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Abstract

A clade I monkeypox virus (MPXV) outbreak is ongoing
in the Democratic Republic of the Congo; travel-associated
clade I MPXV infections have been reported in non-African
countries. In November 2024, San Mateo County Health
in California identified an electronic laboratory report of
polymerase chain reaction results suggestive of clade I MPXV
infection in a male traveler who had recently returned from
East Africa. After conferring with the California Department
of Public Health (CDPH), a county health department worker
visited the patient that same day at his home and obtained
skin pustule swab specimens for expedited clade I MPXV
testing. Clade I MPXV was confirmed the following day by
the CDPH Viral and Rickettsial Disease Laboratory. This was
the first reported clade I MPXV infection in the Americas.
Among 83 identified contacts, five received JYNNEOS vac-
cine as postexposure prophylaxis. All contacts were monitored
for 21 days; no secondary cases were identified. Patients with
mpox-compatible lesions or clinical features should receive
MPXV testing, and health care providers should immediately
notify public health authorities of suspected clade I MPXV
infections (e.g., mpox manifestations and travel history to an
area with ongoing clade  MPXV transmission) or upon receiv-
ing a nonvariola orthopoxvirus DNA detected, clade Il MPXV
DNA undetectable test result to trigger additional testing and
facilitate the rapid implementation of transmission-based
precautions and other preventive public health interventions.

Introduction

A clade I monkeypox virus (MPXV) outbreak in the
Democratic Republic of the Congo (DRC) has been ongo-
ing since 2023 amidst a worldwide outbreak of clade II
MPXYV that began in 2022. A newly emerged clade I subclade
(clade Ib MPXYV) has been spreading through close person-to-
person contact in sub-Saharan African countries where MPXV
is not endemic (7,2). Clade  MPXYV infections have historically
been associated with a higher case fatality rate (1.4%-11%)
than have clade II MPXYV infections (0.1%—3.6%) (3,4);
however, recent estimates for clade Ia MPXV in patients who
have received optimal supportive care were lower (1.4%—1.7%)
(5), as were estimates for clade Ib MPXV in DRC and other
east African countries where only clade Ib has been identified
(<1%) (3,6). Isolated travel-associated clade Ib MPXV infec-
tions have also been reported outside of Africa; none have
resulted in serious illness or death (7). In November 2024, a
clade Ib MPXV case was identified in an otherwise healthy
male patient in California. This report describes the clinical
features of and public health response to the first identified
clade Ib MPXV infection in the Americas.
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Methods

In November 2024, San Mateo (California) County (SMC)
Health identified an electronic laboratory report (ELR) from a
commercial laboratory with polymerase chain reaction (PCR)
results suggestive of clade I MPXV infection (i.e., nonvariola
orthopoxvirus [NVO] DNA detected, clade II MPXV DNA
undetectable) via California’s statewide ELR processing and
case management systems, the Surveillance and Public Health
Information Reporting and Exchange (SaPHIRE), and the
California Reportable Disease Information Exchange. SMC
Health alerted the California Department of Public Health
(CDPH) Viral and Rickettsial Disease Laboratory (VRDL),
that obtained PCR cycle threshold (Ct) results from the com-
mercial laboratory, which supported the possible diagnosis
of clade I MPXV. The same day, SMC Health visited and
interviewed the patient to assess mpox risk factors, includ-
ing travel history and clinical signs and symptoms; to collect
additional lesion swabs for confirmatory clade I MPXYV testing;
and to guide any requisite public health activities in response
to these findings. Clade I MPXV was confirmed by real-time
PCR assays developed at VRDL, including a diagnostic tri-
plex MPXV assay based on panMPXYV, clade la MPXV, and
clade Il MPXYV gene targets (8), and a newly developed surveil-
lance assay (panMPXYV, clade I, clade I1, and panOrthopoxvirus
targets) as well as clade Ib—specific PCR assay at CDC, and
whole genome sequencing from both VRDL and CDC. This
activity was reviewed by CDC, deemed not research, and was

conducted consistent with applicable federal law and CDC
policy.* Written permission from the patient was obtained to
share details of this case.

Investigation and Results

Case Investigation

Interviews with the traveler by medical providers and SMC
Health revealed that before departure for Africa from the
United States, he reported the presence of a small “ingrown
hair” in the pubic area, which became more tender and swollen
over the course of his 1-week trip in East Africa. He experienced
subjective fever during his return to the United States via com-
mercial airline (day 0) (Figure 1). On day 2 after returning to
the United States, he was evaluated at two urgent care facilities
for progressive signs and symptoms, including fever, shortness
of breath, fatigue, and nausea, as well as new unilateral ingui-
nal adenopathy. On exam, a 1 cm purulent, draining ulcer at
the base of the penis was noted, with multiple shotty, tender
left inguinal lymph nodes; no other rash or lesions were pres-
ent. His travel history was not elicited during either of these
urgent care evaluations. Results of diagnostic tests for other
infectious diseases were negative, and he was prescribed oral
trimethoprim-sulfamethoxazole and amoxicillin-clavulanic
acid twice daily for presumed pubic folliculitis.

*45 C.ER. part46.102(1)(2), 21 C.ER. part 56; 42 U.S.C. Sect. 241(d); 5 U.S.C.
Sect. 552a; 44 U.S.C. Sect. 3501 et seq.

The MMWR series of publications is published by the Office of Science, U.S. Centers for Disease Control and Prevention (CDC), U.S. Department of Health and Human Services,

Atlanta, GA 30329-4027.

Suggested citation: [Author names; first three, then et al., if more than six.] [Report title]. MMWR Morb Mortal Wkly Rep 2025;74:[inclusive page numbers].

U.S. Centers for Disease Control and Prevention
Susan Monarez, PhD, Acting Director
Debra Houry, MD, MPH, Chief Medical Officer and Deputy Director for Program and Science
Samuel E Posner, PhD, Director, Office of Science

MMMWR Editorial and Production Staff (Weekly)

Michael Berkwits, MD, MSCE, Editor in Chief
Rachel Gorwitz, MD, MPH, Acting Executive Editor
Jacqueline Gindler, MD, Editor
Paul Z. Siegel, MD, MPH, Associate Editor
Mary Dott, MD, MPH, Online Editor
Terisa E Rutledge, Managing Editor
Glenn Damon, Acting Lead Technical Writer-Editor
Stacy Simon, MA, Morgan Thompson,
Suzanne Webb, PhD, MA,

Technical Writer-Editors

Terraye M. Starr,

Acting Lead Health Communication Specialist
Alexander J. Gottardy, Maureen A. Leahy,
Stephen R. Spriggs, Armina Velarde, Tong Yang
Visual Information Specialists
Quang M. Doan, MBA,

Phyllis H. King, Moua Yang,
Information Technology Specialists

Kiana Cohen, MPH,

Leslie Hamlin, Lowery Johnson,
Health Communication Specialists
Will Yang, MA,

Visual Information Specialist

MMWR Editorial Board
Timothy E Jones, MD, Chairman

Matthew L. Boulton, MD, MPH
Carolyn Brooks, ScD, MA
Virginia A. Caine, MD
Jonathan E. Fielding, MD, MPH, MBA

David W. Fleming, MD
William E. Halperin, MD, DrPH, MPH
Jewel Mullen, MD, MPH, MPA
Jeff Niederdeppe, PhD

Patrick L. Remington, MD, MPH
Carlos Roig, MS, MA
William Schaffner, MD
Morgan Bobb Swanson, MD, PhD

Patricia Quinlisk, MD, MPH

U.S. Department of Health and Human Services | Centers for Disease Control and Prevention | MMWR | January 30,2025 | Vol. 74 | No.4



Morbidity and Mortality Weekly Report

FIGURE 1. Signs and symptoms; clinical evaluation, findings, and management¥*; and laboratory results in a case of clade Ib monkeypox virus
infection in a traveler to East Africat — California, 2024
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Abbreviations: ED = emergency department; MPXV = monkeypox virus; NVO = nonvariola orthopoxvirus; PCR = polymerase chain reaction.

* Patient received oral antibiotics on two separate occasions, beginning on days 2-3, and again after hospital discharge on days 6-11. Intravenous antibiotics were

administered during the patient’s hospitalization.

T The patient’s travel to East Africa was ascertained at the time of the ED evaluation on day 7. Swabs were sent for testing at that time.

Two days later (day 4), he was evaluated at an emergency
department (ED) with persistent fever, chills, and headache.
The pubic ulcer appeared to be healing, but lymphadenopathy
was still present, as was a new small pustular lesion on his right
forearm. Laboratory tests showed elevated erythrocyte sedi-
mentation rate and elevated c-reactive protein that indicated
inflammation and acutely elevated creatinine; he was hospital-
ized for presumed inguinal cellulitis that had not responded
to oral antibiotics and acute kidney injury.

During administration of intravenous (IV) vancomycin in
the ER, he experienced flushing and a nonpruritic rash on his
right arm, symptoms that resolved when the infusion rate was
decreased. IV broad-spectrum antibiotics were also empirically
administered. Over the next few days, a pruritic rash described as
“tiny bumps” appeared on his arms, chest, and abdomen; the rash
was initially thought to be medication-related and reportedly
improved following topical application of 2.5% hydrocortisone
cream. On day 6, he was clinically improved, his fever had
resolved, and his kidney function was normal. He was discharged
on oral doxycycline and cefpodoxime.

The following day, the inguinal pain worsened, and discrete
papular, vesicular, and pustular lesions appeared on his face,
back, arms, and legs (Figure 2), prompting another ED visit. It
was at this visit, 7 days after his return to the United States, that

46

his travel to East Africa was first elicited. A mild leukocytosis
was noted, and a computerized tomography scan demonstrated
continued inguinal lymphadenopathy but excluded loculated
fluid collections. The ulcer at the base of the penis was dry
with mild surrounding induration and no drainage. Pustules on
the patient’s arm and back were swabbed and sent for varicella
zoster virus (VZV) and MPXYV testing.

On day 11, the commercial laboratory reported detec-
tion of NVO DNA (Ct = 25 [reactive]) and an absence of
clade I MPXV DNA, suggesting possible clade I MPXV. VZV
results were negative. Lesions from the patient’s arm and leg were
reswabbed on day 11 by SMC Health, and testingat COPH VRDL
the following morning revealed clade  MPXV DNA (diagnostic
panMPXYV positive but clade Ia and clade II negative; surveil-
lance panMPXV/clade I MPXV/panOrthopoxvirus positive but
clade I MPXV negative). On day 14, whole genome sequencing
from the day 11-specimens conducted at CDPH VRDL and
CDC confirmed clade Ib MPXV.T

The patient reported having attended social gatherings and
received a full-body massage while traveling in East Africa,
and he reported no sexual contact during travel. The patient
isolated at home until all lesions resolved as verified by the local

T heeps://www.ncbi.nlm.nih.gov/nuccore/PQG662929.1/
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FIGURE 2. Progression of lesions in a patient with clade Ib monkeypox virus infection 7, 11, and 23 days after return to the United States from

East Africa — California, 2024

Day 7
Date of ED visit. Travel to East Africa
disclosed and first swabs collected

Photos/Anna Branzuela (photos reproduced with the patient’s permission)
Abbreviations: ED = emergency department; MPXV = monkeypox virus.

health department physician’s clinical exam at the patient’s
home on day 23.

Identification of Contacts

A total of 83 contacts were identified and stratified into
the following risk groups® (9): one household contact (high-
risk), four travel companions (uncertain or minimal risk),
10 flight contacts who were seated <6 feet of from the patient
(uncertain or minimal risk), and 68 health care personnel
(HCP) (three intermediate, 56 uncertain or minimal, and
nine no identifiable risk). Most contacts (77) were enrolled in
twice-daily automated symptom monitoring for 21 days; six
flight contacts were unable to be reached. Six HCP reported
incidental lesions on their necks, backs, or legs; these lesions
were not characteristic of mpox, and no orthopoxvirus DNA
was detected in swabs collected from these lesions. The house-
hold contact and four travel companions received JYNNEOS
postexposure prophylaxis. No secondary cases were identified.

S heeps://www.cdc.gov/mpox/php/monitoring/index.html

Day 11

Date of sample collection
for clade | MPXV testing
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Day 23
Complete symptom and
lesion resolution

Public Health Response

Before detection of this first clade I (i.e., clade Ib) MPXV
infection in the Americas, CDC and public health partners
had begun to adapt clade I MPXV surveillance efforts to sup-
port clade  MPXV preparedness. These included leveraging of
commercial and public health laboratory testing as surveillance
for clade I (i.e. NVO positive, clade II negative), implemen-
tation of additional laboratory-developed tests within public
health laboratories and CDC (including the panMPXV and
clade I MPXV PCR assays at CDPH VRDL), and the devel-
opment and dissemination of public health and clinical guid-
ance via CDC Health Action Network (HAN) and California
Health Action Network (CAHAN) publications and dissemi-
nation of information to the laboratory community through
CDC Laboratory Outreach Communication Systems (LOCS)
messages. In addition, when the clade I MPXV outbreak in
Africa was first recognized and reported internationally, CDPH
created and implemented a statewide surveillance system to
monitor ELR data daily for NVO/clade Il MPXV PCR results
that could be indicative of a clade I MPXV infection (i.e.,
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nonvariola orthopoxvirus DNA detected, clade II MPXV
DNA undetectable). After identification of this clade Ib MPXV
infection, public health interventions were quickly imple-
mented, including continuing the ongoing daily monitoring
for additional suspicious ELRs during contact tracing, clear
and consistent communication and guidance through HAN
and CAHAN reports, and ongoing additional communica-
tions with local health departments and clinicians since this
first detection (6).

Discussion

This case represents the first clade I MPXV (specifically,
clade Ib) infection detected in the Americas. Consistent with
other travel-associated clade Ib MPXV infections outside
Africa, the infection did not result in severe illness, and the
patient recovered without sequelae (7). In late November 2024,
the Public Health Agency of Canada confirmed the first case
of clade I MPXV in Manitoba (/0). In January 2025, another
travel-associated clade I mpox case in the United States was
reported in Georgia; that patient’s illness was also not severe,
with no reported subsequent cases among contacts. In February
2025, two more travel-associated clade Ib mpox cases were
reported, one each in New Hampshire and New York State;
both patients are isolating and recovering at home. CDC
and local public health partners continue to conduct clinical,
epidemiological, laboratory, and wastewater surveillance that
will enable rapid identification of, and response to, MPXV in
the United States.

Limitations

The findings in this report are subject to at least one limita-
tion. Although it is assumed that the patient’s infection was
acquired in East Africa, and the “ingrown hair,” present before
the patient’s departure from the United States was not charac-
teristic of mpox, it was not tested for MPXV DNA. That lesion
was the only reported symptom before his U.S. departure,
and the remainder of the clinical course and timeline were
consistent with exposure to and acquisition of MPXV infec-
tion in East Africa. Thus, although the break in skin might
have served as a portal of entry, increasing the risk for MPXV
infection while traveling, it is unlikely that this patient was
infected with MPXV before travel to East Africa. This finding
is also consistent with there being no other MPXV infections
in SMC or in nearby counties within 21 days of onset of this
patient’s ulcer that were not already confirmed to have been

attributed to clade IIb MPXV.
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Summary

What is already known about this topic?

A clade I monkeypox virus (MPXV) outbreak is ongoing

in the Democratic Republic of the Congo. Travel-associated
clade | MPXV infections have been reported in

non-African countries.

What is added by this report?

The first reported clade Ib MPXV infection in the Americas
was identified via electronic laboratory reporting in California
in a U.S. traveler who returned from East Africa. Rapid
identification allowed for thorough contact tracing; no
secondary cases were identified.

What are the implications for public health practice?

Public health authorities should be notified immediately of
suspected clade | MPXV infections (e.g., compatible symptoms
and travel history, or compatible laboratory results [e.g.,
presence of nonvariola orthopoxvirus with no detection of
clade Il MPXV]) to trigger additional testing and enable rapid
implementation of transmission-based precautions and other
public health interventions.

Implications for Public Health Practice

Given the possibility of future travel-associated clade ] MPXV
cases, public health partners should consider implementing
electronic alert systems similar to that in California that scan
ELR data for NVO-positive/clade II MPXV-negative results
to identify suspected clade I MPXV infections. HCP should
also promptly obtain a thorough travel history from all patients
with an acute infection and consider mpox in persons with
lesions or other clinical signs and symptoms compatible with
mpox.9 HCP who see patients with clinical signs of mpox
and who meet at least one of the epidemiologic criteria for
clade I MPXV infection** should immediately notify public
health authorities to facilitate testing and the implementation
of treatment and prevention interventions.

9 https:/fwww.cde.gov/mpox/hep/clinical-signs/index.html
**https://www.cdc.gov/mpox/hcp/case-definitions/index.
heml#cdc_generic_section_5-epidemiologic-criteria
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Notes from the Field

Seroprevalence of Highly Pathogenic Avian
Influenza A(H5) Virus Infections Among Bovine
Veterinary Practitioners — United States,
September 2024
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The current outbreak of highly pathogenic avian influenza
(HPAI) A(H5) clade 2.3.4.4.b viruses, genotype B3.13, among
dairy cattle was first detected in March 2024 (1), with human
cases of HPAI A(H5) among dairy farm workers identified
beginning in April (2). Farm workers and bovine veterinary
practitioners working with HPAI A(H5) virus—infected cattle
are at increased risk for HPAI A(H5) exposure; in the current
outbreak, most human infections with HPAI A(H5) have
been mild and were detected through enhanced surveillance
of persons working with affected animals (2).

Investigation and Outcomes

To investigate the prevalence of recent HPAI A(HS5) infection
among U.S. bovine veterinary practitioners, CDC conducted
an HPAI A(H5) serosurvey (September 12—13, 2024) with a
target enrollment of 150 bovine veterinary practitioners with
cattle exposure in the previous 3 months and assessed their
exposures since January 2024. Practitioners were recruited
in-person at an annual veterinary conference and through
emails to conference attendees. Participation was anonymous,
and participants received a $50 USD gift card as compensa-
tion after the blood draw. At the time of this serosurvey,
HPAI A(H5) in dairy cattle had been detected in 14 U.S. states,
with four human cases in persons with dairy cattle exposure
in three states.* This serosurvey was reviewed and approved
by the Ohio Department of Health institutional review board
and was conducted consistent with applicable federal law and

CDC policy.t

* As of September 13, a total of 14 cases of HPAT A(H5) virus infection in humans
had been detected, four of whom had exposure to dairy cattle, nine to poultry,
and one to an unidentified source. States with reported dairy herd infections
of HPATA(H5) as of September 2024 include the following 14 states: California,
Colorado, Idaho, Iowa, Kansas, Michigan, Minnesota, New Mexico, North
Carolina, Ohio, Oklahoma, South Dakota, Texas, and Wyoming. States with
reported human HPAI A(HS5) virus infections with dairy cattle exposures (as
of September 2024) include Colorado, Michigan, and Texas.

745 C.ER. part 46.102(1)(2), 21 C.ER. part 56; 42 U.S.C. Sect. 241(d); 5 U.S.C.
Sect. 552a; 44 U.S.C. Sect. 3501 et seq.

All 150 surveyed practitioners were serologically tested
for antibodies to recent HPAI A(H5) virus infection (3).
Participants reported their primary practice in 46 U.S. states
(143) and Canada (seven). Among all survey participants,
82 (55%) practiced in states with HPAI A(H5) virus—positive
dairy herds, and 25 (17%) worked with dairy cattle with known
or suspected HPAT A(H5) infection.

Three (2%; 95% CI = 0.7%—5.7%) survey participants had
antibodies to HPAI A(H5)9 suggestive of recent HPAT A(H5)
infection; all were U.S.-based practitioners. None of the prac-
titioners with positive serology results reported respiratory or
influenza-like symptoms, including conjunctivitis** nor had
any received testing for influenza since January 2024.

All three practitioners with positive serology results provided
care to multiple animals, T including dairy cattle; two also
provided care to nondairy cattle, one provided care to poultry,
and one worked at livestock markets. None worked with dairy
cattle with known or suspected HPAI A(H5) virus infection;
however, one practitioner did work with HPAI A(H5) virus—
positive poultry. Two of the participants with a positive serologic
test result reported practicing in multiple U.S. states, and two
practiced in states with known HPAI A(HS5) infection among
cattle (Figure). However, one reported providing veterinary care
to dairy cattle only in Georgia and to nondairy cattle in South
Carolina; these states had not previously reported HPAI A(H5)
infection in dairy cattle (7). All reported wearing gloves or a
clothing cover when providing veterinary care to cattle (includ-
ing a variety of clinical activities, such as pregnancy checking or
surgery)SS; none reported wearing respiratory or eye protection.

S Suspected infection for cattle and poultry was defined as having clinical suspicion
or signs or symptoms of HPAT A(H5) virus infection without confirmatory testing.

9 A positive serologic test result is defined as antibody titers 240 by the
microneutralization assay and titers 240 by the hemagglutinin inhibition assay
against a wild type influenza A(H5N1) 2.3.4.4b A virus. https://www.who.
int/teams/global-influenza-programme/avian-influenza/case-definitions

** Practitioners were asked, “Have you had any respiratory or flu-like symptoms
since January 2024?” Those who responded affirmatively were asked about
specific symptoms including fever; feverishness or chills; cough; fatigue; sore
throat; runny or stuffy nose; sneezing; nausea or vomiting; diarrhea; headache;
rash; muscle or body aches; red, draining, or itching eyes (and specifically
conjunctivitis); difficulty breathing or shortness of breath; and seizures.

1 Practitioners with evidence of HPAI A(HS5) virus infection also reported exposure
to goats or sheep (three), swine (two), and cats (three). One practitioner reported
providing veterinary care to another (unspecified) animal not listed in the survey
(i.e., not dairy cattle; other cattle; swine, pigs, or hogs; alpacas or llamas; poultry;
wild birds including wild waterfowl; goats or sheep; or cats).

S Practitioners reported the following activities when working with dairy cattle:
intervening during calving or maternity care (two); surgery (two); mammary
exam or treatment administration (one); feeding (two); drenching, tubing, or
administering oral medications (one); administering vaccines or injectable
medications including intravenous fluids (two); podiatry (one); pregnancy
checking (three); and postmortem examinations or necropsies (two). Use of
personal protective equipment varied based on the clinical activity.
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FIGURE. States with serosurvey-enrolled bovine veterinary practitioners*
and states reporting highly pathogenic avian influenza A(H5) infections
in dairy cattle — United States, September 2024
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Abbreviation: HPAI = highly pathogenic avian influenza.
* Two practitioners with a positive serologic HPAI A(H5) test result indicating
recent infection practiced in multiple states.

Preliminary Conclusions and Actions

Among 150 bovine veterinary practitioners, three had evi-
dence of recent infection with HPAI A(H5) virus, including
one who only practiced in two states (Georgia and South
Carolina) with no known HPAI A(H5) virus infection in cattle
and no reported human cases (1,2); this practitioner reported
no exposures to animals with known or suspected HPAI A(H5)
virus infections. These findings suggest that there might be
HPAI A(H5) virus—infected dairy cattle in states where infec-
tion in dairy cattle has not yet been identified, highlighting
the importance of rapid identification of infected dairy cattle
through herd and bulk milk testing as recently announced by
the U.S. Department of Agriculture. Y9

No practitioners with positive HPAI A(H5) serology results
in this study reported influenza-like symptoms, including
conjunctivitis. Detection of HPAI A(H5) antibodies in per-
sons without reported symptoms suggests that surveillance of
symptomatic exposed workers might underestimate human
infection. CDC recently recommended offering the influenza
antiviral oseltamivir as postexposure prophylaxis or treatment
and HPAI A(H5) molecular testing to asymptomatic workers

hetps://www.aphis.usda.gov/news/agency-announcements/
usda-builds-actions-protect-livestock-public-health-h5n1-avian-influenza
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Summary

What is already known about this topic?

Highly pathogenic avian influenza (HPAI) A(H5) virus infections
have been detected in humans exposed to infected dairy cattle.
What is added by this report?

Public health officials conducted a serosurvey among

150 bovine veterinary practitioners. Three practitioners had
evidence of recent infection with HPAI A(H5) virus, including
two without exposures to animals with known or suspected
HPAI A(H5) virus infections and one who did not practice in a
U.S. state with known HPAI A(H5) virus—infected cattle.

What are the implications for public health practice?

These findings suggest the possible benefit of systematic
surveillance for rapid identification of HPAI A(H5) virus in dairy
cattle, milk, and humans who are exposed to cattle to ensure
appropriate hazard assessments.

with high exposure®* to infected animals (4). Continued efforts

to disseminate these guidelines are important for persons with
exposure to dairy cattle, including bovine veterinary practitioners.

No seropositive practitioner knew that they were working
with dairy cattle with known or suspected HPAI A(HS5) infec-
tion. None of the seropositive practitioners reported wearing
respiratory or eye protection while providing veterinary care to
cattle. Neither respiratory or eye protection is recommended
when working with uninfected animals in regions without con-
firmed cases; however, safety goggles and a respirator are rec-
ommended when working with uninfected animals in regions
where there are confirmed or potentially infected animals (4).
HPAI A(H5) virus is known to be present in high concentra-
tions in milk produced by infected cattle, introducing infection
risk through respiratory, ocular, and gastrointestinal exposure
(5). Continued systematic surveillance of livestock and milk
could aid in appropriate occupational hazard assessment. T

Since the time that this serosurvey was conducted, the
HPAI A(H5) outbreak has expanded to include 67 con-
firmed human cases, including 40 with dairy cattle exposure
(1,2). These data highlight the possible benefit of national
seroprevalence assessments of recent HPAI A(HS5) infection
among practitioners at increased risk for exposure, which
might help assess occupational risk in states without confirmed
HPAI A(H5) virus detections in dairy cattle.

*** Defined as contact with living or dead animals with confirmed or potential
HPAI A(H5) infection (e.g., poultry culling operations or work in sick pens)
or contact with raw milk, other secretions, udders, or viscera from a farm
with confirmed or potentially infected animals (e.g., work in a milking parlor,
raw milk processing, and some slaughterhouse work).

1 heeps:/ fwww.aphis.usda.gov/sites/default/files/20241205-federal-order-final pdf
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