of: clindamycin (600 mg orally every 
8 hours); trimethoprim-sulfamethoxazole (800–160 mg orally every 12 hours); doxycycline (100 mg 
orally every 12 hours). Children: If concern for community-acquired MRSA consider clindamycin: 
neonates 5 mg/kg/dose every 8 hours; children 10 mg/kg/dose every 8 hours. 

6.4.3 Rationale 
This conditional recommendation, adopted from the WHO AWaRe (Access, Watch, Reserve) 
antibiotic guidance, supports the use of oral co-amoxiclav, cefalexin or cloxacillin for the treatment 

https://iris.who.int/server/api/core/bitstreams/61517f8b-3a34-413c-ae36-67a059ebe485/content
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of mild uncomplicated skin infections [149]. These antibiotics are categorized as “Access” 
antibiotics within the WHO Essential Medicines List and are considered effective, safe and 
appropriate for first-line use in non-severe infections [151]. 

The GDG considered this recommendation applicable to mpox-related secondary skin infections 
that are localized and not associated with systemic signs of infection. The selected antibiotics offer 
good coverage for common skin pathogens (such as Staphylococcus aureus and Streptococcus 
pyogenes) and have favourable safety profiles. The use of oral therapy supports outpatient care and 
avoids unnecessary escalation to broader-spectrum or injectable antibiotics. 

Although the recommendation is supported by long-standing clinical experience and global 
guidance, the GDG emphasized the importance of contextual factors, including local antibiograms, 
national AMR stewardship policies, and patient risk profiles. For patients with signs of systemic 
illness or sepsis, or in regions with high resistance to first-line agents, alternative or broader-
spectrum antibiotics may be required. 

The recommendation promotes antimicrobial stewardship by reinforcing the use of narrow-
spectrum agents when appropriate, while maintaining flexibility to adapt based on national 
guidelines and clinical judgement. 

6.4.4 Evidence to decision considerations 
6.4.4.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

Oral co-amoxiclav, cefalexin and cloxacillin are well-established, first-line options for mild 
uncomplicated skin infections and are effective against the most common causative 
pathogens [149]. Overall, the benefits of appropriately targeted treatment were judged by the GDG to 
outweigh the adverse effects with these drugs in patients with mild uncomplicated infections. 

6.4.4.2 Evidence 

This recommendation was adopted from a non-GRADE based WHO guideline [149]. 

6.4.4.3 Values and preferences 

No substantial variability expected 

The GDG inferred that patients value treatment that avoids complications or progression. Providers 
would value the potential benefit of interventions over the potential adverse events. GDG also noted 
this aligns with AMR stewardship and national guidelines. Preference may vary in settings with high 
resistance. 

6.4.4.4 Resources and other considerations 

No important issues with the recommended alternative 

The recommended antibiotics are inexpensive, widely available and listed in the WHO Essential 
Medicines List. 

6.4.4.5 Equity 

No important issues with the recommended alternative 
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Adopting simple, affordable oral antibiotics for uncomplicated skin infections promotes equity, as 
these medicines are generally accessible even in low-resource settings. 

6.4.4.6 Acceptability 

No important issues with the recommended alternative 

The intervention is expected to be highly acceptable to both providers and patients. It aligns with 
established WHO recommendations, existing clinical practice and patient expectations for 
effective treatment of skin infections. The use of oral formulations further enhances acceptability. 

6.4.4.7 Feasibility 

No important issues with the recommended alternative 

Oral antibiotics can be administered in outpatient or community settings with minimal 
infrastructure. Clinical guidelines, job aids and training already incorporate these agents, making 
uptake feasible across health systems. 

  



WHO guidelines for clinical management of mpox 

68 

In patients with mpox and bacterial skin infection which is severe (rapidly spreading, 

associated with marked swelling or with signs of systemic involvement or sepsis), treat 

with intravenous antibiotics. 

From: The WHO AWaRe (Access, Watch, Reserve) antibiotic book (2022) [149], revalidated February 

2026. 

• The GDG emphasized the importance of contextual factors, including local antibiograms, 
national antimicrobial resistance stewardship policies and patient risk profiles. 

• De-escalation to oral therapy is recommended once clinical improvement is observed. 
• Treatment should be guided by national antibiotic protocols, and regimens are therefore not 

listed here. Secondary bacterial infection of mpox skin lesions should be monitored closely. 
A swab of a superficial skin infection is unlikely to be helpful unless the patient has had a 
prolonged hospitalization and there is concern for an organism with multidrug resistance 
(MDR). Signs of bacterial infection include erythema, induration, warmth, worsening pain, a 
purulent drainage, malodorous discharge or recurrence of fever. In selected cases based on 
individual risk factors, known colonization and local prevalence, consider the possibility of 
community-acquired methicillin-resistant Staphylococcus aureus (MRSA). 

6.4.5 Rationale 
This conditional recommendation is adopted from the WHO AWaRe antibiotic guidance and 
reflects the standard approach to managing severe uncomplicated skin infections, such as 
cellulitis or erysipelas with systemic symptoms, where oral therapy may be insufficient. In patients 
with mpox, extensive skin involvement or secondary bacterial infection can progress rapidly, 
especially in high-risk groups (e.g. immunocompromised individuals, young children, or those with 
poor access to follow-up care) [149]. 

The GDG judged that intravenous antibiotics are appropriate for patients presenting with severe 
local symptoms (e.g. rapid spread, marked swelling or erythema), signs of systemic involvement 
(e.g. fever, tachycardia), or those who are unable to tolerate oral medication. Although direct 
evidence in mpox is lacking, this recommendation is supported by long-standing clinical practice 
and global guidance for similar bacterial skin and soft tissue infections. 

The GDG emphasized that treatment should be guided by national antibiotic protocols and 
antibiograms, and that early de-escalation to oral therapy is encouraged once clinical improvement 
is observed. 

This recommendation balances the need for effective treatment of potentially serious infections 
with the principles of antimicrobial stewardship and appropriate resource use. 

6.4.6 Evidence to decision considerations 
6.4.6.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

The GDG judged that intravenous antibiotics provide important benefits over oral antibiotics for 
patients with mpox and severe uncomplicated skin infection. 

https://iris.who.int/server/api/core/bitstreams/61517f8b-3a34-413c-ae36-67a059ebe485/content
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6.4.6.2 Evidence 

This recommendation was adopted from a non-GRADE based WHO guideline [149]. 

6.4.6.3 Values and preferences 

No substantial variability expected 

The GDG judged that most patients and providers would value effective and rapid treatment to 
reduce symptoms and avoid complications. There may be concerns about discomfort or hospital-
based treatment, but these are likely outweighed by perceived benefit in more severe 
presentations. 

6.4.6.4 Resources and other considerations 

No important issues with the recommended alternative 

Intravenous therapy requires hospital admission or close clinical supervision of ambulatory 
therapy, which may not be feasible in all settings. However, in severe cases, this level of care is 
often already indicated. Drug costs and delivery systems vary, but intravenous antibiotics are 
generally available and affordable. Stewardship considerations remain important, with early 
transition to oral therapy recommended when clinically appropriate. 

6.4.6.5 Equity 

No important issues with the recommended alternative 

Providing intravenous antibiotics in severe cases promotes equity by ensuring patients at highest 
risk receive life-saving treatment. However, inequities may persist where inpatient care or 
intravenous formulations are not accessible. Strengthening referral systems and supply chains is 
critical to avoid gaps in care between well-resourced and remote settings. 

6.4.6.6 Acceptability 

No important issues with the recommended alternative 

The intervention is highly acceptable to clinicians, as it aligns with established global practice in 
treating severe skin infections. Patients are also likely to view hospital-based intravenous therapy 
as an appropriate response to severe illness, especially when it leads to clear clinical improvement 
and transition to oral treatment as recovery occurs. 

6.4.6.7 Feasibility 

No important issues with the recommended alternative 

Implementation is feasible in secondary and tertiary facilities where intravenous capacity and 
antibiotics are available. 
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In patients with mpox, treat pyomyositis with amoxicillin and clavulanic acid, or cefalexin, 

or cloxacillin. 

From: The WHO AWaRe (Access, Watch, Reserve) antibiotic book (2022) [149], revalidated February 

2026. 

• Alternative regimens may be chosen according to the clinical assessment. 
• The choice of oral or intravenous administration of antibiotics relies on careful clinical 

assessment of disease severity and other patient factors. 

6.4.7 Rationale 
This recommendation is adapted from the WHO AWaRe antibiotic guidance, which includes 
amoxicillin and clavulanic acid, cefalexin, and cloxacillin as appropriate treatments for early stage 
pyomyositis. In patients with mpox, skin and soft tissue infections, including deep infections such 
as pyomyositis, may occur due to extensive skin breakdown, immunosuppression or delayed 
care [149]. 

Although no studies have evaluated antibiotic treatment of pyomyositis specifically in the context of 
mpox, the GDG assessed that these antibiotics provide effective coverage against typical 
pathogens, including Staphylococcus aureus, with a favourable safety and access profile. Use of 
these agents is consistent with WHO’s Access antibiotic category, promoting antimicrobial 
stewardship and equity. 

6.4.8 Evidence to decision considerations 
6.4.8.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

The GDG judged that antibiotics such as amoxicillin and clavulanic acid, cefalexin, and cloxacillin 
are effective first-line therapies for pyomyositis, targeting the most common pathogens 
(Staphylococcus aureus and Streptococcus species). Their use is expected to reduce morbidity and 
prevent progression to systemic infection or sepsis. The potential harms are those associated with 
any systemic antibiotic therapy, including allergic reactions, gastrointestinal adverse effects, and, 
at a population level, contribution to antimicrobial resistance. 

6.4.8.2 Evidence 

The recommendation was adopted from a non-GRADE based WHO guideline [149]. 

6.4.8.3 Values and preferences 

No substantial variability expected 

The GDG judged that patients would place high value on preventing the progression to abscess or 
systemic illness and avoiding hospitalization or surgical drainage. 

6.4.8.4 Resources and other considerations 

No important issues with the recommended alternative 

https://iris.who.int/server/api/core/bitstreams/61517f8b-3a34-413c-ae36-67a059ebe485/content
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These antibiotics are generally available, low cost and included in most national essential 
medicines lists. Their classification as WHO "Access" antibiotics supports rational use and 
alignment with AMR stewardship goals. Local antibiograms should guide final drug selection. 

6.4.8.5 Equity 

No important issues with the recommended alternative 

The use of affordable, first-line oral and parenteral antibiotics promotes equity by ensuring that 
effective treatment is accessible in low-resource settings. 

6.4.8.6 Acceptability 

No important issues with the recommended alternative 

This recommendation is acceptable to both providers and patients, as it reflects established 
clinical practice and aligns with WHO AWaRe guidelines [149]. 

6.4.8.7 Feasibility 

No important issues with the recommended alternative 

The recommendation is highly feasible to implement across most health care systems. It requires 
no specialized infrastructure beyond diagnostic capacity to identify pyomyositis and access to 
basic antibiotics. 
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In patients with mpox, treat necrotising soft tissue infection immediately by surgical 

debridement followed by antibiotics. 

From: The WHO AWaRe (Access, Watch, Reserve) antibiotic book (2022) [149], revalidated February 

2026. 

• Consider resistance patterns. 
• Necrotizing soft tissue infection is life-threatening, affecting the deep soft tissue and 

muscle fascia and causing necrosis, tissue destruction and systemic effects in the 
cardiovascular system and other organs. Suggestive features include oedema, crepitus, 
malodorous discharge or pain out of proportion to appearance of infection. Though can be 
caused by MPVX, consider bacterial pathogens as well. Suggested antibiotics are 
piperacillin-tazobactam (adults: 4.5 g every 8 hours) plus clindamycin (adults: 150–300mg 
every 6 hours, children: 3–6 mg/kg 4 times a day [max. 450 mg]), or a carbapenem plus 
clindamicin. 

6.4.9 Rationale 
Immediate surgical debridement is critical for removing necrotic tissue and limiting the rapid 
spread of infection. It is the primary life-saving intervention, while antibiotics serve as a 
complementary measure. Delays in surgery are consistently associated with increased mortality. 
Empiric antibiotic regimens (e.g. piperacillin-tazobactam plus clindamycin) offer broad-spectrum 
coverage and toxin suppression, improving survival [149]. Harms may include operative 
complications or antibiotic side-effects, but these are outweighed by the potential to prevent death 
or loss of limb. The recommended empiric antibiotic regimen (piperacillin-tazobactam plus 
clindamycin) offers broad-spectrum coverage. Adjustments may be needed based on pathogen 
identification, MRSA suspicion or local antimicrobial resistance patterns (e.g. addition of 
vancomycin or substitution with ceftriaxone plus metronidazole if Streptococcus pyogenes is 
excluded).  

6.4.10 Evidence to decision considerations 
6.4.10.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

The GDG agreed that the primary benefit of this recommendation is rapid, life-saving treatment. 
Necrotizing soft tissue infection is a surgical emergency with high mortality if debridement is 
delayed. The harms would include surgical complications, the need for anaesthesia and intensive 
post-operative care, and the risks associated with broad-spectrum antibiotic use such as allergic 
reactions, gastrointestinal side-effects and antimicrobial resistance. Nevertheless, the benefits of 
immediate intervention clearly outweigh these risks. 

6.4.10.2 Evidence 

This recommendation was adopted from a non-GRADE based WHO guideline [149].  

6.4.10.3 Values and preferences 

No substantial variability expected 

https://iris.who.int/server/api/core/bitstreams/61517f8b-3a34-413c-ae36-67a059ebe485/content
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The GDG judged that patients and providers highly value interventions that prevent rapid 
deterioration and death. Early aggressive intervention is the global standard of care in necrotizing 
soft tissue infection and withholding surgery is rarely acceptable. Preferences may vary slightly 
regarding antibiotic combinations, but not the need for debridement. 

6.4.10.4 Resources and other considerations 

No important issues with the recommended alternative 

Successful implementation would require skilled surgeons, operating theatres and post-operative 
care. Access to broad-spectrum antibiotics, such as piperacillin-tazobactam with clindamycin, or 
ceftriaxone with metronidazole, with vancomycin added if MRSA is suspected, are also needed. 
Delays in either surgical or antibiotic treatment are associated with substantially worse outcomes, 
reinforcing the need for adequate systems and rapid referral pathways. 

6.4.10.5 Equity 

No important issues with the recommended alternative 

Without clear referral mechanisms, patients in remote or resource-poor settings may face 
catastrophic delays. The GDG highlighted the need for strengthening referral systems to reduce 
these inequities. 

6.4.10.6 Acceptability 

No important issues with the recommended alternative 

This intervention would be acceptable to clinicians, as it aligns with standard global practice in 
managing necrotizing soft tissue infection. Patients and families are also likely to accept it in view of 
the high mortality risk if surgery is delayed or antibiotics withheld. 

6.4.10.7 Feasibility 

Important issues, or potential issues not investigated 

In tertiary hospitals with surgical teams and intensive care units, the recommendation is readily 
implementable. In primary or peripheral facilities, however, the lack of surgical and antibiotic 
capacity may render immediate implementation difficult, necessitating rapid transfer protocols. 
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7 Complications and concomitant 
conditions 

 

7.1 Rate of complications 
Table 7-1 shows the rate of complications reported in mpox patients. Overall, complications were 
uncommon (< 10%) but significant variation was observed between the non-severe and severe 
cohort of patients. In the severe cohort, complications commonly reported (>10%) included: 
secondary bacterial infection (21%), gastroenteritis (13%), severe pain (27%), cellulitis (15%), 
proctitis (24%), urethritis (17%) and rectal bleeding (16%). These data are from the systematic 
review that included studies published up to September 2024 [41] which comprise data 
predominantly from clade 2b disease (see Annex 7 for details). 

Table 7-1. Baseline risk for complications of mpox 

Outcomes Event rate (95% CI per 1000) 

 Non-severe cohort* Severe cohort* Overall 

Secondary infection 75 per 1000 (69 to 84) 210 per 1000 (188 to 232) 92 per 1000 (86 to 99) 

Rectal bleeding 26 per 1000 (8 to 51) 160 per 1000 (111 to 215) 74 per 1000 (50 to 101) 

Proctitis 67 per 1000 (62 to 72) 235 per 1000 (177 to 298) 69 per 1000 (64 to 74) 

Pharyngitis 56 per 1000 (33 to 84) 71 per 1000 (21 to 146) 58 per 1000 (37 to 84) 

Severe pain 24 per 1000 (19 to 29) 273 per 1000 (243 to 303) 51 per 1000 (45 to 58) 

Cellulitis 42 per 1000 (35 to 51) 153 per 1000 (102 to 211) 46 per 1000 (38 to 55) 

Penile oedema 45 per 1000 (35 to 56) NA 45 per 1000 (35 to 56) 

Keratitis 63 per 1000 (30 to 106) 32 per 1000 (16 to 52) 39 per 1000 (24 to 58) 

Respiratory failure NA 37 per 1000 (21 to 56) 37 per 1000 (21 to 56) 

Conjunctivitis 38 per 1000 (33 to 43) 20 per 1000 (13 to 30) 34 per 1000 (30 to 39) 

Tonsillitis 30 per 1000 (23 to 37) 70 per 1000 (40 to 107) 32 per 1000 (26 to 39) 

Abscess 27 per 1000 (18 to 38) 17 per 1000 (7 to 31) 24 per 1000 (16 to 32) 

Gastroenteritis 12 per 1000 (0.2 to 35) 125 per 1000 (37 to 248) 23 per 1000 (6 to 48) 

Acute kidney injury NA 14 per 1000 (2 to 34) 14 per 1000 (2 to 34) 

Urethritis 11 per 1000 (8 to 14) 167 per 1000 (88 to 263) 12 per 1000 (8 to 15) 

Paraphimosis 9 per 1000 (6 to 12) NA 9 per 1000 (6 to 12) 

Urinary retention 7 per 1000 (0.2 to 19) 18 per 1000 (0 to 75) 7 per 1000 (0.5 to 19) 

Pneumonia 3 per 1000 (1 to 6) 32 per 1000 (8 to 67) 4 per 1000 (1 to 7) 

Sepsis 0.3 per 1000 (0 to 1.5) 38 per 1000 (23 to 55) 2 per 1000 (0.3 to 3) 

Epiglottitis 1 per 1000 (0 to 7) NA 1 per 1000 (0 to 7) 

Encephalitis 0 per 1000 (0 to 0.2) 3 per 1000 (0 to 9) 0 per 1000 (0 to 0.2) 

Myocarditis 0 per 1000 (0 to 0.01) NA 0 per 1000 (0 to 0.01) 
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* The review team used a 50% threshold to categorize studies as severe or non-severe. Studies with 
fewer than 50% of participants classified as having severe mpox or hospitalized for treatment were 
categorized as non-severe; studies with 50% or more were categorized as severe. 

7.2 Mpox-associated eye disease 
Mpox associated eye disease is defined here in the context of a diagnosis of mpox as: eye pain 
and/or redness which is consistent with conjunctivitis and/or keratitis and/or other ocular 
pathology. The most significant sequelae are corneal scarring and loss of vision [49][154][155]. 

Keratitis, defined as inflammation of the cornea, may involve epithelial keratitis with loss of the 
superficial barrier function of the cornea and conjunctivitis, or inflammation of the conjunctival 
tissues overlying the sclera. Stromal keratitis has also been reported in association with mpox. Both 
keratitis and conjunctivitis have been associated with monkeypox virus (MPXV) DNA detection 
within the tear film, which has implications for therapy. Specifically, a range of antiviral therapies 
have been proposed including topical (e.g., trifluridine, ganciclovir gel), and systemic antiviral 
therapies (e.g., tecovirimat, cidofovir). The potential for MPXV DNA persistence also has 
implications for anti-inflammatory therapy, as corticosteroid use has been associated with 
prolongation of viral infection and/or worsening disease in the absence of antiviral therapy (e.g., 
herpetic keratitis). 

Other severe complications of mpox-associated eye disease include corneal perforation, corneal 
staphyloma, and hypopyon uveitis. Mpox-associated eye disease has been observed in association 
with both clade I and clade II mpox but early detection and management are essential to avoid 
vision-threatening sequelae associated with undetected or untreated disease. 

A WHO quick reference poster on mpox eye disease is available to support clinical 
management [156]. 

  

https://www.who.int/publications/m/item/supplementary-information-for-mpox-clinical-management-poster-series--eye-involvement
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WHO suggests against the use of topical corticosteroids for patients with mpox-related 

eye pain and/or redness. 

Conditional recommendation, very low certainty of evidence, February 2026. 

• Good routine eye care includes eye lubrication and saline-soaked protective eye pads [156]. 
While the role of vitamin A supplementation is unknown for mpox-related eye disease, 
vitamin A supplementation according to national / Ministry of Health guidance can be given, 
especially in areas with high rates of malnutrition [157]. 

7.2.1 Rationale 
This conditional recommendation against the use of topical corticosteroids is based on the 
absence of evidence supporting benefit and the potential for harm in patients with viral eye disease. 
While corticosteroids are commonly used in ophthalmology to manage inflammatory conditions, 
their use in the setting of active viral infection, such as mpox-related conjunctivitis or keratitis, can 
suppress local immune responses, delay healing and exacerbate viral replication or secondary 
infection. Indirect evidence was provided from epidemic keratoconjunctivits [158][159]. 

7.2.2 Evidence to decision considerations 
7.2.2.1 Benefits and harms 

Direct evidence on the benefits and harms of steroids in mpox-associated ocular disease is lacking. 
Indirect evidence is inconclusive with regard to the benefits of steroids in mpox-associated eye 
disease. Indirect evidence of harms from steroid treatment were not quantified but are well 
documented. 

7.2.2.2 Evidence 

The certainty of the evidence is very low, rated down for indirectness, risk of bias and imprecision. 

7.2.2.3 Values and preferences 

Substantial variability is expected or uncertain 

The panel assessed that most mpox patients with ocular symptoms would wish to use a medication 
where there was potential for benefit unless there were important side-effects or risks. Keeping in 
view the potential for harms with the use of steroids in eye disease, patients would prioritise 
avoiding these in the absence of proven benefit of steroids. 

7.2.2.4 Resources and other considerations 

Steroids are often available and inexpensive, which increases the risk of inappropriate use. Clear 
guidance helps prevent harm, particularly in resource-limited settings. 

7.2.2.5 Acceptability 

No important issues with the recommended alternative 

The recommendation is acceptable to most ophthalmologists and infectious disease specialists, 
who are aware of the risks of corticosteroids in viral eye disease. 

7.2.2.6 Feasibility 

No important issues with the recommended alternative 
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The recommendation is feasible to implement, as it primarily requires clinicians to withhold an 
intervention rather than provide one. 
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WHO suggests topical trifluridine for patients with mpox-related eye pain and/or redness 

[consistent with conjunctivitis and/or keratitis and/or other ocular pathology], preferably 

in the context of a clinical efficacy study. 

Conditional recommendation, very low certainty of evidence, February 2026. 

7.2.3 Rationale 
This conditional recommendation in favour of topical trifluridine in clinical efficacy studies is based 
on its known antiviral activity against DNA viruses and its accepted use in the management of other 
viral eye diseases, such as herpes virus related eye disease [160]. In the absence of controlled trials 
for mpox, the GDG considered safety data from other uses and anticipated patient values and 
preferences, in addition to supporting data from case series and ophthalmic cell models [155][161].  

Although the certainty of evidence is very low, the GDG anticipated patients would place a high 
value on preserving vision. The recommendation is conditional due to very low certainty evidence, 
limited access in many settings and cost considerations. The GDG strongly encouraged use within 
clinical study protocols or monitored use programmes where feasible [162]. 

7.2.4 Evidence to decision considerations 
7.2.4.1 Benefits and harms 

Direct evidence of the effectiveness of trifluridine in mpox-associated eye disease is lacking. One 
case series reported recovery in three out of four patients of ocular mpox given trifluridine and 
tecovirimat [155]. Some evidence of effectiveness is reported in ophthalmic cell models [161]. 
Indirect evidence from epidemic keratoconjunctivitis is inconclusive with regard to the benefits of 
trifluridine. The panel noted that experience of use in herpes keratitis and vaccinia suggests no 
significant harms.  

7.2.4.2 Evidence 

Very low 

Very low certainty evidence rated down for risk of bias, imprecision and indirectness. 

7.2.4.3 Values and preferences 

No substantial variability expected 

Patients would place high value on preventing vision loss. They would be likely to accept treatment 
even if benefits were uncertain provided there was minimal potential for harm. 

7.2.4.4 Resources and other considerations 

Important issues, or potential issues not investigated 

Limited availability in many settings. Costs may be prohibitive for certain strata of the population. 

7.2.4.5 Equity 

Important issues, or potential issues not investigated 
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Cost and access constraints may limit equitable implementation of clinical trials. However, given 
the uncertainty of benefit, use of trifluoridine without formal evaluation in trials would drive inequity 
and may result in diversion of resources from the provision of core services and proven treatments. 

7.2.4.6 Acceptability 

No important issues with the recommended alternative 

The intervention would likely be acceptable to clinicians experienced in eye care. Enrolment in 
clinical trials would likely be acceptable to patients and clinicians given current equipoise. 

7.2.4.7 Feasibility 

No important issues with the recommended alternative 

Feasible in settings with ophthalmology support and access to trifluridine. Implementation in 
primary care or field settings may require referral pathways. For clinical evaluation of effect, 
randomised controlled trials have been shown to be feasible in highly resource restricted 
environments, but would be necessarily geographically limited. 
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7.3 HIV 
WHO strongly recommends rapid ART initiation (≤ 7 days of HIV diagnosis) for adults, adolescents 
and children, including the offer of same-day start. This guidance is based on high-certainty 
evidence for adults and adolescents, low-certainty evidence for children (WHO Consolidated 
guidelines on HIV prevention, testing, treatment, service delivery and monitoring (2021) [142]). 

The recommendation of rapid ART initiation acknowledges concerns of paradoxical immune 
reconstitution inflammatory system (IRIS) in the context of immunosuppression. Restoration of the 
immune function through ART is considered an important intervention in the management of 
opportunistic infections, especially if effective treatment is unavailable. However, for infections 
with central nervous system involvement such as TB and cryptococcal meningitis, and in the case 
of TB, targeted antimicrobial treatment and delay of ART with a few weeks is recommended to 
reduce the likelihood of paradoxical IRIS with adverse outcomes. 

People with symptoms of mpox should access health services and HIV testing early to reduce the 
risk of severe mpox disease. 
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WHO recommends rapid initiation of antiviral therapy (ART) in people with mpox and 

HIV who are ART naïve or have had a prolonged interruption of ART. 

Strong recommendation, moderate certainty of evidence, May 2025. 

• Early HIV testing should be conducted when patients present with suspected or confirmed 
mpox infection. 

• The patient should be referred to appropriate services for ART initiation as soon as possible, 
aiming to provide therapy within 7 days of HIV diagnosis including the offer of same-day 
start. 

• In people who are already on ART and with undetectable viral load, ART regimen should be 
continued without interruption or change. The viral load test result should be less than 1 
year old; if not, a new viral load test should be conducted. 

• The latest guidance from WHO on HIV prevention, testing, treatment, service delivery and 
monitoring can be found here: https://iris.who.int/handle/10665/342899 [142]. 
Disseminated cryptococcosis skin lesions may resemble mpox under some circumstances. 
Guidelines for diagnosing, preventing and managing cryptococcal disease among adults, 
adolescents and children living with HIV from WHO can be found here: 
https://iris.who.int/handle/10665/360423 [45]. 

7.3.1 Rationale 
Review of technical guidance was provided by the HIV technical working group. 

Currently, in contrast to other opportunistic infections in which delayed ART is recommended, 
direct evidence regarding the timing of ART for mpox is only very low certainty. There is low-certainty 
evidence from comparison of uncontrolled versus controlled HIV in mpox that delayed ART may 
increase hospitalizations in mpox patients (5 non-randomized studies, 2037 participants, OR = 
4.19, 95% CI 2.11–8.34). 

Mpox IRIS following ART initiation may occur, but the frequency is uncertain. Differentiating 
between mpox IRIS and progressive mpox is complicated given the lack of clear case definition and 
overlapping manifestations. 

In a technical meeting organized by WHO, expert consensus was that the general mortality 
reduction benefits of rapid ART initiation extend to patients with mpox. This included three 
randomized clinical trials which showed strong mortality benefits of rapid ART compared with 
delayed ART (RR 0.47, 95% CI 0.24–0.93) as well as positive impact on the frequency of ART 
initiation, retention in care and suppression of viral loads at 12 months 

The panel accepted the risk of paradoxical IRIS, and noted that delaying ART initiation may possibly 
be harmful [86]. These conclusions were based on the lack of available evidence-based effective 
therapy for mpox, the continued mpox viral replication and disease progression in patients with 
immunosuppression, the estimation that mpox central nervous system manifestations are 
uncommon, and the concurrence of other opportunistic infections with mpox that would benefit 
from rapid ART initiation.  

https://iris.who.int/handle/10665/342899
https://iris.who.int/handle/10665/360423 
https://app.magicapp.org/#/guideline/10286/section/232783


WHO guidelines for clinical management of mpox 

82 

There is very low-certainty evidence regarding the impact of early treatment versus delay on 
occurrence and effects of IRIS in mpox/HIV co-infected patients. 

The GDG considered that the evidence from people who did not have mpox would pertain to those 
who did (with this high-quality evidence being rated down for indirectness, and therefore an overall 
moderate certainty evidence for benefits in mpox). 

On values and preferences, the panel judged that all or almost all HIV patients with mpox would 
place a higher value on the likely mortality benefit of initiating ART as soon as possible than on the 
possible increased risk of developing IRIS. 

The panel acknowledged that a strong recommendation would reduce the likelihood of accrual of 
direct evidence pertaining to the PICO. However, observational data from clinical case series would 
allow estimation of the incidence of IRIS. 

7.3.2 Evidence to decision considerations 
7.3.2.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

There is high-quality indirect evidence of the mortality benefits of initiating antiretroviral therapy 
(ART) as soon as possible. In the absence of any effective mpox-specific treatment to lower the viral 
load, the panel judged there to be little benefit in delaying ART initiation. 

The panel judged there to be harms from delay of ART initiation. Immune recovery is central to viral 
control and recovery from disease, and treatment delay will likely delay immune recovery. The 
panel judged harms from delay very likely, including reduced linkage and retention in care, and 
progression of mpox viral replication. 

Despite the absence of direct evidence from patients with mpox, the harms of uncontrolled, 
progressive mpox infection in the context of advanced immunosuppression is very well 
documented and can be fatal. The panel judged that these harms likely outweigh any potential 
harm arising from IRIS. 

7.3.2.2 Evidence 

Moderate 

Current WHO recommendation for rapid ART initiation is based on high-quality evidence from three 
randomized controlled trials, with 7418 patients, which inferred mortality benefits [163]. The study 
populations within these trials did not include mpox patients, therefore, due to indirectness, the 
certainty in mortality benefit was assessed to be moderate. 

IRIS can be severe when it occurs due to other opportunistic infections, but occurrence rates are 
uncertain in mpox. 

7.3.2.3 Values and preferences 

No substantial variability expected 

The GDG inferred that most HIV patients with mpox would place a higher value on the mortality 
benefit of initiating ART as soon as possible than on the possible increased risk of developing IRIS. 
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7.3.2.4 Resources and other considerations 

No important issues with the recommended alternative 

No issues in a system which already provides antiretrovirals. 

7.3.2.5 Equity 

No important issues with the recommended alternative 

No issues in a system which already provides antiretrovirals. 

7.3.2.6 Acceptability 

No important issues with the recommended alternative 

No issues in a system which already provides antiretrovirals. 

7.3.2.7 Feasibility 

No important issues with the recommended alternative 

No issues in a system which already provides antiretrovirals 
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In patients with mpox, treat suspected sepsis with broad spectrum antibiotics. 

From: The WHO AWaRe (Access, Watch, Reserve) antibiotic book (2022) [149], revalidated February 

2026. 

• Local protocols for treatment should be followed which take account of aetiological 
frequency and resistance patterns. 

7.3.3 Rationale 
Although no studies specifically address sepsis in the context of mpox, the clinical presentation 
and pathophysiology are expected to be similar to sepsis of other causes. The GDG judged that 
early administration of broad-spectrum antibiotics as directed by local protocols would 
significantly improve outcomes in mpox patients with suspected sepsis. 

In patients with mpox, the risk of secondary bacterial infection, particularly in those with extensive 
skin involvement, immunosuppression, or delayed care, warrants a high level of clinical vigilance. 
Sepsis in such patients may progress rapidly, and delays in initiating antibiotics are associated with 
increased mortality. Therefore, empiric treatment with broad-spectrum antibiotics is justified when 
sepsis is suspected [149]. Consider local patterns of aetiology and resistance, and the possibility of 
opportunistic infections in the case of immunosuppression and HIV. Where further diagnostic 
information is available, treatment should be personalized according to the results. 

7.3.4 Evidence to decision considerations 
7.3.4.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

Prompt initiation of empiric broad-spectrum antibiotics in patients with suspected sepsis is a well-
established life-saving intervention. In mpox patients, particularly those with immune compromise 
or severe disease progression, sepsis can develop due to secondary bacterial infection. Early 
antibiotic therapy could reduce mortality and organ dysfunction. 

Risks include antibiotic-associated adverse effects, and contribution to antimicrobial resistance 
(AMR) if used indiscriminately or continued without reassessment and appropriate de-escalation. 

7.3.4.2 Evidence 

This recommendation was adopted from a non-GRADE based WHO guideline [149].  

7.3.4.3 Values and preferences 

No substantial variability expected 

The GDG assessed that patients and clinicians are likely to strongly value rapid, life-saving 
interventions. In suspected sepsis, the risks of withholding antibiotics are generally considered 
greater than the risks of early empiric treatment. Values placed on survival, rapid stabilization and 
recovery are consistent across populations. 

7.3.4.4 Resources and other considerations 

No important issues with the recommended alternative 

https://iris.who.int/server/api/core/bitstreams/61517f8b-3a34-413c-ae36-67a059ebe485/content
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Broad-spectrum agents are included in WHO AWaRe guidance and are usually available in most 
settings. 

7.3.4.5 Equity 

Important issues, or potential issues not investigated 

Strengthening procurement, supply and referral pathways is essential to avoid inequitable 
outcomes. 

7.3.4.6 Acceptability 

No important issues with the recommended alternative 

Meropenem may be preferred where ESBL-producing organisms are prevalent. Final choice should 
be informed by national antibiotic guidelines and local resistance patterns. 

7.3.4.7 Feasibility 

No important issues with the recommended alternative 

Feasibility depends on the availability of IV antibiotics, trained staff and diagnostic support. In 
tertiary care hospitals, the recommendation is readily implementable. 
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In patients with mpox, health and care workers should have a low threshold for testing for 

hypoglycaemia, and treat rapidly when it occurs. 

From: WHO Basic Emergency Care (BEC, 2018) [124], Pocket book of hospital care in children 

(second edition, 2013) [152], Integrated Management of Childhood Illnesses (2005) [129], 

revalidated February 2026. 

• Posters for the treatment of hypoglycaemia are available [153]. 
• In primary care or community settings, IMCI advises giving breastmilk, breastmilk 

substitute, or sugar water orally or via NG tube to treat or prevent low blood sugar before 
referral. 

• The Basic Emergency Care guideline reinforces giving oral glucose if the patient is alert and 
intravenous or buccal glucose if unconscious or unable to swallow. 

7.3.5 Rationale 
This recommendation is supported by consistent guidance across multiple WHO sources, including 
the Basic Emergency Care (BEC) course, Integrated Management of Childhood Illness (IMCI), and 
the Pocket book of hospital care for children. These guidelines all emphasize that hypoglycaemia is 
a common, life-threatening and reversible emergency, particularly in children and critically ill 
patients [124][129][152]. 

The GDG considered the recommendations from the previous guidelines highly applicable to the 
mpox context, where children and immunocompromised individuals may present with seizures, 
altered mental status or other neurologic signs. The use of the AVPU scale for rapid assessment of 
consciousness, and a low threshold for testing blood glucose in any patient with neurological 
symptoms or signs of systemic illness is recommended [124].  

The GDG also recommended concurrent evaluation for electrolyte abnormalities, which may co-
exist with hypoglycaemia and contribute to similar clinical presentations [152]. 

7.3.6 Evidence to decision considerations 
7.3.6.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

Early identification and rapid correction of hypoglycaemia prevent coma, seizures and death, 
particularly in children and critically ill patients with mpox. The GDG emphasized the importance of 
rapidly assessing consciousness using the AVPU scale, checking blood glucose urgently, and 
evaluating for electrolyte abnormalities (such as sodium or calcium derangements) in patients 
presenting with seizures, altered mental status or other neurologic symptoms. The harms of 
glucose testing and correction are negligible; finger-prick testing and IV glucose administration are 
safe, low-risk and highly effective interventions. 

7.3.6.2 Evidence 

This recommendation was adopted from non-GRADE based WHO guidelines. 

7.3.6.3 Values and preferences 

No substantial variability expected 

https://iris.who.int/server/api/core/bitstreams/63432b9f-8808-44c5-9692-cea717c0cbda/content
https://www.who.int/publications/i/item/978-92-4-154837-3
https://www.who.int/publications/i/item/978-92-4-154837-3
https://apps.who.int/iris/handle/10665/42939
https://iris.who.int/server/api/core/bitstreams/f135789e-b741-4ed1-958d-fd83aeea2ffc/content
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The GDG judged that patients, caregivers and clinicians place high value on preventing avoidable 
deterioration and death. Glucose testing and intravenous correction are widely accepted and 
prioritized, particularly in child health. 

7.3.6.4 Resources and other considerations 

No important issues with the recommended alternative 

Resources such as glucometers and strips, oral glucose, IV dextrose are inexpensive and widely 
available even in low-resource settings. The GDG noted that in community settings, especially with 
IMCI, simplified protocols, such as giving oral sugar water before referral, are critical where 
glucometers are not available. 

7.3.6.5 Equity 

No important issues with the recommended alternative 

Emphasizing a low threshold for testing and simple correction strategies improves equity by 
ensuring that all patients, regardless of setting, benefit from early detection and management. 

7.3.6.6 Acceptability 

No important issues with the recommended alternative 

Testing is non-invasive and quick, and treatment is simple and effective. In children, parents usually 
welcome preventive action against seizures and neurological complications. 

7.3.6.7 Feasibility 

No important issues with the recommended alternative 

The recommendation is feasible across all levels of care.  
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In patients with mpox, treat seizures promptly and consider the likely underlying cause. 

From: WHO Basic Emergency Care (BEC, 2018) [124], Pocket book of hospital care in children 

(second edition, 2013) [152], Integrated Management of Childhood Illnesses (2005) [129], 

revalidated February 2026. 

• Hypoglycaemia should always be ruled out or treated presumptively in patients with 
seizures. 

• Consider underlying causes including meningitis and malaria. 
• Benzodiazepines should be rapidly administered to terminate seizures unless an alternative 

agent is more suitable. 
• Magnesium sulphate should be used in second and third trimesters of pregnancy where 

eclampsia is a likely diagnosis. 
• Where there is a clinical picture or suspicion of meningitis or encephalitis: 
• Consider lumbar puncture for cerebrospinal fluid (CSF) evaluation to evaluate for other 

treatable conditions. 
• See WHO Essential Medicines List antibiotic book for guidance on correct antimicrobial 

selection and appropriate use [151]. 

7.3.7 Rationale 
This recommendation reflects well-established WHO emergency care guidance that seizures must 
be terminated promptly to avoid serious complications. Although the underlying cause of seizures 
in mpox may vary, ranging from encephalitis, meningitis, hypoglycaemia, malaria, eclampsia or 
HIV-related neuroinfection, the first-line response is seizure termination, most commonly with a 
benzodiazepine [124]. 

The GDG supported the use of diazepam or midazolam, including rectal or buccal formulations 
where IV access is unavailable. The BEC guideline was referenced for appropriate dosing, including 
for children, and for monitoring for respiratory depression after administration. Lorazepam was 
noted as an alternative where available, and levetiracetam may be considered if accessible. 

In pregnant patients, magnesium sulphate should be promptly administered where eclampsia is 
suspected, particularly in the second and third trimesters. For all patients, hypoglycaemia should 
be excluded or treated presumptively before or during seizure management. 

The GDG acknowledged that this recommendation focuses on initial (first-line) seizure termination 
and does not provide detailed guidance on escalation or refractory seizure management, which 
may require specialist input. 

7.3.8 Evidence to decision considerations 
7.3.8.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

Prompt seizure termination with benzodiazepines (e.g. diazepam, lorazepam, midazolam) reduces 
the risk of hypoxia, neurological damage, aspiration and death. The GDG emphasized early 

https://iris.who.int/server/api/core/bitstreams/63432b9f-8808-44c5-9692-cea717c0cbda/content
https://www.who.int/publications/i/item/978-92-4-154837-3
https://www.who.int/publications/i/item/978-92-4-154837-3
https://apps.who.int/iris/handle/10665/42939
https://www.who.int/publications/m/item/the-who-essential-medicines-list-antibiotic-book-improving-antibiotic-awareness
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administration of a benzodiazepine unless a more appropriate agent is indicated (e.g. magnesium 
sulphate in eclampsia). 

Harms include respiratory depression, especially with IV benzodiazepines. These can be mitigated 
by close monitoring and appropriate dosing. Failure to treat seizures rapidly carries significantly 
greater risks. 

7.3.8.2 Evidence 

This recommendation was adopted from non-GRADE based WHO guidelines. 

7.3.8.3 Values and preferences 

No substantial variability expected 

The GDG judged that patients and providers place high value on immediate seizure control and 
prevention of recurrence or complications. There is also strong clinical consensus around 
addressing underlying causes, including hypoglycaemia, eclampsia, meningitis, malaria and HIV-
associated encephalopathy, especially in the context of mpox. Preferences may vary on route of 
administration based on lesion location (e.g. oral or buccal route if IV access is unavailable). 

7.3.8.4 Resources and other considerations 

No important issues with the recommended alternative 

First-line medicines such as diazepam, lorazepam and midazolam are generally available, 
inexpensive and on the WHO Essential Medicines List. Magnesium sulphate for eclampsia and 
glucose for hypoglycaemia are also widely accessible. Resource challenges may arise in facilities 
with limited capacity for airway support or monitoring, which underscores the need for training and 
safety protocols. 

7.3.8.5 Equity 

Important issues, or potential issues not investigated 

Prompt treatment of seizures reduces inequities by providing a standardized, lifesaving intervention 
across diverse settings. However, inequities persist where essential anticonvulsants or glucose 
monitoring are unavailable. 

7.3.8.6 Acceptability 

No important issues with the recommended alternative 

This recommendation is expected to be acceptable to both clinicians and families. 

7.3.8.7 Feasibility 

No important issues with the recommended alternative 

Intervention is likely to be feasible in most contexts, as first-line medicines are inexpensive and can 
be administered in primary or referral facilities. In remote or community settings, feasibility may 
depend on training non-specialist providers to administer benzodiazepines safely and recognize 
when to refer urgently. Integration into IMCI, BEC or emergency triage protocols can further 
enhance feasibility. 
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In patients with mpox, follow existing antibiotic treatment guidelines for pneumonia. 

From: Pocket book of hospital care in children (second edition, 2013) [152], The WHO AWaRe 

(Access, Watch, Reserve) antibiotic book (2022) [149], Clinical care of severe acute respiratory 

infections – toolkit (2022) [121], revalidated February 2026. 

• Treat mild pneumonia in patients with mpox with oral antibiotics, such as amoxicillin, co-
amoxiclav or cefalexin. 

• Treat severe pneumonia in patients with mpox with parenteral antibiotics, such as 
ceftriaxone or ampicillin-gentamicin. 

• Adaptation should be based on based on local resistance patterns. 
• Life-saving measures include the rational use of supplemental medical oxygen, non-

invasive ventilation and mechanical ventilation. Further guidance is available in the WHO 
Clinical care for severe acute respiratory infection toolkit [121].  

7.3.9 Rationale 
The GDG judged it appropriate to extrapolate from standard pneumonia management practices due 
to the high risk of bacterial superinfection in individuals with mpox. Skin barrier disruption, 
immunosuppression (e.g. HIV) and potential delays in accessing care are important contributors to 
secondary bacterial infections in this population. 

The use of oral antibiotics for mild pneumonia and parenteral antibiotics for severe pneumonia 
aligns with WHO’s syndromic management protocols in resource-constrained settings [149]. 

7.3.10 Evidence to decision considerations 
7.3.10.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

The GDG assessed that prompt antibiotic treatment of pneumonia in mpox prevents clinical 
deterioration, respiratory failure and death, especially in vulnerable populations (e.g. children, 
pregnant women, immunocompromised individuals). Empiric antibiotics are effective in covering 
common pathogens. Harms such as antibiotic-related adverse effects or resistance are outweighed 
by the benefits. 

7.3.10.2 Evidence 

This recommendation was adopted from non-GRADE based WHO guidelines. 

7.3.10.3 Values and preferences 

No substantial variability expected 

The GDG assessed that clinicians and patients place high value on treatment of pneumonia. In 
clinical practice, particularly where severe illness or aspiration is suspected, empiric treatment is 
standard and expected. 

7.3.10.4 Resources and other considerations 

No important issues with the recommended alternative 

https://www.who.int/publications/i/item/978-92-4-154837-3
https://iris.who.int/server/api/core/bitstreams/61517f8b-3a34-413c-ae36-67a059ebe485/content
https://iris.who.int/server/api/core/bitstreams/61517f8b-3a34-413c-ae36-67a059ebe485/content
https://apps.who.int/iris/handle/10665/331736
https://apps.who.int/iris/handle/10665/331736
https://www.who.int/publications/i/item/clinical-care-of-severe-acute-respiratory-infections-tool-kit
https://www.who.int/publications/i/item/clinical-care-of-severe-acute-respiratory-infections-tool-kit
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The recommended antibiotics are on the WHO Essential Medicines List and are generally 
inexpensive. Their use is feasible in outpatient settings for mild pneumonia and in hospitals for 
severe disease. The GDG emphasized the need to adapt antibiotic selection to local resistance 
patterns and align practice with national AMR stewardship policies. 

7.3.10.5 Equity 

No important issues with the recommended alternative 

Adopting simple oral regimens for mild pneumonia and parenteral agents for severe disease 
promotes equity by ensuring effective, affordable treatments are available across different levels of 
care. 

7.3.10.6 Acceptability 

No important issues with the recommended alternative 

The recommendation is highly acceptable to both clinicians and patients, as it aligns with 
established clinical practice and WHO global guidance. 

7.3.10.7 Feasibility 

No important issues with the recommended alternative 

Implementation is feasible in most health systems, as the required antibiotics are widely available 
and included in existing treatment algorithms for pneumonia. 
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8 Symptoms and general care 
 

8.1 Pain 

Assess pain in patients with mpox and treat according to pain severity 

using an analgesia ladder. 

From: WHO analgesia ladder [164], revalidated February 2026. 

• An infographic of the analgesia ladder for mpox is available.[165] 

8.1.1 Dosing and administration - paracetamol 

• Adults: 1 g PO/IV every 6–8 hours. Maximum dose 4 g every 24 hours or (max 2 g/24 h if 
history of chronic liver disease). 

• Neonates: Oral dose 10–15 mg/kg every 6 hours. Maximum dose 40 mg/kg/day; IV dose 7.5 
mg/kg every 6 hours, maximum dose 30 mg/kg day. 

• All other children: 10–15 mg/kg every 6 hours, maximum dose 60 mg/kg /day. 

8.1.2 Dosing and administration - tramadol 

• Adults: 50–100 mg PO/IV every 4–6 hours as needed, daily maximum 400 mg/day. 
• Children > 6 months: 1–2 mg/kg every 4–6 hours, maximum 400 mg/day. 

8.1.3 Dosing and administration - morphine 

• (PO, IV, SC) (oral dose preferred if patient can tolerate; only use immediate release tablets 
for acute pain)  

• Adults: Oral dose is 10 mg every 4 hours as needed; maximum dose is 60 mg/day. IV dose is 
1–4 mg SQ/IV every 4 hours as needed – monitor SBP and RR prior to administration of 
morphine (hold for low SBP or respiratory rate). 

• Children: Oral dose is 0.2–0.4 mg/kg/dose every 4 hours. Titrate dose to pain. IV dose is 
0.05–0.1 mg/kg/dose every 4–6 hours as required. 

8.1.4 Additional analgesia options 
These are not contained in the pain ladder, and are suggested based on expert opinion: 

For oral lesions, rinse the mouth with clean, salt water at least four times a day [166]. Consider use 
of oral antiseptic to keep lesions clean (e.g. chlorhexidine mouthwash) or local anaesthetic (e.g. 
viscous lidocaine) [167][168]. 

For genital or anorectal lesions warm sitz baths (warm bath made up of water and baking soda or 
Epsom salt to heal and cleanse the perineal, perianal, penile and vulvar area) and/or topical 
lidocaine may offer symptomatic relief [166]. 

i

https://www.who.int/publications/m/item/supplementary-information-for-mpox-clinical-management-poster-series--pain-management
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8.1.5 Rationale 
Pain is a frequent symptom in patients with mpox, often resulting from mucocutaneous lesions, 
secondary bacterial infections, or complications such as proctitis or ophthalmic involvement. 
Given the wide variation in pain severity and patient needs, the GDG supported a stepwise 
approach to analgesia selection guided by an analgesic ladder. This approach allows for 
individualized treatment that escalates therapy based on pain severity and response, promoting 
both efficacy and safety [164]. Indirect evidence was drawn from systematic reviews of low-back 
pain [169], cancer [170], and pediatric care [171]. 

Evidence from systematic reviews indicates that non-opioid analgesics such as paracetamol and 
NSAIDs are effective for mild to moderate pain with minimal adverse effects when used 
appropriately [169]. For more severe or refractory pain, opioids may be needed, but their use should 
be cautious and time limited [170]. A recent systematic review for pain management in children 
highlighted the need for individualized, severity-based pain management strategies, supporting the 
use of an analgesia ladder approach in conditions such as mpox [171].   

8.1.6 Evidence to decision considerations 
8.1.6.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

The GDG assessed that adherence to the WHO analgesic ladder [164], which proposes a stepwise 
approach based on pain severity, ensures appropriate, titrated pain relief while minimizing the risk 
of under-treatment or opioid overuse. It allows clinicians to escalate therapy from non-opioids (e.g. 
paracetamol, NSAIDs) to weak or strong opioids based on need. This structured approach would 
reduce suffering, improve quality of life, and avoid inappropriate analgesic prescribing. 

8.1.6.2 Evidence 

This adopted recommendation was endorsed by expert consensus. Although no trials exist 
specifically for pain management in mpox, the principles of tiered pain control are well established 
and widely accepted globally. The WHO analgesic ladder, first introduced in the publication Cancer 
Pain Relief (WHO, 1986), provides a stepwise framework for selecting analgesia according to the 
severity of pain. The principle has since been widely applied beyond cancer to guide pain 
management in other conditions [164]. 

8.1.6.3 Values and preferences 

No substantial variability expected 

The GDG judged that patients highly value relief from pain, especially since mpox lesions are often 
widespread, mucosal or associated with secondary bacterial infection. 

8.1.6.4 Resources and other considerations 

No important issues with the recommended alternative 

The analgesic ladder is easy to implement, scalable and adaptable to varied resource settings. 
Basic analgesics are usually available, and the ladder provides a clear guide for escalation. 
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8.1.6.5 Equity 

No important issues with the recommended alternative 

Adopting a standardized, severity-based approach reduces inequities by ensuring that all patients 
receive pain relief according to their needs, rather than depending on individual provider judgement 
or drug availability. However, inequities may persist in countries with restrictive opioid access or 
weak supply chains, highlighting the importance of advocacy for essential pain medicines. 

8.1.6.6 Acceptability 

No important issues with the recommended alternative 

The analgesia ladder approach is acceptable to both clinicians and patients as it provides a clear 
framework for decision-making. 

8.1.6.7 Feasibility 

No important issues with the recommended alternative 

Headache and pain from skin rash, oral, ocular and genital lesions, swollen lymph nodes and 
generalized muscle aches are common, and initial treatment of pain can adopt a disease-agnostic 
approach. The use of routine protocols is likely to make this highly feasible. 
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8.2 Nutrition 

Encourage daily oral nutrition to meet patient needs for energy (kcal) and essential 

nutrients, in addition to fluids and electrolytes. 

General health care principle, February 2026. 

• See also screening for severe acute malnutrition 
• Use ready-to-use therapeutic foods where available, particularly for: 
• Children: If able to take orally per the WHO Pocket book of hospital care for children [152]. 
• Individuals with malnutrition or food insecurity. 
• Take special care with patients at risk for refeeding (critically unwell, low BMI, reduced food 

intake for > 5 days, a history of alcohol abuse or receiving the following drugs: insulin, 
chemotherapy, antacids or diuretics) and start enteral feeding slowly with close monitoring 
for altered consciousness, cardiovascular compromise and laboratory abnormalities, 
where facilities allow. 

• Where the patient is unable to take orally: 
• Assess for causes (e.g. pain, lymphadenopathy, altered mental status, electrolytes). 
• Assist weak patients with feeding. 
• Consider nasogastric tube for supplemental nutrition if needed. 
• Provide vitamin A supplements according to standard recommendations, especially for 

children who have not recently received a dose [157]. 

8.2.1 Rationale 
Sufficient intake of calories, proteins, vitamins and minerals is a fundamental requirement for 
health. These promote physiological stability, improve immune function, support tissue repair and 
enhance overall resilience to illness. For health care delivery, encouraging oral nutrition typically 
requires low additional resource investment as it relies on providing balanced meals and dietary 
support already integrated into routine services. Costs may increase in cases where specialized 
nutritional supplements or dietitian input are needed. 
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8.3 Hydration 
Severe dehydration and hypovolemic shock can be seen in patients with mpox due to intravascular 
volume loss due to extensive rash, poor oral intake associated with oropharyngeal lesions and, in a 
minority, gastrointestinal losses due to concurrent diarrhoea or vomiting. 

The treatment for severe dehydration is resuscitation with IV/IO fluid, given as one or multiple 
boluses with close monitoring of fluid responsiveness. Adequate IV fluid intake refers to the volume 
that will correct signs of hypovolemia. The GDG considered existing disease-specific fluid 
guidelines, including those for cholera, but determined that recommending these for mpox (where 
diarrhoea is not a main feature) would be too indirect. 

For adults and children, a quick reference poster for fluid management of mpox can be used to 
guide management [172]. For children with any-cause severe dehydration, generic guidance is 
available also in the Pocket book of hospital care for children [152][173]. 

  

https://www.who.int/publications/m/item/supplementary-information-for-mpox-clinical-management-poster-series--fluid-management
https://www.who.int/publications/i/item/978-92-4-154837-3
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8.4 Other symptoms 

Provide symptomatic relief using medication where required. 

General health care principle, February 2026. 

• Prominent symptoms in mpox may include: 
o Sleep disturbance: Provide sleep hygiene advice to all patients. This may include: 

avoidance of caffeine, nicotine and alcohol, establishing regular sleep routine, 
minimizing noise and light at night, relaxation techniques (e.g. deep breathing). 

o Pruritus: Use non-sedating antihistamines for pruritus as required. 
o Persistent nausea or vomiting: Antiemetics as required. 
o Epigastric discomfort or dyspepsia: omeprazole (or other proton pump inhibitors) as 

required. 
• A WHO quick reference poster for pain in mpox can be used to guide management [165]. 

Lymphadenopathy occurs in up to 80% of cases depending on the clade and setting. No formal 
recommendations have been made for the management of lymphadenopathy, but these are 
planned for future iterations of the guideline. General approaches include: 

• Large cervical adenopathy can cause respiratory compromise. 
• Patients are at risk of dehydration due to decreased food and water intake [173]. 
• Specialist consultation should be considered from surgeon, ear, nose and throat, and 

anaesthesiologist specialists. 

 

https://www.who.int/publications/m/item/supplementary-information-for-mpox-clinical-management-poster-series--pain-management
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9 Mpox antivirals 
Recent trials of tecovirimat have reported or are in the final stages of peer-review publication. This 
guideline will be updated to include a recommendation on tecovirimat following the systematic 
review and meta-analysis of these therapeutic trials. 
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10 Special populations 
 

10.1 Pregnancy 
Mpox can affect pregnant women and their fetuses [174]. In utero 
transmission of mpox has been documented, as well as transmission 
from mother to child via direct contact [175][176][177]. The former is from a 
longitudinal case series that reported outcomes of four pregnant persons: one delivered a healthy 
baby, two had early miscarriages and one a fetal death where the stillborn was covered with diffuse 
rash with virologic confirmation of mpox. This suggests that mpox infection may lead to adverse 
outcomes for the fetus, such as death or spontaneous abortion [176]. A 2024 systematic review of 
seven studies identified 32 pregnant people with clade IIb MPXV infection between 6 and 31 weeks 
of gestation; 3 of the 12 pregnancies with reported gestational outcomes, half of them resulted in 
intrauterine fetal demise [178]. The association between severity of maternal illness and these 
outcomes is unclear [176][179]. 
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WHO recommends that a pregnant woman with mpox should receive enhanced 

monitoring to improve maternal and fetal survival. This may be delivered at home or in a 

health facility depending on the severity of disease, access to specialist services, and the 

ability to provide appropriate frequent monitoring in the community. 

From: WHO recommendations on antenatal care for a positive pregnancy experience (2016) [138], 

WHO recommendations on maternal and newborn care for a positive postnatal experience 

(2022) [139], revalidated February 2026. 

• Provide information related to the potential risk of adverse pregnancy outcomes and offered 
counselling when they request or desire it. 

• All pregnant women with confirmed mpox and their infants should be followed up through 
national registries for signs of complications. 

• For home care, counsel women about maternal, fetal and newborn signs and to seek care if 
they develop worsening illness or danger signs. 

• For patients requiring abortion services, consider alternative modes of service delivery, 
including self-management of medical abortion up to 12 weeks’ gestation, where women 
have access to accurate information and to a health care provider at any stage of the 
process, per the WHO Abortion care guideline [140]. 

• Counsel patients about healthy behaviours including diet, physical activity, intake of 
micronutrients, tobacco, alcohol and other substance use, per WHO recommendations on 
antenatal and postnatal care [138][139].  

• Counsel patients about healthy diet, mobility and exercise, intake of micronutrients for 
themselves and their infant, tobacco use and second-hand smoke exposure, use of alcohol 
and other substances, as per WHO recommendations on antenatal care for a positive 
pregnancy experience and WHO recommendations on maternal and newborn care for a 
positive postnatal experience [138][139]. 

10.1.1 Rationale 
Limited data suggest that mpox virus infection in pregnant women may lead to vertical transmission 
as well as adverse outcome for the fetus, such as spontaneous abortion and 
stillbirth [65][176][178][179]. 

10.1.2 Evidence to decision considerations 
10.1.2.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

Enhanced monitoring allows for early detection of maternal or fetal deterioration, timely 
intervention and prevention of severe complications or death. It also enables appropriate referral to 
higher level care when needed. There are no direct anticipated harms of monitoring. Anticipated 
benefits may outweigh inconvenience and costs from visits to facility. 

10.1.2.2 Values and preferences 

No substantial variability expected 

https://iris.who.int/server/api/core/bitstreams/9dccde13-3593-4a22-9237-61abe5a3c6b7/content
https://www.who.int/publications/i/item/9789240045989
https://www.who.int/publications/i/item/9789240045989
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The GDG judged that pregnant women and health care providers would highly value close 
monitoring to ensure fetal survival and maternal safety. 

10.1.2.3 Resources and other considerations 

Important issues, or potential issues not investigated 

Enhanced monitoring requires resources such as trained health workers, antenatal equipment and 
referral capacity. 

10.1.2.4 Equity 

No important issues with the recommended alternative 

Enhanced monitoring helps reduce inequities by prioritizing follow-up and ensuring early detection 
of complications. However, inequities may persist where registries and referral systems are 
unavailable. 

10.1.2.5 Acceptability 

No important issues with the recommended alternative 

Counselling on risk, healthy behaviours (diet, micronutrient supplementation, physical activity, 
avoidance of tobacco and alcohol) and sexual and reproductive rights is well aligned with WHO 
antenatal and postnatal care guidelines. 

10.1.2.6 Feasibility 

No important issues with the recommended alternative 

Enhanced monitoring is feasible when adapted to context. The GDG emphasized the need for 
adaptable protocols, including counselling on maternal, fetal and newborn danger signs, and clear 
referral pathways. 
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WHO recommends that pregnant and recently pregnant women with mpox receive care 

for missed abortion or intrauterine fetal death according to existing guidelines. 

From: WHO recommendations on maternal and newborn care for a positive postnatal experience 

(2022) [139], WHO Abortion care guideline (2022) [140], revalidated February 2026. 

• Patient choices and rights to sexual and reproductive health care should be respected, 
including access to contraception and safe abortion [140]. 

• Pregnant women with mpox should be informed that it is unknown whether transmission 
can occur if others are exposed to pregnancy-related fluids or tissues, such as amniotic 
fluid, placenta or fetal tissue. Instructions should be provided on how to handle potentially 
infectious specimens. 

• Counsel pregnant persons on safe sexual practices. 

10.1.3 Rationale 
Limited data suggest that mpox virus infection in pregnant persons may lead to vertical 
transmission as well as adverse outcome for the fetus, such as spontaneous abortion and 
stillbirths [65][176][178][179]. 

This recommendation affirms that pregnant and recently pregnant individuals with mpox who 
experience pregnancy loss should receive the same standard of care as those without mpox, in 
accordance with existing WHO abortion care guidelines. The GDG noted that mpox may increase 
the risk of complications due to systemic illness, fever and secondary infections. 

10.1.4 Evidence to decision considerations 
10.1.4.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

Timely and appropriate management of missed abortion or intrauterine fetal death reduces 
maternal morbidity (e.g. infection, haemorrhage) and psychological distress. Adhering to 
established protocols ensures safe uterine evacuation and monitoring for complications. 

10.1.4.2 Values and preferences 

No substantial variability expected 

The GDG judged that pregnant individuals would place high value on receiving timely and safe 
abortion practices. 

10.1.4.3 Resources and other considerations 

Important issues, or potential issues not investigated 

The interventions required, medical abortion medicines, uterotonics, manual vacuum aspiration 
equipment, antibiotics and counselling services, are generally available in many health systems but 
may be unevenly distributed. 

10.1.4.4 Equity 

No important issues with the recommended alternative 

https://www.who.int/publications/i/item/9789240045989
https://www.who.int/publications/i/item/9789240045989
https://www.who.int/publications/i/item/9789240039483
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Ensuring that all women with mpox have access to standard care for missed abortion and 
intrauterine fetal death reduces inequities, particularly in low-resource settings where maternal 
mortality from unsafe or incomplete abortion is higher. 

10.1.4.5 Acceptability 

No important issues with the recommended alternative 

This recommendation is acceptable to patients and clinicians, as it relies on established 
international standards of care. 

10.1.4.6 Feasibility 

No important issues with the recommended alternative 

The recommendation is feasible where maternal health services are functional.   
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WHO recommends that mode of birth should be individualized, based on obstetric 

indications and the mother’s preferences. WHO recommends that induction of labour and 

caesarean section should only be undertaken when medically justified and based on 

maternal and fetal condition. 

From: WHO recommendations on antenatal care for a positive pregnancy experience (2016) [138], 

WHO recommendations on maternal and newborn care for a positive postnatal experience 

(2022) [139], revalidated February 2026. 

• Interventions to accelerate labour and childbirth (e.g. augmentation, episiotomy, operative 
vaginal birth) should only be undertaken if medically justified and based on maternal and 
fetal clinical condition per the WHO recommendations for intrapartum care [180]. 

• Delayed umbilical cord clamping (not earlier than 1 minute after birth) is recommended for 
improved maternal and infant health and nutrition outcomes. There is no evidence that 
delaying cord clamping increases the possibility of viral transmission from the mother to the 
newborn. The proven benefits of a 1–3 minute delay, at least, in clamping the cord outweigh 
the theoretical, and unproven, harms. 

• Individualized decisions should be taken about postponing planned (elective) induction or 
caesarean section in pregnant woman with suspected or confirmed mild mpox [181]. 

• Placenta and any pregnancy related tissue or fluids, such as amniotic or fetal tissue fluid, 
must be disposed of following specific IPC protocols for potentially infectious materials. 

10.1.5 Rationale 
Emergency decisions about childbirth and pregnancy termination are complex and depend on 
various factors, including gestational age, the severity of the maternal condition, fetal viability and 
well-being, as well as regulatory and legal barriers in the country or state. 

The GDG considered these recommendations to be of continued relevance. No new evidence was 
presented. 

  

https://www.who.int/publications/i/item/9789241549912
https://www.who.int/publications/i/item/9789240045989
https://www.who.int/publications/i/item/9789240045989
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10.2 Breastfeeding 
The current recommendations on breastfeeding outside of the mpox context were summarized by 
the technical working group (see Methods section) to provide foundational evidence for mpox 
guideline development. They noted that WHO has existing guidelines which pertained, specifically 
Recommendations on postnatal care of the mother and newborn [182]. 

WHO recommends that “All babies should be exclusively breastfed from birth until 6 

months of age. Mothers should be counselled and provided support for exclusive 

breastfeeding at each postnatal contact (Strong recommendation, based on moderate 

quality evidence). 

• This recommendation is applicable in all settings. 
• Exclusive breastfeeding should be promoted during all antenatal and postnatal care 

contact. 
• Particular support for exclusive breastfeeding should be provided when the mother has had 

a caesarean section or the baby is born preterm. 

WHO low-birth-weight feeding guidelines for low- and middle-income countries recommend 
exclusive breastfeeding for all preterm and low-birth-weight infants 
(https://iris.who.int/handle/10665/85670) [183]. 

The GDG reviewed evidence for neonatal outcomes; the 6-month duration of exclusive 
breastfeeding is based on existing WHO recommendation and an updated Cochrane review. 

The technical group structured the PICOs below to address separately the risk of mother-to-child 
transmission of mpox through two potential routes, via breastmilk or via direct contact. The final 
PICO addresses whether mothers who recover from mpox and who had withheld breastfeeding and 
direct contact should resume breastfeeding and direct contact with the infant. 

  

https://iris.who.int/handle/10665/85670
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WHO suggests that mothers with mpox continue breastfeeding, whilst limiting direct 

contact with their non-infected infant, until lesions are fully resolved (lesions are crusted, 

the scab of lesions have fallen off and a fresh layer of intact skin has formed underneath). 

Conditional recommendation, low certainty evidence, May 2025. 

• If breastfeeding is continued between a suspected or confirmed mother with mpox and a 
non-infected infant, IPC measures must be established including limited contact between 
mother and infant except during breastfeeding  and coverage of active lesions on other parts 
of the body whilst breastfeeding. 

• The presence of areolar lesions should prompt careful consideration and mothers should 
not use that breast to breastfeed the infant. In the case of unilateral lesions, until lesions 
are healed per WHO criteria (lesions are crusted, the scab of lesions have fallen off and a 
fresh layer of intact skin has formed underneath), breastfeeding may take place from the 
unaffected breast whilst covering all active lesions. 

• Health and care workers should inform the mother about the risk of infection to infants 
whilst breastfeeding and availability of appropriate alternatives. 

• Context will drive the feasibility, availability and safety of alternatives to breastfeeding. 
Whenever it is safe and feasible, expressed breastmilk or milk substitutes and no direct 
contact, may be pursued to reduce transmission. 

Additional guidance on breastfeeding can be found in WHO Recommendations on postnatal care of 
the mother and newborn and can be accessed here: https://iris.who.int/handle/10665/97603 [182]. 

General protective IPC measures should be taken by mothers with mpox when handling and feeding 
their infants, e.g. washing hands before and after each feeding, wearing a medical mask and 
covering any lesions on the areola or on areas which have direct contact with the infant. 
Alternatively, if only one breast has lesions, mothers can express/pump from the breast with 
lesions on the areola and discard the milk and feed from the non-affected breast. In all cases, 
monitor the mother-infant pair closely for development of signs and symptoms of mpox and treat 
accordingly. Infants of mothers with mpox should be closely monitored for signs and symptoms 
with the main goal of early supportive care to prevent the development of severe disease and poor 
outcomes. In the event of replacement feeding with breastmilk substitute, it is essential to track the 
infant’s growth, development and other illnesses as well as for signs and symptoms of mpox. 

10.2.1 Rationale 
Review of technical guidance was provided by the breastfeeding technical working group. 

Overall, the certainty of evidence about breastfeeding of mothers with mpox to their infants was 
rated as moderate to very low. The GDG felt that no strong recommendation could be made given 
the certainty of the evidence available. 

The GDG considered the benefits of continuing breastfeeding by a mother with mpox infection are 
based on moderate certainty evidence that exclusively breastfed neonates are at lower risk of all-
cause mortality and infection-related mortality in the first month of life compared with partially 
breastfed neonates.  

https://iris.who.int/handle/10665/97603
https://app.magicapp.org/#/guideline/10286/section/232782
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The GDG also considered in their deliberations that alternatives to breastfeeding may be not 
feasible or not safe and expose the infant to harm. In settings where alternatives to breastfeeding 
(appropriate milk substitutes) are not feasible, available and safe, the panel inferred that most 
parents would place higher value on the possible beneficial effects of breastfeeding with direct 
contact or expressed milk (no direct contact) over eliminating the uncertain magnitude of risk of 
infants getting infected with mpox via breastfeeding. The GDG also noted there is little research 
available on parent preferences and this should be highlighted as a further area of research. 

In considering harms and risks, the GDG also reflected that in the pre-symptomatic stage, before 
the lesions emerge and before the mother has presented for treatment, the infant may have already 
been already exposed. If that is the case, there may be little benefit in subsequent avoidance of 
breastfeeding. Additionally, lesions in other parts of the body, in the context of intimate care of an 
infant may make an isolated recommendation on breastfeeding have little impact on the likelihood 
of the infant being infected. 

All these considerations support the conditional recommendation for continuing breastfeeding. 

10.2.2 Evidence to decision considerations 
10.2.2.1 Benefits and harms 

The benefits of continuing breastfeeding are based on the moderate quality evidence that 
exclusively breastfed neonates are at lower risk of all-cause mortality and infection-related 
mortality in the first month of life compared with partially breastfed neonates. Also, there is low-
quality evidence that exclusively breastfed neonates are at lower risk of sepsis, acute respiratory 
infection and diarrhoea in the first month of life compared with partially breastfed neonates. 

Harms of continuing breastfeeding include the risk of transmission of infection to the infant through 
contact with lesions or expressed milk. The evidence available about transmission through 
expressed milk (with no contact) due to presence of viable virus in the milk is limited. 

10.2.2.2 Evidence 

The certainty of the evidence ranged between moderate and very low. 

Aside from the indirect evidence regarding the impact of breastfeeding, seven publications 
providing potentially direct evidence were identified; five were case reports and two were case 
series. However, in none of these studies was there clarity about the existence of lesions 
specifically on the breasts. 

Six of these studies report on breastfeeding and direct contact. In five of the studies, the infant was 
infected compared with no infant being infected in the one study that reported on no breastfeeding 
and no contact. There was moderate certainty evidence that breastfeeding and direct contact 
between mothers with mpox with no lesions on the breasts probably resulted in infection of some 
infants. However, there is less clarity about the frequency of this event. There was, however, very 
low certainty evidence of the magnitude of any increase of mpox infection in infants as a result of 
breastfeeding and direct contact with mother with mpox and no lesions on the breasts. 

Regarding hospitalization of infants due to mpox infection, four out of six infants who were 
breastfed and had close contact were hospitalized compared with the no breastfeeding and no 
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direct contact (the case hospitalized in the group of no breastfeeding and no direct contact was to 
monitor the infant and not because of infection). 

Concerning mortality, there was one death in the breastfeeding and direct contact group compared 
with the no breastfeeding and no direct contact. There was low certainty of evidence for 
breastfeeding and direct contact and increase of infant mortality and very low certainty regarding 
the magnitude of any increase in infant deaths that may occur as a result of breastfeeding and 
direct contact between mothers with mpox with no lesions on the breasts and the infant. 

There was only one case report that described breastfeeding and no direct contact. The certainty of 
evidence was rated very low due to lack of clarity of how breastfeeding and no direct contact (e.g. 
expressed milk) affects the risk of infection, hospitalization and mortality of the infant. 

No adverse events were reported in any of the studies. 

No studies reported on infants of mothers with confirmed mpox infection and lesions on the 
breasts. Therefore, we do not have published evidence on the effect of breastfeeding and close 
contact with the infant when the mother has lesions on the breasts. 

10.2.2.3 Values and preferences 

Substantial variability is expected or uncertain 

There is likely to be substantial variability in values and preferences between mothers, and these 
are related to the availability and safety of the resources to use as milk substitutes, as well as 
beliefs, religion, culture and family traditions. 

No formal studies are available to inform patient values and preferences in mpox. Nevertheless, the 
panel inferred that parents generally and strongly wish to avoid harms to their babies. At the same 
time, experience from Ebola virus disease and from mpox outbreaks in the Democratic Republic of 
the Congo reported by panel members suggests that when faced with competing priorities of harm 
reduction and the desirability of breastfeeding, mothers valued breastfeeding highly. 

In settings in which alternatives to breastfeeding (appropriate milk substitutes) are not feasible, 
available and safe, the panel inferred that most parents would place a higher value on the 
possible beneficial effects of breastfeeding with direct contact or expressed milk (no direct contact) 
over eliminating the uncertain magnitude of risk of infants getting infected with mpox.  

10.2.2.4 Resources and other considerations 

Important issues, or potential issues not investigated 

The affordability of alternatives to breastfeeding in many contexts may be limited, and costs will 
more likely fall on the family or the health care system. The GDG noted the complexities of providing 
safe breastmilk substitutes including the requirement for available safe water and equipment to 
provide it. 

There were significant other resources required in terms of IPC measures irrespective of the choice 
of breastfeeding or not. 

During the PALM007 study in the Democratic Republic of the Congo, breastmilk substitute was 
provided as part of the research, but that apart from this support, mothers would not usually have 
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access to it. Outside of research settings, downstream events occurring as a result of not -
breastfeeding may have a significant cost and resource implication, especially following diarrhoeal 
disease or malnutrition. 

10.2.2.5 Equity 

Increasing costs associated with use of alternatives to breastfeeding could drive inequity or 
increase pre-existing inequities. 

10.2.2.6 Acceptability 

Breastfeeding is accepted and promoted in all settings and environments as the best option for 
infant feeding. 

10.2.2.7 Feasibility 

There is large heterogeneity in accessibility to alternatives to breastfeeding (see Resources, above). 
Specifically, the potential to pasteurize breastmilk was also noted, but felt to be not feasible in 
many contexts. 
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WHO suggests that mothers who recover from mpox and who had withheld breastfeeding 

and direct contact, to resume breastfeeding and direct contact with the infant as soon as 

lesions are fully resolved (lesions are crusted, the scab of lesions have fallen off and a fresh 

layer of intact skin has formed underneath). 

Conditional recommendation, very low certainty evidence, May 2025. 

• This recommendation applies to mothers with confirmed mpox who withheld breastfeeding 
and close contact with their infant. 

• The mother needs to be supported to continue to express milk while not breastfeeding to 
maximize the likelihood of reinitiating breastfeeding once recovers and avoid complications 
(e.g. mastitis). 

Additional guidance on breastfeeding can be found in WHO recommendations on postnatal care of 
the mother and newborn (2013) and can be accessed here: 
https://iris.who.int/handle/10665/97603 [182]. 

10.2.3 Rationale 
Review of technical guidance was provided by the breastfeeding technical working group. 

Overall there was very low certainty evidence which precluded a strong recommendation. 

The GDG discussed alternative ascertainment of the time point at which breastfeeding might be 
reinitiated. Two weeks was used as an initial practical threshold considering the ability to maintain 
lactation through expression of breastmilk and lesion resolution. However, the GDG agreed to 
adopt the dermatological definition of recovery: “when lesions have crusted over, the scabs have 
fallen off and a new layer of skin has formed underneath, and all the lesions on the eyes and in the 
body (in the mouth, throat, eyes, vagina and anus) have healed” as clinical progression may vary at 
the individual patient level. 

Recommencing breastfeeding will benefit both mother and infant and infection of the infant once 
lesions are healed is likely to be low. 

10.2.4 Evidence to decision considerations 
10.2.4.1 Benefits and harms 

Substantial net benefits of the recommended alternative 

The benefits of resuming breastfeeding are based in the moderate quality evidence that exclusively 
breastfed neonates are at lower risk of all-cause mortality and infection-related mortality in the first 
month of life compared with partially breastfed neonates. Also, there is low-quality evidence that 
exclusively breastfed neonates are at lower risk of sepsis, acute respiratory infection and diarrhoea 
morbidity in the first month of life compared with partially breastfed neonates. 

Harms of resuming breastfeeding after recovery include the risk of transmission of infection to the 
infant through persistence of virus in the breastmilk of recovered mothers. Evidence around 
presence of viable virus in the milk after is limited. 

https://iris.who.int/handle/10665/9760
https://app.magicapp.org/#/guideline/10286/section/232782
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10.2.4.2 Evidence 

All evidence is of very low certainty, including infection, hospitalization and infant mortality 
endpoints, as it was derived from two case reports. One of these reports was in the context of less 
than 2 weeks' post resolution of lesions and the other in more than 2 weeks' post lesion resolution. 

There were no events in either group for infection, hospitalization or mortality of the infant. Adverse 
events were not reported. 

10.2.4.3 Values and preferences 

Substantial variability is expected or uncertain 

There was likely to be a substantial variability in values and preferences, and these are closely 
related to the available resources. 

No data are available from the literature to inform on patients' values and preferences in mpox 
specifically. The panel noted that parents generally and strongly wish to avoid harms to their 
babies. Experience from Ebola virus disease and mpox outbreaks in the Democratic Republic of the 
Congo reported by panel members suggests that in these circumstances, mothers valued 
breastfeeding despite the known potential for transmission of disease. 

Most parents would place higher value on the possible beneficial effects of breastfeeding with 
direct contact over reducing the uncertain magnitude of risk of infants getting infected with mpox 
and the possible serious consequences with feeding infants expressed milk (no direct contact). 

10.2.4.4 Resources and other considerations 

Important issues, or potential issues not investigated 

The affordability of alternatives to breastfeeding was questioned in many contexts, and these costs 
will more likely fall on the family or the health care system. The complexities of providing safe 
breastmilk substitutes include the requirement for available safe water and equipment to provide it. 

There were significant other resources required in terms of IPC irrespective of the choice of 
breastfeeding or not. 

It was noted that during the PALM007 study in the Democratic Republic of the Congo breastmilk 
substitutes were provided as part of the research, but that apart from this support, mothers would 
not usually have access to it. Outside of research settings, downstream events occurring as a result 
of not breastfeeding may have a significant cost and resource implication, especially following 
diarrhoeal disease or malnutrition if it occurs. 

10.2.4.5 Equity 

Important issues, or potential issues not investigated 

Increasing costs associated with alternatives to breastfeeding could drive inequity. 

10.2.4.6 Acceptability 

No important issues with the recommended alternative 

Breastfeeding is accepted and promoted in all settings and environments as the best option for 
infant feeding. 
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10.2.4.7 Feasibility 

Important issues, or potential issues not investigated 

There is large variability in access to alternatives to breastfeeding (see Resources, above).   
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11 Knowledge gaps and research priorities 
While formulating recommendations and prioritizing questions for this guideline, the GDG identified 
key areas of uncertainty, and in which they felt research would enable future recommendations to 
be made with higher certainty. 

11.1 Transmission 
• Limited epidemiological evidence on pre-symptomatic or asymptomatic phases of disease. 
• Routes for human-human transmission, including how viral dynamics and trajectories 

correlate with viral culture in the various bodily fluids and the impact of this on 
transmission, infectious periods, subgroup by disease manifestation and disease severity. 

• Potential for reverse zoonosis and spillback events. 
• Natural history of disease: disease severity and risk factors for severe, disease in different 

subpopulations (neonates, children and young people, immunosuppressed, pregnant 
women and older persons). 

• Difference and similarities in transmissibility between clade I (a and b), clade II (a and b). 
• Risks related to particle and aerosol-generating activities (e.g. shaking linen). 
• Infectious dose of MPXV in humans. 
• Characterization of viral evolution. 
• Wastewater sampling and predicting trends for outbreak response. 

11.2 Clinical management 
• Establish disease severity classification and risk factors for severity. 
• Co-infection: other viruses (varicella zoster [VZV], HIV), STIs (such as herpes simplex virus 

[HSV], syphilis, chancroid, lymphogranuloma venereum [LGV]) and others, parasitic 
infections (malaria, dengue, filariasis) etc. Understand if co-infection impacts disease 
severity. 

• Clinical management of patients with advanced HIV and mpox. 
• The incidence of IRIS and its contribution to morbidity and mortality. 
• Racial and ethnic disparities in incidence and access to countermeasures and care. 
• Best symptomatic care for skin care, rash management, nutrition. 
• Best optimized care package for complications such as ocular and central nervous system 

complications. 
• Long-term outcomes for recovered patients, including mothers and babies, 

immunosuppressed patients. Evidence of post viral syndrome and clinical presentation. 
• Efficacy and safety of therapeutics, including in pregnant and breastfeeding mothers and 

children. 
• Presence and transmission of mpox through breastmilk. Measures to inactivate mpox virus 

to make the breastmilk safe (e.g. pasteurization) [184]. 

11.3 Infection prevention and control 
• Description of close proximity and impact on transmission. 
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• Effectiveness of covering lesions and impact on fomite/environmental contamination. 
• Health worker exposure risk categories and post-exposure prophylaxis (PEP). 
• Susceptibility of the mpox virus to disinfectants and their virucidal properties (i.e. active 

ingredients and concentrations, contact time). 
• Stability of virus in the environment and on surfaces. 
• Optimal ventilation to reduce disease transmission. 
• Duration of transmission-based precautions to maintain patients in isolation (when can 

transmission-based precautions be lifted). 
• Effects of home-based care (what can be learned, models of care, etc.). 
• Effectiveness of isolation at home to prevent transmission. 

11.4 Methods questions 
• Value and preference surveys of affected populations to understand trade-offs which would 

be considered when seeking or choosing a treatment/intervention. 

11.5 Standardized data collection 
In order to fill knowledge gaps, it is important to understand the clinical features, prognostic factors 
and outcomes. The WHO Global Clinical Platform collects patient-level anonymized clinical data 
and has been used to understand various emerging pathogens. As we work to understand more 
about the current cases, we have developed a case report form for mpox, and invite Member States 
to contribute data to this platform. 

The objectives of the platform are: 

• Describe the clinical characteristics of mpox. 
• Assess the variations in clinical characteristics of mpox. 
• Identify the association of clinical characteristics of mpox with symptoms. 
• Describe temporal trends in clinical characteristics of mpox. 

For more details, please see the WHO Global Clinical Platform for mpox website [185]. 

A statistical analysis plan is available [186].
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12 Additional tools 
This guideline is available in different formats 

• WHO document repository version (PDF). 
• MAGICapp in online, multilayered formats: This is the fullest version of the guideline. 
• Other tools 
• WHO website mpox clinical management webpage includes tools and infographics about 

clinical diagnosis and management of patients with mpox. 
• Health emergencies - infection prevention and control and water sanitation and hygiene 

webpage 
• Atlas of mpox lesions: a tool for clinical researchers [43] 
• Posters and wall charts for quick reference, covering: 
• screening for mpox [187] 
• triage and clinical assessment [188] 
• differential diagnosis [189] 
• mpox related skin care [127] 
• mpox-associated eye disease [156] 
• pain management in mpox [165] 
• fluid management in mpox [172] 
• Interim practical manual for designing, setting up and assessing health facilities in the 

context of mpox outbreaks (2024) [190] 

0 

 

https://doi.org/10.2471/B09434
https://app.magicapp.org/#/guideline/EvqB0n
https://www.who.int/teams/health-care-readiness/clinical-management-of-monkeypox
https://www.who.int/teams/health-care-readiness/infection-prevention-and-control#:~:text=Infection%20prevention%20and%20control%20%28IPC%29%20and%20water,%20sanitation,%20and%20hygiene
https://www.who.int/teams/health-care-readiness/infection-prevention-and-control#:~:text=Infection%20prevention%20and%20control%20%28IPC%29%20and%20water,%20sanitation,%20and%20hygiene
https://iris.who.int/bitstream/handle/10665/366569/WHO-MPX-Clinical-Lesions-2023.1-eng.pdf
https://cdn.who.int/media/docs/default-source/health-care-readiness/mpox-posters/mpox-screening-tool-for-health-workers-poster.pdf
https://cdn.who.int/media/docs/default-source/health-care-readiness/mpox-posters/mpox-triage-and-clinical-assessment-for-suspected-and-confirmed-cases_18.11.2024-v3_poster.pdf
https://cdn.who.int/media/docs/default-source/health-care-readiness/mpox-posters/mpox-lesions-differential-diagnosis_18.11.2024-v2_poster.pdf
https://cdn.who.int/media/docs/default-source/health-care-readiness/mpox-posters/care-of-skin-lesions-in-mpox-infection_poster.pdf
https://www.who.int/publications/m/item/supplementary-information-for-mpox-clinical-management-poster-series--eye-involvement
https://www.who.int/publications/m/item/supplementary-information-for-mpox-clinical-management-poster-series--pain-management
https://www.who.int/publications/m/item/supplementary-information-for-mpox-clinical-management-poster-series--fluid-management
https://iris.who.int/handle/10665/380532
https://iris.who.int/handle/10665/380532
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Annex 1: Definitions and terminology 
Aerosol-generating procedures: Medical procedures that are reported to be aerosol generating are 
consistently associated with an increased risk of pathogen transmission. The current list of 
procedures recognized by WHO as aerosol generating includes aspiration or open suctioning of 
respiratory tract specimens, bronchoscopy, intubation, cardiopulmonary resuscitation, manual 
ventilation before intubation, sputum induction by using nebulized hypertonic saline, dentistry and 
autopsy procedures [112][191]. 

Airborne infection isolation room: A room with a high ventilation rate and controlled direction of 
airflow that can be used to contain airborne infections and acute respiratory infections caused by a 
novel agent with the potential to pose a public health risk. Such rooms can be naturally or 
mechanically ventilated [112]. 

Naturally ventilated airborne precaution room: the airflow should be directed to areas free of 
transit, or should permit the rapid dilution of contaminated air into the surrounding areas and the 
open air; the average ventilation rate should be 160 L/s per patient [192]. 

Mechanically ventilated airborne precaution room: negative pressure is created to control the 
direction of airflow; the ventilation rate should be at least 12 air changes per hour (ACH). Such a 
room is equivalent to the “airborne infection isolation room” described by the United States 
Centers for Disease Control and Prevention.  

Airborne transmission/inhalation (formerly airborne transmission): Occurs when infectious 
respiratory particles (IRPs) are expelled into the air and enter, through inhalation, the respiratory 
tract of another person. This form of transmission can occur when the IRPs have travelled either 
short or long distances from the infectious person. The portal of entry of an IRP into respiratory tract 
tissue during airborne transmission can theoretically occur at any point along the human 
respiratory tract, but preferred sites of entry may be pathogen specific. It should be noted that the 
distance travelled will depend on multiple factors including particle size, mode of expulsion and 
environmental conditions (such as airflow, humidity, temperature, setting, ventilation, etc.) [193]. 

Care workers: People who provide direct personal care services in the home, in a health care or 
residential setting, assisting with routine tasks of daily life and performing other tasks of a simple 
and routine nature. This term comprises [194][195]: 

Health care assistants: institution-based, personal care workers who provide direct personal care 
and assistance with activities of daily living to patients and residents in a variety of health care 
settings, such as hospitals, clinics and residential nursing care facilities. They generally implement 
established care plans and practices under the direct supervision of medical, nursing or other 
health professionals or associate professionals. 

Home-based personal care workers: provide routine personal care and assistance with activities of 
daily living to persons who are in need of such care due to effects of ageing, illness, injury or other 
physical or mental conditions, in private homes and other independent residential settings. 

Case definitions: Refer to WHO guidance on mpox case definitions [120]. 



 

 
 

Contact transmission: The spread of an infectious agent caused by physical contact of a 
susceptible host with people or objects [96].  

Direct contact transmission involves both a direct body-surface-to-body-surface contact and 
physical transfer of microorganisms between an infected or colonized person and a susceptible 
host [112][96]. In addition, direct contact transmission can occur when an infectious person directly 
transfers infectious pathogens from their own respiratory tract, not via IRPs, to another person by 
being in direct contact with that person (e.g. via a handshake), who then directly transfers the IRPs 
into their own mouth, nose or eyes [193]. 

Indirect contact transmission involves contact of a susceptible host with a contaminated 
intermediate object (e.g. contaminated hands) that carries and transfers the 
microorganisms [112][96]. Contaminated surfaces are also created when IRPs expelled into the air 
settle on a surface, or when an infected person transfers infectious respiratory secretions by first 
touching their own mouth, nose or eyes and then touching a surface or shaking hands. Infectious 
pathogens on the contaminated surfaces are then transferred to another person who touches that 
contaminated surface and then their own mouth, nose or eyes [193]. 

Direct deposition (formerly droplet transmission): Occurs when IRPs are expelled into the air 
following a short-range semi-ballistic trajectory, then are directly deposited on the exposed facial 
mucosal surfaces (mouth, nose or eyes) of another person, thus, entering the human respiratory 
tract via these portals and potentially causing infection [193]. 

Filtering facepiece respirator (FFR or respirator): Filtering facepiece respirators (FFRs or respirators) 
offer a balance of filtration, breathability and fit. Whereas medical masks filter 3-micrometre 
droplets, N95-rated and FFP2-rated FFRs must filter more challenging 0.075-micrometre particles 
or particulates and must do so across the entire surface of the respirator as a result of the fitted 
design. European FFP2 FFRs, according to the EN 149 standard, filter at least 94% sodium chloride 
(NaCl) salt particles and paraffin oil droplets. The United States of America's N95 FFRs, according 
to the National Institute for Occupational Safety and Health NIOSH 42 CFR Part 84, filter at least 
95% NaCl salt particles [196][197]. 

Health worker: Health and care workers are all people from the community to hospitals, primarily 
engaged in actions with the primary intent of enhancing health. This includes health service 
providers, such as doctors, nursing and midwifery professionals, public health professionals, 
technicians (laboratory, health, medical and non-medical), personal care workers, and healers and 
practitioners of traditional medicine. It also includes health management and support workers, 
such as cleaners, drivers, hospital administrators, district health managers, social workers and 
other occupational groups in health-related activities [198][195]. This document uses the combined 
term of health and care worker to cover all roles and settings. 

Infectious respiratory particles: Pathogens, contained within a particle (known as “infectious 
particles”), that travel through the air and these infectious particles are carried by expired airflow 
which enter the human respiratory tract or are deposited on the mucosa of the mouth, nose or eye 
of another person [193]. 

Isolation: The separation of infected people with a contagious disease from people who are not 
infected [199]. 



 

 

Screening: A process through which an individual is evaluated to see whether that person meets a 
standardized case definition. Screening does not typically require close physical contact or clinical 
expertise [200][201].  

Standard precautions: Aim to protect both health workers and patients by reducing the risk of 
transmission of microorganisms from both recognized and unrecognized sources. They are the 
minimum standard of IPC practices that should be used by all health and care workers, during the 
care of all patients, at all times, in all settings. When applied consistently, standard precautions 
can prevent the transmission of microorganisms between patients, health workers and the 
environment [97]. 

Transmission-based precautions: Transmission-based precautions are used in addition to standard 
precautions for patients with known or suspected infection or colonization with transmissible 
and/or epidemiologically significant pathogens. The type of transmission-based precautions 
assigned to a patient depends on the transmission route of the microorganism: contact, droplet or 
airborne [96]. 

Triage: The process of sorting patients into categories based on the need for time-sensitive 
treatment using validated tools. Triage identifies those who require immediate medical 
intervention, and those who can safely wait. Triage may occur at a health post, primary health 
centre, clinic or emergency unit. It typically requires close physical contact (within 1 m) with the 
patient during the assessment [200][201].



 

 
 

Annex 2. Medications and dosages for 
symptomatic care 

Antihistaminic for itching 

• Adults: Loratadine 10 mg PO once daily. 
• Children (> 30 kg): Loratadine 10 mg PO once daily. 

Nausea and vomiting  

Ondansetron (associated with QT prolongation, thus it is important to note other medications that 
may also prolong the QT interval and to monitor regularly with ECGs if available). 

• Adults: 8 mg PO every 12 hours or 4 mg IV every 8 hours as needed. 
• Children: 0.15 mg/kg orally or IV 0.15 mg/kg every 12 hours, maximum dose 8 mg. 

Promethazine 

• Only for adults: 12.5–25 mg orally every 4–6 hours as needed (can prolong QT interval). 

Dyspepsia 

• Adult: Omeprazole 40 mg PO/IV every 24 hours. 

• Child: Omeprazole: 5–10 kg: 5 mg once daily; 10–20 kg: 10 mg once daily; ≥ 20 kg: 20 mg 
once daily. 

Diarrhoea 

Diarrhoea should be managed conservatively. The use of anti-motility agents is not generally 
recommended given the potential for ileus. 

Anxiety 

This may be a symptom patients experience particularly related to being in isolation or due to 
worsening symptoms. 

• First-line therapy is to talk with a mental health counsellor. 
• For moderate to severe anxiety, diazepam can be considered, but an evaluation of the 

patient’s mental status should precede its use. 

Benzodiazepines should not be given to patients with altered mentation. 

• Adults: Diazepam 5–10 mg PO every 8 hours as needed as long as mentation is unaffected. 
• Children: Diazepam 0.05–0.1 mg/kg PO every 6 hours as needed. 

Continual supervision by a health aid is indicated to keep the child calm. Sedatives should only be 
used if necessary to perform procedures and give interventions. 



 

 

Agitation 

If patient is agitated and becomes a danger to self, health care providers or other patients, consider 
pharmacotherapy. 

• Adults: 
o Diazepam 2–10 mg PO/IV every 6–8 hours as needed as long as patient can protect 

their airway. 
o  Haloperidol 0.5–5 mg every 4–6 hours, as needed. 

• Children > 6 years: Haloperidol IM 1–3 mg every 4–8 hours, as needed. 
• Children 3–6 years: Haloperidol PO 0.01–0.03 mg/kg once daily. 

Haloperidol is associated with QT prolongation, thus it is important to note other medications that 
may also prolong the QT interval and to monitor with ECG regularly if available. 

Note: Avoid the use of salicylates (e.g. aspirin) in children and adolescents < 18 years of age to 

avoid the development of Reye’s Syndrome.



 

 
 

Annex 3. Mpox care pathway 

 

Relevant guidance is available in this guideline, and in: 
• WHO Basic Emergency Care guidelines [124]. 
• Infection prevention and control and water, sanitation and hygiene measures for community health workers supporting mpox outbreaks in 

resource limited settings: a summary [101]. 

Alwavs: Infection Drevent and control Appropriate measures, inclulding isolation andalways; injection prevent ana control personal preotectlve equipment according to local /national protocols.

1. Screening
At first interface with the health system.

Ask screening questions based on
standardised case definition
symptoms
clinical signs
exposure history.

Test according to local protocols.

2. Acuity based triage
In the emergency unit or similar area
to sort patients into categories based
on seventy (including danger signs).

3. Clinical assessment
For seventy of disease including
assessment of risk population,
specifically:

children under 5
pregnant women
immunosuppression

Arrange
testing for
mpox and. HIV

4. Mpox treatment
Isolate and treat in a health facility,
community facility, or home according
to local / national protocols.

No danger signs or
complications present:
home care can be considered
provided infection prevention
criteria are met.

Danger signs or complications:
hospitlization and isolation

with symptomatic treatment and
optimized supportive care

5. Release from the care
pathway when no
longer infectious and
clinically recovered
Discontinue transmission-based
precautions including isolation.



 

 

Annex 4. Search strategy and terminology for 
reported routes of MPXV infection 
A commissioned systematic review in 2024 underpins the current guideline and is an update of a 

previously published review. It synthesized and updated evidence for the three research 

questions. The review occurred in two stages. The first stage appraised available evidence from 

comparative interventional trials, which yielded no evidence. In the absence of such data, the 

second stage was preformed to synthesize evidence on the reported routes of MPXV infection 

using non-comparative study designs to indirectly inform the three IPC intervention review 

questions. 

Literature search strategy 

The search was done at the end of September 2024 using broad search terms including terms for 

mpox-like viruses. The search included the following databases: MEDLINE (OVID), Embase 

(OVID), Biosis previews (Web of Science), CAB Abstracts (Web of Science) and Global Index 

Medicus. 

Inclusion and exclusion criteria 

All studies published in English and French between September 2022 and September 2024 that 

presented data on the mpox mode of transmission were eligible to be included. Both 

comparative and non-comparative studies in different settings (health care, households, 

communal living/community settings) were included. The following mpox studies were excluded; 

studies without transmission data, studies solely concerning animal-to-animal or animal-to-

human transmission, studies solely examining laboratory transmission, non-original studies, and 

studies that published in a language other than English and French. 

Given the potential for varying interpretations of key terminology, the following descriptions 

were used for the purpose of the systematic review: 

i. Fully healed: mpox lesions have crusted, scabs have fallen off and a fresh layer of skin has 
formed underneath. 

ii. Infectious period: until mpox lesions have crusted, scabs have fallen off and a fresh layer of 
skin has formed underneath. 

iii. Isolation: the separation of infected people with a contagious disease from people who are 
not infected by keeping to a separate room or area within the home. 

iv. Adequate ventilation in a single patient room: may be achieved by mechanical, natural or 
hybrid ventilation. 

a. Mechanical ventilation rate: six air changes per hour in room. 



 

 
 

b. Natural ventilation rate: 60 L/sec per patient. 
c. Hybrid (mixed mode) ventilation is a combination of both mechanical and natural 

ventilation. It relies on natural driving forces to provide the desired (design) flow rate. 
Mechanical ventilation can be used when the natural ventilation flow rate is too low. 

v. Airborne isolation room ventilation: mechanical ventilation to meet criteria for an airborne 
precaution room: negative pressure is created to control the direction of airflow. The 
ventilation rate should be at least 12 air changes per hour. 

Natural ventilation to meet criteria for an airborne precaution room: the airflow should be 

directed to areas free of transit or should permit the rapid dilution of contaminated air into the 

surrounding areas and the open air. The average ventilation rate should be 160 L/sec per patient. 

From the data collected from stage two, several subgroup analyses were conducted based on 

different contexts: 

1. Setting 
a. Review considered: household, communal living, or health care settings community 

settings. 
2. Clade (where known or presumed) 

a. The analysis included Clade I, Clade II, and its subtypes Clade IIa and Clade IIb (and 
all sub lineages, including but not limited to IIb lineage A, IIb lineage B, and IIb 
lineage C). 

3. Route of transmission 
a. Transmission routes were analysed based on the information detailed in the 

paper(s). 
4. Region and/or country 

a. Data were categorized by WHO regions, including the African Region, Region of the 
Americas, South-East Asia Region, European Region, Eastern Mediterranean Region 
and Western Pacific Region. 

5. Context 

Cases reported in the global mpox outbreak since 2022, categorized as the West African clade, 
were classified as likely Clade IIb unless evidence emerged to the contrary. 

The review conducted in 2024 followed a similar search strategy as the one in 2023, the main 
difference being the extended timeframe. 

 



 

 

Annex 5. Systematic monitoring of patients 
  

Vital signs and pain 
assessment 

• Temperature, heart rate, blood pressure, respiratory rate, peripheral oxygen 
saturation, level of consciousness using the alert, voice, pain, unresponsive scale 
(AVPU), point of care glucose, and body weight and height to calculate BMI and 
children’s mid-upper arm circumference (MUAC) 
• Pain scale 

General condition • Is the patient able to eat and drink without support? 
• Is the patient able to sit and walk independently? 
• Has the patient had recent weight loss since onset of symptoms? 

Rash characterization • Stage of rash: macules, papules, vesicles, pustules, crusted over, exfoliation 
• Location of the rash (face, arms, torso, genitals, legs, mucosa) 
• Number of lesions 
– Mild (< 25 skin lesions) 
– Moderate (25–99 skin lesions) 
– Severe (100–250 skin lesions) 
– Very severe (> 250 skin lesions) 
• If exfoliation present: % body affected (> 10% is concerning) 

Presence of bacterial 
secondary infection 

Signs of cellulitis, abscess, pyomyositis, necrotizing soft tissue infection 

Neurologic status • AVPU, seizures, coma 

Volume status Presence of dehydration: mild, moderate or severe 

Signs of perfusion • Pulse rate, strength, capillary refill 
• Urine output (> 0.5 mL/kg/h = good in adults; 1.0 mL/kg/h in children) 
• Mottling of skin 

Respiratory system  Respiratory rate, SpO2, signs of respiratory distress 

Nutritional assessment • Change in appetite, weight loss, body weight, height, calculation of BMI, MUAC in 
children 
• Signs of malnutrition – use standardized tool (e.g. Malnutrition Universal Screening 
Tool) 

Ophthalmological 
examination 

One of the most frequent complications, for early diagnosis and management 

Laboratory tests Haematology: white blood count, haemoglobin, platelet. Biochemistry: urea, 
creatinine, ALT, ASTe, glucose, albumin. Electrolytes: sodium, potassium, 
bicarbonate, calcium, chloride. Coagulation: prothrombin time/INR. 

 

Vital signs and clinical features to monitor systematically (Source: This table is modified from 
the WHO Optimized supportive care for Ebola virus disease [137] and includes information from the 
WHO Pocket book of hospital care for children [152]). 

https://www.bapen.org.uk/pdfs/must/must_full.pdf
https://www.bapen.org.uk/pdfs/must/must_full.pdf
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Annex 7. Rates and predictors of severe 
disease 
A systematic review was conducted up to September 2024 [41] (data mostly from the 2022 global 

outbreak) to understand prognosis, complications and risk factors. The search strategy returned 

3606 results; after the screening, 130 studies (19 for risk factors) were included, including 89 722 

patients with a male percentage ranging from 42.9% to 100% and a median age range of 6.9 to 

43 years. Data were mostly limited to clade 2b, and were very limited for children and pregnant 

women. 

Methods 

To provide the GDG with a comprehensive understanding of mpox prognosis, a systematic 

review of observational studies published up to 20 September 2024, was conducted. The review 

aimed to: 1) establish baseline risk estimations for clinical adverse outcomes, including but not 

limited to hospitalization and mortality, in patients with mpox, differentiating between severe 

and non-severe cases as defined in the literature; and 2) identify adjusted risk factors associated 

with mpox prognosis [41].  

With assistance from an expert librarian, the review team searched MEDLINE, Embase, CENTRAL, 

CINAHL, Global Health, medRxiv, bioRxiv, and SSRN from inception to September 2024, using 

search terms including "mpox", ”cohort”, "case-control ", "observational study", “cross-sectional”, 

“epidemiologic”, “population surveillance”, "retrospective", “prospective” and ”randomized 

controlled trial". To identify additional eligible studies, the review team screened the reference 

lists of included studies and relevant systematic reviews. The review included studies of patients 

with laboratory-confirmed mpox virus infections that reported the rate of clinical adverse 

outcomes and adjusted risk factors for adverse outcomes. 

To estimate pooled baseline risks and their associated 95% confidence intervals for each adverse 

outcome, the review team conducted meta-analyses of proportions using fixed effects models. 

The review team performed analyses for all patients, severe patients and non-severe patients 

separately. For every candidate risk factor, as most eligible studies reported odds ratios (OR) as 

the measure of association, if studies reported relative risks (RRs) or hazard ratios (HRs), the 

review team converted them to ORs and pooled ORs using the random effects model. 

The review team examined different thresholds to classify studies as reporting on severe disease 

or non-severe disease and decided on a 50% threshold to categorize studies as severe disease or 

non-severe disease. Studies with fewer than 50% of participants classified as having severe mpox 

or hospitalized for treatment were categorized as non-severe; studies with 50% or more were 

categorized as severe. 



 

 

Rates of adverse outcomes 

Data from the September 2024 systematic review [41] are presented in Table A7.1 which shows 

the baseline risk estimates for adverse outcomes. In the non-severe cohort, the rate of 

hospitalization is 4% (39 to 42) with very low mortality. Whereas, in patients from the severe 

cohort, already hospitalized, the rate of death is estimated to be 4.6% (36 to 58). 

 

Table A7.1 Baseline risk for adverse outcomes in patients with mpox 

Outcomes Event rate (95% CI per 1000) 

Non-severe cohort* Severe cohort* Overall 

Hospitalization 40 per 1000 (39 to 42) NA 42 per 1000 (40 to 43) 

ICU admission 0.3 per 1000 (0.1 to 0.7) 49 per 1000 (33 to 68) 0.4 per 1000 (0.1 to 0.9) 

Mechanical ventilation 8 per 1000 (1 to 19) 55 per 1000 (34 to 80) 26 per 1000 (16 to 39) 

All-cause mortality 0 per 1000 (0 to <0.001) 46 per 1000 (36 to 58) 0 per 1000 (0 to <0.001) 

 

* The review team used a 50% threshold to categorize studies as severe or non-severe. Studies with 
fewer than 50% of participants classified as having severe mpox or hospitalized for treatment were 
categorized as non-severe; studies with 50% or more were categorized as severe. 

Risk factors 

Using data from the systematic review [41], the GDG agreed that a risk factor was useful for if the 
odds ratio (OR) was 2.0 or more, and if there was at least a moderate certainty of evidence. 
Additional, but less useful risk factors were identified by a moderate certainty of evidence and an 
OR of between 1.7 and 2.0. Those with a low or very low certainty of evidence or an OR of less than 
1.7 were not considered useful. 

Major risk factors for severe disease or hospitalization amongst patients with non-severe mpox are 
HIV, and HIV with CD4 < 350 cells/mm3 (see Table A7.2 for full details). 

HIV was the only major risk factor identified for death (see Table A7.3 for full details). 

Table A7.2 Risk factors associated with severe disease or hospitalization 

Risk factors Study results and 
measurements 

Certainty of the 
evidence 
(Quality of evidence) 

Summary 

Age (per 10 years 
increase) 

Odds ratio: 0.88 
(95% CI 0.63 to 1.23) 
Based on data from 16 
939 participants in 6 
studies 

Low 
Due to serious 
inconsistency, Due to 
serious imprecision 

Age may be associated with little or no 
increase in severe disease. 

Sex (males vs 
females) 

Odds ratio: 0.78 
(95% CI 0.34 to 1.78) 
Based on data from 
5501 participants in 3 
studies 

Low 
Due to serious 
inconsistency; Due to 
serious imprecision 

Males may be associated with little or no 
increase in severe disease compared 
with females. 



 

 
 

HIV (positive vs 
negative) 

Odds ratio: 1.79 
(95% CI 1.07 to 3.00) 
Based on data from 
9883 participants in 7 
studies 

Moderate 
Due to serious 
inconsistency 

HIV is probably associated with 
increased odds of severe disease. 

HIV (CD4 < 350 
cells/mm3 vs HIV 
negative) 

Odds ratio: 2.45 
(95% CI 1.19 to 5.02) 
Based on data from 
2321 participants in 2 
studies 

High Patients with CD4 < 350 cells/mm3 are 
associated with increased odds of 
severe disease compared with HIV 
negative patients. 

HIV (CD4 ≥ 350 
cells/mm3 vs HIV 
negative) 

Odds ratio: 0.82 
(95% CI 0.55 to 1.22) 
Based on data from 
2321 participants in 2 
studies 

Low 
Due to serious 
inconsistency, Due to 
serious imprecision 

Patients with CD4 ≥ 350 cells/mm3 may 
be associated with little or no increase 
in severe disease compared with HIV 
negative patients. 

Vaccination (mpox 
or smallpox) 

Odds ratio: 0.88 
(95% CI 0.57 to 1.36) 
Based on data from 
7400 participants in 7 
studies 

Low 
Due to serious 
inconsistency; Due to 
serious imprecision 

Mpox or smallpox vaccination may be 
associated with little or no decrease in 
severe disease. 

Vaccination 
(childhood or prior 
smallpox) 

Odds ratio: 0.96 
(95% CI 0.61 to 1.51) 
Based on data from 
7032 participants in 6 
studies 

Low 
Due to serious 
inconsistency; Due to 
serious imprecision 

Childhood or prior smallpox vaccination 
may be associated with little or no 
decrease in severe disease. 

 

Table A7.3 Risk factors associated with mortality 

Risk factors Study results and 
measurements 

Certainty of the 
evidence 
(Quality of 
evidence) 

Summary 

HIV (positive 
vs negative) 

Odds ratio: 10.81 
(95% CI 9.80 to 11.92) 
Based on data from 3377 
participants in 2 studies 

High HIV is associated with increased odds of all-
cause mortality. 

Age (per year) Odds ratio: 0.90 
(95% CI 0.82 to 0.97) 
Based on data from 86 
participants in 1 study 

Very low 
Due to extremely 
serious imprecision 

We are uncertain whether age is associated 
with increased odds of all-cause mortality. 

Sex (males vs 
females) 

Odds ratio: 3.59 
(95% CI 0.54 to 23.60) 
Based on data from 86 
participants in 1 study 

Very low 
Due to extremely 
serious imprecision 

We are uncertain whether males are 
associated with increased odds of all-cause 
mortality compared with females. 

  



 

 

Risk for adverse outcomes 

Table A7.4 shows the baseline risk estimates from the systematic review. In the non-severe 

cohort the rate of hospitalization is 4% (39 to 42) with very low mortality. Whereas, in patients 

from the severe cohort, already hospitalized, the rate of death is estimated to be 4.6% (36 to 58). 

Table A7.4Baseline risk for adverse outcomes in patients with mpox 

Outcomes Event rate (95% CI per 1000) 

Non-severe cohort* Severe cohort* Overall 

Hospitalization 40 per 1000 (39 to 42) NA 42 per 1000 (40 to 43) 

ICU admission 0.3 per 1000 (0.1 to 0.7) 49 per 1000 (33 to 68) 0.4 per 1000 (0.1 to 0.9) 

Mechanical ventilation 8 per 1000 (1 to 19) 55 per 1000 (34 to 80) 26 per 1000 (16 to 39) 

All-cause mortality 0 per 1000 (0 to < 0.001) 46 per 1000 (36 to 58) 0 per 1000 (0 to < 0.001) 

* The review team used a 50% threshold to categorize studies as severe or non-severe. Studies 

with fewer than 50% of participants classified as having severe mpox or hospitalized for 

treatment were categorized as non-severe; studies with 50% or more were categorized as severe. 

  



 

 
 

Annex 8. Rapid systematic search for 
packages of care for mpox 
A rapid systematic search for packages of care in mpox was used to identifying potential 

interventions to improve patient outcomes. 

Problem 

• There is no effective antiviral for mpox. 
• Patients want to receive the best care, which is complex to provide and based on multiple 

medical approaches which must be selected and targeted to a patient’s needs. 
• There are large numbers of interventions from which to select, typically delivered as a 

package: 
o many of the items are “best medical practice” and unlikely to have direct or high 

certainty evidence; 
o there are likely to be many interactions between interventions in terms of trade-offs 

of time/resource/focus, which considering individual PICOs does not capture; and 
o the overall package may describe “high value” interventions, or a systematic 

description of potential interventions. 

Strategy 

Identify packages of care which may be used as interventions to reduce mpox mortality and 

morbidity. 

Initial proposed PICO 

In patients who require hospitalization for mpox disease, does a structured set of interventions 

compared with usual care improve morbidity and/or mortality? 

Methods 

Rapid search limited to published literature. 

Databases 

• MEDLINE (searched via PubMed) 
• EMBASE 
• CINAHL (EBSCO) 
• Clinical trials registries 

o Clinicaltrials.gov 
o ISTRP 
o Pan African Clinical Trials Registry (PACTR) 



 

 

Inclusion criteria (require all of…) 

• interventions described in sufficient clinical detail to be implementable 
• intervention or prospective observational studies or guideline implementation description 
• published in full, or published in abstract with prior registration of the study on an 

international database 
• reporting at least one outcome in abstract or full text from: death; serious adverse events; 

hospital admission; hospital length of stay; pregnancy outcome; disease transmission 

Exclusion criteria (any of…) 

• case reports, or case series with <10 patients 
• retrospective studies 
• studies of vaccination or vaccine-based immunity 
• studies of testing strategies or diagnostic test performance 
• non-human studies 
• interventions applied before patients reach a healthcare professional 

Limits 

• No language filters 

Search terms (Pubmed) 

Search date 12/03/2025 

# Query Search Details Results 

13 #11 AND #12 ("mpox, monkeypox"[MeSH Terms] OR ("mpox"[All Fields] AND 
"monkeypox"[All Fields]) OR "monkeypox mpox"[All Fields] OR "mpox"[All 
Fields] OR "mpox, monkeypox"[MeSH Terms] OR ("mpox, monkeypox"[MeSH 
Terms] OR ("mpox"[All Fields] AND "monkeypox"[All Fields]) OR "monkeypox 
mpox"[All Fields] OR "monkeypox"[All Fields])) AND ("intervention*"[All 
Fields] OR "outcome*"[All Fields] OR ("mortality"[MeSH Terms] OR 
"mortality"[All Fields] OR "mortalities"[All Fields] OR "mortality"[MeSH 
Subheading]) OR ("death"[MeSH Terms] OR "death"[All Fields] OR 
"deaths"[All Fields]) OR "hospitali*ation"[All Fields] OR "complication*"[All 
Fields]) 

1,321 

12 #4 OR #6 OR #7 
OR #8 OR #9 OR 
#10 

"intervention*"[All Fields] OR "outcome*"[All Fields] OR "mortality"[MeSH 
Terms] OR "mortality"[All Fields] OR "mortalities"[All Fields] OR 
"mortality"[MeSH Subheading] OR "death"[MeSH Terms] OR "death"[All 
Fields] OR "deaths"[All Fields] OR "hospitali*ation"[All Fields] OR 
"complication*"[All Fields] 

8,903,461 

11 #1 OR #2 OR #3 "mpox, monkeypox"[MeSH Terms] OR ("mpox"[All Fields] AND 
"monkeypox"[All Fields]) OR "monkeypox mpox"[All Fields] OR "mpox"[All 
Fields] OR "mpox, monkeypox"[MeSH Terms] OR ("mpox, monkeypox"[MeSH 
Terms] OR ("mpox"[All Fields] AND "monkeypox"[All Fields]) OR "monkeypox 
mpox"[All Fields] OR "monkeypox"[All Fields]) 

5,951 

10 complication* "complication*"[All Fields] 3,741,841 

9 hospitali*ation "hospitali*ation"[All Fields] 312,514 

8 death "death"[MeSH Terms] OR "death"[All Fields] OR "deaths"[All Fields] 1,309,081 



 

 
 

7 mortality "mortality"[MeSH Terms] OR "mortality"[All Fields] OR "mortalities"[All 
Fields] OR "mortality"[MeSH Subheading] 

1,670,116 

6 outcome* "outcome*"[All Fields] 3,636,872 

4 intervention* "intervention*"[All Fields] 1,720,945 

3 monkeypox "mpox, monkeypox"[MeSH Terms] OR ("mpox"[All Fields] AND 
"monkeypox"[All Fields]) OR "monkeypox mpox"[All Fields] OR 
"monkeypox"[All Fields] 

5,412 

2 mpox[Mesh] "mpox, monkeypox"[MeSH Terms] 3,418 

1 mpox "mpox, monkeypox"[MeSH Terms] OR ("mpox"[All Fields] AND 
"monkeypox"[All Fields]) OR "monkeypox mpox"[All Fields] OR "mpox"[All 
Fields] 

4,379 

Search terms (Embase) 

('mpox' OR 'monkeypox'/exp OR 'monkeypox') AND ('intervention*' OR 'outcome*' OR 'mortality'/exp 
OR 'mortality' OR 'death*' OR 'hospitali*ation' OR 'complication*') 

Found 2071 results (1032 not in Pubmed after de-duplication which were screened) 

Search terms (Clinical trials databases) 

Search “mpox”, excluding those not yet recruiting, or recruiting. 

Clinicaltrials.gov 

Search date 13/03/2025 

• n=21 for full review, 20 not relevant. 

Found 1 study: NCT05559099 (PALM007) 

International Clinical Trials Registry Platform (ISTRP) 

Search date 13/03/2025, limiting to phase 2 and 3 trials. 

• n=51 
• Found 1 study: NCT05559099 (PALM007) 

Pan African Clinical Trials Registry (PACTR) 

Search date 13/03/2025 

• n=3 for full review 
• Found 1 study which is ongoing, but not reported: PACTR202405860723287 “A phase III, 

multi-country, randomized, placebo-controlled, double-blinded adaptive platform trial to 
assess the efficacy and safety of treatments for participants with monkeypox virus disease” 



 

 

Flowchart of search results 

 

Seven articles were identified for analysis (see below). Of these, in-depth review demonstrated only 
one (PALM 007) had sufficient published descriptions of multiple interventions, how they were 
implemented, and patient outcomes. 

Identified articles for analysis 

• Jiang RM, Zheng YJ, Zhou L, Feng LZ, Ma L, Xu BP et al. Diagnosis, treatment, and prevention 
of monkeypox in children: an experts' consensus statement. World J Pediatr. 
2023;19(3):231-42 (https://www.doi.org/10.1007/s12519-022-00624-3). 

• Jiang R, Zheng Y, Zhou L, et al. Expert consensus on the diagnosis, treatment and prevention 
of monkeypox in children. Chinese Journal of Applied Clinical Pediatrics. 2022;37(13):964-
73 (http://dx.doi.org/10.3760/cma.j.cn101070-20220627-00779). 

• PALM 007 study. A randomized, placebo-controlled, double-blinded trial of the safety and 
efficacy of tecovirimat for the treatment of adult and pediatric patients with monkeypox 
virus disease. United States National Library of Medicines. 2025 
(https://clinicaltrials.gov/study/NCT05559099). 

• Pittman PR, Martin JW, Kingebeni PM, Muyembe Tamfum JJ, Wan Q, Reynolds MG et al. 
Clinical characterization of human monkeypox infections in the Democratic Republic of the 
Congo. medRxiv. 2022 (http://dx.doi.org/10.1101/2022.05.26.22273379). 

• Reynolds MG, McCollum AM, Nguete B, Shongo Lushima R, Petersen BW. Improving the 
care and treatment of monkeypox patients in low-resource settings: applying evidence from 

https://www.doi.org/10.1007/s12519-022-00624-3
http://dx.doi.org/10.3760/cma.j.cn101070-20220627-00779
https://clinicaltrials.gov/study/NCT05559099
http://dx.doi.org/10.1101/2022.05.26.22273379


 

 
 

contemporary biomedical and smallpox biodefense research. Viruses. 2017;9(12):380 
(https://doi.org/10.3390/v91200380). 

• STOMP study. A randomized, placebo-controlled, double-blinded trial of the safety and 
efficacy of tecovirimat for the treatment of human mpox virus disease. United States 
National Library of Medicines. 2025 (https://clinicaltrials.gov/study/NCT05534984). 

• Zeyen C, Kinberger M, Kriedemann H, Pfäfflin F, Tober-Lau P, Huang L et al. Clinical 
spectrum and long-term outcomes of mpox: a cohort study spanning from acute infection to 
six-month follow-up. BMC Infect Dis. 2024. 24(1):317 (https://doi.org/10.1186/s12879-024-
09191-6). 

https://clinicaltrials.gov/study/NCT05534984
https://doi.org/10.1186/s12879-024-09191-6
https://doi.org/10.1186/s12879-024-09191-6
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The technical unit collected and managed written statements of declaration of interest (DOI) from 
all the participants in the meeting held in Nairobi, Kenya 9–13 June 2025. Conflicts of interest were 
declared by three participants related to funding for research support in the area of mpox but they 
were not deemed grounds for participation eligibility. During the meeting, the technical unit 
described the DOI process to the expert participants and no verbal conflicts were declared or 
discovered. No participant was removed from the list as the conflicts of interest declared did not 
influence the elaboration of the guidelines and their objectivity and quality. 

Table A9.1 below you can see the identification of the conflict of interests of the participants and 
the analysis and conclusion regarding the conflicts of interest declared by participants 
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interest 

Description Conclusion 

Oshiozimede Quincy 
Aigbonoga 

No conflict     

Agnes Bangura No conflict     
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Mandeng 
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PICO tables 

Mpox patient isolated until all lesions are fully healed [Intervention] vs Mpox patient does not isolate when all 

non-healed lesions are covered and wears a medical mask [Comparator] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Isolation until 
lesions fully 
healed  

Covered lesions, 
medical mask, 
no isolation 

 

Non-poolable 
outcomes 

  

Mpox infection inferred 
from transmission route 
frequency data 

 
31 742 reported cases of transmission 
as a result of close contact in 32 318 
patients 
(210/222 studies). This can be 
disaggregated further as: 21 025 
cases due to confirmed sexual 
contact; 9788 cases due to suspected 
sexual contact; and 930 due to non-
sexual close contact. 
Inferred odds: 1 

Low 
risk of bias: Serious 
indirectness: Serious 

Isolating patients 
probably does not 
prevent transmission 
of mpox compared 
with not isolating 
patient provided all 
lesions are covered, a 
medical mask is worn 
and physical contact 
with others is avoided. 

 

  



 

 
 

Mpox patient isolated until all lesions are fully healed [Intervention] vs Mpox patient does not isolate when all 

non-healed lesions are covered and wears a medical mask [Comparator] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Isolation until 
lesions fully 
healed  

Covered lesions, 
medical mask, 
no isolation 

 

Non-poolable 
outcomes 

  

Mpox infection inferred 
from transmission route 
frequency data 

 
31 742 reported cases of 
transmission as a result of close 
contact in 32 318 patients 
(210/222 studies). This can be 
disaggregated further as: 21 025 
cases due to confirmed sexual 
contact; 9788 cases due to suspected 
sexual contact; and 930 due to non-
sexual close contact. 
Inferred odds: 1 

Low 
risk of bias: Serious 
indirectness: Serious 

Isolating patients 
probably does not 
prevent transmission 
of mpox compared 
with not isolating 
patient provided all 
lesions are covered, a 
medical mask is worn 
and physical contact 
with others is avoided. 

 

  



 

 

Medical masks as a part of contact and droplet precautions [Intervention] vs Respirators in addition to contact 

and droplet precautions [Comparator] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Medical masks as a 
part of contact and 
droplet 
precautions 

Respirators in 
addition to contact 
and droplet 
precautions 

 

Non-poolable 
outcomes 

  

Mpox infection inferred 
form transmission route 
frequency data 

 
1 reported case of transmission by 
droplet in 32318 patients (1/270 
studies) 
Inferred odds ratio: 1 
  

Low 
risk of bias: Serious 
indirectness: 
Serious 

The use of a 
respirator probably 
makes little to no 
difference in 
preventing mpox 
transmission 
compared to a 
medical mask 

 

  



 

 
 

Medical masks as a part of contact and droplet precautions [Intervention] vs Respirators in addition to contact 

and droplet precautions [Comparator] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Medical masks as a 
part of contact and 
droplet 
precautions 

Respirators in 
addition to contact 
and droplet 
precautions 

 

Non-poolable 
outcomes 

  

Mpox infection inferred 
form transmission route 
frequency data 

 
1 reported case of transmission by 
droplet in 32318 patients (1/270 
studies) 
Inferred odds ratio: 1 
  

Low 
risk of bias: 
Serious 
indirectness: 
Serious 

The use of a 
respirator probably 
makes little to no 
difference in 
preventing mpox 
transmission 
compared to a 
medical mask 

 

  



 

 

Chlorhexidine gluconate [Intervention] vs Povidine iodine [Comparator] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language summary 

Chlorhexidine gluconate  Povidine iodine 
Dichotomous outcomes 

 

Skin irritation or allergic 
skin reaction 

Relative risk: 0.64 
(CI95: 0.28 — 1.46) 
Data from 1296 participants in 
3 studies 

10.0  
per 1000 

15.0  
per 1000 

Very low 
risk of bias: Serious 
indirectness: Very 
serious 

We are very uncertain about 
the effect of Chlorhexidine 
gluconate versus Povidine 
iodine on adverse events 

Difference: 5.0 fewer  
(95%CI: 11.0 fewer to 7.0 more) 

 

  



 

 
 

Topical antibiotic therapy [Intervention] vs Care without the use of antibiotic therapy [Comparator] 

Patients with mpox and extensive skin lesions or exfoliation, but no clinical signs of bacterial cellulitis or secondary bacterial infection [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Antibiotic therapy 
(oral/ topical) 

Care without the 
use of antibiotic 
therapy 

 

Dichotomous outcomes 
  

Skin infection Odds ratio: 0.75 
(CI95: 0.32 — 1.73) 
Data from 99 participants in 
2 studies 

71.0  
per 1000 

92.0  
per 1000 

Very low 
risk of bias: 
Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very 
uncertain whether 
topical antibiotics 
reduce skin 
infections as 
compared to 
control/ placebo 

 

Difference: 21.0 fewer  
(95%CI: 61.0 fewer to 57.0 more) 

 

Continuous outcomes 
  

Length of stay (topical 
antibiotics versus SOC/ 
placebo) 

(Measured by: 
[Lowbetter]) 
Data from 33 
participants in 1 
study 

16.3  
days (mean) 

18  
days (mean) 

Very low 
risk of bias: Serious 
indirectness: 
Serious 
imprecision: Serious 

We are very 
uncertain whether 
topical antibiotics 
reduce length of 
hospital stay as 
compared to soc/ 
placebo 

mean difference: -1.65fewer  
mean 

  

  



 

 

Systemic antibiotic therapy [Intervention] vs Care without the use of antibiotic therapy [Comparator] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Oral antibiotic 
therapy 

Care without the 
use of antibiotic 
therapy 

 

Dichotomous outcomes 
  

Skin infection Relative risk: 0.64 
(CI95: 0.07 — 6.09) 
Data from 79 participants in 
2 studies 

59.0  
per 1000 

92.0  
per 1000 

Very low 
risk of bias: 
Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very 
uncertain whether 
topical antibiotics 
reduce skin 
infection rates as 
compared to SOC/ 
placebo 

 

Difference: 33.0 fewer  
(95%CI: 86.0 fewer to 468.0 more) 

 

Mortality Relative risk: 0.41 
(CI95: 0.17 — 1.02) 
Data from 119 participants in 
2 studies 

19.0  
per 1000 

46.0  
per 1000 

Very low 
risk of bias: 
Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very 
uncertain whether 
topical antibiotics 
reduce skin 
infection rates as 
compared to SOC/ 
placebo 

 

Difference: 27.0 fewer  
(95%CI: 38.0 fewer to 1.0 more) 

 

Continuous outcomes 
  

Length of stay (Measured by: 
[Lowbetter]) 
Data from 51 
participants in 1 
study 

18.8  
(mean) 

18  
(mean) 

Very low 
risk of bias: Serious 
indirectness: 
Serious 
imprecision: Serious 

We are very 
uncertain whether 
systemic 
antibiotics reduce 
length of hospital 
stay as compared 
to SOC/ placebo 

mean difference: 0.8more  
mean 

  

  



 

 
 

Antibiotic therapy [Intervention] vs no antibiotic therapy [Comparator] 

Patients who have undergone surgical drainage for uncomplicated cutaneous abscess [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the evidence Plain language summary 
antibiotic therapy no antibiotic 

therapy 
Dichotomous outcomes 

 

Treatment failure within 
1 month 

Odds ratio: 0.58 
(CI95: 0.37 — 0.9) 
Data from 2517 participants 
in 8 studies 

56.0  
per 1000 

93.0  
per 1000 

Very low 
risk of bias: Serious 
inconsistency: Serious 
imprecision: Serious 

We are very uncertain whether 
antibiotics reduce treatment 
failure within one month as 
compared to no antibiotics 

Difference: 37.0 fewer  
(95%CI: 56.0 fewer to 9.0 fewer) 

Recurrence within 1 
month 

Odds ratio: 0.48 
(CI95: 0.3 — 0.77) 
Data from 2134 participants 
in 6 studies 

66.0  
per 1000 

129.0  
per 1000 

Low 
risk of bias: Serious 
indirectness: Serious 

Antibiotics may reduce recurrence 
within one month as compared to 
no antibiotics Difference: 63.0 fewer  

(95%CI: 86.0 fewer to 27.0 fewer) 
Hospitalisations within 
one month 

Odds ratio: 0.55 
(CI95: 0.32 — 0.94) 
Data from 1206 participants 
in 2 studies 

22.0  
per 1000 

39.0  
per 1000 

Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics may reduce 
hospitalisations within three 
month as compared to no 
antibiotics 

Difference: 17.0 fewer  
(95%CI: 26.0 fewer to 2.0 fewer) 

Pain within 3-4 days Odds ratio: 0.76 
(CI95: 0.6 — 0.97) 
Data from 1057 participants 
in 1 study 

491.0  
per 1000 

559.0  
per 1000 

Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics may reduce pain 
compared to no antibiotics 

Difference: 68.0 fewer  
(95%CI: 127.0 fewer to 8.0 fewer) 

Additional surgical 
procedures within 1-3 
months 

Odds ratio: 0.58 
(CI95: 0.39 — 0.87) 
Data from 1013 participants 
in 1 study 

79.0  
per 1000 

129.0  
per 1000 

Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics may reduce 
requirement for additional 
surgical procedures as compared 
to no antibiotics 

Difference: 50.0 fewer  
(95%CI: 74.0 fewer to 15.0 fewer) 

Infections in family 
members within one 
month 

Odds ratio: 0.58 
(CI95: 0.34 — 1.01) 

40.0  
per 1000 

67.0  
per 1000 

Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics may reduce infections 
in family members as compared to 
no antibiotics Difference: 27.0 fewer  

(95%CI: 43.0 fewer to 1.0 more) 
Adverse events Odds ratio: 1.04 

(CI95: 1.02 — 1.07) 
Data from 20345 participants 
in 65 studies 

199.0  
per 1000 

 
Moderate 
indirectness: Serious 

Antibiotics used in hospital are 
probably associated with adverse 
events 

 

Antimicrobial resistance 
in inpatient antibiotic 
use 

Odds ratio: 1.03 
(CI95: 0.98 — 1.07) 
Data from 2330 participants 

106.0  
per 1000 

 
Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics used in hospital may 
be associated with antimicrobial 
resistance 

 



 

 

in 9 studies 

Topical Trifluridine [Intervention] vs Artificial tears [Comparator] 

Mpox patients with eye pain and/ or redness [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Topical Trifluridine No Trifluridine 
 

Continuous 
outcomes 

  

Resolution of symptoms 
within 7 days (steroids 
versus artificial tears) 

(Measured by: 
[Lowbetter]) 
Data from 49 
participants in 1 
study 

11  
(mean) 

11  
(mean) 

Very low 
risk of bias: Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very 
uncertain about the 
effect of Trifluridine 
versus artificial 
tears on resolution 
of symptoms within 
7 days 

mean difference: 0.00fewer  
mean 

  

  



 

 
 

Topical corticosteroids [Intervention] vs Supportive care [Comparator] 

Mpox patients with eye pain and/ or redness [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Topical corticosteroids Supportive care 
 

Dichotomous 
outcomes 

  

Resolution of 
symptoms within 7 
days (steroids versus 
artificial tears) 

Relative risk: 1.0 
(CI95: 0.07 — 15.15) 
Data from 52 participants 
in 1 study 

38.0  
per 1000 

38.0  
per 1000 

Very low 
risk of bias: 
Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very 
uncertain about the 
effect of steroids 
versus artificial tears 
on proportion of 
participants 
attaining resolution 
of symptoms within 
7 days 

 

Difference: 0.0 fewer  
(95%CI: 35.0 fewer to 538.0 more) 

 

Continuous outcomes 
  

Days to symptom 
resolution (steroids versus 
artificial tears) 

(Measured by: 
[Lowbetter]) 

10  
(mean) 

11  
(mean) 

Very low 
risk of bias: Serious 
indirectness: Serious 
imprecision: Serious 

We are very 
uncertain about 
the effect of 
steroids versus 
artificial tears on 
days to symptom 
resolution 

mean difference: 1fewer  
mean 

  

  



 

 

Topical antibiotic therapy [Intervention] vs Care without the use of antibiotic therapy [Comparator] 

Patients with mpox and extensive skin lesions or exfoliation, but no clinical signs of bacterial cellulitis or secondary bacterial infection [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Antibiotic therapy 
(oral/ topical) 

Care without the 
use of antibiotic 
therapy 

 

Dichotomous outcomes 
  

Skin infection Odds ratio: 0.75 
(CI95: 0.32 — 1.73) 
Data from 99 participants in 2 
studies 

71.0  
per 1000 

92.0  
per 1000 

Very low 
risk of bias: 
Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very 
uncertain whether 
topical antibiotics 
reduce skin 
infections as 
compared to 
control/ placebo 

 

Difference: 21.0 fewer  
(95%CI: 61.0 fewer to 57.0 more) 

 

Continuous outcomes 
  

Length of stay (topical 
antibiotics versus SOC/ 
placebo) 

(Measured by: 
[Lowbetter]) 
Data from 33 
participants in 1 
study 

16.3  
days (mean) 

18  
days (mean) 

Very low 
risk of bias: Serious 
indirectness: 
Serious 
imprecision: Serious 

We are very 
uncertain whether 
topical antibiotics 
reduce length of 
hospital stay as 
compared to soc/ 
placebo 

mean difference: -1.65fewer  
mean 

  

  



 

 
 

Systemic antibiotic therapy [Intervention] vs Care without the use of antibiotic therapy [Comparator] 

Patients with mpox and extensive skin lesions or exfoliation, but no clinical signs of bacterial cellulitis or secondary bacterial infection [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Oral antibiotic 
therapy 

Care without the 
use of antibiotic 
therapy 

 

Dichotomous outcomes 
  

Skin infection Relative risk: 0.64 
(CI95: 0.07 — 6.09) 
Data from 79 participants in 
2 studies 

59.0  
per 1000 

92.0  
per 1000 

Very low 
risk of bias: 
Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very 
uncertain whether 
topical antibiotics 
reduce skin 
infection rates as 
compared to SOC/ 
placebo 

 

Difference: 33.0 fewer  
(95%CI: 86.0 fewer to 468.0 more) 

 

Mortality Relative risk: 0.41 
(CI95: 0.17 — 1.02) 
Data from 119 participants in 
2 studies 

19.0  
per 1000 

46.0  
per 1000 

Very low 
risk of bias: 
Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very 
uncertain whether 
topical antibiotics 
reduce skin 
infection rates as 
compared to SOC/ 
placebo 

 

Difference: 27.0 fewer  
(95%CI: 38.0 fewer to 1.0 more) 

 

Continuous outcomes 
  

Length of stay (Measured by: 
[Lowbetter]) 
Data from 51 
participants in 1 
study 

18.8  
(mean) 

18  
(mean) 

Very low 
risk of bias: Serious 
indirectness: 
Serious 
imprecision: Serious 

We are very 
uncertain whether 
systemic 
antibiotics reduce 
length of hospital 
stay as compared 
to SOC/ placebo 

mean difference: 0.8more  
mean 

  

  



 

 

Antibiotic therapy [Intervention] vs no antibiotic therapy [Comparator] 

Patients who have undergone surgical drainage for uncomplicated cutaneous abscess [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the evidence Plain language summary 

antibiotic therapy no antibiotic 
therapy 

Dichotomous outcomes 
 

Treatment failure within 1 
month 

Odds ratio: 0.58 
(CI95: 0.37 — 0.9) 
Data from 2517 participants 
in 8 studies 

56.0  
per 1000 

93.0  
per 1000 

Very low 
risk of bias: Serious 
inconsistency: Serious 
imprecision: Serious 

We are very uncertain 
whether antibiotics reduce 
treatment failure within one 
month as compared to no 
antibiotics 

Difference: 37.0 fewer  
(95%CI: 56.0 fewer to 9.0 fewer) 

Recurrence within 1 month Odds ratio: 0.48 
(CI95: 0.3 — 0.77) 
Data from 2134 participants 
in 6 studies 

66.0  
per 1000 

129.0  
per 1000 

Low 
risk of bias: Serious 
indirectness: Serious 

Antibiotics may reduce 
recurrence within one month 
as compared to no antibiotics 

Difference: 63.0 fewer  
(95%CI: 86.0 fewer to 27.0 fewer) 

Hospitalisations within one 
month 

Odds ratio: 0.55 
(CI95: 0.32 — 0.94) 
Data from 1206 participants 
in 2 studies 

22.0  
per 1000 

39.0  
per 1000 

Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics may reduce 
hospitalisations within three 
month as compared to no 
antibiotics Difference: 17.0 fewer  

(95%CI: 26.0 fewer to 2.0 fewer) 
Pain within 3-4 days Odds ratio: 0.76 

(CI95: 0.6 — 0.97) 
Data from 1057 participants 
in 1 study 

491.0  
per 1000 

559.0  
per 1000 

Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics may reduce pain 
compared to no antibiotics 

Difference: 68.0 fewer  
(95%CI: 127.0 fewer to 8.0 fewer) 

Additional surgical 
procedures within 1-3 months 

Odds ratio: 0.58 
(CI95: 0.39 — 0.87) 
Data from 1013 participants 
in 1 study 

79.0  
per 1000 

129.0  
per 1000 

Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics may reduce 
requirement for additional 
surgical procedures as 
compared to no antibiotics Difference: 50.0 fewer  

(95%CI: 74.0 fewer to 15.0 fewer) 
Infections in family members 
within one month 

Odds ratio: 0.58 
(CI95: 0.34 — 1.01) 

40.0  
per 1000 

67.0  
per 1000 

Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics may reduce 
infections in family members 
as compared to no antibiotics 

Difference: 27.0 fewer  
(95%CI: 43.0 fewer to 1.0 more) 

Adverse events Odds ratio: 1.04 
(CI95: 1.02 — 1.07) 

199.0  
per 1000 

 
Moderate 
indirectness: Serious 

Antibiotics used in hospital 
are probably associated with 



 

 
 

Data from 20345 participants 
in 65 studies 

 
adverse events 

Antimicrobial resistance in 
inpatient antibiotic use 

Odds ratio: 1.03 
(CI95: 0.98 — 1.07) 
Data from 2330 participants 
in 9 studies 

106.0  
per 1000 

 
Low 
indirectness: Serious 
imprecision: Serious 

Antibiotics used in hospital 
may be associated with 
antimicrobial resistance 

 

  



 

 

Topical corticosteroids [Intervention] vs Supportive care [Comparator] 

Mpox patients with eye pain and/ or redness [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Topical corticosteroids Supportive care 
 

Dichotomous 
outcomes 

  

Resolution of 
symptoms within 7 
days (steroids versus 
artificial tears) 

Relative risk: 1.0 
(CI95: 0.07 — 15.15) 
Data from 52 participants 
in 1 study 

38.0  
per 1000 

38.0  
per 1000 

Very low 
risk of bias: 
Serious 
indirectness: 
Serious 
imprecision: 
Serious 

We are very uncertain 
about the effect of 
steroids versus 
artificial tears on 
proportion of 
participants attaining 
resolution of 
symptoms within 7 
days 

 

Difference: 0.0 fewer  
(95%CI: 35.0 fewer to 538.0 more) 

 

Continuous outcomes 
  

Days to symptom 
resolution (steroids versus 
artificial tears) 

(Measured by: 
[Lowbetter]) 

10  
(mean) 

11  
(mean) 

Very low 
risk of bias: Serious 
indirectness: Serious 
imprecision: Serious 

We are very 
uncertain about 
the effect of 
steroids versus 
artificial tears on 
days to symptom 
resolution 

mean difference: 1fewer  
mean 

  

 

  



 

 
 

Topical Trifluridine [Intervention] vs Artificial tears [Comparator] 

Mpox patients with eye pain and/ or redness [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary 

 

Topical Trifluridine No Trifluridine 
 

Continuous 
outcomes 

  

Resolution of symptoms 
within 7 days (steroids 
versus artificial tears) 

(Measured by: 
[Lowbetter]) 
Data from 49 
participants in 1 
study 

11  
(mean) 

11  
(mean) 

Very low 
risk of bias: Serious 
indirectness: 
Serious 
imprecision: Serious 

We are very 
uncertain about the 
effect of Trifluridine 
versus artificial 
tears on resolution 
of symptoms within 
7 days 

mean difference: 0.00fewer  
mean 

  

 

  



 

 

Delayed ART [Intervention] vs Early ART [Comparator] 

HIV with Mpox [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language summary 

Delayed ART Early ART 
Dichotomous outcomes 

 

Mortality (high risk) Odds ratio: 2.08 
(CI95: 1.08 — 3.99) 
Data from 7418 participants in 3 
studies 

91.0  
per 1000 

46.0  
per 1000 

Moderate 
indirectness: Serious 

Delayed ART probably increases 
mortality in mpox patients as inferred 
from comparison of delayed versus 
early ART in HIV 

Difference: 45.0 more  
(95%CI: 3.0 more to 115.0 more) 

Mortality (low risk) Odds ratio: 2.08 
(CI95: 1.08 — 3.99) 
Data from 7418 participants in 3 
studies 

6.0  
per 1000 

3.0  
per 1000 

Moderate 
indirectness: Serious 

Delayed ART probably increases 
mortality in mpox patients as inferred 
from comparison of delayed versus 
early ART in HIV 

Difference: 3.0 more  
(95%CI: 0.0 fewer to 9.0 more) 

Hospitalization Odds ratio: 7.0 
(CI95: 0.29 — 167.93) 
Data from 19 participants in 1 
study 

385.0  
per 1000 

82.0  
per 1000 

Very low 
risk of bias: Serious 
imprecision: Serious 

We are uncertain about the effect of 
delayed versus early ART initiation in 
mpox on hospitalisation Difference: 303.0 more  

(95%CI: 57.0 fewer to 856.0 more) 
IRIS Odds ratio: 1.13 

(CI95: 0.06 — 21.09) 
Data from 19 participants in 1 
study 

112.0  
per 1000 

100.0  
per 1000 

Very low 
risk of bias: Serious 
imprecision: Serious 

We are uncertain about the effect of 
delayed versus early ART initiation in 
mpox on occurrence of IRIS Difference: 12.0 more  

(95%CI: 93.0 fewer to 601.0 more) 

  



 

 
 

Delayed ART [Intervention] vs Early ART [Comparator] 

HIV with Mpox [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language summary 

Delayed ART Early ART 
Dichotomous outcomes 

 

Mortality (high risk) Odds ratio: 2.08 
(CI95: 1.08 — 3.99) 
Data from 7418 participants in 3 
studies 

91.0  
per 1000 

46.0  
per 1000 

Moderate 
indirectness: Serious 

Delayed ART probably increases 
mortality in mpox patients as inferred 
from comparison of delayed versus 
early ART in HIV 

Difference: 45.0 more  
(95%CI: 3.0 more to 115.0 more) 

Mortality (low risk) Odds ratio: 2.08 
(CI95: 1.08 — 3.99) 
Data from 7418 participants in 3 
studies 

6.0  
per 1000 

3.0  
per 1000 

Moderate 
indirectness: Serious 

Delayed ART probably increases 
mortality in mpox patients as inferred 
from comparison of delayed versus 
early ART in HIV 

Difference: 3.0 more  
(95%CI: 0.0 fewer to 9.0 more) 

Hospitalization Odds ratio: 7.0 
(CI95: 0.29 — 167.93) 
Data from 19 participants in 1 
study 

385.0  
per 1000 

82.0  
per 1000 

Very low 
risk of bias: Serious 
imprecision: Serious 

We are uncertain about the effect of 
delayed versus early ART initiation in 
mpox on hospitalisation Difference: 303.0 more  

(95%CI: 57.0 fewer to 856.0 more) 
IRIS Odds ratio: 1.13 

(CI95: 0.06 — 21.09) 
Data from 19 participants in 1 
study 

112.0  
per 1000 

100.0  
per 1000 

Very low 
risk of bias: Serious 
imprecision: Serious 

We are uncertain about the effect of 
delayed versus early ART initiation in 
mpox on occurrence of IRIS Difference: 12.0 more  

(95%CI: 93.0 fewer to 601.0 more) 

 

  



 

 

Therapeutics used for the treatment of human mpox [Intervention] vs Placebo or standard care (supportive 

management and procedures required for specific symptoms and complications) or another study drug. 

[Comparator] 

Individuals with mpox virus infection confirmed by reverse transcription polymerase chain reaction (RT-PCR) [Population] 

Outcome  Study results 
and 
measurements 

Absolute effect estimates Certainty 
of the 
evidence 

Plain language summary 
 

Therapeutic 
intervention 

Placebo or 
standard care 

 

Dichotomous 
outcomes 

  

Admission to 
hospital 

    
There is no available evidence from 
randomised clinical trials. 

 
  

Clinical 
progression 

    
There is no available evidence from 
randomised clinical trials. 

 
  

Risk of 
transmission 
(detectable virus in 
clinical sample) 

    
There is no available evidence from 
randomised clinical trials. 

 
  

Time to healing of 
all skin lesions 

    
There is no available evidence from 
randomised clinical trials. 

 
  

Scarring 
    

There is no available evidence from 
randomised clinical trials. 

 
  

Mortality 
(Timeframe: within 
28 days) 

    
There is no available evidence from 
randomised clinical trials. 

 
  

Raised liver 
enzymes 
(transaminitis 
5xULN) 

Data from 1 
participants in 2 
studies 

3.0  
per 1000 

 
Low 
risk of bias: 
Serious 

We are highly uncertain about the real 
rates of raised liver enzymes related to 
tecovirimat during treatment of mpox, 
although this appears to be infrequent. 

 

  

Complications 
related to disease 

    
There is no available evidence from 
randomised clinical trials. 

 
  

Clinical 
progression 

    
There is no available evidence from 
randomised clinical trials. 

 
  

Continuous 
outcomes 

  

Pain (Measured by: 
[better]) 

   
There is no available 
evidence from randomised 
clinical trials. 



 

 
 

Continue breastfeeding and direct contact [Intervention] vs Breastfeeding and no direct contact (expressed milk) 

[Comparator] 

People with suspected or confirmed mpox without lesions on the breast who are breastfeeding their infant [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language summary 
Breastfeed + contact No breastfeeding + no 

contact 
Dichotomous outcomes 

 

Mpox disease in infant Data from 6 participants in 5 
studies 

83.0  
per 100 

0.0  Low 
risk of bias: Very 
serious 
imprecision: 
Serious 

Breastfeeding and direct 
contact between mpox 
infected mother with no 
lesions on the breasts and the 
infant, may increase the rate 
of infection of the infant. We 
do not know how 
breastfeeding and direct 
contact between mpox 
infected mother with no 
lesions on the breasts and the 
infant, affects the frequency of 
infection of the infant. 

 

Hospitalization of infant 
due to mpox 

Data from 6 participants in 5 
studies 

67.0  
per 100 

0.0  Low 
risk of bias: Very 
serious 
imprecision: 
Serious 

Breastfeeding and direct 
contact between mpox 
infected mother with no 
lesions on the breasts and the 
infant, may increases 
hospitalisation of the infant. 
We are very uncertain of the 
magnitude of hospitalization 
of infants that occurs as a 
result of breastfeeding and 
direct contact of 
mothers  with no lesions on 
the breasts  and the infant 

 

Infant mortality Data from 6 participants in 5 
studies 

17.0  
per 100 

0.0  Low 
risk of bias: Very 
serious 
imprecision: 

Breastfeeding and direct 
contact between mpox 
infected mother with no 
lesions on the breasts and the 

 



 

 

Serious infant, may increase infant 
mortality. We are very 
uncertain of the magnitude of 
increase in infant mortality 
that may result 
from  breastfeeding and direct 
contact between mpox 
infected mother with no 
lesions on the breasts and the 
infant. 

Adverse events of not 
breastfeeding for infant 
and mother 

    
Not reported in included 
studies 

 

Adverse events of no 
direct contact for infant 
and mother (expressed 
milk) 

    
Not reported in included 
studies 

 

 

  



 

 
 

Continue breastfeeding and no direct contact (expressed milk) [Intervention] vs Stop breastfeeding and no direct 

contact [Comparator] 

People with suspected or confirmed mpox without lesions on the breast who are breastfeeding their infant [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language summary 
Breastfeed + no 
contact 

No breastfeeding + no 
contact 

Dichotomous outcomes 
 

Mpox disease in infant Data from 1 participants in 1 
study 

 
0.0  Very low 

risk of bias: Very 
serious 
imprecision: Very 
serious 

We do no know how 
breastfeeding and no direct 
contact (expressed milk) 
between mpox infected 
mother with no lesions on the 
breasts and the infant affects 
the infection of the infant. 

 

Hospitalization of infant 
due to mpox 

Data from 1 participants in 1 
study 

 
0.0  Very low 

risk of bias: Very 
serious 
imprecision: Very 
serious 

We do not know how 
breastfeeding and no direct 
contact between mpox 
infected mother with no 
lesions on the breasts and the 
infant affects the 
hospitalization of the infant. 

 

Infant mortality Data from 1 participants in 1 
study 

 
0.0  Very low 

risk of bias: Very 
serious 
imprecision: Very 
serious 

We do not know how 
breastfeeding and no direct 
contact between mpox 
infected mother with no 
lesions on the breasts and the 
infant affects infant mortality. 

 

Adverse events of not 
breastfeeding for infant 
and mother 

    
Not reported in included 
studies 

 

Adverse events of no 
direct contact for infant 
and mother (expressed 
milk) 

    
Not reported in included 
studies 

 

  



 

 

Continue breastfeeding and direct contact [Intervention] vs Stop breastfeeding and no direct contact 

[Comparator] 

People with suspected or confirmed mpox without lesions on the breast who are breastfeeding their infant [Population] 

Outcome  Study results 
and 
measurements 

Absolute effect estimates Certainty of 
the evidence 

Plain language summary 
Breastfeed + contact No breastfeeding + no 

contact 
Dichotomous 
outcomes 

 

Mpox disease in 
infant 

Data from 7 
participants in 
5 studies 

83.0  
per 100 

0.0  risk of bias: 
Very serious 

Breastfeeding and direct contact between mpox 
infected mother with no lesions on the breasts 
probably results in infection of some infants. We are 
very uncertain of the magnitude of any increase in 
mpox infection in infants as a result of  breastfeeding 
and direct contact between mpox infected mother 
with no lesions on the breasts and the infant. 

 

Hospitalization of 
infant due to mpox 

Data from 6 
participants in 
5 studies 

67.0  
per 100 

0.0  
 

Breastfeeding and direct contact between mpox 
infected mother with no lesions on the breasts and the 
infant, probably results in some hospitalizations We 
are very uncertain of the magnitude of 
hospitalization  of infants that occurs as a result of 
breastfeeding and direct contact of mothers  with no 
lesions on the breasts  and the infant. 

 

Infant mortality Data from 6 
participants in 
5 studies 

17.0  
per 100 

0.0  
 

Breastfeeding and direct contact between mpox 
infected mother with no lesions on the breasts and the 
infant, may increase infant mortality We are very 
uncertain of the magnitude of any increase in infant 
deaths that may occur as a result of breastfeeding and 
direct contact between mpox infected mother with no 
lesions on the breasts and the infant 

 

Adverse events of 
not breastfeeding 
for infant and 
mother 

    
Not reported in included studies  

Adverse events of 
no direct contact 
for infant and 
mother (expressed 
milk) 

    
Not reported in included studies  



 

 
 

Continue breastfeeding and no direct contact (expressed milk) [Intervention] vs Stop breastfeeding and no direct 

contact [Comparator] 

People with suspected or confirmed mpox with lesions on the breast who are breastfeeding their infant [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary Breastfeed + no 

contact 
No breastfeeding + no 
contact 

Dichotomous outcomes 
 

Mpox disease in infant 
    

No studies. We do not 
know the effect. 

 

Hospitalization of infant 
due to mpox 

    
No studies. We do not 
know the effect. 

 

Infant mortality 
    

No studies. We do not 
know the effect. 

 

Adverse events of not 
breastfeeding for infant 
and mother 

    
Not reported in 
included studies 

 

Adverse events of no 
direct contact for infant 
and mother (expressed 
milk) 

    
Not reported in 
included studies 

 

  



 

 

Continue breastfeeding and direct contact [Intervention] vs Stop breastfeeding and no direct contact 

[Comparator] 

People with suspected or confirmed mpox without lesions on the breast who are breastfeeding their infant [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language summary 
Breastfeed + 
contact 

No breastfeeding + no 
contact 

Dichotomous outcomes 
 

Mpox disease in infant Data from 7 participants in 5 
studies 

83.0  
per 100 

0.0  risk of bias: Very 
serious 

Breastfeeding and direct 
contact between mpox 
infected mother with no lesions 
on the breasts probably results 
in infection of some infants. We 
are very uncertain of the 
magnitude of any increase in 
mpox infection in infants as a 
result of  breastfeeding and 
direct contact between mpox 
infected mother with no lesions 
on the breasts and the infant. 

 

Hospitalization of infant 
due to mpox 

Data from 6 participants in 5 
studies 

67.0  
per 100 

0.0  
 

Breastfeeding and direct 
contact between mpox 
infected mother with no lesions 
on the breasts and the infant, 
probably results in some 
hospitalizations We are very 
uncertain of the magnitude of 
hospitalization  of infants that 
occurs as a result of 
breastfeeding and direct 
contact of mothers  with no 
lesions on the breasts  and the 
infant. 

 

Infant mortality Data from 6 participants in 5 
studies 

17.0  
per 100 

0.0  
 

Breastfeeding and direct 
contact between mpox 
infected mother with no lesions 
on the breasts and the infant, 
may increase infant mortality 

 



 

 
 

We are very uncertain of the 
magnitude of any increase in 
infant deaths that may occur as 
a result of breastfeeding and 
direct contact between mpox 
infected mother with no lesions 
on the breasts and the infant 

Adverse events of not 
breastfeeding for infant 
and mother 

    
Not reported in included 
studies 

 

Adverse events of no 
direct contact for infant 
and mother (expressed 
milk) 

    
Not reported in included 
studies 

 

  



 

 

Continue breastfeeding and no direct contact (expressed milk) [Intervention] vs Stop breastfeeding and no direct 

contact [Comparator] 

People with suspected or confirmed mpox with lesions on the breast who are breastfeeding their infant [Population] 

Outcome  Study results and 
measurements 

Absolute effect estimates Certainty of the 
evidence 

Plain language 
summary Breastfeed + no 

contact 
No breastfeeding + no 
contact 

Dichotomous outcomes 
 

Mpox disease in infant 
    

No studies. We do not 
know the effect. 

 

Hospitalization of infant 
due to mpox 

    
No studies. We do not 
know the effect. 

 

Infant mortality 
    

No studies. We do not 
know the effect. 

 

Adverse events of not 
breastfeeding for infant 
and mother 

    
Not reported in 
included studies 

 

Adverse events of no 
direct contact for infant 
and mother (expressed 
milk) 

    
Not reported in 
included studies 

 

  



 

 
 

Risk factors for severe disease or hospitalization in patients with mpox 

Outcome  Study results and 
measurements 

Absolute effect 
estimates 

Certainty of the 
evidence 

Plain language summary 

  

Dichotomous outcomes 
 

Age (per 10 years increase) Odds ratio: 0.88 
(CI95: 0.63 — 1.23) 
Data from 16939 participants in 
6 studies 

  
Low 
inconsistency: Serious 
imprecision: Serious 

Age may be associated with little or no 
increase in severe disease or hospitalization. 

 

Sex (males vs females) Odds ratio: 0.78 
(CI95: 0.34 — 1.78) 
Data from 5501 participants in 3 
studies 

  
Low 
inconsistency: Serious 
imprecision: Serious 

Males may be associated with little or no 
increase in severe disease or hospitalization 
compared with females. 

 

HIV (positive vs negative) Odds ratio: 1.79 
(CI95: 1.07 — 3.0) 
Data from 9883 participants in 7 
studies 

  
Moderate 
inconsistency: Serious 

HIV is probably associated with increased 
odds of severe disease or hospitalization. 

 

HIV (CD4 < 350 cells/mm3 vs 
HIV negative) 

Odds ratio: 2.45 
(CI95: 1.19 — 5.02) 
Data from 2321 participants in 2 
studies 

   
Patients with CD4 < 350 cells/mm3 are 
associated with increased odds of severe 
disease or hospitalization compared with 
HIV negative patients. 

 

HIV (CD4 ≥ 350 cells/mm3 vs 
HIV negative) 

Odds ratio: 0.82 
(CI95: 0.55 — 1.22) 
Data from 2321 participants in 2 
studies 

  
Low 
inconsistency: Serious 
imprecision: Serious 

Patients with CD4 ≥ 350 cells/mm3 may be 
associated with little or no increase in severe 
disease or hospitalization compared with 
HIV negative patients. 

 

Vaccination (mpox or 
smallpox) 

Odds ratio: 0.88 
(CI95: 0.57 — 1.36) 
Data from 7400 participants in 7 
studies 

  
Low 
inconsistency: Serious 
imprecision: Serious 

Mpox or smallpox vaccination may be 
associated with little or no decrease in 
severe disease or hospitalization. 

 

Vaccination (childhood or 
prior smallpox) 

Odds ratio: 0.96 
(CI95: 0.61 — 1.51) 
Data from 7032 participants in 6 
studies 

  
Low 
inconsistency: Serious 
imprecision: Serious 

Childhood or prior smallpox vaccination 
may be associated with little or no decrease 
in severe disease or hospitalization. 

 

  



 

 

Risk factors for all-cause mortality in patients with mpox [Population] 

Outcome  Study results and measurements Absolute effect 
estimates 

Certainty of the 
evidence 

Plain language summary 

  

Dichotomous outcomes 
 

HIV (positive vs negative) Odds ratio: 10.81 
(CI95: 9.8 — 11.92) 
Data from 2277 participants in 2 
studies 

   
HIV is associated with increased odds 
of all-cause mortality. 
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