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In Response: I thank the authors for their favorable
commentary (1) related to our recently published ar-
ticle (2). In their commentary the authors note that the
low number of chikungunya cases captured through
passive surveillance underrepresents the true burden
of disease in Jamaica, particularly fatal infections dur-
ing the 2014 chikungunya epidemic year (3).

Underreporting of chikungunya cases in Ja-
maica has been acknowledged and has multiple fac-
tors (4). Most chikungunya cases are not captured
through a passive clinic-based surveillance (5), and
in Jamaica most case-patients likely did not seek care
at the advanced public health center passive sur-
veillance sites. In addition, real-time PCR, the most
sensitive diagnostic test type during acute infection,
was highly limited in Jamaica during the 2014 chi-
kungunya epidemic. For these reasons, identifica-
tion of chikungunya cases through passive surveil-
lance was expected to represent only a small fraction
of the population.

It is possible that many excess deaths in Jamaica
during 2014 were the result of chikungunya virus infec-
tions escaping surveillance. Chikungunya fatalities may
be difficult to capture with limited surveillance capacity.
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Furthermore, chikungunya virus infections, particularly
in the elderly, may exacerbate existing comorbidities
and lead to extended hospitalization that could result in
nosocomial infections; either event may prove fatal and
ultimately be considered the cause of death (6).

During the COVID-19 pandemic in Jamaica, sur-
veillance systems have been bolstered; the Ministry of
Health and Wellness introduced broad community-
based testing, many diagnostic laboratories have intro-
duced real-time PCR testing, and the University of the
West Indies has introduced next-generation techniques
sequencing techniques for whole-genome sequencing
of viruses. Further enhancing responses to emerging vi-
ruses, the University of the West Indies recently became
a member of the Abbott Pandemic Defense Coalition
that aims to increase virus surveillance and discovery
(7). This increased infrastructure will likely improve
surveillance for future viral epidemics in Jamaica.
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To the Editor: Costello et al. described a patient
in Maryland, USA, with a diffuse vesicular rash
initially diagnosed as disseminated varicella zoster
virus (VZV) infection. Only after a biopsy revealed
unexpected findings was monkeypox suspected (1).
Monkeypox is commonly confused with VZV in
countries where both infections are endemic. High
fever, lymphadenopathy, and a deep-seated, well-
circumscribed, umbilicated rash in the same stage of
development (i.e., macule, papule, vesicle, or scab)
in distinct anatomic locations are characteristic of
monkeypox (2). Although the patient in Maryland
experienced lymphadenopathy and rash with um-
bilicated lesions suggestive of monkeypox, he was
afebrile, denied other prodromal signs and symp-
toms (e.g., headache and chills) that typically pre-
cede monkeypox rash, and improved while receiv-
ing intravenous acyclovir, features more consistent
with VZV. However, the unusual clinical signs and
symptoms experienced by this patient were similar
to those observed in other patients in the evolving
2022 multinational monkeypox response.

Because differential diagnosis can be challeng-
ing, public health authorities should be consulted
promptly when monkeypox is possible. US Labo-
ratory Response Network laboratories (https://
emergency.cdc.gov/lrn) can enable rapid testing of
specimens (e.g., lesions swab), and pathogen-spe-
cific antiviral medications can be acquired through
consultation with the Centers for Disease Control
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and Prevention. Public health investigation for
a single case of monkeypox can be intensive and
complicated; case-patient contacts outside of the
hospital must be identified, monitored, and poten-
tially given 1 of the 2 orthopoxvirus vaccines of-
fered for postexposure prophylaxis in the United
States (3-5).

Factors that should raise suspicion for monkey-
pox in a patient with related signs and symptoms
include history of travel outside of the United States
to a country with confirmed cases or where monkey-
pox virus is endemic, contact with a person with a
similar-appearing rash or who has received a diag-
nosis of confirmed or probable monkeypox, contact
with Africa-endemic wild animal or pet species (liv-
ing or dead), or use of a product derived from those
animals (e.g., game meat, creams, lotions, powders).
Monkeypox should also be considered in patients
with close or intimate contact with persons in social
networks experiencing high monkeypox activity, in-
cluding men who have sex with men who meet part-
ners through a website, digital application, or social
event. Prompt consultation with public health au-
thorities is essential for providing clinical guidance,
expedititing testing and treatment, and preventing
secondary cases (3).
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