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Introduction: The first case of mpox in Louisiana was identified 2 months ahead of Southern Dec-
adence Festival in New Orleans, the largest LGBTQ+ Pride festival in the South. With mpox case
numbers reflecting racial disparities, the objective was to mount an equitable vaccination response.

Methods: The Louisiana Department of Health rapidly pivoted its COVID-19 resources and strat-
egies—specifically, using vaccine strike teams and mobile events, in-state vaccine redistribution
through centralized warehousing and shipping support, and community partnerships—to now con-
trol mpox transmission. Here, the authors have evaluated state-based Immunization Information
System data to examine whether the vaccination response was geographically and racially equitable.
Geographic equity was measured by taking into account vaccine availability as well as uptake in
areas with high Social Vulnerability Index.

Results: A total of 113 providers were enrolled in the vaccination program, and 96 mobile vaccina-
tion events were held in locations frequented by at-risk populations. Racial disparities among vac-
cine recipients decreased over time, and vaccine availability and uptake were equitable in areas with
high Social Vulnerability Indices. However, Black, female, and Hispanic/Latinx patients had signifi-
cantly higher risk of not completing the 2-dose series than their counterparts.

Conclusions: The mpox vaccination response in Louisiana was geographically equitable, though
some demographic disparities remained.
AJPM Focus 2024;3(3):100204. Published by Elsevier Inc. on behalf of The American Journal of Preventive Medi-
cine Board of Governors. This is an open access article under the CC BY-NC-ND license
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INTRODUCTION

On July 7, 2022, the first case of mpox was identified in
Louisiana, 2 months prior to the Southern Decadence
Festival in New Orleans (September 1−5, 2022), which
is the largest Lesbian, Gay, Bisexual, Transgender, and
Queer+ (LGBTQ+) Pride festival in the South. The festi-
val included parties, parades, and other gatherings
involving potentially high mpox transmission among a
group already disproportionately affected by the dis-
ease.1 Consistent with the national landscape, mpox case
data from Louisiana also highlighted the
rd
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disproportionate impact of mpox on Black Louisianans,
mirroring the racial disparities previously observed dur-
ing the early days of coronavirus disease 2019 (COVID-
19).2−4 Therefore, it was imperative for Louisiana
Department of Health (LDH) to take swift action to vac-
cinate as many potentially at-risk individuals as possible
and to do so in an equitable fashion.
Louisiana had considerable success with an equitable

rollout of the COVID-19 vaccines by utilizing mobile
events, vaccine redistribution, and local partnerships.
The last available COVID-19 Vaccination Equity Score
from HHS for Louisiana (March 2022) was 942 per
1,000, compared with a nationwide average of 543 per
1,000 and an HHS Region 6 average score of 11 per
1,000.5 Given the impact of our COVID-19 vaccine
strategy, this study’s objective was to use the COVID-19
resources and strategies (mobile events, vaccine redistri-
bution, and local partnerships) to serve the needs of the
mpox outbreak response. Here, the authors have evalu-
ated whether the strategy was successful from an equity
perspective for the height of the mpox vaccination
response (July−October 2022).
METHODS

Study Sample
One of the cornerstones of the program was using Social
Vulnerability Index (SVI) to prioritize equitable access
to the mpox vaccine. SVI is an aggregated measure that
is essentially the percentile rank of a geography relative
to all its counterparts at the national or state level. Data
regarding 4 themes are aggregated to calculate the over-
all SVI score: socioeconomic status, household composi-
tion, minority population and language, and housing
and transportation.6,7 Publicly available subcounty SVI
data is only available from Centers for Disease Control
and Prevention (CDC) at the census tract level, where
tracts are ranked relative to other tracts in the state.6

However, an internal calculation was available from
HHS/CDC (through Tiberius) that assigned low,
medium, and high SVI ranks to each ZIP code, relative
to all other ZIP codes in the state. This was derived by
calculating a weighted score that took into consideration
the percent overlap of residential population between
the ZIP code and the census tract (crosswalk available
from U.S. Housing and Urban Development) and the
original SVI of the tract.8 ZIP code SVI ≤0.333 (indicat-
ing SVI score in the lower third for that ZIP code com-
pared with all ZIP codes in the state) was recoded as
low, SVI >0.333 and ≤0.666 was called medium, and
SVI >0.666 was called high.5

A cross-departmental team from our Immunization,
Infectious Disease Epidemiology, and Sexually
Transmitted Diseases (STD) Programs conducted pro-
vider outreach to identify both traditional and nontradi-
tional providers interested in receiving the JYNNEOS
vaccine, which is a 2-dose series that offers immunity
against the mpox virus. Providers were then selected to
receive vaccines using processes employed during
COVID-19 that prioritized geographic and demographic
equity. Providers located in areas with a high SVI were
prioritized for enrollment into the mpox vaccination
program and receive vaccine allocations. Although the
authors could not test its efficacy due to lack of sexual
orientation and gender identity data in Louisiana’s
Immunization Information System (IIS), they also prior-
itized providers who regularly treated the LGBTQ+ pop-
ulation in an attempt to achieve demographic equity.
Mirroring our process for COVID-19, doses were

ordered to regional distribution hubs across the state
and redistributed in smaller quantities to selected pro-
viders based on need and local expertise. LDH also
amended the contracts for 7 providers who staffed
mobile COVID-19 vaccination events to include any
needed vaccine as long as the COVID-19 vaccine was
still offered. Mobile vaccination events were a staple of
LDH’s COVID-19 vaccination response, and the
amended contracts now allowed the strike teams to
administer JYNNEOS as well. These mobile strike team
partners included hospital systems, ambulatory service
providers, and medical schools, who obtained laptops
and portable Wi-Fi devices for mobile data logging and
IIS reporting and were trained in intradermal adminis-
trations. Efforts were also made to integrate the strike
teams’ Electronic Health Record (EHR) system with the
IIS, so that reporting could be complete (including
demographic data such as race/ethnicity) and timely
(within 24 hours of administration). Events were hosted
at select community locations, such as bars and night-
clubs, which were strategically identified to reach
LGBTQ+ people and persons of color. Second dose
events were held in the same locations 4 weeks after the
first and communicated during the first event. In addi-
tion, a health hub was established at Southern Deca-
dence that offered JYNNEOS, among other health
services.9

Vaccine eligibility was based on guidelines from CDC,
which, in turn, were influenced by vaccine availability.
In July 2022, when vaccines were highly limited in the
state, the top priority was to vaccinate people with
known exposure to mpox based on contact tracing. Indi-
viduals with likely high-risk exposures in the last 14 days
were also eligible. This group only included people who
identified as gay, bisexual, same gender loving, or other
men who have sex with men who met at least 1 of the 3
additional eligibility criteria: (1) had intimate or sexual
www.ajpmfocus.org
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contact with multiple or anonymous partners in the last
14 days, (2) had given or received money or other
goods/services in exchange for sex in the last 14 days, or
(3) had intimate or sexual contact with other men in a
social or sexual venue in the last 14 days. When more
vaccine doses became available, vaccine eligibility was
expanded accordingly. Since August 31, 2022, people
were eligible to receive JYNNEOS if they met at least
one of the following eligibility criteria: (1) gay/bisexual
men or transgender people who are sexually active with
>1 partner, (2) anyone who is at high risk of mpox expo-
sure due to risk-factors such as homelessness, use of IV
drugs, and having intimate or sexual contact with multi-
ple/anonymous people, (3) clinicians or laboratory staff
who are at high risk of occupational exposure, or (4)
anyone who has been determined to be at high risk by a
healthcare provider or public health official.10

Measures and Statistical Analysis
All JYNNEOS vaccine administration and allocation data
were extracted from Louisiana’s IIS at the dose, recipient,
and provider levels for a point-in-time study (as of Octo-
ber 31, 2022). One of the main metrics used by many
jurisdictions during the COVID-19 vaccine initiative was
the Vaccination Equity Score, derived by HHS and avail-
able on Tiberius.5,11 The authors have adopted the same
methodology here to calculate a mpox Vaccination
Equity Score, based on the number of vaccines delivered
to providers and administered to patients in high SVI
ZIP codes. Vaccines allocated to nontraditional providers
(i.e., mobile strike teams) for events held in high SVI ZIP
codes were estimated as follows: percentage of events
held in high SVI ZIP codes £ total number of vaccines
allocated to all strike team vendors. This value was then
added to the doses allocated to traditional providers
located physically in high SVI ZIP codes to yield the total
doses delivered to high SVI ZIP codes. SVI for the
patient’s ZIP code of residence was used to identify
Table 1. JYNNEOS Doses Administered Between July 1 and Octo

Provider type Total doses (% of total) D

Vaccine strike team 5,263 (37.4%)

FQHC/rural health-private 2,189 (15.6%)

STD/HIV health center 2,104 (15%)

University/medical school 1,598 (11.4%)

Pharmacy 1,096 (7.8%)

Public health facility 929 (6.6%)

Private health/urgent care 753 (5.4%)

Hospital 136 (1%)

All facilities (total) 14,068

Note: Numbers in parentheses indicate the percent doses administered by e
for its category. Approximately 12% of the doses shown were administered to
FQHC, federally qualified health center; STD, sexually transmitted diseases.
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percent vaccines administered to residents of high SVI
areas. The final equation used was as follows:

Vaccination Equity Score = ([% of vaccine deliveries
to high SVI ZIP codes / % of state population residing
in high SVI zip codes] £ 0.40) + ([% of vaccines
administered to residents of high SVI ZIP codes / %
of state population residing in high SVI ZIP
codes] £ 0.60) £ 1000

Vaccine uptake was weighted a little higher in the equa-
tion (60%) than vaccine deliveries (40%). These weights
take into account that vaccine availability is only partially
reflective of access, vaccine accessibility being the key
equity objective being measured by the number of vaccines
allocated to high SVI areas. For example, if vaccines are
technically available but not at locations or during hours
when/where it is convenient and comfortable for people to
receive them, then the vaccines are not truly accessible to
people. Thus, the slightly higher weight assigned to vaccine
uptake not only accounts for immunization in the commu-
nity but also as a secondary measure for indicating access.
Trends in mpox vaccination by race were measured

using self-reported data by plotting the percent people
identifying as White, Black, and an additional group
comprising all other races (including multiracial) who
received at least 1 dose of JYNNEOS. In order to count
each patient only once, the authors compiled race data
for first dose recipients only. Each provider type was
also summarized by the distribution of mpox vaccine
recipients (first-dose only) by race. Finally, relative risk
of not completing the 2-dose series was calculated on
SAS Enterprise Guide v8.3 (using RELRISK function in
PROC FREQ) to analyze the impact of race, sex, ethnic-
ity, age, and first dose-provider on series completion.12

Dose administration data for all patients (in state and
out of state) is reported in Table 1 as a metric of vaccine
operations in Louisiana. However, as complete patient
demographic and vaccination data were unavailable for
ber 31, 2022, by Provider Type and Dose Number

ose 1 (% of total dose 1) Dose ≥2 (% of total dose 2)

4,173 (46.2%) 1,090 (21.7%)

1,253 (13.9%) 936 (18.6%)

1,049 (11.6%) 1,055 (21%)

866 (9.6%) 732 (14.5%)

563 (6.2%) 533 (10.6%)

602 (6.7%) 327 (6.5%)

444 (4.9%) 309 (6.1%)

85 (0.9%) 51 (1%)

9,035 5,033

ach provider type as a share of the total number of doses administered
patients with an out-of-state or unknown address.



Table 2. Mpox Vaccination Equity Score

Measure Value

Doses allocated to providers in high SVI ZIP 20,267
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out-of-state patients, all equity assessments were per-
formed on persons in the IIS with a Louisiana address
and who had taken a JYNNEOS dose between July 1 and
October 31, 2022.
codes

Total allocated doses 27,983

% Doses allocated to high SVI ZIP codes 72.4%

Doses administered to residents of high SVI ZIP
codes

8,914

Total doses administered 12,450

% Doses administered to residents of high SVI
ZIP codes

71.6%

Total population of high SVI ZIP codesa 2,706,743

Total population (all ZIP codes)a 4,660,003

% High SVI population 58.1%

Ratio of doses allocated to the population in high
SVI ZIP codes

1.247

Ratio of doses administered to residents of high
SVI ZIP codes to the overall population of high SVI
ZIP codes

1.233

Equity score (out of 1,000) 1,238

Note: Following the COVID-19 Vaccination Equity Score model devel-
oped by HHS, Louisiana scored 1238/1000, indicating that high SVI
ZIP codes were over-represented in terms of both allocation and admin-
istration of JYNNEOS. Analysis included Louisiana residents only.
aPopulations derived for ZIP Code Tabulation Areas from American Com-
munity Survey (2021).
SVI, Social Vulnerability Index.
RESULTS

Overview of Vaccine Response
During July−October 2022, a total of 27,983 JYNNEOS
doses were distributed to a network of 113 providers
that included both traditional facilities and mobile strike
teams. The strike teams were used to staff 96 community
vaccination events between August and October 2022,
half of which (49 events) were held in September 2022
to account for Southern Decadence. A total of 14,068
doses were administered, of which 5,263 were adminis-
tered at mobile events (Table 1). In terms of percent
doses administered by provider type, mobile strike team
vendors administered the largest share (37%). The
remaining doses were administered at federally qualified
health centers and rural health clinics (16%), STD/HIV
clinics (15%), universities/medical schools (UMS; 11%),
pharmacies (8%), public health facilities (7%), private
health and urgent care centers (5%), and hospitals (1%)
(Table 1). A total of 1,618 doses (11.5%) were adminis-
tered to patients with an out-of-state or unknown
address; these records were omitted from the equity
assessments that follow.
Mpox Vaccine Equity
ZIP code data, available for 7,783 of 7,785 Louisiana
patients, was used to compute geographic equity based
on vaccine allocation and uptake. Relative to the 58%
population who live in high SVI ZIP codes in Louisiana,
72% of doses were allocated to providers located in those
areas, and 72% of administered doses were given to peo-
ple residing there. This yielded an mpox Vaccination
Equity Score of 1,238 of 1,000 (Table 2), indicating an
over-representation of high SVI areas in terms of vaccine
access and uptake.
Racial disparities among JYNNEOS recipients, preva-

lent early in the vaccine response, decreased with time
(Figure 1A). As of October 31, 2022, 24% of JYNNEOS
recipients residing in Louisiana identified as Black,
»52% as White, and 18% as a race other than Black or
White. Race was unknown for 5% of patients. Relative to
Louisiana’s population—33% Black, 62% White, and 5%
all other races—the additional group comprising all
races other than Black and White were overrepresented
in the IIS among JYNNEOS recipients.
Nearly all provider types vaccinated a racially diverse

patient population, with UMS vaccinating the most
diverse population; »32% people vaccinated at UMS
were Black and 42% were White. In contrast, only 11%
of people vaccinated in hospitals identified as Black and
68% as White (Figure 1B).
Disparities Among Second Dose Recipients
Some disparities remained that have implications for
public health practice and prioritization of future out-
reach efforts. Risk of the 2-dose JYNNEOS series being
incomplete was significantly higher for Black individuals
than for White (by 23%), for female than male (by 48%),
Hispanic than non-Hispanic (by 23%), and among
younger individuals (by 13%−53%) (Table 3). Examin-
ing series completion rates by provider type where the
first dose was received, UMS and pharmacies had the
highest rates of series completion overall. Compared
with people who received their first dose at a UMS, peo-
ple who received their first dose through a vaccine strike
team at a mobile event had 2.8 times the risk of not com-
pleting their series. Other facility types whose patients
had more than twice the risk of not completing the
series, compared with that of UMS, were hospitals (2.8
times) and public health facilities (2.4 times).
DISCUSSION

When the first mpox case was identified in Louisiana 2
months before Southern Decadence, a large LGBTQ+
www.ajpmfocus.org



Figure 1. Racial equity among JYNNEOS recipients.
Note: Racial disparity among first-dose recipients reduced steadily over time among Louisiana residents. A) By October 31, 2022, Black and White
patients both received 40-45% of the vaccines administered each day. Trend lines for % recipients by race only shown July 22, 2022 onwards; data
were unstable prior to that due to low daily vaccination counts. B) The following provider types had the largest contribution towards eliminating the
Black/White disparity over time with regards to vaccines: University/Medical Schools, FQHC/Rural Health Centers, and public health facilities. Over a
quarter of the patients they vaccinated (26-31%) identified as Black. Addl Grp includes all people who did not identify their race as Black or White.
This included people whose self-reported race was American Indian/Alaskan Native, Native Hawaiian/Pacific Islander, Asian, and other.
FQHC, Federally Qualified Health Centers; Addl Grp, Additional Groups; STD, Sexually Transmitted Diseases.
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festival in New Orleans, LDH rapidly pivoted pandemic
resources to address the needs of the mpox outbreak.
JYNNEOS administration data by race and location
from Louisiana’s IIS revealed that the mpox vaccination
response was equitable based on SVI, as demonstrated
by the Vaccination Equity Score (Table 2). This was
achieved using strategies employed during COVID-19,
such as prioritizing the most vulnerable populations
(based on parameters such as SVI, race/ethnicity, sexual
orientation, and gender identity), and leveraging part-
nerships established during the COVID-19 pandemic
(e.g., with the mobile strike team vendors). Another
COVID-19 strategy successfully employed during the
mpox response was using local redistribution hubs to
supply vaccines to providers in small amounts based on
need, which helped to maximize the effective use of lim-
ited vaccine supplies. A major cornerstone of the mpox
outbreak response was mobile vaccination programs,
which have also been successfully used in other jurisdic-
tions to vaccinate a larger number of people than would
be possible through traditional providers alone.13 In fact,
of all provider types analyzed, the largest share of doses
were given at mobile vaccination events. Furthermore,
the integration of multiple EHR systems with the IIS
may have helped providers meet the program’s guide-
lines for timely and complete reporting of immunization
data, as was previously observed in other
June 2024
jurisdictions.14,15 Such integration may have contributed
toward Louisiana’s race/ethnicity data being 94% com-
plete, which, in turn, lent confidence to the equity assess-
ments described herein.
Despite the geographic equity achieved (Table 2), the

demographic equity data was more nuanced (Figure 1).
Early in the outbreak, White Louisianans were overrep-
resented among vaccinated individuals compared with
Black Louisianans, consistent with national reports.16

The IIS data allowed for us to monitor this trend and
rapidly institute greater outreach in communities of
color, which is reflected in a steady closing of the gap.
Despite the progress made (Figure 1A), disparities that
were noted nationally among second dose recipients
were also noted in Louisiana (Table 3), which has impli-
cations for optimum protection against mpox.17,18 Some
of these disparities may be a continuation of the dispar-
ities seen early during the outbreak (Figure 1A); if a per-
son received their first dose during the first few weeks of
the outbreak, new cases would have remained high by
the time they were eligible for their second dose, possibly
influencing their decision to complete the series. But if
the first dose was taken later during the course of the
outbreak, as was the case for many Black persons
(Figure 1A), they may not have perceived sufficient risk
toward the tail end of the outbreak to have taken the sec-
ond dose. The lower risk perception may have been an



Table 3. Disparities Among Second JYNNEOS Dose Recipients

Series
initiated

Eligible for 2nd
dose as of

October 31, 2022
Series

completeda
Risk of series

being incomplete

Series
incomplete - risk
ratio (95% CI)b

Totalc 7,785 7,380 (94.8%) 4,662 (63.2%) 36.8% —
Age group

<30 years 1,428 1,351 (94.6%) 698 (51.7%) 48.33% 1.53 (1.41, 1.66)

30−49 years 3,898 3,717(95.4%) 2,384 (64.1%) 35.86% 1.13 (1.05, 1.22)

>49 years 2,459 2,312 (94.0 %) 1,580 (68.3%) 31.66% Ref

Ethnicity

Hispanic 566 533 (94.2%) 305 (57.2%) 42.8% 1.23 (1.11, 1.36)

Non-Hispanic 6,746 6,407 (95.0 %) 4,178 (65.2%) 34.8% Ref

Race

Black 1,905 1,769 (92.4%) 1,036 (58.9%) 41.1% 1.25 (1.16, 1.34)

Additional groupd 1,415 1,366 (96.5%) 882 (64.6%) 35.4% 1.08 (0.99, 1.17)

White 4,095 3,927 (95.9%) 2,633 (67.0%) 33.0% Ref

Sex

Female 1,306 1,213 (92.9%) 602 (49.6%) 50.4% 1.48 (1.39, 1.58)

Male 6,437 6,125 (95.2%) 4,044 (66.0%) 34.0% Ref

First dose location

Pharmacy 546 533 (97.6%) 422 (79.2%) 20.8% 1.08 (0.87, 1.36)

Private health/urgent care 424 420 (99.1%) 315 (75.0%) 25.0% 1.30 (1.05, 1.63)

FQHC/rural health center 1,122 1,052 (93.8%) 787 (74.8%) 25.2% 1.31 (1.10, 1.57)

Vaccine strike team 1,283 1,249 (97.3%) 581 (46.5%) 53.5% 2.79 (2.40, 3.26)

Public health facility 1,866 1,746 (93.6%) 946 (54.2%) 45.9% 2.39 (2.05, 2.79)

STD/HIV center 1,010 877 (86.8%) 642 (73.2%) 26.9% 1.40 (1.17, 1.68)

Hospital 728 676 (92.9%) 307 (45.4%) 54.6% 2.84 (2.43, 3.35)

University/medical school 806 771 (95.7%) 625 (81.8%) 19.2% Ref

Note: Despite notable equity metrics, some disparities remained with regards to series completion among Louisiana residents. Risk of the 2-dose
series being incomplete was significantly higher for Black patients compared to White, females compared to males, Hispanic compared to non-His-
panic, and younger individuals. It also higher based on location where the first dose was received, with the risk of incomplete series being the highest
for vaccine strike teams.
aDenominator included only patients who were eligible for the second dose.
bRisk ratios and 95% CI in boldface indicates statistical significance (P<0.05).
cOnly people with Louisiana addresses included, as reliable series completion data is unavailable for patients with out-of-state or unknown
addresses.
dAdditional Group includes all people who did not identify their race as Black or White. This included people whose self-reported race was American
Indian/Alaskan Native, Native Hawaiian/Pacific Islander, Asian, and other. Persons with unknown race were not included.
FQHC, Federally Qualified Health Center; STD, sexually transmitted diseases.
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unintended consequence of the successful public mes-
saging early during the outbreak and vaccinations that
resulted in a rapid decrease in case counts. Other fac-
tors that may have contributed to the disparities
observed include socioeconomic issues, messaging
based on initial cases observed among men who have
sex with men, vaccine eligibility constraints during
the first few weeks of the outbreak, limited number of
providers offering JYNNEOS, and cultural sensitivity
issues.16 Interestingly, people’s risk of not completing
the series also differed based on where they got their
first dose. Vaccine strike teams were the most success-
ful provider type in terms of administering the great-
est number of doses overall, but patients who received
their first dose at mobile events had one of the poor-
est rates of series completion (Table 3). With the
ongoing threat of mpox outbreaks, future endeavors
should concentrate on identifying effective strategies
to improve series completion rates, especially among
people who receive their first doses at mobile events,
such that populations that were disproportionately
affected during the first outbreak are adequately pro-
tected in case of another.19,20 These might include
confidential reminder/recall strategies, such as
through text messages or notifications via consumer
access portals for immunizations. Direct patient out-
reach through providers who vaccinated a highly
diverse population may also be beneficial.
www.ajpmfocus.org
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Limitations
The findings in this report are subject to at least 6 limita-
tions. First, total vaccines delivered to mobile strike
teams could only be estimated because they are not asso-
ciated with a physical clinic location in a particular ZIP
code; instead, we used the ZIP codes where they con-
ducted the vaccination events and multiplied the total
doses allocated to them by the number events held in
‘high SVI’ ZIP codes. This method assumes that every
event was allocated the same number of doses, whereas
in reality, some events likely had a greater number of
doses allocated to them than others. However, the data
for number of doses allocated by event is not available to
the study team. Second, due to the lack of a reliable
denominator estimate for people eligible for JYNNEOS,
we could not provide any coverage estimates in this
study. Third, the unknown racial distribution of the pop-
ulation at risk for mpox also makes it difficult to evaluate
the racial equity aspect of the vaccination data. Fourth,
lack of sufficient data collection mechanisms and small
populations limited our ability make comparisons or
draw conclusions regarding equity across multiple races,
sexual orientations, and gender identities. Fifth, due to
limitations associated with a state-based IIS, we could
only conduct equity assessments for in-state patients.
However, 10% of patients vaccinated in Louisiana were
associated with an out-of-state address, about half of
whom were vaccinated at the Southern Decadence festi-
val. Equity considerations have been discussed regarding
this subpopulation vaccinated at Southern Decadence in
a separate study.9 Finally, all data are subject to the
native limitations of any large-scale surveillance system
that are stochastic in nature and difficult to estimate the
scope of impact (e.g., data quality issues such as missing
information, erroneous data entry, and misreporting).
CONCLUSIONS

Unlike the COVID-19 pandemic, the mpox vaccination
literature is relatively sparse. Previous reports on JYN-
NEOS uptake have described recipient demographic
characteristics in many states, but they have not exam-
ined the continued utility and impact of pandemic-era
partnerships to mount equitable responses against other
outbreaks.4,16−18 To our knowledge, this is the first
report to demonstrate the equity impact of utilizing
COVID-19 strategies and partnerships to address other
outbreaks. As such, it has important public health impli-
cations by serving as a blueprint for other jurisdictions.
It further highlights the importance of sustainable and
flexible outbreak response funding for jurisdictions,
which enable them to deploy resources where needed.
June 2024
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