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ARTICLE INFO ABSTRACT

Keywords: Introduction: Tecovirimat’s application in treating mpox remains under-researched, leaving gaps in clinical and
Mpox virological understanding.
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Methods: The Tecopox study in Japan evaluated the efficacy and safety of tecovirimat in patients with smallpox
or mpox, who were divided into oral tecovirimat and control groups. Patients with mpox enrolled between June
28, 2022, and April 30, 2023, were included. Demographic and clinical details along with blood, urine,

pharyngeal swab, and skin lesion samples were gathered for viral analysis. A multivariable Tobit regression

model was employed to identify factors influencing prolonged viral detection.

Results: Nineteen patients were allocated to the tecovirimat group, and no patients were allocated to the control
group. The median age was 38.5 years, and all patients were males. Ten patients (52.6%) were infected with
human immunodeficiency virus (HIV). Sixteen patients (84.2%) had severe disease. Nine of the 15 patients
(60.0%) (four patients withdrew before day 14) had negative PCR results for skin lesion specimens 14 days after
inclusion. The mortality rates were 0% on days 14 and 30. No severe adverse events were reported. HIV status
and the number of days from symptom onset to tecovirimat administration were associated with lower Ct values
(p = 0.027 and p < 0.001, respectively). The median number of days when PCR testing did not detect the mpox

virus in each patient was 19.5 days.

Conclusion: Early tecovirimat administration might reduce viral shedding duration, thereby mitigating infection
spread. Moreover, patients infected with HIV showed prolonged viral shedding, increasing the transmission risk

compared to those without HIV.

* All authors meet the ICMJE authorship criteria.

* Corresponding author. Disease Control and Prevention Center, National Center for Global Health and Medicine Hospital, 1-21-1 Toyama, Shinjuku-ku, Tokyo,

162-8655, Japan.
E-mail address: shmorioka@hosp.ncgm.go.jp (S. Morioka).

https://doi.org/10.1016/j.jiac.2023.11.025
Received 1 September 2023; Received in revised form 13 November 2023; Accepted 26 November 2023

Available online 30 November 2023

1341-321X/© 2023 Japanese Society of Chemotherapy, Japanese Association for Infectious Diseases, and Japanese Society for Infection Prevention and Control.

Published by Elsevier Ltd. This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).


mailto:shmorioka@hosp.ncgm.go.jp
www.sciencedirect.com/science/journal/1341321X
https://www.elsevier.com/locate/jic
https://doi.org/10.1016/j.jiac.2023.11.025
https://doi.org/10.1016/j.jiac.2023.11.025
https://doi.org/10.1016/j.jiac.2023.11.025
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jiac.2023.11.025&domain=pdf
http://creativecommons.org/licenses/by/4.0/

Y. Akiyama et al.
1. Keypoints

The Tecopox study revealed that early tecovirimat administration
might reduce viral shedding duration, thereby mitigating infection
spread. Moreover, patients infected with HIV appeared to have pro-
longed viral shedding, increasing the transmission risk compared to
those without HIV.

2. Introduction

As of April 2023, there has been a global reduction in the number of
mpox (formerly known as monkeypox) infections. However, the West-
ern Pacific region, especially countries like Japan, South Korea, and
China, has witnessed a surge, primarily affecting males [1]. The appli-
cation of tecovirimat in treating mpox has not been extensively docu-
mented in terms of its clinical course or viral load. For instance, among
150 patients with mpox, only two had a history of tecovirimat treat-
ment. Both patients received the medication during hospitalization and
were human immunodeficiency virus (HIV)-positive with suppressed
viral loads [2].

The duration for which infectious mpox viruses can be detected may
vary, with factors such as symptom duration and treatment adminis-
tration [3]. Nevertheless, there is a scarcity of clinical and virological
data regarding the use of tecovirimat for mpox treatment. In a clinical
study involving 1750 patients, 355 individuals were treated with teco-
virimat, while three individuals were administered brincidofovir [4].
However, these studies did not assess the viral load in the patients. The
absence of viral load evaluation in these studies could limit the assess-
ment of the effectiveness of tecovirimat and brincidofovir as treatments
for mpox.

Measurement of viral load is imperative for comprehending its
replication and dissemination within the body, as well as for gauging the
impact of antiviral medications on suppressing the virus. Further
research and clinical studies that incorporate assessments of viral load
may offer comprehensive insights into the efficacy of tecovirimat in
treating mpox. Additionally, monitoring viral load levels could prove
valuable in determining the duration of viral shedding in patients with
varying degrees of disease severity.

3. Methods and analysis
3.1. Study design and settings

This was a prospective study involving patients enrolled in the
Tecopox study, which is a multicenter, open-label for both patients and
doctors, double-arm trial conducted in Japan (Sapporo, Sendai, Tokyo,
Aichi, Osaka, Fukuoka, and Okinawa) that evaluates the efficacy and
safety of oral tecovirimat therapy for individuals with smallpox or mpox
[5]. Enrollment began with the release of the research database (jRCT,
Trial ID: jRCTs031220169) on June 28, 2022, and is scheduled to
continue until March 31, 2024. The current study specifically included
patients with mpox enrolled in the Tecopox study between June 28,
2022 and April 30, 2023.

This study was reviewed and approved by the Ethics Committee of
the Center Hospital of the National Center for Global Health and Med-
icine (NCGM-C-004505-03). Informed consent was obtained from all the
participants. All procedures were performed in accordance with the
principles of the Declaration of Helsinki.

3.2. Participants

The inclusion criteria for the participants in the Tecopox study
implied meeting one to three or all of the following criteria: (1) obtain
written informed consent; (2) weigh at least 13 kg at the time of
providing consent; (3) have a definitive diagnosis of smallpox or mpox,
confirmed by positive polymerase chain reaction (PCR) results from
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patient specimens; (4) consent to hospitalization from the start until
resolution of the skin lesion; (5) if in the administered group, consent to
hospitalization until completion of the 14-day oral tecovirimat therapy.

The exclusion criteria for the participants in the Tecopox study were:
(1) having a history of anaphylaxis to oral tecovirimat or any of its
components and (2) considered unsuitable by the primary investigator.

The Tecopox study consisted of two groups: the tecovirimat and the
Control. Participants voluntarily chose the group they wished to join.

The withdrawal criteria for each patient were: (1) withdrawal of the
consent as requested by the individual; (2) compliance with the research
protocol becomes impossible; (3) the study as a whole is discontinued;
and (4) in any other case where the principal investigator or a sub-
investigator decides that it is difficult to continue the research.

If a patient in the tecovirimat group withdrew from the study,
tecovirimat treatment was discontinued at that point.

Tecovirimat group: Participants received 14 days of standard sup-
portive care and oral tecovirimat (body weight 13 to <25 kg, 200 mg; 25
to <40 kg, 400 mg; >40 kg, 600 mg). Oral tecovirimat was administered
within 30 min of a moderate-to-high-fat meal.

Control group: Participants received supportive care only.

The Japanese Ministry of Health, Labor and Welfare obtained teco-
virimat from a pharmaceutical company, and the study drug was
distributed free of charge to each site. If participants wished to switch
groups, they could do so by withdrawing their consent and rejoining
another group. In such cases, participants in the tecovirimat group
stopped taking oral tecovirimat at the time of withdrawal. Since all
participants remained in the hospital during the intervention, no specific
strategies were employed to improve adherence. All concomitant care
and medications were allowed as clinically indicated.

3.3. Data collection and measurement

Data were collected on the following patient characteristics: date of
birth, age, sex, body weight, race, occupation, medical history, current
medications, allergies, history of smallpox vaccination, international
travel and sexual contact within the last six months. Severe illness and
risk factors for severe illness were defined according to the mpox
treatment guideline provided by Disease Control and Prevention Center,
National Center for Global Health and Medicine [6], and the Guidance
for Tecovirimat Use by Centers for Disease Control and Prevention of
United States of America [7]. Samples, including blood, urine, pharyn-
geal swabs, and skin lesions, were collected for viral examination. For
skin lesions, contents from blisters, pustules, and crusts were carefully
selected and gathered in accordance with the National Institute of In-
fectious Diseases (NIID) manual [8]. The most severe skin rash was
chosen for sampling. While only one rash was typically selected, mul-
tiple samples could be obtained if a patient had several rashes of similar
severity, or if a new, more severe lesion emerged during the clinical
course. These samples were collected before the first dose of tecovirimat
in the treatment group or on the same day of participation in the control
group.

Patients were assessed both clinically and daily for adverse events
through medical examinations and interviews, which included evalua-
tions of their general condition and any skin lesions. Their general
condition was categorized by a researcher as bedridden, weakly ambu-
latory, or fully ambulatory. Safety evaluations were conducted on days
3,7, 10, and 14 through blood tests, encompassing white blood cell and
differential counts, hemoglobin levels, platelet counts, total bilirubin,
aspartate aminotransferase, alanine aminotransferase, creatinine, and
blood sugar levels. For efficacy evaluation, samples of blood, urine,
throat swabs, and skin lesions were collected for viral testing. These
were repeated on days 21, 30, 60, and 120. Additionally, semen samples
were collected for viral testing on days 60 and 120. If a patient found it
challenging to visit the hospital, medical examinations and interviews
could be substituted with remote methods, such as telephone interviews.
In such cases, the collection of physical samples was waived.
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Blood testing was conducted at each hospital using equipment stan-
dard in clinical settings. All specimens designated for viral testing were
stored at temperatures at 2-8 °C after collection and during transport.
Alternatively, if immediate shipment was not possible, specimens were
stored frozen at temperatures below —20 °C, and preferably below
—80 °C, before being transported to the NIID. The copy numbers of the
mpox virus were quantified using specific multiplex quantitative PCR
(gPCR). The qPCR targeted the F3L gene of the mpox virus, utilizing the
following primer and probe sets: forward primer (CATCTATTA-
TAGCATCAGCATCAGA), reverse primer (GATACTCCTCCTCGTTGGTC-
TAC), and probe (HEX-TGTAGGCCGTGTATCAGCATCCATT-BHQ). Total
nucleic acids were extracted from 200 pL samples using a high pure viral
nucleic acid kit (Roche Applied Science), following the manufacturer’s
protocols, with an elution volume of 50 pL. The gPCR assay involved
adding 3 pL of the extracted nucleic acid solution to 23 pL of a reaction
mixture containing 2x QuantiTect probe PCR master mix, water provided
in the QuantiTect probe PCR kit (Qiagen, Hilden, Germany), and 0.2 pM
of each specific primer and probe. The process was performed on a
LightCycler 96 (Roche, Basel, Switzerland) with the following conditions:
an initial 95 °C for 10 min, followed by 45 cycles of 95 °C for 15 s and
63 °C for 60 s. This method was validated using mpox virus preserved by
the NIID.

An independent researcher, free of conflicts of interest, monitored
the data. The monitor was chosen from the researchers of the principal
investigating institution and had no connection to this study. All adverse
events equivalent to CTCAE version 5.0 Grade 3 or higher were recor-
ded, and the relationship between the event and the study was
determined.

3.4. Primary and secondary endpoint

The primary endpoint of this study is the proportion of patients
exhibiting a cycle threshold (Ct) value of 40 or higher in PCR testing of
skin lesions at 14 days following enrollment. Secondary endpoints
encompass the mortality rate at 14 and 30 days; viral load measure-
ments in blood, throat swabs, skin lesions, and urine at 14, 21, 30, 60,
and 120 days; viral load in semen at 60 and 120 days; the duration of
fever (>37.5 °C) starting from the time of enrollment; general condition
upon entry, and at 14 and 30 days post-enrollment; and the incidence of
adverse events. If more than one skin lesion sample was collected from a
participant on the same day, the sample with the lowest Ct value was
selected for analysis. Additionally, the study explored factors associated
with the Ct values of the skin lesion samples by employing a multivar-
iable regression model.

3.5. Statistical analysis

For continuous variables, all patient characteristics as mentioned in
section 2.3 were expressed as median and interquartile range (IQR),
while categorical variables were represented by absolute values (n) with
corresponding percentages (%). We investigated factors associated with
prolonged viral detection using a multivariable Tobit regression model.
Factors included in this analysis were the HIV status, severity of symp-
toms due to mpox, the number of days from symptom onset to the day of
PCR testing, and the number of days from symptom onset to tecovirimat
administration. The dependent variable was the Ct value of skin lesion
samples, with the upper limit set at 45. Ct values greater than 45 were
classified as "not detected (n.d.)". Tobit regression model is used to
analyze data which include censored values in dependent variables by
estimating the values if they are not censored [9]. In the Tobit model, n.
d. values were read as 45 and considered censored. Statistical signifi-
cance was determined by two-sided p-values less than 0.05. True values
of these “censored” values are estimated in the model and the estimated
values are used as the dependent variable of each sample. In reality, PCR
testing was terminated if mpox virus was not detected after 45 cycles of
testing, the true Ct values were estimated assuming PCR tests were not
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terminated even if the virus was not detected after 45 cycles, and used in
the Tobit model to calculate the more precise coefficient of each
explanatory variable. The Tobit model analysis was conducted using R
(version 4.3.0) [10].

4. Results

A total of 27 patients were assessed for eligibility (Fig. 1). Among
these, 19 patients were allocated to the tecovirimat group, and their
demographic and clinical characteristics are summarized in Table 1.
This trial was designed as a double-arm study. However, no participants
were assigned to the control group, which could have impeded the
comparative analysis. Within tecovirimat group, 17 patients (89.4%)
were Asian, with a median age of 38.5 years, and all were male. Ten
patients (52.6%) were infected with the human immunodeficiency virus
(HIV), 13 patients (68.4%) had a past history of sexually transmitted
infections (STI), and two patients (10.5%) had a concurrent STI (all
cases were Chlamydial proctitis) with mpox. None of the patients had
received a smallpox vaccination before the infection. Sixteen patients
(84.2%) were categorized as having severe disease. The symptoms upon
admission included a rash (94.7%), fever (36.8%), lymphadenopathy
(42.1%), malaise (42.1%), severe weakness (38.5%), headache (38.5%),
and rectal pain (42.1%). The observed rash sites were the genitals
(27.8%), perianal region (44.4%), arms (66.7%), face (66.7%), legs
(66.7%), and trunk (77.8%).

4.1. Primary and secondary endpoints

The clinical outcomes for the patients enrolled in the study are
summarized in Table 2. Out of the participants, five (31.3%) withdrew
from the study. With regard to the primary endpoint, nine out of 15
patients (60.0%) (four patients withdrew before day 14) exhibited
negative PCR results for skin lesion specimens 14 days post-inclusion.
Concerning secondary endpoints, the mortality rates were 0% on both
days 14 and 30. No severe adverse events were reported, and only one
participant experienced a non-severe adverse event, a sudden rise in
liver enzymes and creatinine kinase. The patient had been doing intense
muscle training in his hospital room the day before the test. At his next
examination, his liver enzymes and creatinine kinase levels had returned
to normal. The investigator therefore concluded that this event was not
related to tecovirimat, but to rhabdomyolysis caused by exercise. The
median duration of hospitalization was 14 days, while the median time
from rash onset to disappearance of rash was 24 days. The median
number of days from symptom onset to viral DNA clearance when PCR
testing did not detect the mpox virus in each patient was 19.5 days. The
number of samples collected during the Tecopox trial is detailed in
Appendix 1, and the results of the viral load in the blood, throat swab,
skin lesion, and urine at 14, 21, 30, 60, and 120 days, as well as the viral
load in semen at 60 and 120 days for each participant, are provided in
Appendix 2. At the time of study enrollment, mpox virus DNA was
detected in 17 cases (89.5%) in skin lesions, 11 cases (57.9%) in throat
swabs, 10 cases (52.6%) in blood, and 7 cases (36.8%) in urine. The viral
load in the blood, throat swabs, skin lesions, and urine tended to be at its
highest upon enrollment, followed by a gradual decrease. No virus was
detected in the semen samples on days 60 and 120.

4.2. Results of Tobit regression model analysis

HIV status and the time elapsed from symptom onset to tecovirimat
administration were correlated with lower Ct values (p = 0.027 and <
0.001, respectively). Conversely, the number of days from symptom
onset to PCR testing was associated with higher Ct values (p < 0.001).
The details of the analysis are presented in Table 3, and the predicted Ct
values, corresponding to the interval from the day of symptom onset to
the day of PCR testing, are illustrated in Fig. 2.
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Assessed for Eligibility (n=27)

Not Enrolled (n=8)

* Declined

Eligible and Enrolled (n=19)

l

Allocated to Tecovirimat group (n=19)

l

Allocated to Control group (n=0)

Discontinued study (n=5)
+ Unable to tolerate hospitalization

* On urgent business (n=2)

(n=3)

Agreed on data analysis

Analyzed (n=19)

Fig. 1. Flowchart of patients’ allocation.

4.3. Description of a case with a typical clinical course

In this account, we detail the case of a Japanese man in his 30s who
required an extended hospital stay due to a persistent rash. The patient,
who had a previous history of syphilis, developed fatigue, fever, and a
generalized skin rash after engaging in unprotected sexual activity with
men seven days prior to the onset of symptoms. Mpox was diagnosed
through a PCR test result from a rash swab. Although his fever subsided
two days after diagnosis, the rash spread across his body, accompanied
by gradually worsening perianal pain. He was admitted to our hospital
five days post-diagnosis and was enrolled in the Tecopox trial. Upon
admission, he experienced severe perianal pain and ulcerated lesions. A
rectal swab specimen tested positive for Chlamydia trachomatis via PCR.
Starting from the day of admission (day 0), he was treated with teco-
virimat 600 mg twice daily for 14 days for mpox and doxycycline 100
mg twice daily for seven days for chlamydial proctitis. Pain relief for the
anal region was provided through the administration of tramadol and
non-steroidal anti-inflammatory drugs. On day 14, the patient finished
the prescribed course of tecovirimat, and the rash cleared. However, the
anal ulcer persisted, preventing discharge. MPOX PCR testing of the anal
region, performed on day 19, returned positive results. The patient was
finally discharged on day 29, following the resolution of the anal ulcer.

5. Discussion

In this study, we detail the clinical progression of 19 patients with
mpox and explore viral clearance throughout the illness. We discovered
that extended viral detection was correlated with HIV status and the
time between symptom onset and tecovirimat administration. This
relationship was inversely correlated with the time from symptom onset
to the day of PCR testing.

In our dataset, the median days from symptom onset to viral DNA
clearance when PCR testing no longer detected the mpox virus in indi-
vidual patients was 19.5 days (since PCR testing was not conducted
daily, the actual day may be slightly earlier). This number is smaller
than that found in a previous study [11] but greater than that in another
study [12]. Such findings hint that tecovirimat’s effect on the duration of
viral shedding remains ambiguous. Nevertheless, our insights from the
analysis suggest that administering tecovirimat earlier may reduce the
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viral shedding duration. While viral DNA detection does not equate to
infectivity, it is anticipated to hinder the spread of the infection [5].

In our research, extended viral detection was linked to HIV status.
Past reports did not show any difference in treatment results, such as
time to improvement or persistent symptom rates, between patients with
or without HIV [13]. This suggests that patients with HIV may experi-
ence prolonged viral shedding, thereby increasing transmission risk,
even though clinical outcomes are consistent between both groups.

In another study, high concentrations of the mpox virus in the blood
correlated with a severe clinical course [14]. However, this study
revealed that extended viral detection in the blood did not correlate with
mpox severity, though this relationship might become significant with a
larger sample size.

The virus in the semen at 60 and 120 days for eight patients, and at
60 days for one patient, was undetectable. These findings align with the
observation that mpox viral DNA was undetectable in all three patients
during tecovirimat therapy [15]. The results fortify the evidence that the
virus remained undetectable after treatment, suggesting a reduced
transmission risk for patients who completed tecovirimat therapy.

Our study had several limitations. Firstly, the absence of randomi-
zation in group selection by the participants is a substantial limitation
[5], leading to significant allocation imbalance and making an accurate
evaluation of tecovirimat therapy’s efficacy challenging. The study’s
open-label design may also introduce bias in the efficacy and safety
assessment, although we believe the bias was minimal since most pri-
mary and secondary outcomes were objectively determined [5]. Sec-
ondly, we could not evaluate the clinical outcome of HIV patients with
CD4" counts below 200/ul who underwent tecovirimat therapy.
Thirdly, in a previous report, skin lesions appeared at a median of 13
days post-treatment with tecovirimat for mpox. Among six patients
tested for orthopoxvirus post-treatment, one tested positive [16].
However, we did not assess post-treatment skin lesions in this study.
Therefore, further research is necessary to examine these aspects in
greater detail.

6. Conclusions

We detail the clinical progression of 19 patients with mpox, inves-
tigate the timeline of viral clearance throughout the illness, and identify
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Table 1
Demographic and clinical characteristics of enrolled patients.
Characteristic No. (%)
Total 19 (100)
Man 19 (100)
Asian 17 (89.4)
White 1(5.3)
Black 1(5.3)
Age (median [IQR]) 38.5 [31.8-43.0]
Past history of STI 13 (68.4)
Syphilis 9 (69.2)
Gonococcal urethritis 4 (30.8)
Chlamydial urethritis 1(7.7)
Chlamydial proctitis 2(15.4)
Condyloma acuminate 1(7.7)
Concurrent STI 2(10.5)
Chlamydial proctitis 2(100)
HIV 10 (52.6)
CD4 counts <200/pL 0 (0)
CD4 counts (median [IQR]) 539 [498-734]
History of smallpox vaccination 0 (0)
Severe illness” 16 (84.2)
Patients with risk factors for severe illness” 0 (0)
Symptoms
Rash 18 (94.7)
Fever (Body Temperature >38.5 °C) 7 (36.8)
Chills 1(5.3)
Lymphadenopathy 8(42.1)
Malaise 8(42.1)
Myalgia 2(10.5)
Severe weakness 5 (38.5)
Headache 5(38.5)
Back pain 1(5.3)
Rectal pain 8 (42.1)
Pus or blood in stools 4 (30.8)
Abdominal pain 0(0)
Tenesmus 5(38.5)
Vomiting or nausea 0(0)
Rash sites
Genitals 5(27.8)
Arms 12 (66.7)
Face 12 (66.7)
Legs 12 (66.7)
Perianal 8 (44.4)
Mouth, lips, or oral mucosa 4 (22.2)
Palms of hands 4(22.2)
Trunk 14 (77.8)
Hip 8 (44.49)
Neck 7 (38.9)
Head 1(5.6)
Soles of feet 4 (22.2)

Abbreviations: STI, sexually transmitted infection; HIV, human immunodefi-
ciency virus; IQR, interquartile range.

Severe illness and risk factors for severe illness were defined according to the
mpox treatment guideline provided by Disease Control and Prevention Center,
National Center for Global Health and Medicine, and the Guidance for Teco-
virimat Use by Centers for Disease Control and Prevention of United States of
America.

# Severe illness is defined as one or more of the following: hemorrhagic lesions
such as rectal bleeding; large number of skin lesions (>100) with fusions
(including disseminated lesions); viral or bacterial sepsis; encephalitis or
myelitis caused by mpox; ocular or periorbital lesions caused by mpox; requiring
hospitalization; involvement of anatomical areas that could lead to serious
sequelae (e.g., pharyngeal, penile, vulvar, vaginal, urethral, rectal or anal le-
sions, especially those requiring surgical intervention such as debridement).

b Risk factors for severe illness include the following: immunocompromised
status (CD4 <350/mm° or HIV infection with uncontrolled viral load; primary
immunodeficiency syndrome; under drug therapy for solid tumors and hema-
tologic tumors; on immunosuppressive therapy for solid organ or pancreatic islet
transplantation; under treatment with high-dose steroids [e.g., corticosteroid
equivalent to >20 mg of prednisone per day for >2 weeks]; using alkylating
agents, antimetabolites, transplant-associated immunosuppressants, chemo-
therapeutic agents classified as severely immunosuppressive, TNF inhibitors, or
other immunosuppressive or immunomodulatory biologics; and chimeric anti-
gen receptor T-cell therapy or hematopoietic cell transplantation [within 2 years
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after transplant or undergoing immunosuppressive therapyl); children; preg-
nant and lactating women; patients with atopic dermatitis or exfoliative
dermatitis.

Table 2
Clinical outcomes of the enrolled patients.
n (%)
Withdraw from the study (n = 19) 5(26.3)
<Primary endpoints>
Negative PCR results (Ct value > 40) for skin lesion specimens at 14 9 (60.0)
days after inclusion in the study (n = 15)
<Secondary endpoints>
Mortality
14 days (n = 15) 0 (0)
30 days (n = 14) 0 (0)
Duration of fever (>37.5 °C) (n = 19)
0 day 15 (78.9)
1 day 2(10.5)
3 days 1(5.3)
9 days 1(5.3)
The general condition at entry (n = 19)
Total ambulation 19 (100)
Partial bedridden 0 (0)
Total bedridden 0 (0)
The general condition at 14 days (n = 15)
Total ambulation 16 (100)
Partial bedridden 0 (0)
Total bedridden 0 (0)
The general condition at 30 days (n = 14)
Total ambulation 14 (100)
Partial bedridden 0(0)
Total bedridden 0 (0)
Adverse events (n = 14) 0 (0)
Duration of hospitalization, days (n = 14, median [IQR]) 14 [14,
15]
Time from onset of rash until disappearance of rash, days (n = 13, 24 [16,
median [IQR]) 31]
Opioids used for analgesia (n = 14) 2(14.2)

Abbreviations: PCR, polymerase chain reaction; IQR, interquartile range.

Table 3
Results of Tobit regression model analysis.
Parameter Coefficient ~ 95% CI P value
Positive HIV status —4.88 —9.21 to 0.027
—0.55
Severe symptoms -5.17 —11.31 to 0.099
0.97
Days from symptom onset 1.34 0.98 to 1.69 <0.001
Days from symptom onset to tecovirimat -1.67 —2.44 to <0.001
administration —0.90

Abbreviations: CI, confidence interval; HIV, human immunodeficiency virus.

factors linked to extended viral detection. Our findings suggest that
administering tecovirimat earlier may reduce the duration of viral
shedding, thereby minimizing infection spread. The study indicates that
patients with HIV experienced prolonged viral shedding, leading to a
heightened risk of transmission compared to those without infection.
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illustrates the predicted Ct values, while the gray areas denote the 95% confi-
dence intervals. The black dots represent the empirical data. The predicted Ct
values are smoothed by assuming that the variables other than “days from
symptom onset” were constant.
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