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nimal data that indicates that
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s there a role for combination
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pfore the exposure actually
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flammatory agents or perineal
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sitz baths to sort of alleviate

sociated symptoms, as well as the

ppioids.
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sneeze and direct contact with
with scabs from those lesions.
me as for monkeypox.
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n pretty well eliminated from
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~1f become endemic?
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Dr. Erbelding.
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And then ACAM2000 was not
he take rate at the same
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dermal dose.

living with HIV will not be
1is eligibility for this trial.
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ccovirimat in clinical illness.
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probably be implemented, the

robably be implemented within the

le trial will occur in Africa.
even before the current outbreak

ca was described, and it will
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ed with monkeypox. It will be
ic Republic of the Congo where
en endemic for decades now, and
ery high mortality rate, as was
l\ann in the earlier presentation.
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licensure of the drug in the

is trial will have three arms.

-y

heavily symptomatic who have
br who are pregnant or younger
18, so the pediatric population,
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the DRC trial.

other major gap in our knowledge
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longitudinally.

mportant descriptive measures

)

duration of viral shedding from
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Also, the time to generation of
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ner there's an asymptomatic phase

J .
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n exposed.
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ho might progress on tecovirimat
's important, as noted earlier,
can use antivirals and vaccines
> prophylaxis. I think, in order
efficacy in that and the exact
those post-exposure prophylaxis
nefit, we would have to conduct
s and not necessarily rely upon
1 world effectiveness studies.

AID, we realized that we still
rl drugs. Even though this is a
e mutation rate is not expected
as the RNA viruses, we realize
re tools in our toolbox and we
to identify new antivirals that
preferably with
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we currently have available.
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I'm going to ask all of our
on their videos, and then we can
conversation about some of the
d. So if everybody would cut on
ct's see. There we go.

t me start and let me start with
You know, one of the questions

rd was that the reports of -- can

reports of asymptomatic
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seems to be asymptomatic might
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DASKALAKIS: Well, certainly
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that really important range of
res.
ink we're still learning about
evel of symptomatology. I think

duals who may have one lesion or
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nifestations of the disease. So

Arning more as we go along about
r is there an asymptomatic phase
is there

potentially, a

phase and then also the
ansmission during the prodromal
ink a lot of interest in sort of
rus on mucosal surfaces even 1in
rashes. I'm sure others will
hime in on that one, as well.
ENJAMIN: Any other thoughts?
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atic transmissions are emerging
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test sexually-
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blished studies that are out.
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fter the resolution of symptoms.

ENJAMIN: Great thought, great

ymann, sure.
EYMANN : It's also important to
abs can be infectious, as well.
in the United Kingdom, in fact,
persons who was cleaning the bed
lad had monkeypox actually became

abs that might have been within

hen she cleaned the bed.

le scabs are highly infectious
the body, at least for a certain
BENJAMIN: Okay. David, you

about the two claims of this
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how infectious they are? And
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rstand why there's a higher
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em. What I can say is that, in
a disease which 1is occurring
c've neglected it for many, many
search project, a coordinated
v, although, as I said, there's
research going on and we
a bit.

ifference in clades is not clear

'y say that, in West Africa, it's

infection. It doesn't cause
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n Africa yet, and that may be

ire so 111 at the time when they

at they Jjust don't travel. I

Titanji would have a good idea on

because I know she comes from

the fact remains that the two

drent. I can't say why they're
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on in the infection.

HENJAMIN : Great. Dr. Titanji,
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ITANJI: Yes. Just coming back
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is quite possible that, between
there might be unique virulence

yet to be characterized, again

Y

importance of basic science

ly understand the biology of this

thogenesis factors that may drive
in presentation.

n addition to that, to what Dr.
itioned, it's also important to
cen monkeypox happens in a lot of
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reat those complications.

certain portion of that excess

reflection of that sort of
ined healthcare system. And,
y serious infection, as well.

ENJAMIN: You know, one of the
have, I think, just from a
bective, vyou know, we stopped
hat, about 1972, routinely. Is
iy So that means that I'm, you
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EYMANN: You know, I would just

we're very fortunate to have a

vaccine, which is safe to use in
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nink that people will not stop
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as you know, in the U.S. that

SN

cre to stop vaccinating against

act, the risk-benefit was such

ccessary to stop Dbecause the

had a mortality rate of 1 per

you know, now, I think that there

about whether or not populations
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you know, high-dose steroids,

Apy, et cetera.

FERBELDING: Certainly, people

are not excluded from the trials
But other immune-compromised
probably need to design studies

ecifically target them for

test the immune response.

orry. Your earlier question was

looking at whether, like a

udy of whether or not early

smallpox or prior vaccination for
tective.
ENJAMIN:

How protective prior

'[RBELDING: How protective.
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oratory, that would be the other
hld have specifically gotten
tion, and I don't know 1if you

on whether or not you think that

rere meaningful for suggesting

upon prior vaccination.

ink i1t would have to be a

dy, though, if we were going to

And I don't know that we have

, but it would be interesting.
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have had prior vaccine. I think

ng to be is the number going to

to be able to say something
rrms of guidance, the guidance
ying 1s that prior wvaccination

'y protected. But in individuals

ve indications for wvaccine, the

s to get vaccinated again.

ENJAMIN: Okay. Go ahead.

IRBELDING: I'll just add that

h

working on assays that might,
that might discriminate between

vaccinations, prior types of

actually history of monkeypox,
erologic response to that. So
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n and I think every one of us on

had enormous experience with

re the lessons learned? I mean,

the lessons around the fact that
igma for the at-risk population?

we message 1t? Do we need to

of monkeypox?

et's start with the stigma

d communicating effectively.

have Doctor --

ASKALAKIS: I think that's me.

ENJAMIN: Yes, I'm sorry.

DASKALAKIS: No, that's okay.

7]l]l me Demetre; it's easier.

yone calls me anyway.

think that i1it's really been

y the experience in HIV in terms

r communicating monkeypox. So I
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I think this is an example where
'm sure, from the past to making
n't associate a virus with an
her talk about the behaviors and

could ©potentially lead to
virus while also being diligent

get that information to trusted

to trusted sources of the
t's overrepresented in the
really making sure that we
ay, bisexual, and other men who
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think we, as early as June 6th,

yuidance on safer sex and safer
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'y, I think sort of having public
rnmental public health lead on
information 1is

ure that good

also towing that line. We have
t we talk to the population and
ut stigmatizing, but it's really
frank and engaged. So I think
of the line that we tow all the
1IV line that we towed for a long
k also learning the lessons from
rs of HIV are really important in
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are rabbit holes that people go
1 you and you end up missing very

s of outbreaks or potential

tigate those outbreaks.

ENJAMIN: David, vyou know, we

of COVID pretty early on. You

from the novel coronavirus to

o COVID-19. We kind of skipped

at it's really SARS-CoV-2. But

re name of monkeypox, what does

is that going to really change

EYMANN: I think it will be very

rhe name now. You know, you've

rly and do that. But if it does

it would certainly I think

ro what Demetre said: it should

pmmunity. The community should
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ut a wvaccine. This disease can

behavior change, and that has to

the community. It can't come

n. But behavior change,

paying
you have sexual contact with,

e that vyou are, that your

ware of this infection can do a

t. And, in fact, we're already

ountries, in the UK, I mean, 1t

ing after Gay Pride about four
there were a million people in

that there wasn't a rapid

rctions because the message had

~d to a certain extent. And now

> is thought that it might be

se behavior change is occurring.

~t's not always look for the

ns. ILet's 1look also to the

ions.
ENJAMIN: You mean public health

EYMANN : Public health works.
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ENJAMIN: Prevention at least,

can do that.

ne ask another question. You

nd when the 2003 outbreak in the

nere 1t was clearly a zoonotic

imost every case was related to
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ut that?

[TANJT : I could comment on this.
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re not the reservoir.

's still a big question mark what
servoir of monkeypox virus? And
11y characterized the reservoir,
o know what is the true potential
in newly-affected countries that
e a reservoir of the virus that

B

the infection in an endemic

back to Dr. Heymann's point on
this 1is an infection that we
0 years 1in Africa and really
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ut the current outbreak. That
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