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Abstract
the world has been facing a back-to-back hit to life after widespread of viruses since the time of 
COviD-19. the pandemic had a devastating effect and created history in mankind, but that was not 
enough for the time. the viruses are been known to be the deadliest microbes by virtue of their ability 
to reside as inactive for long time and become active again along with new variants when the conditions 
are favourable. One such noted spread out of virus has been that of Monkeypox virus in humans. A 
zoonotic orthopoxvirus that can infect humans, the monkeypox virus (MPv) can cause disease with 
varied morbidity and death in humans. it has been demonstrated that members of the Orthopoxvirus 
genus decrease antiviral cell defences, take advantage of host cell machinery, and postpone infection-
induced cell death. the name Monkeypox was after its first observation in Macaque monkey but the 
virus's origin has been linked to a number of rodents and small mammals. the virus was endemic to 
Africa and is closely related to notorious variola (smallpox) virus. they both affect people with a febrile 
rash sickness that is similar to smallpox but has less severity. Monkeypox can spread from person to 
person and it is frequently related to breathing droplets or direct contact with mucocutaneous lesions 
of an affected person. there is now no cure available for those who are affected, yet supporting 
therapies can be used to help people with their symptoms. to better comprehend and prevent human 
infections, additional study is required on the epidemiology, ecology, mutations and biology of the 
new virus strains in endemic locations.

Keywords: Endemic, Monkeypox, Orthopoxvirus, Virus, Zoonotic

P-ISSN: 0973-7510; E-ISSN: 2581-690X

https://creativecommons.org/licenses/by/4.0/
https://orcid.org/0000-0002-4073-942X
https://orcid.org/0000-0002-3759-184X


  www.microbiologyjournal.org3073Journal of Pure and Applied Microbiology

Kulshrestha et al. | J Pure Appl Microbiol. 2022;16(suppl 1):3072-3082. https://doi.org/10.22207/JPAM.16.SPL1.17

iNtRODuCtiON 

 Microbes are becoming a topic of 
concern for animals as well as humankind. Back-
to-back hits by pandemics and wide spread of 
viral infections have blown a heavy hit for the 
population and other economic aspects as well. 
One of them being the Monkeypox Virus or 
MPX has become of matter of concern since its 
widespread cases. Monkeypox has about similar 
clinical appearance as of smallpox's. Although the 
disease is indigenous to the DR Congo incidences 
of monkeypox in humans and wildlife have been 
reported in other African nations.1,2 The first 
human case was identified in 1970 in a nine-
month-old boy from the DR Congo, there is cause 
for alarm once more. An uncommon viral zoonosis 
that is endemic to central and western Africa, 
human monkeypox connected to the American 
outbreak from 2003 to 2004 (US).3 Apart from this, 
the disease has been reported time to time but it 
was in 2021, it turned out to be a global havoc. A 
taxonomically diverse spectrum of mammalian 
species can contract monkeypox, although the 
actual natural host is unknown. Only two wild 
animals have been used to isolate the virus: a 
sooty mangabey in Ivory Coast and a rope squirrel 
in the DR Congo.4 It is thought that respiratory 
excretions, saliva, or contact with lesion exudate 
or crust material are the routes of transmission 
faeces-based viral shedding could be another form 
of exposure. The early, frequently at the onset 
of fever lymph node growth that separates MPX 
from smallpox is the primary distinction.4 Lesions 
start to form simultaneously and develop at a 
comparable rate to those of a rash, which typically 
develops 1-3 days after the commencement of a 
fever and lymphadenopathy. Their distribution is 
primarily peripheral but during a severe sickness, 
they may cover the entire body. Up to 4 weeks 
can pass after the infection before the lesion 
desquamates.5,6 There are two genetic clads of the 
monkeypox virus i.e, the Congo basin, from Central 
Africa and another from the West African Clade.7 
In human cells, derived from previously infected 
monkeypox patients, T-cell receptor-mediated 
T-cell activation was prevented which prevents the 
production of inflammatory cytokines.8 Based on 
serologic research in Africa, monkeypox infection 

is a significant new pathogen that may cause more 
infections than previously thought. A virulent 
strain of monkeypox may infect the population 
where people lack orthopoxvirus immunity, which 
could result in an epidemic. 

epidemiology
 The virus was first found in monkeys in 
a Danish lab in 1958 when some monkeys from 
Africa were taken to Denmark for research.9 This 
is where the name "monkeypox" comes from. 
A 9-month-old boy, in Zaire, DRC, was first time 
found infected with monkeypox virus.10 Since 
then, monkeypox has become common in the 
DRC and has spread to other African countries, 
mostly in Central and West Africa. The first cases 
of monkeypox were found outside of Africa in 
2003.11 From 2000 to 2009, monkeypox was found 
in three African countries: DRC, and South Sudan 
and Republic of the Congo later in 2010 to 2019, it 
was spread in seven African countries. Compared 
to the last three decades of the 20th century, there 
were more outbreaks and fewer reports of a single 
case by the year 2000. In the past 50 years most 
cases of monkeypox were reported in DRC.
 More recently, between January and 
September 2020, the DRC12 reported another 
4,594 suspected cases. Nigeria is the second 
country with the most cases, with 181 confirmed 
and likely cases since the outbreak began in 
September 2017.13 The Nigeria CDC report lists 
183 cases. However, two cases that started in 
Nigeria were found in Israel14 and Singapore15 
and were linked to travel in those countries. 
The Republic of the Congo with 97 cases and 
the Central African Republic with 69 cases of 
monkeypox were reported. Over the past 50 years, 
there have been less than 20 confirmed or likely 
cases of monkeypox in each of the other African 
countries. Monkeypox wasn't known to exist 
outside of Africa until 2003, when 47 likely cases 
were found in the United States. These cases were 
caused by exposure to infected pet dogs, which got 
the virus from infected animals brought in from 
Ghana.11,16 In the past few years, there have been 
a number of cases of monkeypox were found due 
to migration. All of these cases started in Nigeria. 
One case happened in UK in 2019,12 one in Israel 
in 2018,14 one in Singapore in 2019,15 and three in 
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the UK in 2018.17 A healthcare worker in the UK 
got the disease in 2018, making it the fourth case 
there.18

 From 1970 to 1989, most people who 
got monkeypox were 4 or 5 years old. From 2000 
to 2009, the median age was 10 years old, and 
from 2010 to 2019, it will be 21 years old. In 
the early years, all monkeypox deaths were in 
children younger than 10 years old. From 2000 
to 2009, 21-year-olds died, and from 2010 to 
2019, 21-year-olds will die. In the early years, all  
monkeypox deaths were in children younger 
than 10 years old. From 2000 to 2019, only 37.5% 
of monkeypox deaths were in children younger 
than 10 years old. The global intensified smallpox 
eradication programme, which started in 1967,11 
and the end of routine smallpox vaccinations in 
the 1980s,19 seem to fit with these data. In the 
2000s, only adults over 20–25 years old had been 
vaccinated against smallpox. This left people 
under 20 years old at risk. In the next 10 years, 
the average age of people who got monkeypox 
went from 10 to 21. In fact, most of the people 
who got smallpox were either too young to have 
been vaccinated or were born after smallpox 
vaccinations was stopped. 

Occurrence
 People who live in or near forests may be 
exposed indirectly or at a low level, which could 
lead to subclinical infection.20 It was first found in 
humans in 1970, after smallpox had been wiped 
out, possibly because the infection was then easier 
to spot. From 1981 to 1986, surveillance reports in 

the DRC found 338 cases. During the outbreaks in 
the DRC in 1996 and 1997, there were 22 cases for 
every 1000 people. Since 1978, there have been 
no reports of people getting monkeypox in West 
Africa. But monkeypox is still spreading strongly 
in the DRC. In 2003, 11 cases were reported and 
one person died in DRC. In 2005, 10 cases were 
reported from Sudan, but no one died.21 Before the 
outbreak in the Midwestern states in late spring 
2003, there were no cases in the United States. In 
2003, 71 people who might have had monkeypox 
were checked out.22

Monkeypox virus and the indian Scenario
 MPVX is not a native virus of India and 
there were no cases reported until 27 July 2022 
where a fatal case of 22-year-old boy was noted 
from Kerala,23 and after the same few more cases 
where being reported from India.24 These were 
identified as travellers, despite of quarantine 
checks and all the precautions taken for the 
travellers, the cases travelled to India.

Risk Factors
 Getting MPX was linked to both direct 
touching, biting or scratching by an infected animal 
and indirect by means of contact (Figure 1). In terms 
of direct exposures, having touched or scratch 
from an infected animal was a strong predictor 
of getting MPX when smallpox vaccination was 
not taken into account. When looking at indirect 
exposures, being near within 6 feet of an infected 
animal was not linked to getting MPX. If the cage 
was cleaned or the used bedding of an infected 

Figure 1. Risk Factors involved with MPXV
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animal was touched, there was more likely to 
get MPX, even if the person had been vaccinated 
against smallpox before.25 Living in the same home 
with an infected person or using the same objects 
which has been earlier used by the infected person 
will increase the risk of viral transmission. Amid In 
the ongoing monkeypox outbreak, it has also been 
noted that the person having sexual contact are 
more likely to get the illness.26

Symptoms
 Symptoms as per clinical presentations 
include chills, fever, rashes etc in which ulcers 
on skin is the important symptom of the MPXV 
as listed Below in Figure 2. Apart from this, the 
complicated symptoms when the disease get 
severe, includes secondary infections due to 
decreased immunity, septic shock like similar to 
COVID-19, respiratory damage, cellulitis etc.
 People who hadn't been vaccinated had 
more skin scratches and breaks 27.0% than people 
who had been vaccinated against smallpox 4.8%.20 
Children are more likely than adults to have an 
infected animal as a pet or been exposed to an 
infected animal every day or directly. However, 
neither age group had a higher proportion of 
exposure overall.21

 The number of cases of primary zoonotic 
transmission is likely to depend on how often 
and how people interact with infected wildlife. 
But situations that are often linked to the first 
introduction of a zoonotic disease may also be 

linked to more chances of human-to-human 
transmission. As has been seen with other 
communicable diseases, this makes the home 
environment an important sign of disease risk.24

transmission route
 It is recognised that MPV can spread from 
animals to people. Rodents (rats, squirrels, and 
dormice) and numerous monkey species are the 
principal hosts of the virus. However, there has 
also been evidence of a human-to-human transfer 
that occurred within and outside of Africa. Direct 
contact with skin lesions on infected persons 
or animals, inhalation of human droplets, or 
consumption of bushmeat are all ways that MPV 
can be spread. The disease is found to be occurring 
common in men that have sex with men.27

Pathogenesis
 The process of replication and the 
activation of the host's immune systems are in a 
race during infection. The severity of the sickness 
is measured by the features of the virus and the 
extent of the host reaction. Orthopoxviruses are 
vast and complicated, which makes it simple for 
the host to mount an immune response. While 
larger viruses like orthopoxviruses need a more 
elaborate strategy for survival inside the host, 
smaller viruses can bypass the host's defenses by 
slipping through cracks or replicating quickly.28,29 

 A group of chemicals that are directed 
against the elements of the host's immune 

Figure 2. Symptoms and other Complications with respect of MPVX
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response and are expressed by virulence genes 
function as modulators. According to their 
intracellular and extracellular effects, these 
modulatory proteins can be separated into two 
classes. The actions of viral transducer proteins 
interfere with the cell's defence mechanisms 
against infection, such as the oxidative burst and 
apoptotic pathways. Virostealth proteins are 
another class of proteins that function within 
cells. They lower the likelihood of immune 
system detection by downregulating immune 
recognition markers including CD4 and major 
histocompatibility complex class I. Viromimic 
proteins, another name for viral proteins that 
operate extracellularly, are responsible for 
controlling the immune response. They fall 
under the viroreceptor and virokine categories. 
Secreted or cell surface glycoproteins called 
vioreceptors bind host cytokines and chemokines 
in a competitive manner, inhibiting their function. 
The formation of virokines, which are viral mimics 
of host cytokines, chemokines, and growth 
factors, is efficient in preventing host reactions 
that are harmful to the survival of the virus and in 
encouraging reactions that are beneficial for viral 
reproduction and dissemination.30,31

 Although MPVs have been linked to the 
skin rash, virulent strains that cause a severe 
immunological reaction can cause mortality in 
vulnerable persons very quickly. In addition to 
the Orthopoxviruses' tissue-damaging cytopathic 
effects, excessive endogenous mediator and 
soluble cytokine synthesis might result in sepsis 
and septic shock, as in the case of COVID-19.32 

Diagnosis
Genetic Methods 
 This is done with PCR or RT-PCR, and the 
test should be done in a Biosafety Level-3 facility.33 
RT-PCR is used to target conserved regions of the 
extracellular-envelope protein gene (B6R)34 and 
the DNA polymerase gene (E9L)35 to find DNA 
of MPXV in clinical and veterinary samples and 
in MPXV-infected cell cultures. RNA polymerase 
subunit 18, rpo18,36 and the F3L gene37 depend 
on DNA. RFLP of PCR-amplified genes or gene 
fragments is also used to find MPXV DNA,38,39 but 
it takes a long time and requires virus culture. 
RFLP of PCR products may not be the right 

method because in a clinical setting where speed, 
sensitivity, and specificity of the method are most 
important and this needs enzyme digestion and 
gel electrophoresis.40 Whole-genome sequencing 
with NGS technologies is still the best way to learn 
about MPXV and other OPVs.41-43 However, the 
technology is not cost effective, and processing 
sequencing data after the fact takes a lot of 
computing power. So, NGS might not be the best 
way to characterise, especially in the economically 
backward countries of sub-Sahara Africa that don't 
have a lot of resources. Even though RT-PCR is 
still the best way to diagnose MPXV on a regular 
basis, it needs to be paired with field genome 
sequencing technology like the Oxford Nanopore 
MinION to provide real-time virus genome data, 
which is essential for epidemiological interventions 
that are based on facts. MinION field sequencing 
was used successfully to keep an eye on the Ebola 
outbreak's genome in places in West Africa with 
few resources.44

Phenotypic Methods
 On the basis of clinical results and 
diagnosis, the incubation period for MPXV is 
determined to be between 4 and 21 days which is 
usually followed by symptoms like swollen lymph 
nodes, pharyngitis, fever, back pain, myalgia, severe 
asthenia, severe headache, severe headache, and 
malaise. It is marked by vesiculopustular rashes 
that start on the face and spread all over the body 
in 1–10 days. Lesions caused by MPXV are uniform, 
about the size of a pea, and hard, which is similar 
to smallpox. The MPXV lesion looks like a crop, and 
it doesn't spread in a strong centrifugal pattern like 
smallpox. The main clinical difference between 
MPXV and smallpox is the fact that MPXV causes 
lymphadenopathy.45,46 For monitoring to discover 
suspected instances, it is crucial to presume MPX 
based on clinical signs, but not without laboratory 
confirmation. It has been shown in a group of 645 
people to have high sensitivity (93–98%) and low 
specificity (9%–26%).47,48

immunological Methods 
 This includes using ELISA to detect IgG 
and IgM antibodies and immunohistochemistry to 
find viral antigens. Using polyclonal or monoclonal 
antibodies against all OPVs, immunochemistry can 
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be used to tell the difference between a poxvirus 
infection and one caused by the herpes virus. It 
has been shown that both T-cell responses and 
antiviral antibodies rise around the time a disease 
starts. IgM and IgG, on the other hand, are found 
in serum about after five days and when rash 
appear, it is found more than eight days. If IgM 
and IgG antibodies are found in a person who has 
never been vaccinated but has a history of rash 
and severe illness, this could be a sign that they 
have MPXV. But none of these tests are specific for 
MPX,49,50 and can also show that other OPV species 
are present. IgM can be used to tell if someone 
with a history of smallpox vaccination51 is infected 
with MPX. Positive IgM capture ELISA shows that 
the person has recently been exposed to OPV 
(likely MPXV in endemic areas), while positive 
IgG capture ELISA shows that the person has been 
exposed to OPV before, by through vaccination or 
by natural infection.52 So, the recent exposure to 
OPV can be determined by the presence of both 
IgM and IgG in a sample of the person, even if 
they have been vaccinated or have had the disease 
before. So, the presence of IgM in people who have 
been vaccinated against smallpox in areas where 
MPX is common indicates the fact that they have 
recently been exposed to MPXV.

electron Microscopy
 Under an electron microscope, MPXV 
looks like a brick with two sides and a central core 
that is about 200–300 nm long. Even though this 
method isn't a surefire way to tell what kind of 
virus it is because OPV species can't be told apart 
by their appearance, it does show that the virus 
is in the Poxviridae family.48,53

Prevention
 Data suggest that immunization against 
smallpox virus may decrease the infection of 
monkeypox or the severity of infection may be 
less severe.54 There are three licenced smallpox 
vaccines in the US Strategic National Stockpile 
(SNS): JYNNEOSTM (also known as IMVAMUNE, 
IMVANEX, MVA-BN) and ACAM2000®. The Aventis 
Pasteur Smallpox Vaccine (APSV) could be used for 
smallpox under an investigational new drug (IND) 
protocol.46 The US Centres for Disease Control 
and Prevention (CDC) say that JYNNEOSTM is a 
live viral vaccine made from the modified vaccinia 
Ankara-Bavarian Nordic (MVA-BN strain) and 
is an attenuated orthopoxvirus that does not 
replicate. It can now be used to prevent smallpox 
and monkeypox disease in individuals 18 years of 
age and older who are at a high risk of contracting 
smallpox or monkeypox thanks to FDA approval 
in September 2019. Other common preventive 
measures advised by government agencies are 
depicted in Figure 3. Historical data show that the 
smallpox vaccine with vaccinia virus was about 
85% effective against monkeypox.55 Europe has 
approved the vaccine for smallpox as IMVANEX®, 
but the UK has been using it off-label to treat 
monkeypox cases.56 ACAM2000® is used to actively 
protect against smallpox disease in people who are 
at high risk for getting it.

Pre exposure Prophylaxis
 The Advisory Committee on Immunization 
Practices (ACIP) says that some people who might 
be exposed to orthopoxviruses57 at work should get 
vaccinated. It is recommended that people who 
work in research laboratories, clinical laboratories 

Figure 3. Preventive measures for MPVX
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that do diagnostic testing for orthopoxviruses, and 
designated response teams who could be exposed 
to orthopoxviruses at work get vaccinated.

Post exposure Prophylaxis
 To get monkeypox, you have to be in close 
contact with someone who has it for a long time. 
Brief interactions and those done with the right 
personal protective equipment (PPE) and standard 
precautions do not pose a high risk and do not 
usually require post-exposure prophylaxis (PEP). 
The CDC has made guidelines to help people assess 
the risk of exposures and make smart choices 
about PEP. For disease prevention, the CDC says 
that the first dose of a vaccine should be given 
within 4 days of exposure.58 If the vaccination is 
given 4-14 days after the date of exposure, it may 
lessen the symptoms of the disease, but it may 
not stop the disease from happening.59

 Unprotected skin-to-skin contact with 
mucous membranes, lesions, bodily fluids such as 
sexual contact, getting saliva splashed in one's eyes 
or mouth, or touching a patient without wearing 
gloves, or infected objects is prohibited (e.g., 
linen, clothing). Not wearing a N95 or comparable 
respirator (or higher) and eye protection while 
doing any procedure in a patient's room or within 6 
feet of a patient that could produce aerosols from 
oral secretions.
 Exposure that is changed to this risk level 
at the discretion of public health officials (i.e., 
exposure that ordinarily would be considered 
a lower-risk exposure, raised to this risk level 
because of unique circumstances). With an 
intermediate level of exposure, it would be 
recommended to keep an eye on the person and 
make an informed clinical decision on an individual 
basis to see if the benefits of PEP are worth the 
risks.

exposure characteristics for intermediate degree 
of exposure include
  Being within 6 feet of a patient without a 
mask for at least 3 hours without at least a surgical 
mask. Activities (like turning, bathing, or helping 
with a transfer) in which a person's sleeves or other 
parts of their clothing come into contact with a 
patient's skin lesions, bodily fluids, or soiled linens 
or dressings, but they are not wearing a gown. 
Exposure that is moved to this risk level because of 

special circumstances, which are up to the public 
health officials to decide for e.g., Public health 
authorities may decide to lower the risk rating 
from high to intermediate if there is a chance of 
an aerosol exposure.

treatment
Supportive Care
 Most people who get monkeypox don't 
need medical care to get better. People who have 
stomach problems (like vomiting or diarrhoea) will 
need oral or intravenous rehydration to stop them 
from losing too much fluid.60

Antivirals
 Several antivirals might be able to treat 
monkeypox, even though they were approved for 
treating smallpox based on studies with animals. 
Humans have been used to test the doses of these 
drugs, but the effectiveness of these drugs has not 
been fully defined.60

tecovirimat
 Tecovirimat (also called TPOXX) is the 
first antiviral approved to treat smallpox in adults 
and children weighing at least 3 kg, and it is 
considered the best treatment. When the disease 
is very bad, it may be used with brincidofovir. 
Tecovirimat block the viral envelope protein VP37. 
This stops the last steps of the virus maturing and 
getting out of an infected cell, which stops the 
virus from spreading in an infected host.61,62 Even 
though this agent hasn't been tested on humans 
for monkeypox, studies have shown that animals 
treated with tecovirimat have a better chance of 
surviving lethal monkeypox virus infections than 
animals treated with a placebo. In a larger safety 
study of 359 people who took tecovirimat, the side 
effects of the placebo were mostly the same as 
those of tecovirimat.63 Tecovirimat was used with 
vaccinia immune globulin (VIG) to treat smallpox 
vaccine side effects like eczema vaccinatum,64,65 

and progressive vaccinia.66,67

 T h e  C D C ' s  E m e r g e n c y  A c c e s s 
Investigational New Protocol lets doctors use 
tecovirimat to treat monkeypox and other 
infections caused by orthopoxviruses that are not 
caused by the variola virus. The protocol also says 
that for kids who weigh less than 13 kg, they can 
open an oral capsule and mix its contents with 
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liquid or soft food. The Strategic National Stockpile 
has Tecovirimat in the form of oral capsules or an 
intravenous vial [TPOXX] (tecovirimat).

Brincidofovir and Cidofovir
 Since June 2012, Brincidofovir has been 
approved by FDA to treat smallpox.68 Brincidofovir 
(orally) is similar to the drug cidofovir, which is 
given through an IV. It may be safer than cidofovir69 
because it is less toxic to the kidneys. The viral DNA 
polymerase is stopped from doing its job by these 
drugs.70 Even though there aren't many studies 
on brincidofovir being used to treat monkeypox 
in animal models but it was found effective 
against orthopoxvirus infections.61 There isn't any 
clinical data on how well cidofovir works against 
monkeypox in humans, but it has been found to 
be effective in vitro against lethal monkeypox 
virus infections in animals.62 When treating with 
cidofovir through an IV route, normal saline and 
probenicid must be given simultaneously. Before 
and during treatment with brincidofovir, liver 
function tests must be done because brincidofovir 
may raise serum transaminases and serum 
bilirubin.

vaccinia immune Globulin (viG)
 The FDA has given permission for VIG, 
which is a hyperimmune globulin, to be used to 
treat some side effects of the polio vaccine. These 
include eczema vaccinatum, severe generalised 
vaccinia, progressive vaccinia, vaccinia infections 
in people with skin conditions, and unusual 
infections caused by the vaccinia virus (except in 
cases of isolated keratitis, like eye infections).71 
Even though VIG could be used to treat monkeypox 
and smallpox, there isn't a lot of information 
about how well it works, and it hasn't been 
tested on humans. Since vaccinia virus vaccine 
shouldn't be given to people with severe T-cell 
immunodeficiency, VIG may be given instead to 
those who have been exposed to the virus in the 
past.72

vaccination
 Studies have shown that getting 
vaccinated against smallpox also protects you from 
other OPVs, like MPXV. Based on the information 
we have, about 90% of the cases have never been 
exposed to OPV. A lot of these people were born 

after the programme to get rid of smallpox ended 
in 1965. People who had been vaccinated against 
smallpox were found to be 85% less likely to get 
sick from MPXV.73 During the 2003 MPXV endemic 
in the United States, the Centre for Disease Control 
and Prevention (CDC) recommended a smallpox 
vaccine called ACAM2000TM. This vaccine did not 
prevent disease, but it did lessen the symptoms.74 
As a result, this vaccination is not available to 
the public and is not used in areas where MPXV 
is common. This is because there are some 
problems, such as not knowing how the vaccine 
will affect people with weak immune systems 
and not knowing if the live vaccinia virus in the 
vaccine is safe. The Food and Drug Administration 
(FDA) and the European Medicine Agency (EMA) 
have also authorised a replication-deficient, 
attenuated third-generation modified vaccinia 
Ankara (MVA) vaccine to protect against smallpox 
and monkeypox in adults 18 years of age and older 
who have a high risk of contracting VARV named 
IMVAMUNE. At the moment, neither ACAM2000 
nor IMVAMUNE can be used by the general public. 
So, it's still not clear whether or not these licenced 
smallpox vaccines will protect against MPX in areas 
where MPXV is common.75,76

CONCluSiON

 The monkeypox epidemic after the 
COVID-19 pandemic, have demonstrated that 
zoonotic diseases pose a severe threat to 
humanity. Any infection that emerges from any 
place could pose a threat to all nations and to 
all of humanity in the rapidly globalising planet. 
The favourable conditions for the revival and 
comeback of monkeypox has been created by 
the declining population immunity brought on 
by the vaccination of the smallpox. This is quite 
understood by the increase in the number of cases 
of those who contact monkeypox. Apart from 
this, although, MPXV is not spreading rapidly and 
diagnostic tests and vaccines being available even 
before the current outbreak, long-standing flaws 
in the public health system are providing MPXV a 
chance to spread. Similar to SARS-CoV-2, MPVX's 
transmissibility has probably been boosted by 
mutations and natural selection. Policymakers, 
researchers, and healthcare professionals can all 
work together to effectively address the MPXV 
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outbreak using what we have learnt from the 
COVID-19 pandemic. On the other part, policy 
makers should come forward and undertake 
programs to spread awareness related to the 
infectious and zoonotic diseases for the common 
man along with building of healthcare units and 
hospitals, appointing more health care workers 
and rapid action force in such situations. Whereas, 
the researchers should come forward with new 
inventions and interventions in the field of 
infectious disease and its spread in the community. 
Awareness amongst the communities, regarding 
need of good hygiene and identification of 
symptoms, getting proper treatment and isolation 
should be followed by the common people.
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