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During the 2022 global outbreak, ≈95% of mpox cases, 
caused by monkeypox virus infection, were attrib-

uted to close physical contact, and >98% were reported 
among men (1,2). We describe a case of a young wom-
an who had no sexual or close physical contact with a 
nyone suspected of having mpox during the 2 months 
before she had a confirmed monkeypox virus infection.

A woman in the United States, in her late 20s who 
had hypothyroidism after curative thyroidectomy for 
medullary thyroid cancer 7 years before, sought care 
in July 2022 at a hospital emergency department 8 
days after a facial rash developed. The rash was ini-
tially pruritic, and erythematous macules were locat-
ed on the bilateral infraorbital and malar areas, lower 
cutaneous lip, and chin, which progressed to vesicles 
followed by pustules. She was prescribed doxycycline 
and valacyclovir. She experienced subjective fevers, 
myalgias, bilateral cervical lymphadenopathy, and 
scattered papules that developed bilaterally on her 
legs and arms, prompting her to return to the emer-
gency department (Figure). She also had tender cer-
vical lymphadenopathy and scattered erythematous 
macules on her limbs. Laboratory tests were negative 
for HIV, syphilis, gonorrhea, Chlamydia sp., herpes 
simplex virus, and varicella zoster virus. PCR for or-
thopoxvirus was positive and had a cycle threshold 
of 21.2. The patient was started on tecovirimat. Facial 
swelling and lymphadenopathy resolved within the 
next 48 hours, and no new lesions were noted there-
after (Figure).

The patient resided alone in New York and had 
traveled to California and Massachusetts for business 
and leisure during the 3 weeks before her rash devel-
oped. She described herself as a woman who has sex 
with men only. She reported no sexual activity or any 
close intimate contact with anyone during the 3 months 
before her rash developed and had no contact with 
anyone suspected of having mpox disease. She had a 
history of acne but had not used new skin products in 
the preceding weeks. She reported receiving 2 mas-
sages in the preceding weeks, 1 at a hotel spa 13 days 
before rash developed and another at a private day 
spa 4 days before rash developed. On both occasions, 
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We describe a case of mpox characterized by a circularly 
distributed facial rash but no identified risk factors. Fomite 
transmission of monkeypox virus from contaminated linen 
at a massage spa was suspected. Clinicians should con-
sider mpox in patients with consistent clinical syndromes, 
even in the absence of epidemiologic risk factors.

Figure. Progression of facial rash during mpox in a young woman in the absence of epidemiologic risk factors, Massachusetts, USA. Days 
since rash onset or beginning tecovirimat therapy are indicated. The rash began with pruritic erythematous macules on the bilateral infraorbital 
and malar areas, lower cutaneous lip, and chin and, by day 4, had progressed to vesicles followed by pustules on day 6 (top row, left cheek; 
bottom row, right cheek). On day 8 after rash onset, the patient had multiple confluent ulcers; macerated rolled borders were observed on the 
left cheek, and a single, large, deep-seated ulcer that had raised borders and a central hemorrhagic crust was observed on the right cheek. 
Satellite blisters and papules were present at early stages of ulcer development. The patient was started on tecovirimat on day 11 after rash 
onset, after which her lesions continued to evolve and had eventual loss of central eschar but persistent exudative, macerated borders by 
day 12 of tecovirimat therapy (day 22 after rash onset). Smaller lesions were treated with mupirocin ointment and dressed with loose gauze 
coverings. Toward the end of her 14-day treatment course (day 22), the escharotic ulcers developed granulated tissue. Ulcers had abundant 
granulated tissue and no central eschar and had begun to reepithelialize ≈2 weeks after completion of therapy (day 37).



she laid face down on a massage table on top of a cir-
cular pillow covered by thin linen or a towel. She had 
a dentist appointment 6 days before and a dermatolo-
gist appointment 3 days before rash developed. On 
both occasions, the clinicians donned clean dispos-
able gloves before contact.

Because of the physical location of the patient’s 
lesions and lack of sexual encounters during the incu-
bation period, an ensuing public health investigation 
focused on the spa visits. No other mpox cases among 
staff or clientele of either spa were identified during 
a review of cases by the New York City Department 
of Health and Mental Hygiene or Massachusets De-
partment of Health or by matching staff and client 
lists with electronically reported mpox results (New 
York City Department of Health and Mental Hygiene 
only). Both spas reported that they changed coverings 
on the massage tables between clients, used freshly 
laundered linens and towels, and used a disinfectant 
that has efficacy against enveloped viruses. Environ-
mental sampling at the spas was not performed be-
cause of the amount of time that had passed between 
the spa visits and mpox diagnosis. No mpox cases af-
ter visits to the dentist were identified.

We report an mpox case in a woman who had no 
epidemiologic risk factors for this disease. Although 
the transmission source in this case could not be con-
firmed, the rash locations and pattern suggest inocula-
tion through fomites from contaminated facial towels or 
other linens, as has been reported for monkeypox virus 
and other poxviruses (6,7). In a cluster of 20 cases linked 
to a tattoo establishment, where monkeypox virus was 
recovered on piercing equipment (5), persons visiting 
the establishment were infected >2 weeks after the sus-
pected index case, suggesting prolonged virus viability 
on surfaces. Surface contamination by viable monkey-
pox virus has also been reported in hospital rooms and 
community settings (8). Viable virus is more recover-
able from porous materials, such as linens and towels, 
than nonporous materials, such as metals and plastics 
(9). The Centers for Disease Control and Prevention pro-
vides comprehensive sterilization recommendations for 
both linens and hard nonporous materials (10). The rash 
in this case was characterized by large deep wounds 
that did not begin to granulate until ≈5 weeks after rash 
onset, indicating the need to elucidate viral shedding 
duration from these types of ulcers. 

In conclusion, as in recent reports of persons who 
had mpox without intimate contact (3–5), this case high-
lights the importance of maintaining clinical suspicion 
of mpox for persons who do not meet known epidemio-
logic criteria. This case also supports the possibility of 
fomite-based transmission of monkeypox virus. 
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Monkeypox virus (MPXV) is an enveloped, dou-
ble-stranded DNA virus in the family Poxvirus, 

genus Orthopoxvirus, and is related to variola, the 
causative agent of smallpox. In 2022, MPXV transmis-
sion caused a large global mpox disease outbreak that 
disproportionately affected male persons who identi-
fied as gay, bisexual, and men who have sex with men 
(MSM) and persons who identified as transgender (1). 

The clinical manifestations of MPXV infection also 
evolved from prior outbreaks; more patients in 2022 
had anogenital rash and proctitis, rather than dissemi-
nated cutaneous lesions (1). During prior mpox out-
breaks, asymptomatic or subclinical MPXV infection 
was thought to be rare, but evidence from the 2022 out-
break suggests that infected patients can have minimal 
symptoms (2,3). To identify persons with subclinical 
MPXV infection, we retrospectively analyzed oropha-
ryngeal and rectal swab samples submitted for Chla-
mydia trachomatis and Neisseria gonorrhoeae (CT/NG) 
testing at a tertiary academic medical center.

Swab samples were collected at Stanford Health 
Care by using the Aptima Multitest Swab Specimen 
Collection Kit for the Aptima Combo 2 Assay (Ho-
logic, https://www.hologic.com). We included all 
samples collected during July 7–September 6, 2022 
that had sufficient residual volume. The study was 
approved by the Stanford University institutional re-
view board (protocol no. 66786).

We extracted total nucleic acids from 300 μL of 
Aptima Specimen Transport Medium (Hologic) by us-
ing the Chemagic instrument (PerkinElmer, https://
www.perkinelmer.com), according to the manufac-
turer’s recommendations. To test for MPXV DNA, 
we used 2 laboratory-developed quantitative PCR 
(qPCR) assays modified from Centers for Disease 
Control and Prevention published assays (4,5). The 
first qPCR targeted viral DNA polymerase sequence 
conserved throughout nonvariola orthopoxviruses, 
including MPXV. The second qPCR targeted the vi-
ral tumor necrosis factor (TNF) receptor sequence 
specific for MPXV clade II (formerly West African 
clade). We performed qPCR reactions as previously 
described (6), except we used the CFX96 thermal cy-
cler (Bio-Rad, https://www.bio-rad.com). We tested 
all specimens with both qPCR assays and interpreted 
samples with concordant MPXV as mpox-positive 
and samples without detected MPXV as mpox-nega-
tive. When there was discordance between viral DNA 
polymerase and the viral TNF receptor targets, we re-
peated both reactions from the eluate and interpreted 
the sample as positive only if MPXV was reproduc-
ibly detected. We excluded 3 concordant negative 
samples in which the internal control (β-globin gene) 
failed in one or both reactions.

A total of 347 swab samples submitted for CT/
NG testing from 206 patients met the inclusion cri-
teria: 195 (56%) oropharyngeal and 152 (44%) rec-
tal swab specimens. Patients ranged in age from 7 
days–77 years (mean 35 years). Most (176/206; 85%) 
patients were male; 1 patient was assigned male at 
birth but identified as genderqueer. Twelve patients 
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We retrospectively screened oropharyngeal and rectal 
swab samples originally collected in California, USA, for 
Chlamydia trachomatis and Neisseria gonorrhoeae test-
ing for the presence of monkeypox virus DNA. Among 
206 patients screened, 17 (8%) had samples with detect-
able viral DNA. Monkeypox virus testing from mucosal 
sites should be considered for at-risk patients.


