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INTRODUCTION

The monkeypox virus, also known as Mpox, is a deoxyribonucleic acid (DNA) virus belonging 
to the Orthopoxvirus family. It can provoke an acute infection after an incubation period 
ranging from 5 to 21  days (7 to 14  days on average). The clinical manifestations during the 
phase of invasion are similar to a pseudo-flu syndrome; other symptoms can be associated 
with vesiculo-pustular skin lesions. The mortality rate associated with this condition varies 
according to the classification assigned to it, which is based on 5 grades determined by the 
number of lesions per cm2, and according to the clade of the virus. Interhuman contamination 
is possible and occurs through skin lesions, respiratory droplets, biological fluids, and the 
sexual route.[1] Blood contamination is characterized by the brevity of viremia, which lasts 
about 2 days before the appearance of skin lesions. Vertical contamination would be possible 
either during pregnancy or after, during the postnatal period.[2,3] In utero infection can cause 
prematurity or stillbirths. It should be noted that perinatal mortality rates increase in the event 
of contamination, especially with Mpox Clade I.[3] Because of the particularity of the evolution 
of the monkeypox virus pandemic, it has been considered an epidemiological emergency 
with the imperative of implementing measures to secure the health of the mother and child. 
This document presents a point of view that aims to ensure the health of mothers and their 
newborns in areas where breastfeeding is essential to the survival of newborns and young 
infants. It addresses the following points: 1. The risk of transmission of the monkeypox virus 
during breastfeeding. 2. The timeframe of transmission of this virus. 3. The factors associated 
with a risk of transmission. 4. The ways of prevention. 5. The salient points to be considered for 
possible recommendations.

ABSTRACT
This perspective paper explores the recommendations to maintain a secure breastfeeding in the case of the Mpox 
epidemic in lactating populations of sub-Saharan Africa. An emphasis is placed on prioritizing breastfeeding by 
own mother’s milk (OMM) through direct latching whenever possible. In case direct breastfeeding by OMM is 
impossible, clinicians and infant feeding counselors should promote expressed breast milk, pasteurized or not, 
and wet nursing. In all cases, policy makers and program managers will maintain the promotion of breastfeeding 
for the sake of infant survival.
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The Risk of Transmission of the Monkeypox Virus During 
Breastfeeding

According to data from the literature, the risk of viral 
infection with Mpox during breastfeeding is documented. 
Some case reports have described contamination from 
mother to child during breastfeeding by the horizontal 
route. In such case, contamination of the breastmilk is 
acquired through skin lesions expressed on the periphery 
of the mammary gland; in addition, vertical transmission 
is supported by the documented presence in breast milk 
of viruses found and authentication by polymerase chain 
reaction (PCR)-DNA virus detection techniques; According 
to the teams, the existence of a minimum concentration 
threshold is necessary to highlight the presence of the virus 
in breast milk.[4,5]

Factors Associated with Perinatal Transmission

Both the type of virus and the host can affect perinatal 
transmission. Epidemiological data report a greater severity 
and perinatal risk of Mpox Clade I, with a high lethality 
and poor outcomes recorded.[3] As for the host, several 
comorbidities affecting the immune capacity could explain 
more severe or more frequent forms. In addition, more 
severe cases have been recorded in newborns. Mpox should 
thus be added to the list of viruses and microorganisms that 
can be transmitted vertically from mother to child, such as 
human immunodeficiency virus, rubella, cytomegalovirus, 
herpes, and Toxoplasma.[6]

The Timing of Transmission of this Virus

The timing of viral transmission and the risk of infectivity 
could be correlated with the viral load, both perinatally and 
through breastfeeding. However, viral shedding could last 
throughout the eruption and could even precede it.[7] So far, 
any strategy of prevention should cover this time frame

What are the Possibilities for Prevention in an Epidemic 
Context

The goals are two-fold

First of all, prevent Mpox contamination in any breastfeeding 
woman, and second, put in place specific strategies for those 
infected for a safe practice of breastfeeding.

For all breastfeeding women

All contact with infected individuals should be avoided, 
and systematic prevention measures should be ensured 
by barrier methods. In the event of risky contact with an 
infected person, post-exposure prophylaxis can be offered to 
breastfeeding women by vaccination.[8]

In women infected with Mpox who are at risk of 
contamination

After diagnosis and screening for Mpox in breast milk by 
PCR/DNA and, if possible, culture, any assessment will be 
made on a case-by-case basis. The preferred option is to 
maintain breastfeeding in resource-limited regions of sub-
Saharan Africa. This position opposes that of developed 
countries, which recommend stopping breastfeeding from 
the outset.[5] Furthermore, mother and co-rooming is to be 
prioritized to protect the early initiation and continuation of 
breastfeeding.[9]

In practice, all visible lesions and pustules on the breast will 
be covered. Hand hygiene, wearing a mask, and all barrier 
methods will be ensured before and after any contact, including 
breastfeeding and care of the baby. In case of unilateral skin 
lesions on the breast, the mother can extract and discard milk 
from the affected breast while continuing to breastfeed from 
the unaffected breast. In the event of bilateral lesions, breast 
milk can be extracted, pasteurized, and administered by cup. 
Pasteurization of breast milk can be both time-consuming and 
stigmatizing, which can make the procedure unsuccessful. 
Therefore, in case of failure of the previous process, infants 
aged <6  months and separated from their mother who has 
Mpox should be fed with donor human milk or appropriate 
breast milk substitutes (BMS), informed by feasibility, safety, 
sustainability, cultural context, acceptability to the mother, and 
service availability. BMS would be authorized in compliance 
with acceptable, feasible, affordable, sustainable and safe 
replacement feeding (AFASS) conditions (acceptable, the 
community does not stigmatize non breastfeeding mothers), 
feasible, (the mother must be committed to prepare the BMS 
at any time, affordable (the family should have proven capacity 
to buy the articifical milk at the indicated prices), sustainable 
(the BMS must be made available for at least 6  months) 
and safe (the environment must ensure safety around the 
prevention of diarrhea and infectious diseases and permanent 
access to potable water).[10,11] As a last resort, the possibility 
of breastfeeding by an uninfected wet nurse is possible. In all 
cases, monitoring of the mother, particularly of the newborn, 
will be carried out closely to ensure the absence of infection 
and contamination in the newborn or infant. Much remains 
unknown about the passage of the anti-Mpox antibody into 
breast milk. In addition, in the case of a mother undergoing 
antiviral treatment, few data are available regarding the passage 
of this product into breast milk and its possible role as a post-
exposure prophylaxis therapy.[5]

CONCLUSION AND GLOBAL HEALTH 
IMPLICATIONS

Clinical data reveal the transmission of Mpox in women 
during breastfeeding by transcutaneous route from 
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lesions around the areola or contamination after manual 
extraction of breast milk, and/or via breast milk. In the 
context of a monkeypox epidemic, for clinicians and infant 
feeding counsellors, breastfeeding will always be preferred, 
including the non-separation of the mother-child couple. 
This breastfeeding will be done directly by the mother 
or an uninfected wet nurse, using a healthy breast for 
latching. In other cases, administration of expressed and/
or pasteurized breast milk will be supported. The usual 
anti-infectious precautions will be taken in the case 
of infected mothers: Covering the lesions, extraction, 
and throwing away milk from the infected nipple. The 
interruption of breastfeeding with the administration of 
BMS is the last measure, while ensuring the respect of 
AFASS conditions.

Program managers and policy makers should ensure the  
promotion of breastfeeding, as exclusive for the first 6 months 
of life and nonexclusive thereafter for 2 years, even beyond.

Key Messages

1. In lactating countries of Sub-Saharan Africa, the 
protection and safety of  breastfeeding is an important key 
for infant survival in context of Mpox pandemic. 2. All 
stakeholders including, clinicians, program managers, and 
policy makers should maintain ongoing awareness of the 
benefit of breastfeeding as defined in infant feeding policy 
guidelines.
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