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Abstract: Background: Monkeypox (Mpox) is a zoonotic disease caused by monkeypox virus (MPXV),
an Orthopoxvirus (OPXV). Since we are observing the first MPXV outbreak outside the African
continent, the general population probably does not have a pre-existing memory response for
MPXV but may have immunity against the previous smallpox vaccine based on a live replicating
Vaccinia strain (VACV). Using a whole blood platform, we aim to study the MPXV- T-cell-specific
response in Mpox-cured subjects. Methods: We enrolled 16 subjects diagnosed with Mpox in the
previous 3–7 months and 15 healthy donors (HD) with no recent vaccination history. Whole blood
was stimulated overnight with MPXV and VACV peptides to elicit CD4 and CD8 T-cell-specific
responses, which were evaluated by ELISA and multiplex assay. Results: Mpox-cured subjects
showed a significant IFN-γ T-cell response to MPXV and VACV. Besides IFN-γ, IL-6, IP-10, IL-8,
IL-2, G-CSF, MCP-1, MIP1-α, MIP-1β, IL-1Rα, and IL-5 were significantly induced after specific
stimulation compared to the unstimulated control. The specific response was mainly induced by the
CD4 peptides MPX-CD4-E and VACV-CD4. Conclusions: We showed that MPXV-specific responses
have a mixed Th1- and Th2-response in a whole blood platform assay, which may be useful for
monitoring the specific immunity induced by vaccination or infection.

Keywords: Mpox; MPXV; IFN-γ

1. Introduction

Monkeypox virus (MPXV) is an Orthopoxvirus (OPXV) belonging to the Poxviridae
family. Symptoms include fever, myalgia, lymphadenopathies, and skin and mucosal rash
similar to those caused by infection with the Variola virus (VARV), the etiological agent of
smallpox [1–3]. The World Health Organization recently declared Mpox disease a public
health emergency of international concern [4].

Since the 2022 global outbreak, more than 97,208 people have been infected with MPXV,
with a high proportion of cases reported from countries without previously documented
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MPXV transmission, such as areas of West or Central Africa [1]. Except for West and Central
African countries, the ongoing outbreak of Mpox mainly affects men who have sex with
men (MSM) [1].

Currently, Mpox disease incidence has decreased by 90% compared with the outbreak’s
peak numbers in 2022; however, sustained community transmission continues mainly in
Southeast, Asia and the Western Pacific regions [1].

In 2022, we observed the first MPXV outbreak outside the African continent [5,6], and
it is therefore likely that the general population did not have a pre-existing memory immune
response specific to MPXV. However, the worldwide population was vaccinated against
smallpox until the 1970s, with a closely related OPXV, the vaccinia virus (VACV). VACV
stimulates the immune response, inducing cross-protective immunity against smallpox
and other OPXVs, including MPXV [7–11]. Individuals unvaccinated against smallpox
but probably exposed to other poxviruses, such as molluscum contagiosum virus (MCV),
exhibit an in vitro response to MPXV-specific stimulation [9,10,12], suggesting a potential
role for T cell cross-reactivity in controlling a new pox infection.

It has been demonstrated that both humoral and cellular responses are important for
controlling OPXV infections [13–19]. Considering that MPXV re-infection is unusual [20],
developing a memory immune response may help clear a new potential infection. Evi-
dence of a long-term memory immune response, even decades after smallpox vaccination,
supports this hypothesis [9,10,21]. Moreover, a recent study on Mpox convalescent patients
demonstrated that MPXV infection induces a T-cell response with a polyfunctional and
cytotoxic T-cell response with an effector memory phenotype [9]. Whole blood tests to
detect T-cell responses are largely used in diagnostics and research [22]. Currently, no
studies on MPXV have been done using this platform.

Therefore, to better understand long-term MPXV immunity, we studied the T-cell
response to MPXV in convalescent Mpox subjects using a whole blood platform with
targeted MPXV peptide pools, and compared these with VACV peptide pools [12].

2. Materials and Methods
2.1. Standard Protocol Approvals, Registrations, and Patient Consents

The Lazzaro Spallanzani National Institute for Infectious Diseases IRCCS (INMI)
Ethical Committee approved the human study protocols (43z del Registro delle Sperimen-
tazioni Non-COVID 2022 amended with approval 11z del Registro delle Sperimentazioni
Non-COVID 2023). The study protocols were written following the ethical principles for
human experimentation according to the Declaration of Helsinki. All participants signed
written informed consent.

2.2. Study Population

Thirty-one individuals were prospectively recruited for the study. Among the healthy
donors, thirteen were healthcare workers at INMI with no exposure to Mpox patients, and
two individuals were blood donors from San Camillo Hospital in Rome. Sixteen individuals
with Mpox disease in the previous 3–7 months, followed at the outpatient clinic of INMI,
were enrolled as Mpox-cured individuals between November 2022 and April 2023.

2.3. Definition of MPX Disease

Mpox diagnosis was based on the presence of Mpox DNA by PCR testing in clinical
specimens.

2.4. Peptide Pools for the Whole Blood Assay

The MPXV and Vaccinia (VACV) peptide mega pools (MPs) were provided by the
laboratory of Alessandro Sette [La Jolla Institute for Immunology (LJI), La Jolla, CA,
USA] [12]. OPXV-CD4-E and OPXV-CD8-E pools were based on experimentally defined
Orthopox T cell epitopes mostly derived from Vaccinia virusù and were renamed in the
current manuscript as VACV-CD4 and VACV-CD8 pools. The MPX-CD4-P and MPX-CD8-
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P peptide pools were predicted T cell epitopes from the most immunodominant VACV
ortholog proteins for MPXV [12]. CD4 peptide pools encompass 15-mer peptides able to
elicit a CD4 T-cell response but can also induce a CD8 T-cell response. Conversely, CD8
peptide pools were 9- and 10-mers, thus eliciting a specific CD8 T-cell response. MPX-CD8-
P1, MPX-CD8-P2, MPX-CD8-P3, MPX- CD8-P4, and MPX-CD8-P5 were pooled together
(MPX-CD8-P) to measure the MPXV-specific CD8 T-cell response. The peptide pools were
used at 1 ug/mL.

2.5. IFN-γ Whole Blood Assay

To measure IFN-γ production after antigen-specific stimulation, whole blood (500 µL)
was incubated in a 48-well flat-bottom plate with different peptide pools of OPXV. As an
experimental positive control, we used staphylococcal enterotoxin B (SEB) (Sigma-Aldrich,
Milan, Italy) (200 ng/mL). After overnight (20–24 h) incubation at 37 ◦C (5% CO2), the
plasma was collected and frozen at −80 ◦C. IFN-γ levels were measured by enzyme-
linked immunosorbent assay (ELISA) using the QuantiFERON (QFT)-Plus assay (Diasorin,
Vercelli, Italy), following the manufacturer’s instructions. The detection limits of the assay
were 0.065 and 10 IU/mL.

2.6. Humoral Response

Immunoglobulin (Ig) titers were evaluated by performing an indirect immunofluores-
cence assay (IFA) (secondary antibodies FITC conjugated from Euroimmun) for anti-MPXV
IgM, IgA, and IgG on homemade slides containing MPXV-infected VeroE6 cells [23]. Neu-
tralizing antibodies (Nabs) against MPXV were evaluated in subjects with a positive IgG
titer, as described [23].

2.7. Multiplex Analysis

We selected a subgroup of 10 Mpox-cured individuals to perform a multiplex assay.
Based on the available samples, we selected 5 subjects living with HIV and 5 HIV-uninfected
subjects. A multiplex immune assay was performed using plasma harvested from the
different experimental conditions. The Bio-Plex Pro Human Cytokine 27-plex Assay panel
and the MagPix system (Bio-Rad, Hercules, CA, USA) were used to measure the levels of
several immune factors: [IL-1RA, IL-1β, IL-4, IL-2, IL-5, IL-7, IL-6, IL-9, IL-10, IL-8, IL-12p70,
IL-17A, IL-15, IL-13, eotaxin, granulocyte-colony stimulating factor (G-CSF), basic fibroblast
growth factor (FGF), IFN-γ, IP-10, macrophage inflammatory protein (MIP)-1α, monocyte
chemoattractant protein-1 (MCP-1), MIP-1β, granulocyte-macrophage colony-stimulating
factor (GM-CSF), vascular endothelial growth factor (VEGF), platelet-derived growth factor
(PDGF), RANTES (regulated on activation, normal T cell expressed and secreted), and
tumor necrosis factor-alpha (TNF)-α]. Raw data were generated using Bio-Plex Manager
software, version 6.2. Values below the detection range were considered zero, and values
above the detection range were changed to the highest value of the standard curve. Values
from the unstimulated negative control were subtracted from each condition. All samples
with an acquired bead count of less than 50 were excluded from the analysis.

2.8. Statistical Analysis

Data were analyzed using Graph Pad (GraphPad Prism 8 XML Project). The median
and interquartile ranges (IQRs) were calculated for continuous measures; categorical
variables were reported as count and proportion. Non-parametric statistical inference tests
were applied. In case of unmatched comparison among several groups, Kruskal–Wallis
and Mann-Whitney tests were used. For matched comparison, the Wilcoxon matched-pairs
signed rank test was used. The Chi-Square and Fisher tests were used for proportions.
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3. Results
3.1. Clinical and Epidemiological Characteristics of the Study Population

We enrolled 31 subjects (Table 1): 15 HD and 16 subjects with a past Mpox disease in
the previous 3–7 months, defined as “Mpox-cured individuals”. No significant differences
were found in terms of age and origin; however, the HD group mostly included women,
whereas the cured Mpox group included only males (p < 0.0001). HD subjects were selected
to be VACV-unvaccinated, whereas one Mpox-cured subject was VACV-vaccinated. To
characterize the immune response to MPXV, we also evaluated the serology response: most
of the Mpox individuals showed a positive IgG and Nabs response and 7 individuals had a
positive IgA response. The only subject with a positive IgM response had a negative IgA
response and a positive IgG response. As expected, no response was found among the HD.
Among the Mpox-cured subjects, seven were people living with HIV infection (PLWH)
with a median CD4 cell count of 754 CD4/mm3 and less than 30 copies/mL of HIV-RNA
in the plasma.

Table 1. Clinical and epidemiological characteristics of enrolled subjects.

Healthy Controls Cured-Mpox Subjects Total p

Number (%) 15 16 31

Median age (IQR) 36 (30–42) 39.5 (36–48) 38 (32–44) 0.1163 *

Male gender (%) 4 (27) 16 (100) 20 (64) <0.0001 **

Origin N (%)

0.3671 **
Western Europe 14 (93) 15 (94) 29 (94)
Eastern Europe 0 (0) 1 (6) 1 (3)

Middle East 1 (7) 0 (0) 1 (3)

Vaccinated with Vaccinia virus (%) 0 (0) 1 (6.25) 1 (3.2) na

MPXV-SerologyN of reactive (%)
IgM nav 1 (6.25) nav

IgA nav 7 (43.75) nav

IgG 0 (0) 16 (100) nav

Nabs nav § 14 (93) nav

HIV-infection (%) 0 (0) 7 (44) 7 (23) nav
CD4 count/mm3 median (IQR) / 754 (711–1000) / nav

HIV-RNA log10 copies/mL (plasma) / <30 / nav

MPX: monkeypox; na: not applicable for inclusion criteria of the HD group; nav: not available; Ig: immunoglob-
ulin; Nabs: Neutralizing antibodies. * Mann Whitney test ** Fisher exact test. § Nabs percentage evaluated in
15 total subjects with a positive MPXV-IgG; data not available for 1 subject.

3.2. MPXV-Specific T-Cell Response in Mpox-Cured Individuals

To assess the ability of Mpox-cured individuals to respond to MPXV, we evaluated the
IFN-γ response differently induced by the MPXV peptide pools available, compared with
the unstimulated conditions (Figure 1).

Mpox-cured subjects showed significant IFN-γ production compared to the unstimu-
lated condition in response to MPX-CD4-P (median 0.160, IQR 0.08250–0.5100, p < 0.0002);
MPX-CD8-P (median 0.1000, IQR 0.06000–0.2300, p < 0.0354), VACV-CD4 (median 0.1700,
IQR 0.1125–0.6275, p < 0.0001) and VACV-CD8 (median 0.09000, IQR 0.07000–0.2075,
p = 0.0103) (Figure 1).

Among the MPX-CD8 peptide pools, MPX-CD8-P3 and MPX-CD8-P4 were the most
immunogenic CD8 peptide-pools compared to the others (Figure S1). HIV infection did
not affect the MPXV T-cell response in terms of the magnitude of the response (Figure S2).
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Figure 1. MPXV-specific T-cell response from in vitro stimulated samples from Mpox-cured indi-
viduals. Graphs report the IFN-γ response induced by MPX-CD4-P; MPX-CD8-P, VACV-CD4, and 
VACV-CD8 stimulation. Results for the MPX-CD8-P condition were available only for 15 individu-
als. ELISA was performed on plasma samples from whole blood stimulation, and IFN-γ was ex-
pressed as IU/mL; the IFN-γ values of the stimulated conditions were not subtracted from the un-
stimulated control values. The horizontal lines represent the median; statistical analysis was per-
formed using the Wilcoxon test; black plots refer to HIV-uninfected subjects, and red plots refer to 
PLWH. Abbreviations: IFN-γ: interferon-γ; HD: healthy donor; PLWH: people living with HIV. 
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Figure 1. MPXV-specific T-cell response from in vitro stimulated samples from Mpox-cured indi-
viduals. Graphs report the IFN-γ response induced by MPX-CD4-P; MPX-CD8-P, VACV-CD4, and
VACV-CD8 stimulation. Results for the MPX-CD8-P condition were available only for 15 individuals.
ELISA was performed on plasma samples from whole blood stimulation, and IFN-γ was expressed
as IU/mL; the IFN-γ values of the stimulated conditions were not subtracted from the unstimu-
lated control values. The horizontal lines represent the median; statistical analysis was performed
using the Wilcoxon test; black plots refer to HIV-uninfected subjects, and red plots refer to PLWH.
Abbreviations: IFN-γ: interferon-γ; HD: healthy donor; PLWH: people living with HIV.

To verify the humoral response of enrolled Mpox-cured individuals, we evaluated the
IgM, IgA, IgG, and Nabs responses between PLWH and HIV-uninfected subjects (Table S1).
Interestingly, we found a similar antibody response between PLWH and HIV-uninfected
subjects, reflecting the similar MPXV T-cell response detected.

3.3. Multiplex Analysis of Immune Factors Different from IFN-γ Specifically Induced after In Vitro
Mpox Peptide Stimulation in Mpox-Cured Subjects

In a subgroup of 10 Mpox-cured subjects, we evaluated the plasma levels of 27 cy-
tokines, chemokines, and growth factors after specific stimulation.

We found a significant induction of IL-6, IFN-γ, IP-10, IL-8, IL-2, G-CSF, MCP-1, MIP1-
a, MIP-1b, IL-1Rα, and IL-5 in response to MPXV peptide stimulation compared with
the unstimulated control (Figure 2). No significant modulations were found for the other
factors. Analyzing the proportion of response to each stimulation, the antigen-specific
response was mainly observed in CD4 peptide pools (Figures 3, S3 and S4).
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G-CSF: granulocyte-colony-stimulating factor; MCP-1: monocyte chemoattractant protein-1; MIP-1: 
monocyte chemoattractant protein-1; IL-1Ra: interleukin-1 Receptor antagonist; PLWH: people liv-
ing with HIV. 

Figure 2. Multiplex analysis of immune factors different from IFN-γ specifically induced after
in vitro Mpox peptide stimulation in Mpox-cured subjects. Graphs report the levels of different
immune factors in response to MPX-CD4-P; MPX-CD8-P, VACV-CD4, and VACV-CD8 stimulation.
The different immune factors were evaluated by Luminex assay in plasma collected after whole
blood stimulation, and levels of analytes were expressed as IU/mL. The value of the stimulated
condition was not subtracted from the value of the unstimulated control. Among the 27 analytes
evaluated, we report only the immune factors with significant modulation between the unstimulated
control and peptide stimulation. The horizontal lines represent the median; statistical analysis
was performed using the Wilcoxon test; black plots refer to HIV-uninfected subjects, and red plots
refer to PLWH. Abbreviations: IFN-γ: interferon-γ; IL: interleukin; IP-10: interferon-γ inducible
protein; G-CSF: granulocyte-colony-stimulating factor; MCP-1: monocyte chemoattractant protein-1;
MIP-1: monocyte chemoattractant protein-1; IL-1Ra: interleukin-1 Receptor antagonist; PLWH: people
living with HIV.

IL-2 levels showed the highest percentage change in response to MPX-CD4-P and
VACV-CD4 compared to the unstimulated conditions, whereas the modulation of IL-6, IL-2,
IL-8, and MCP-1 characterized the response to MPX-CD8-P and VACV-CD8 (Figure S5).
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Figure 3. Mpox-specific immune signature based on selected immune factors. (A) The graphs
represent the median proportion of immune factors secreted in response to (A) MPX-CD4-P; MPX-
CD8-P; (B) VACV-CD4, VACV-CD8. The different immune factors were measured by Luminex
assay in plasma collected after whole blood stimulation. The value of the stimulated condition
was subtracted from the value of the unstimulated control. Abbreviations: IFN-γ: interferon-γ;
IL: interleukin; IP-10: interferon-γ inducible protein; G-CSF: granulocyte-colony stimulating factor;
MCP-1: monocyte chemoattractant protein-1; MIP-1: macrophage inflammatory protein-1; IL-1Ra:
interleukin-1 Receptor antagonist.
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4. Discussion

The induction of a functional antigen-specific T-cell response is crucial for clearing
viral infections and developing memory immunity. Few studies are available on the T-cell
immunity associated with MPXV natural infection. In this study, we showed that the
MPXV-specific response can be measured using a whole blood platform with MPXV and
VACV peptides designed to elicit CD4 and CD8 T-cell responses. The response was mainly
mediated by CD4-specific T-cells. HIV infection did not affect the response. These results
may contribute to designing standardized tests to detect immune responses to MPXV.

Evidence generated in animal models demonstrated the importance of CD8 T-cells
in MPXV clearance [24], whereas a study performed on Mpox patients highlighted the
presence of a memory polyfunctional CD4 T-cell response to MPXV-specific peptide stimu-
lation [9]. Here we show a higher magnitude of IFN-γ production and a higher number
of responders to CD4-specific peptide stimulation (MPX-CD4-P and VACV-CD4 peptides)
compared to CD8-specific peptide stimulation (MPX-CD8-P and VACV-CD8 peptides).
The multiplex immune factor evaluation supported these findings, showing a major in-
volvement of CD4 peptide-specific response in the induction/modulation of an immune
response characterized by the release of several chemokines, cytokines, and growth fac-
tors. Indirectly, these data suggest a higher contribution of the antigen-specific CD4 T-cell
response in Mpox-cured individuals, as shown in other infectious diseases [25,26]. These
data are in agreement with recent cytometry studies in Mpox convalescent individuals,
which showed the engagement of CD4 T-cell response to the same MPXV peptides used in
this study [7,9].

The serology response of Mpox-cured individuals was characterized by the presence of
IgG and Nabs and the absence of an IgM response, except in one subject. Moreover, 43% of
the cured Mpox subjects still showed a positive IgA response. These results are supported
by recent findings from our institution, showing that in Mpox individuals, 6-8 months after
symptom onset, the IgM response became undetectable, the IgA response was detected in
25% of subjects, and IgG and nAb decreased but remained positive in all individuals [27,28].
We evaluated the Ig titers performing an IFA on homemade slides containing MPXV-
infected VeroE6 cells, and, likely this led to a more sensitive assay compared to a previous
study reporting an important decline in both IgG and IgA responses after 6 months [29].

In this experimental setting, HIV infection status did not affect the MPXV-mediated
response in terms of INF-γ production and antibody response, likely due to the good
CD4 T-cell counts and undetectable HIV load. These results are supported by recent
findings showing that the T-cell response against MPXV was detectable up to 6 months after
diagnosis, independently of HIV status [29]. Although this result needs to be confirmed
in larger cohorts and the enrolled PLWH were not immunosuppressed, we think it is
important to verify the immunity to MPXV in this cohort of patients.

Innate immune cells typically represent the first defense against viruses; however,
these cells are also targets for MPXV, facilitating virus dissemination in the host. Conse-
quently, the detection of MPXV antigens in innate cells such as monocytes and neutrophils
has been associated with MPXV lethality [30–33]. The cells intended to fight the infection
act as Trojan horses and induce the immune-specific response, including the release of
several chemokines and cytokines that amplify the response and recruit more neutrophils
and monocytes at the site of infection. The increased pro-inflammatory milieu leads to
T-cell differentiation toward a Th2 and Th1 profile. The Th2 response balances the Th1
response induced by the virus infection, as shown by the increased Th2 cytokine response
and reduced Th1 response [34]. Moreover, it has been demonstrated that MPXV can inhibit
T-cell activation and the production of pro-inflammatory cytokines [35]. Therefore, several
mechanisms contribute to the pathogenesis and spreading of infected cells.

After the interaction with antigen-presenting cells, naïve T-cells may differentiate
toward T-helper 1 (Th1) or T-helper 2 (Th2) cells [36,37]. Th1 cells produce IL-2, TNF-α,
and IFN-γ, whereas IL-4, IL-5, and IL-10 are considered Th2 cytokines [36,38]. IL-6 is an
inflammatory cytokine produced by several antigen-presenting cells, acting as a fundamen-
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tal regulator of Th1-Th2 differentiation [39]. Th1-type cytokines control proinflammatory
responses and activate intracellular killing mechanisms, whereas Th2 cytokines facilitate
IgG1 and IgE antibody production and eosinophilic responses. Th2 responses have several
functions, including the containment of an excessive Th1 response.

Through multiplex analysis, we demonstrated significant modulation of several cy-
tokines, chemokines, and growth factors involved in the Th1 network, such as IFN-γ,
IL-2, and IP-10 [40], or those mainly secreted by activated macrophages, such as MIP-1a
and MIP-1b [41]. Among the pro-inflammatory cytokines, IL-8, which is induced by IL-1
and TNF-α [42], plays a role in neutrophil activation and is involved in the pathogenesis
and progression of hyperinflammation and acute respiratory syndrome [43]. The effect of
pro-inflammatory cytokines is balanced by IL-1Ra activity, which is upregulated by proin-
flammatory mediators such as IL-1 itself and induces strong anti-inflammatory effects [44].
The high levels of G-CSF and IL-5 specific responses to MPXV peptide stimulation are
in agreement with the elevated number of monocytes and granulocytes [eosinophils, ba-
sophils, and neutrophils] in the blood of patients with severe monkeypox disease [45,46].
Elevated levels of MCP-1 supported a Th2 polarization [47], as demonstrated by the pres-
ence of IL-5 [48]. Studies in animal models have shown that severe MPXV infection induces
a sustained cytokine storm characterized by an overproduction of pro-inflammatory medi-
ators and cytokines [49]. A cytokine storm is defined as a dysregulated immune response
characterized by systemic inflammation status, specific symptoms, and eventually mul-
tiorgan failure [50]. In severe Mpox disease, the cytokine storm is mainly characterized
by a Th2 profile, with high serum levels of IL-4, IL-6, IL-5, and IL-10 and a reduction of
Th1 cytokines [34,46,51]. In this context, the release of IL-10 balances the inflammatory
response by suppressing the activity of neutrophils [51]. Although none of the cured
Mpox individuals enrolled in our cohort had severe symptoms, we reported significant
modulation of IL-5, indicating the development of a Th2 memory response to fight the
virus infection.

Our multiplex data describe a Th1 and Th2 profile, showing the ability of immunity to
balance an excessive Th1 response. IL-2 is highly induced after MPXV-specific stimulation
and as known, is a key cytokine in the Th1 network.

Thus, IL-2, either alone or in combination with IFN-γ, may be considered a potential
immune biomarker to study the MPXV-specific response over time.

Considering that we enrolled only cured Mpox individuals, we could not compare
the memory immunity of convalescent individuals with the immune response during
the acute phase of Mpox disease. Despite this limitation and the low number of cured
Mpox individuals enrolled, we contributed to building a picture of MPXV immunity,
demonstrating that MPXV-CD4 peptides induce a Th1 and Th2 response in a whole blood
platform assay. Based on this evidence, we propose an easy tool to study the MPXV-
specific CD4 and CD8 T-cell response, potentially useful for monitoring MPXV immunity
in vaccine trials.
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www.mdpi.com/article/10.3390/vaccines12090964/s1, Figure S1. MPX-CD8-specific T cell response
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affect the in vitro MPXV-specific T-cell response of Mpox-cured individuals; Figure S3. Mpox immune
signature based on selected immune factors in Mpox-cured individuals; Figure S4. VACV immune
signature based on selected immune factors in Mpox-cured individuals; Figure S5. Percentage change
of selected immune factors induced after in vitro Mpox stimulation in Mpox-cured individuals;
Table S1. Antibody response to MPXV.

Author Contributions: Conceptualization, E.P. and D.G.; methodology, S.S., A.S. (Andrea Salmi),
and G.M.; formal analysis, E.P., S.S., and A.N.; investigation, E.P., F.M., and D.G.; resources, L.P., S.V.,
E.N., A.G., and A.S. (Alessandro Sette); data curation, P.D.M., G.C., and S.S.; writing—original draft
preparation, E.P.; writing—review and editing, E.P., D.G., S.S., S.V., G.M., A.G., A.S. (Alessandro
Sette), F.M., and E.N.; visualization E.P. and S.S.; supervision, D.G.; funding acquisition, D.G. All
authors have read and agreed to the published version of the manuscript.

https://www.mdpi.com/article/10.3390/vaccines12090964/s1
https://www.mdpi.com/article/10.3390/vaccines12090964/s1


Vaccines 2024, 12, 964 10 of 12

Funding: This research was funded by the Italian Ministry of Health: Ricerca Corrente Linea 1. The
publication cost was covered by Eli Lilly funding, Eli Lilly had no role in the design of the study; in
the collection, analyses, or interpretation of data; in the writing of the manuscript; or in the decision
to publish the results.

Institutional Review Board Statement: Human study protocols were approved by the Lazzaro
Spallanzani National Institute for Infectious Diseases IRCCS (INMI) Ethical Committee (43z del
Registro delle Sperimentazioni Non-COVID 2022 amended with approval 11z del Registro delle
Sperimentazioni Non-COVID 2023). The study protocols followed the ethical principles for human
experimentation in agreement with the Declaration of Helsinki. Written informed consent was
obtained from all participants.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The raw data generated and/or analysed in the present study are
available in our institutional repository (rawdata.inmi.it), subject to registration. The data can be
found by selecting the article of interest from a list of articles ordered by the year of publication. No
charge for granting access to data is required. In the event of a malfunction of the application, the
request can be sent directly by e-mail to the library (biblioteca@inmi.it).

Acknowledgments: We are grateful to the patients, healthy donors, and nurses who took part in
the study.

Conflicts of Interest: The authors declare that the research was conducted in the absence of any
commercial or financial relationships that could be construed as a potential conflict of interest.
Alessandro Sette is a consultant for AstraZeneca Pharmaceuticals, Calyptus Pharmaceuticals, Inc.,
Darwin Health, EmerVax, EUROIMMUN, F. Hoffman-La Roche Ltd., Fortress Biotech, Gilead Sciences,
Granite bio., Gritstone Oncology, Guggenheim Securities, Moderna, Pfizer, RiverVest Venture Partners,
and Turnstone Biologics. Alba Grifoni is a consultant for Pfizer. Elisa Petruccioli is a consultant for
AIFA [Italian Medicines Agency]. Delia Goletti is a consultant for Amgen, Almirall, Astra Zeneca,
Biogen, Biomerieux, Eli Lilly, Janssen, PDB Biotec, and Qiagen. The funders had no role in the design
of the study; in the collection, analysis, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

References
1. WHO Multi-Country Outbreak of Mpox, External Situation Report#33-31 May 2024. Available online: https://www.

who.int/publications/m/item/multi-country-outbreak-of-mpox--external-situation-report-33--31-may-2024 (accessed on
29 September 2023).

2. CDC Mpox and Your Health. Available online: https://www.cdc.gov/poxvirus/mpox/your-health/index.html (accessed on
29 September 2023).

3. Niu, L.; Liang, D.; Ling, Q.; Zhang, J.; Li, Z.; Zhang, D.; Xia, P.; Zhu, Z.; Lin, J.; Shi, A.; et al. Insights into Monkeypox
Pathophysiology, Global Prevalence, Clinical Manifestation and Treatments. Front. Immunol. 2023, 14, 1132250. [CrossRef]
[PubMed]

4. Eurosurveillance editorial team Note from the Editors: WHO Declares Mpox Outbreak a Public Health Emergency of International
Concern. Euro Surveill. 2024, 29, 240815v. [CrossRef]

5. Zheng, J.; Zeng, J.; Long, H.; Chen, J.; Liu, K.; Chen, Y.; Du, X. Recombination and Selection Trajectory of the Monkeypox Virus
during Its Adaptation in the Human Population. J. Med. Virol. 2024, 96, e29825. [CrossRef]

6. Kumar, N.; Acharya, A.; Gendelman, H.E.; Byrareddy, S.N. The 2022 Outbreak and the Pathobiology of the Monkeypox Virus.
J. Autoimmun. 2022, 131, 102855. [CrossRef] [PubMed]

7. Cohn, H.; Bloom, N.; Cai, G.Y.; Clark, J.J.; Tarke, A.; Bermúdez-González, M.C.; Altman, D.R.; Lugo, L.A.; Lobo, F.P.; Marquez, S.;
et al. Mpox Vaccine and Infection-Driven Human Immune Signatures: An Immunological Analysis of an Observational Study.
Lancet Infect. Dis. 2023, 23, 1302–1312. [CrossRef]

8. Hammarlund, E.; Lewis, M.W.; Carter, S.V.; Amanna, I.; Hansen, S.G.; Strelow, L.I.; Wong, S.W.; Yoshihara, P.; Hanifin, J.M.; Slifka,
M.K. Multiple Diagnostic Techniques Identify Previously Vaccinated Individuals with Protective Immunity against Monkeypox.
Nat. Med. 2005, 11, 1005–1011. [CrossRef]

9. Adamo, S.; Gao, Y.; Sekine, T.; Mily, A.; Wu, J.; Storgärd, E.; Westergren, V.; Filén, F.; Treutiger, C.-J.; Sandberg, J.K.; et al. Memory
Profiles Distinguish Cross-Reactive and Virus-Specific T Cell Immunity to Mpox. Cell Host Microbe 2023, 31, 928–936.e4. [CrossRef]

10. Matusali, G.; Mazzotta, V.; Piselli, P.; Bettini, A.; Colavita, F.; Coen, S.; Vaia, F.; Girardi, E.; Antinori, A.; Maggi, F. Asymptomatic
Mpox Infection in Subjects Presenting for MVA-BN Vaccine. Clin. Infect. Dis. 2023, 77, ciad414. [CrossRef]

11. Dee, K.; Manali, M.; Bissett, L.A.; Bone, J.; Magill, C.; Davis, C.; Willett, B.J.; Murcia, P.R. Smallpox Vaccination Campaigns
Resulted in Age-Associated Population Cross-Immunity against Monkeypox Virus. J. Gen. Virol. 2024, 105, 001999. [CrossRef]

https://www.who.int/publications/m/item/multi-country-outbreak-of-mpox--external-situation-report-33--31-may-2024
https://www.who.int/publications/m/item/multi-country-outbreak-of-mpox--external-situation-report-33--31-may-2024
https://www.cdc.gov/poxvirus/mpox/your-health/index.html
https://doi.org/10.3389/fimmu.2023.1132250
https://www.ncbi.nlm.nih.gov/pubmed/37026012
https://doi.org/10.2807/1560-7917.ES.2024.29.33.240815v
https://doi.org/10.1002/jmv.29825
https://doi.org/10.1016/j.jaut.2022.102855
https://www.ncbi.nlm.nih.gov/pubmed/35760647
https://doi.org/10.1016/S1473-3099(23)00352-3
https://doi.org/10.1038/nm1273
https://doi.org/10.1016/j.chom.2023.04.015
https://doi.org/10.1093/cid/ciad414
https://doi.org/10.1099/jgv.0.001999


Vaccines 2024, 12, 964 11 of 12

12. Grifoni, A.; Zhang, Y.; Tarke, A.; Sidney, J.; Rubiro, P.; Reina-Campos, M.; Filaci, G.; Dan, J.M.; Scheuermann, R.H.; Sette, A.
Defining Antigen Targets to Dissect Vaccinia Virus and Monkeypox Virus-Specific T Cell Responses in Humans. Cell Host Microbe
2022, 30, 1662–1670.e4. [CrossRef]

13. Ennis, F.A.; Cruz, J.; Demkowicz, W.E.; Rothman, A.L.; McClain, D.J. Primary Induction of Human CD8+ Cytotoxic T Lymphocytes
and Interferon-Gamma-Producing T Cells after Smallpox Vaccination. J. Infect. Dis. 2002, 185, 1657–1659. [CrossRef] [PubMed]

14. Xiao, Y.; Isaacs, S.N. Therapeutic Vaccines and Antibodies for Treatment of Orthopoxvirus Infections. Viruses 2010, 2, 2381–2403.
[CrossRef] [PubMed]

15. Mack, T.M.; Noble, J.; Thomas, D.B. A Prospective Study of Serum Antibody and Protection against Smallpox. Am. J. Trop. Med.
Hyg. 1972, 21, 214–218. [CrossRef]

16. Chan, C.E.Z.; Wong, S.K.K.; Yazid, N.B.M.; Ng, O.T.; Marimuthu, K.; Chan, M.; Howe, H.S.; Leo, Y.-S.; Leung, B.P.; Vasoo, S.S.;
et al. Residual Humoral Immunity Sustained Over Decades in a Cohort of Vaccinia-Vaccinated Individuals. J. Infect. Dis. 2023,
227, 1002–1006. [CrossRef]

17. Combadiere, B.; Boissonnas, A.; Carcelain, G.; Lefranc, E.; Samri, A.; Bricaire, F.; Debre, P.; Autran, B. Distinct Time Effects of
Vaccination on Long-Term Proliferative and IFN-Gamma-Producing T Cell Memory to Smallpox in Humans. J. Exp. Med. 2004,
199, 1585–1593. [CrossRef]

18. Guo, L.; Song, R.; Zhang, Q.; Li, D.; Chen, L.; Fang, M.; Xiao, Y.; Wang, X.; Li, Y.; Gao, R.; et al. Profiling of Viral Load, Antibody
and Inflammatory Response of People with Monkeypox during Hospitalization: A Prospective Longitudinal Cohort Study in
China. eBioMedicine 2024, 106, 105254. [CrossRef]

19. Yi, X.-M.; Lei, Y.-L.; Li, M.; Zhong, L.; Li, S. The Monkeypox Virus-Host Interplays. Cell Insight 2024, 3, 100185. [CrossRef]
20. Golden, J.; Harryman, L.; Crofts, M.; Muir, P.; Donati, M.; Gillett, S.; Irish, C. Case of Apparent Mpox Reinfection. Sex. Transm.

Infect. 2023, 99, 283–284. [CrossRef] [PubMed]
21. Agrati, C.; Cossarizza, A.; Mazzotta, V.; Grassi, G.; Casetti, R.; De Biasi, S.; Pinnetti, C.; Gili, S.; Mondi, A.; Cristofanelli, F.; et al.

Immunological Signature in Human Cases of Monkeypox Infection in 2022 Outbreak: An Observational Study. Lancet Infect. Dis.
2023, 23, 320–330. [CrossRef]

22. Kontsevaya, I.; Cabibbe, A.M.; Cirillo, D.M.; DiNardo, A.R.; Frahm, N.; Gillespie, S.H.; Holtzman, D.; Meiwes, L.; Petruccioli, E.;
Reimann, M.; et al. Update on the Diagnosis of Tuberculosis. Clin. Microbiol. Infect. 2023. [CrossRef]

23. Colavita, F.; Matusali, G.; Mazzotta, V.; Bettini, A.; Lapa, D.; Meschi, S.; Francalancia, M.; Pinnetti, C.; Bordi, L.; Mizzoni, K.; et al.
Profiling the Acute Phase Antibody Response against Mpox Virus in Patients Infected during the 2022 Outbreak. J. Med. Virol.
2023, 95, e28851. [CrossRef] [PubMed]

24. Song, H.; Josleyn, N.; Janosko, K.; Skinner, J.; Reeves, R.K.; Cohen, M.; Jett, C.; Johnson, R.; Blaney, J.E.; Bollinger, L.; et al.
Monkeypox Virus Infection of Rhesus Macaques Induces Massive Expansion of Natural Killer Cells but Suppresses Natural Killer
Cell Functions. PLoS ONE 2013, 8, e77804. [CrossRef] [PubMed]

25. Day, C.L.; Abrahams, D.A.; Lerumo, L.; Janse van Rensburg, E.; Stone, L.; O’rie, T.; Pienaar, B.; de Kock, M.; Kaplan, G.;
Mahomed, H.; et al. Functional Capacity of Mycobacterium Tuberculosis-Specific T Cell Responses in Humans Is Associated with
Mycobacterial Load. J. Immunol. 2011, 187, 2222–2232. [CrossRef]

26. Grifoni, A.; Sidney, J.; Vita, R.; Peters, B.; Crotty, S.; Weiskopf, D.; Sette, A. SARS-CoV-2 Human T Cell Epitopes: Adaptive
Immune Response against COVID-19. Cell Host Microbe 2022, 30, 1788. [CrossRef]

27. Mazzotta, V.; Matusali, G.; Cimini, E.; Colavita, F.; Casetti, R.; Pinnetti, C.; Mondi, A.; Bettini, A.; Bordoni, V.; Grassi, G.; et al.
Antinori ICAR 2023: Humoral and cellular immune response after eight months from mpox virus infection. In Proceedings of the
OC131, Bari, Italy, 14–16 June 2023.

28. Mazzotta, V.; Matusali, G.; Cimini, E.; Colavita, F.; Casetti, R.; Pinnetti, C.; Mondi, A.; Bettini, A.; Grassi, G.; Vita, S.; et al. MPOX
vaccines and immunopathogenesis. In Proceedings of the CROI 2023: Humoral and Cellular Immune Response after 3 Months
from MPOX Virus Infection, Seattle, WA, USA, 19–22 September 2023.

29. Moraes-Cardoso, I.; Benet, S.; Carabelli, J.; Perez-Zsolt, D.; Mendoza, A.; Rivero, A.; Alemany, A.; Descalzo, V.; Alarcón-Soto, Y.;
Grifoni, A.; et al. Immune Responses Associated with Mpox Viral Clearance in Men with and without HIV in Spain: A Multisite,
Observational, Prospective Cohort Study. Lancet Microbe 2024, 5, 100859. [CrossRef]

30. Lum, F.-M.; Torres-Ruesta, A.; Tay, M.Z.; Lin, R.T.P.; Lye, D.C.; Rénia, L.; Ng, L.F.P. Monkeypox: Disease Epidemiology, Host
Immunity and Clinical Interventions. Nat. Rev. Immunol. 2022, 22, 597–613. [CrossRef]

31. Parnian, R.; Heydarifard, F.; Mousavi, F.S.; Heydarifard, Z.; Zandi, M. Innate Immune Response to MPOX Infection: Mechanisms
and Immune Escape. J. Innate Immun. 2024. [CrossRef]

32. Saghazadeh, A.; Rezaei, N. Poxviruses and the Immune System: Implications for Monkeypox Virus. Int. Immunopharmacol. 2022,
113, 109364. [CrossRef] [PubMed]

33. Al-Musa, A.; Chou, J.; LaBere, B. The Resurgence of a Neglected Orthopoxvirus: Immunologic and Clinical Aspects of Monkeypox
Virus Infections over the Past Six Decades. Clin. Immunol. 2022, 243, 109108. [CrossRef]

34. Johnston, S.C.; Johnson, J.C.; Stonier, S.W.; Lin, K.L.; Kisalu, N.K.; Hensley, L.E.; Rimoin, A.W. Cytokine Modulation Correlates
with Severity of Monkeypox Disease in Humans. J. Clin. Virol. 2015, 63, 42–45. [CrossRef]

35. Hammarlund, E.; Dasgupta, A.; Pinilla, C.; Norori, P.; Früh, K.; Slifka, M.K. Monkeypox Virus Evades Antiviral CD4+ and CD8+
T Cell Responses by Suppressing Cognate T Cell Activation. Proc. Natl. Acad. Sci. USA 2008, 105, 14567–14572. [CrossRef]
[PubMed]

https://doi.org/10.1016/j.chom.2022.11.003
https://doi.org/10.1086/340517
https://www.ncbi.nlm.nih.gov/pubmed/12023773
https://doi.org/10.3390/v2102381
https://www.ncbi.nlm.nih.gov/pubmed/21197387
https://doi.org/10.4269/ajtmh.1972.21.214
https://doi.org/10.1093/infdis/jiac409
https://doi.org/10.1084/jem.20032083
https://doi.org/10.1016/j.ebiom.2024.105254
https://doi.org/10.1016/j.cellin.2024.100185
https://doi.org/10.1136/sextrans-2022-055736
https://www.ncbi.nlm.nih.gov/pubmed/36707246
https://doi.org/10.1016/S1473-3099(22)00662-4
https://doi.org/10.1016/j.cmi.2023.07.014
https://doi.org/10.1002/jmv.28851
https://www.ncbi.nlm.nih.gov/pubmed/37287343
https://doi.org/10.1371/journal.pone.0077804
https://www.ncbi.nlm.nih.gov/pubmed/24147080
https://doi.org/10.4049/jimmunol.1101122
https://doi.org/10.1016/j.chom.2022.10.017
https://doi.org/10.1016/S2666-5247(24)00074-0
https://doi.org/10.1038/s41577-022-00775-4
https://doi.org/10.1159/000540815
https://doi.org/10.1016/j.intimp.2022.109364
https://www.ncbi.nlm.nih.gov/pubmed/36283221
https://doi.org/10.1016/j.clim.2022.109108
https://doi.org/10.1016/j.jcv.2014.12.001
https://doi.org/10.1073/pnas.0800589105
https://www.ncbi.nlm.nih.gov/pubmed/18796610


Vaccines 2024, 12, 964 12 of 12

36. Seder, R.A.; Ahmed, R. Similarities and Differences in CD4+ and CD8+ Effector and Memory T Cell Generation. Nat. Immunol.
2003, 4, 835–842. [CrossRef]

37. Howard, F.H.N.; Kwan, A.; Winder, N.; Mughal, A.; Collado-Rojas, C.; Muthana, M. Understanding Immune Responses to
Viruses-Do Underlying Th1/Th2 Cell Biases Predict Outcome? Viruses 2022, 14, 1493. [CrossRef]

38. Gong, J.; Zhan, H.; Liang, Y.; He, Q.; Cui, D. Role of Th22 Cells in Human Viral Diseases. Front. Med. 2021, 8, 708140. [CrossRef]
[PubMed]

39. Diehl, S.; Rincón, M. The Two Faces of IL-6 on Th1/Th2 Differentiation. Mol. Immunol. 2002, 39, 531–536. [CrossRef]
40. Liu, M.; Guo, S.; Hibbert, J.M.; Jain, V.; Singh, N.; Wilson, N.O.; Stiles, J.K. CXCL10/IP-10 in Infectious Diseases Pathogenesis and

Potential Therapeutic Implications. Cytokine Growth Factor Rev. 2011, 22, 121–130. [CrossRef]
41. Dorner, B.G.; Scheffold, A.; Rolph, M.S.; Hüser, M.B.; Kaufmann, S.H.E.; Radbruch, A.; Flesch, I.E.A.; Kroczek, R.A. MIP-1α,

MIP-1β, RANTES, and ATAC/Lymphotactin Function Together with IFN-γ as Type 1 Cytokines. Proc. Natl. Acad. Sci. USA 2002,
99, 6181–6186. [CrossRef] [PubMed]

42. Qazi, B.S.; Tang, K.; Qazi, A. Recent Advances in Underlying Pathologies Provide Insight into Interleukin-8 Expression-Mediated
Inflammation and Angiogenesis. Int. J. Inflamm. 2011, 2011, e908468. [CrossRef]

43. Cesta, M.C.; Zippoli, M.; Marsiglia, C.; Gavioli, E.M.; Mantelli, F.; Allegretti, M.; Balk, R.A. The Role of Interleukin-8 in Lung
Inflammation and Injury: Implications for the Management of COVID-19 and Hyperinflammatory Acute Respiratory Distress
Syndrome. Front. Pharmacol. 2022, 12, 808797. [CrossRef]

44. Gabay, C.; Lamacchia, C.; Palmer, G. IL-1 Pathways in Inflammation and Human Diseases. Nat. Rev. Rheumatol. 2010, 6, 232–241.
[CrossRef]

45. Huhn, G.D.; Bauer, A.M.; Yorita, K.; Graham, M.B.; Sejvar, J.; Likos, A.; Damon, I.K.; Reynolds, M.G.; Kuehnert, M.J. Clinical
Characteristics of Human Monkeypox, and Risk Factors for Severe Disease. Clin. Infect. Dis. 2005, 41, 1742–1751. [CrossRef]
[PubMed]

46. Li, H.; Huang, Q.-Z.; Zhang, H.; Liu, Z.-X.; Chen, X.-H.; Ye, L.-L.; Luo, Y. The Land-Scape of Immune Response to Monkeypox
Virus. eBioMedicine 2023, 87, 104424. [CrossRef] [PubMed]

47. Gu, L.; Tseng, S.; Horner, R.M.; Tam, C.; Loda, M.; Rollins, B.J. Control of TH2 Polarization by the Chemokine Monocyte
Chemoattractant Protein-1. Nature 2000, 404, 407–411. [CrossRef] [PubMed]

48. Kokubo, K.; Onodera, A.; Kiuchi, M.; Tsuji, K.; Hirahara, K.; Nakayama, T. Conventional and Pathogenic Th2 Cells in Inflamma-
tion, Tissue Repair, and Fibrosis. Front. Immunol. 2022, 13, 945063. [CrossRef]

49. Nagata, N.; Saijo, M.; Kataoka, M.; Ami, Y.; Suzaki, Y.; Sato, Y.; Iwata-Yoshikawa, N.; Ogata, M.; Kurane, I.; Morikawa, S.; et al.
Pathogenesis of Fulminant Monkeypox with Bacterial Sepsis after Experimental Infection with West African Monkeypox Virus in
a Cynomolgus Monkey. Int. J. Clin. Exp. Pathol. 2014, 7, 4359–4370.

50. Fajgenbaum, D.C.; June, C.H. Cytokine Storm. N. Engl. J. Med. 2020, 383, 2255–2273. [CrossRef]
51. da Silva, G.B.; de Carvalho Braga, G.; Simões, J.L.B.; Kempka, A.P.; Bagatini, M.D. Cytokine Storm in Human Monkeypox: A

Possible Involvement of Purinergic Signaling. Cytokine 2024, 177, 156560. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1038/ni969
https://doi.org/10.3390/v14071493
https://doi.org/10.3389/fmed.2021.708140
https://www.ncbi.nlm.nih.gov/pubmed/34434945
https://doi.org/10.1016/S0161-5890(02)00210-9
https://doi.org/10.1016/j.cytogfr.2011.06.001
https://doi.org/10.1073/pnas.092141999
https://www.ncbi.nlm.nih.gov/pubmed/11972057
https://doi.org/10.4061/2011/908468
https://doi.org/10.3389/fphar.2021.808797
https://doi.org/10.1038/nrrheum.2010.4
https://doi.org/10.1086/498115
https://www.ncbi.nlm.nih.gov/pubmed/16288398
https://doi.org/10.1016/j.ebiom.2022.104424
https://www.ncbi.nlm.nih.gov/pubmed/36584594
https://doi.org/10.1038/35006097
https://www.ncbi.nlm.nih.gov/pubmed/10746730
https://doi.org/10.3389/fimmu.2022.945063
https://doi.org/10.1056/NEJMra2026131
https://doi.org/10.1016/j.cyto.2024.156560

	Introduction 
	Materials and Methods 
	Standard Protocol Approvals, Registrations, and Patient Consents 
	Study Population 
	Definition of MPX Disease 
	Peptide Pools for the Whole Blood Assay 
	IFN- Whole Blood Assay 
	Humoral Response 
	Multiplex Analysis 
	Statistical Analysis 

	Results 
	Clinical and Epidemiological Characteristics of the Study Population 
	MPXV-Specific T-Cell Response in Mpox-Cured Individuals 
	Multiplex Analysis of Immune Factors Different from IFN- Specifically Induced after In Vitro Mpox Peptide Stimulation in Mpox-Cured Subjects 

	Discussion 
	References

