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A B S T R A C T   

Background: Vaccination is an important method to address the monkeypox epidemic. We aimed 
to analyze the knowledge of healthcare workers (HCWs) about human monkeypox and their 
attitudes toward vaccination. 
MethodsWe searched PubMed, Embase and Web of Science for articles and performed a meta- 
analysis using Stata 14.0 with a random-effects model. This study was conducted in accor-
dance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 
statement. 
Results: A total of 34 studies with 43,226 HCWs were included in this meta-analysis. The results 
showed that 54 % (95 % CI: 0.39–0.69) of the HCWs were willing to be vaccinated against 
monkeypox, and only 40 % (95 % CI: 0.29–0.50) of the HCWs had good knowledge of mon-
keypox. By analyzing the vaccination history of HCWs, we found that history of smallpox 
vaccination did not significantly affect the willingness of HCWs to receive another vaccination 
(OR = 0.53, 95 % CI: 0.23–1.26), whereas HCWs who had been vaccinated with the influenza 
vaccine (OR = 2.80, 95 % CI: 1.29–6.11) or COVID-19 vaccine (OR = 3.10, 95 % CI: 2.00–4.81) 
showed greater willingness to receive the monkeypox vaccine. In terms of income, low-income 
HCWs were less willing to be vaccinated against monkeypox (OR = 0.69, 95 % CI: 0.54–0.89), 
whereas middle-income HCWs were more willing (OR = 1.45, 95 % CI: 1.04–2.02). Notably, 
although HCWs with education related to monkeypox had better knowledge of monkeypox than 
HCWs without education related to monkeypox, the difference was not statistically significant 
(OR = 1.83, 95 % CI: 0.80–4.18). 
Conclusions: Publicity and education on monkeypox should be strengthened so that more people, 
especially HCWs, can have a good understanding of monkeypox and be willing to be vaccinated.   
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1. Introduction 

The coronavirus disease 2019 (COVID-19) pandemic had a great impact on people’s quality of life and health [1]. With the gradual 
decline of the COVID-19 epidemic, the monkeypox virus reemerged, posing a new challenge to the healthcare system, especially when 
the infection prevention measures implemented during the COVID-19 pandemic were lifted. Monkeypox virus is a double-stranded 
DNA virus that belongs to the Orthopoxvirus genus together with Variola virus, which is the cause of smallpox. The genome of 
monkeypox virus is 96.3 % identical to that of Variola virus, but its mortality rate is not as high as that of smallpox [2]. In 1958, the 
virus was first isolated from colonies of monkeys used for research at the State Serum Institute in Copenhagen, Denmark, but human 
infection was first identified in 1970 in a 9-year-old boy in the Democratic Republic of the Congo [3]. This infection was mainly 
endemic to West Africa, such as the Democratic Republic of the Congo, Cote d’Ivoire, Gabon, Sierra Leone and Nigeria, and sporadic 
and self-limiting outbreaks were noted outside the African continent [4]. The first case of monkeypox reported outside Africa occurred 
in the United States in 2003 [5]. In May 2022, the World Health Organization (WHO) confirmed the first monkeypox epidemic outside 
epidemic areas on different continents worldwide, and on July 23, 2022, the WHO declared the ongoing human monkeypox multi-
country outbreak a public health emergency of international concern [3,6]. According to statistics from the WHO, as of May 27, 2024, 
there were 95,859 confirmed cases and 186 deaths worldwide, involving 117 countries or regions (2022–2024) [7]. Monkeypox 
syndrome is characterized by a febrile prodrome that lasts for 1–4 days and is accompanied by headache and fatigue. This process is 
followed by the centrifugal development of deep, well-circumscribed maculopapular, vesicular, pustular, and finally crusted scab 
lesions [8]. However, during the monkeypox outbreak in 2022, several unusual presentations, including penile swelling and rectal pain 
that required hospitalization, were reported [9]. Vaccination is considered the best way to prevent monkeypox infection [10]. 

The smallpox vaccine is effective against monkeypox virus infection and can be used as a vaccine. Recently, the United Kingdom 
Health Security Agency announced that more than 20,000 doses of Imvanex, a smallpox vaccine, were purchased to vaccinate close 
contacts of monkeypox patients [11]. Although the WHO noted in the interim guidance on vaccines and immunization for monkeypox 
updated on August 24, 2022 that mass vaccination against monkeypox is not recommended or needed at present, it also advocated that 
HCWs be vaccinated first because they are at high risk of monkeypox infection [12]. Vaccination hesitancy, defined as the reluctance to 
be vaccinated despite the availability of vaccination services, is a major global public health challenge [13]. In 2019, just before the 
emergence of the COVID-19 pandemic, vaccination hesitancy was listed as one of the top ten global health threats by the WHO [14]. 
HCWs may also be hesitant to vaccinate against monkeypox. The WHO noted that one of the challenges in preventing a large-scale 
outbreak of monkeypox is the lack of knowledge about the disease, especially among HCWs [15]. 

The aim of this study was to analyze the knowledge of HCWs about monkeypox and their attitudes toward vaccination. This meta- 
analysis was conducted in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 
statement. 

2. Materials and methods 

2.1. Eligibility criteria 

Articles that met the following criteria were included in this meta-analysis: 1) the study population included HCWs, including 
doctors, nurses, pharmacists, healthcare assistants and medical students; 2) the content of the study included HCWs’ knowledge of 
human monkeypox or their attitude toward monkeypox vaccination; and 3) the article described the number of people who were 
willing to be vaccinated against monkeypox or who had good knowledge of monkeypox. 

The exclusion criteria were as follows: 1) the participants were from the general population, children, or non-HCW occupations; 2) 
animal studies; 3) case reports; 4) abstracts; 5) reviews and comments; 6) studies contained duplicated data; 7) the study had a sample 
size less than ten; and 8) knowledge of monkeypox was based on HCWs’ self-evaluation rather than statistical analysis. 

2.2. Information sources and search strategy 

We searched PubMed, Embase and Web of Science for articles published before May 25, 2024. We did not restrict the language of 
the article to allow for more useful information to be retrieved globally. The search strategies used for the PubMed, Embase and Web of 
Science databases are listed in Supplementary File 1. 

2.3. Study selection process 

All the articles identified from PubMed, Embase and Web of Science were imported into NoteExpress software. We first deleted 
duplicate articles by matching titles, authors and journals and then read titles and abstracts for preliminary screening to exclude 
articles irrelevant to our research. Finally, after the full texts were read, the remaining articles were further screened to determine 
which articles could be included in our meta-analysis. 

2.4. Data selection process and items 

Data extraction was performed independently by two authors to ensure the accuracy of the data. When the two authors encoun-
tered inconsistencies in the extracted data, disagreements were resolved by discussion, and the authors referred to the third author for 
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a final decision. 
The extracted data included the following: the number of HCWs who were willing to receive the monkeypox vaccine, the number of 

HCWs who had good knowledge of monkeypox, the factors that affected the willingness to receive the monkeypox vaccine and the 
factors that affected the knowledge of monkeypox. 

2.5. Study risk of bias assessment 

The Newcastle–Ottawa quality assessment scale was used to assess the quality and risk of bias of the included articles. A total score 
of more than seven indicated that the risk of bias was low and that the quality of the study was high. 

2.6. Reporting bias assessment 

Given that the number of included articles in our studies was mostly less than 10, we did not use funnel plots. Instead, we used only 
Egger’s test to evaluate reporting bias, and a p value > 0.05 indicated the absence of bias. 

2.7. Statistical analysis 

The data we included were all dichotomous variables; thus, we used odds ratios (ORs) for data analysis and evaluation and 95 % 
confidence intervals (CIs). The I2 statistic was used to quantify heterogeneity: I2 ≤ 50 % indicated low heterogeneity, 50<I2 ≤ 75 % 
indicated moderate heterogeneity, and I2>75 % indicated high heterogeneity [16]. We used subgroup analysis to explore the source of 
heterogeneity. A random-effects model was used to estimate the effect value. Stata 14.0 was used for statistical analysis, and a p value 
of the z test<0.05 indicated that the results were statistically significant. 

Fig. 1. Flow diagram of the article selection process.  
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3. Results 

3.1. Study selection 

We retrieved a total of 759 articles from PubMed, Embase, and Web of Science, 272 of which were duplicates. A total of 376 articles 
that were not relevant to our study were excluded after reading the titles and abstracts. Among the remaining 110 articles, 76 were 
further screened and excluded after reading the full text. The flow diagram of the article selection process is shown in Fig. 1. 

3.2. Risk of bias in studies 

The Newcastle–Ottawa quality assessment scale is described in Supplementary Table 1. All the articles included in the meta- 
analysis were of high quality and had a low risk of bias. 

3.3. Characteristics and results of individual studies 

A total of 34 studies with 43,226 HCWs were included in this meta-analysis. The data came from Asia, Africa, Europe, South 
America and North America. Nine articles focused on HCWs’ willingness to receive the monkeypox vaccine, 20 articles focused on 
HCWs’ mastery of monkeypox knowledge, and five articles focused on both areas. 

The cutoff points for good knowledge were mainly based on the proportion of correct answers (50%–80 %) or other criteria (mean 
level, median value and mean + standard deviation). All the articles were published after 2020 and involved cross-sectional surveys. 
The details are provided in Table 1. 

3.4. Results of syntheses 

3.4.1. Willingness to vaccinate monkeypox 
The results showed that 54 % (95 % CI: 0.39–0.69, I2 = 99.6 %; Supplementary Fig. 1) of the HCWs were willing to be vaccinated 

against monkeypox. We focused on the factors that affected the willingness of HCWs to be vaccinated against monkeypox and 
compared several characteristics between the two types of HCWs, namely, those who were willing to be vaccinated and those who were 
unwilling to be vaccinated (Supplementary Table 2). We found that sex (OR = 0.97, 95 % CI: 0.86–1.09, I2 = 0.4 %, p = 0.609; 
Supplementary Fig. 2), education level (OR = 1.03, 95 % CI: 0.74–1.44, I2 = 65.9 %, p = 0.849; Supplementary Fig. 3) and hearing 
about monkeypox before (OR = 1.00, 95 % CI: 0.74–1.35, I2 = 39.2 %, p = 0.994; Supplementary Fig. 4) had almost no influence on the 
willingness of HCWs to be vaccinated. HCWs who were younger (OR = 1.29, 95 % CI: 0.89–1.87, I2 = 78.6 %, p = 0.176; Supple-
mentary Fig. 5), had worked for fewer years (OR = 1.24, 95 % CI: 0.96–1.59, I2 = 58.2 %, p = 0.097; Supplementary Fig. 6), and who 
had received monkeypox education (OR = 1.32, 95 % CI: 0.56–3.09, I2 = 75.7 %, p = 0.521; Supplementary Fig. 7) were more likely to 
be vaccinated, whereas those who were married (OR = 0.81, 95 % CI: 0.62–1.06, I2 = 69.2 %, p = 0.120; Supplementary Fig. 8) and 
who had chronic diseases (OR = 0.66, 95 % CI: 0.41–1.07, I2 = 39.5 %, p = 0.095; Supplementary Fig. 9) were less likely to be 
vaccinated. However, the above differences were not statistically significant. By analyzing the vaccination history of HCWs, we found 
that history of smallpox vaccination did not significantly affect the willingness of HCWs to receive another vaccination (OR = 0.53, 95 
% CI: 0.23–1.26, I2 = 79.6 %, p = 0.152; Fig. 2A), whereas HCWs who had received the influenza vaccine (OR = 2.80, 95 % CI: 
1.29–6.11, I2 = 76.1 %, p = 0.009; Fig. 2B) and COVID-19 vaccine (OR = 3.10, 95 % CI: 2.00–4.81, I2 = 0.0 %, p < 0.001; Fig. 2C) 
showed greater willingness to be vaccinated with the monkeypox vaccine. In terms of income, low-income HCWs were less willing to 
be vaccinated against monkeypox (OR = 0.69, 95 % CI: 0.54–0.89, I2 = 0.0 %, p = 0.04; Fig. 3A), whereas middle-income HCWs were 
more willing (OR = 1.45, 95 % CI: 1.04–2.02, I2 = 0.0 %, p = 0.029; Fig. 3B). Although high-income HCWs also showed greater 
willingness to be vaccinated against monkeypox (OR = 1.36, 95 % CI: 0.88–2.09, I2 = 7.8 %, p = 0.161; Fig. 3C), the difference was not 
statistically significant. We also found that occupation as a doctor (OR = 1.32, 95 % CI: 0.82–2.13, I2 = 84.8 %, p = 0.249; Sup-
plementary Fig. 10) or nurse (OR = 0.86, 95 % CI: 0.55–1.35, I2 = 85.0 %, p = 0.506; Supplementary Fig. 11) did not significantly 
affect the willingness of HCWs to be vaccinated against monkeypox. 

3.4.2. Knowledge of monkeypox 
Because the cutoff points of good knowledge used by the included studies were not completely consistent, we used the cutoff point 

as the basis for subgroup analysis to conduct a detailed analysis of HCWs’ knowledge of monkeypox (Supplementary Figs. 12–20). Our 
results showed that among the HCWs, only 40 % (95 % CI: 0.29–0.50, I2 = 99.8 %) had good knowledge of monkeypox. By comparing 
HCWs with good knowledge of monkeypox to those without good knowledge (Supplementary Table 3), we found that sex (OR = 0.95, 
95 % CI:0.82–1.10, I2 = 79.3 %, p = 0.490), education level (OR = 0.82, 95 % CI: 0.45–1.49, I2 = 84.6 %, p = 0.510), age (OR = 0.69, 
95 % CI: 0.45–1.05, I2 = 86 %, p = 0.082), working years (OR = 0.86, 95 % CI: 0.59–1.24, I2 = 84.9 %, p = 0.419), marital status (OR 
= 1.12, 95 % CI: 0.76–1.67, I2 = 90.0 %, p = 0.561) and occupation as a doctor (OR = 1.18, 95 % CI: 0.64–2.20, I2 = 92.4 %, p = 0.597) 
or nurse (OR = 0.91, 95 % CI: 0.66–1.26, I2 = 67.8 %, p = 0.584) did not significantly affect the knowledge level of HCWs regarding 
monkeypox. Notably, although HCWs with education related to monkeypox had better knowledge of monkeypox than HCWs without 
education related to monkeypox, the difference was not statistically significant (OR = 1.83, 95 % CI: 0.80–4.18; I2 = 97.7 %, p =
0.151). 
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Table 1 
Characteristics of individual studies.  

Author Year Country Continent Study period Sample 
size 

Outcomes reported Cutoff point of good 
knowledge 

Sobaikhi et al. 
[4] 

2023 Saudi 
Arabia 

Asia 2022.11.4–2022.12.8 345 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 60 % correct 
responses 

Alarif et al. 
[17] 

2023 Saudi 
Arabia 

Asia 2022.9.13–2022.11.13 743 Willingness to be 
vaccinated against 
monkeypox 

NA 

Harapan et al. 
[18] 

2020 Indonesia Asia 2019.5–2019.7 407 Willingness to be 
vaccinated against 
monkeypox 

NA 

Riad et al. [19] 2023 Belarus Europe 2022.10.1–2022.10.31 100 Willingness to be 
vaccinated against 
monkeypox 

NA 

Sahin et al. 
[20] 

2022 Turkey Asia 2022.8.20–2022.9.2 283 Willingness to be 
vaccinated against 
monkeypox and 
knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 70 % correct 
responses 

Lounis et al. 
[21] 

2023 Algeria Africa 2022.6.28–2022.9.18 111 Willingness to be 
vaccinated against 
monkeypox and 
knowledge of 
monkeypox 

Participants who scored above 
the mean level were 
considered to have good 
knowledge 

Mahameed 
et al. [22] 

2023 Jordan Asia 2023.1.1–2023.1.31 330 Willingness to be 
vaccinated against 
monkeypox 

NA 

Ghazy et al. 
[23] 

2022 Nigeria Africa 2022.9.27–2022.11.4 389 Willingness to be 
vaccinated against 
monkeypox 

NA 

Ricco et al. 
[24] 

2022 Italy Europe 2022.5.24–2022.5.30 163 Willingness to be 
vaccinated against 
monkeypox 

NA 

Hong et al. 
[25] 

2023 China Asia 2022.5.30–2022.8.1 1032 Willingness to be 
vaccinated against 
monkeypox 

NA 

ElHafeez et al. 
[26] 

2023 27 
countries 

More than 
one 
continent 

2022.8.1–2022.8.15 11919 Knowledge of 
monkeypox 

Participants who scored above 
the median value were 
considered to have good 
knowledge 

Hasan et al. 
[27] 

2023 Bangladesh Asia 2022.5.26–2022.6.4 389 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 70 % correct 
responses 

Alshahrani 
et al. [28] 

2022 Saudi 
Arabia 

Asia 2022.3.26–2022.5.27 398 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 60 % correct 
responses 

Harapan et al. 
[29] 

2020 Indonesia Asia 2019.5.25–2019.7.25 432 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 70 % correct 
responses 

Swed et al. 
[30] 

2023 Arabic 
regions 

More than 
one 
continent 

2022.6.6–2022.6.25 5874 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 70 % correct 
responses 

Kaur et al. [31] 2022 India Asia 2022.6.1–2022.6.30 253 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 70 % correct 
responses 

Scarinci et al. 
[32] 

2023 Italy Europe 2022.6–2023.4 204 Willingness to be 
vaccinated against 
monkeypox 

NA 

Ahmed et al. 
[33] 

2023 Iraq Asia 2022.11.1–2023.1.15 637 Willingness to be 
vaccinated against 
monkeypox and 
knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 80 % correct 
responses 

Yang et al. 
[34] 

2024 China Asia 2023.7.24–2023.8.2 2155 Willingness to be 
vaccinated against 
monkeypox and 
knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 50 % correct 
responses 

(continued on next page) 
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3.5. Reporting biases 

Egger’s test was used for bias analysis (Supplementary Figs. 21–42); no reporting bias was noted in any of the studies. 

3.6. Heterogeneity 

We performed subgroup analysis using continent (Figs. 2 and 3, Supplementary Figs. 1–11 and Supplementary Figs. 43–51) and the 
cutoff point (Supplementary Figs. 12–20) as the basis for classification; unfortunately, we did not find an accurate source of 
heterogeneity. 

Table 1 (continued ) 

Author Year Country Continent Study period Sample 
size 

Outcomes reported Cutoff point of good 
knowledge 

Bates et al. 
[35] 

2022 United 
States 

North 
America 

2022.9.2–2022.9.11 197 Willingness to be 
vaccinated against 
monkeypox 

NA 

Kumar et al. 
[36] 

2022 Pakistan Asia 2022.10.15–2022.10.30 946 Willingness to be 
vaccinated against 
monkeypox and 
knowledge of 
monkeypox 

Participants who scored above 
"Mean + Standard Deviation" 
were considered to have good 
knowledge 

Zhou et al. 
[37] 

2023 China Asia 2022.6.15–2022.6.21 2188 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 80 % correct 
responses 

Nka et al. [38] 2024 Cameroon Africa 2022.8–2022.10 342 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 70 % correct 
responses 

Yu et al. [39] 2024 China Asia 2023.9.19–2023.11.1 8897 Knowledge of 
monkeypox 

Participants who scored above 
the median value were 
considered to have good 
knowledge 

Amer et al. 
[40] 

2024 Egypt Africa 2022.10–2022.12 1034 Knowledge of 
monkeypox 

Participants who scored above 
the median value were 
considered to have good 
knowledge 

Vellappally 
et al. [41] 

2023 Saudi 
Arabia 

Asia 2022.7–2022.9 159 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 80 % correct 
responses 

Rony et al. 
[42] 

2023 Saudi 
Arabia 

Asia 2022.10–2023.3 1047 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 70 % correct 
responses 

Theban et al. 
[43] 

2024 Saudi 
Arabia 

Asia 2022.11.1–2022.12.31 195 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 70 % correct 
responses 

Masood et al. 
[44] 

2023 Pakistan Asia 2023.5–2023.6 389 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 80 % correct 
responses 

Raman et al. 
[45] 

2023 Malaysia Asia 2023.3.24–2023.6.1 138 Knowledge of 
monkeypox 

Good knowledge were defined 
at a level above 80 % correct 
responses 

Elsayed et al. 
[46] 

2023 Egypt Africa 2022.9.15–2022.10.15 710 Knowledge of 
monkeypox 

Participants who scored above 
the mean level were 
considered to have good 
knowledge 

Gonzales- 
Zamora 
et al. [47] 

2023 Peru South 
America 

2022.8.10–2022.9.4 463 Knowledge of 
monkeypox 

Participants who scored above 
the median value were 
considered to have good 
knowledge 

Bhadra et al. 
[48] 

2022 India Asia 6 weeks 152 Knowledge of 
monkeypox 

Participants who scored above 
the median value were 
considered to have good 
knowledge 

Das et al. [49] 2023 Nepal Asia 2022.10.1–2022.10.31 205 Knowledge of 
monkeypox 

Participants who scored above 
the median value were 
considered to have good 
knowledge  
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4. Discussion 

To our knowledge, this is the first systematic review and meta-analysis focusing on the factors affecting HCWs’ knowledge of 
monkeypox and their attitudes toward vaccination. Although the monkeypox epidemic in 2022 was mainly spread among men who 
have sex with men [50], other people, such as children, were the main victims of the previous regional monkeypox epidemic [51]. 
HCWs are a population worthy of special attention. A study from the Congo showed that the annual incidence of monkeypox among 
local HCWs was estimated to be 17.4/10,000, which was much greater than that in the general population [52]. A systematic review by 
Beer et al. revealed that the healthcare setting is an important source of transmission, and approximately one infection among HCWs 
was found among every 100 confirmed cases of monkeypox [53]. Strengthening vaccination with the monkeypox vaccine is beneficial 
for HCWs. Wolff et al. retrospectively analyzed 2054 Israeli adults with risk factors for monkeypox infection. They found that one dose 
of vaccine was associated with an 86 % reduction in the risk of monkeypox [54]. From July 31, 2022 to October 1, 2022, among 
vaccine-eligible men aged 18–49 years in 43 jurisdictions in the United States, the incidence of monkeypox among those who were not 
vaccinated was estimated to be 10 times greater than that reported for fully vaccinated people and seven times greater than that 
described for those who received only the first vaccine dose [55]. In the population infected with monkeypox, compared with those 
who have not been vaccinated, vaccinated individuals have a lower severity of monkeypox; furthermore, if the vaccine is administered 
within four days of infection, it can modify or prevent the onset of clinical disease [56,57]. 

Our study showed that 54 % of HCWs were willing to be vaccinated against monkeypox, and some HCWs still showed resistance to 
vaccination. These results can be attributed to several factors: 1. People are often more worried about diseases such as COVID-19 than 
about monkeypox [58]. Ricco et al. conducted a survey among HCWs to evaluate the potential threat represented by monkeypox. The 
participants ranked monkeypox far below other infectious diseases, including not only COVID-19 but also more common conditions, 
such as tuberculosis, acquired immune deficiency syndrome and hepatitis B virus infection [24]. 2. Some HCWs did not know about 
monkeypox and even misunderstood it. Previous studies have shown that a good understanding of an infectious disease is related to the 
acceptance of vaccines against the disease [59–61]. 3. Concerns about vaccines can also cause HCWs to hesitate to receive a vaccine. In 
the United States, obstacles to vaccination against COVID-19 among HCWs include concerns about its effectiveness (37.1 %), safety 
(55.0 %) and long-term side effects (57.1 %) [62]. In Hong et al.’s study, 67.15 % of participants expressed concern about the 

Fig. 2. Forest plot of factors affecting healthcare workers’ willingness to be vaccinated against monkeypox: 2A) history of smallpox vaccination; 2B) 
history of influenza vaccination; and 2C) history of COVID-19 vaccination. 
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effectiveness of the monkeypox vaccine, and 68.90 % of participants expressed concern about its safety. 4. Given that monkeypox is 
self-limiting, symptoms usually disappear within 14–21 days [3,63]. Some HCWs may be complacent about this disease and believe 
that even if they are infected with the monkeypox virus, vaccination is unnecessary. 

A history of vaccination with various types of vaccines may affect people’s willingness to be vaccinated in the future [64]. HCWs 
who were vaccinated with the COVID-19 vaccine and influenza vaccine had a greater likelihood of accepting the monkeypox vaccine, 
which might be attributed to their positive experience with the benefits of vaccination. After large-scale vaccination with the 
COVID-19 vaccine was achieved worldwide, there was a decline in mortality worldwide [65]. Moreover, the minor side effects of 
previous vaccination also dispelled some HCWs’ fears about the safety of the monkeypox vaccine. We also found that low-income 
HCWs were less willing to be vaccinated against monkeypox, which might be related to their concerns about the cost of the vaccine. 

In our study, only 40 % of the HCWs had good knowledge of monkeypox, which is a worrying result. We believe that three reasons 
explain this finding: 1. The global program for smallpox vaccination ended after 1980 [66], which means that many HCWs lived in the 
"smallpox-free" era, and it is not surprising that their attention to the monkeypox virus has decreased. Moreover, in daily medical 
practice, many HCWs never treat monkeypox patients or even see them, which also leads to a lack of clinical experience. Reports from 
Indonesia showed that local HCWs were much more aware of common infectious diseases (such as dengue) than emerging infectious 
diseases (such as Zika) [67,68]. 2. Our results showed that whether HCWs had received monkeypox education did not significantly 
affect their knowledge of monkeypox either because there were few courses related to monkeypox or because most HCWs did not study 
monkeypox knowledge seriously. Harapan et al. noted that fewer than 20 % of general practitioners had heard of monkeypox during 
their medical education, highlighting the lack of monkeypox education in academic courses [29]. 3. Studies have shown that the main 
source of information about monkeypox in HCWs is social media rather than scientific journals or medical institutions [25,27]. 
Misinformation on social media not only prevents HCWs from having correct knowledge about monkeypox but also affects their 
willingness to be vaccinated. The most representative fallacy is the proliferation of conspiracy ideas on social media, including "viruses 
are biological weapons created by superpowers to control the world" and "lockdowns in response to emerging infections are designed 
to conduct mass surveillance and control every part of our lives". Moreover, studies have shown that some HCWs in many countries, 
including Jordan, Kuwait and Nigeria, support the idea of conspiracy promoted through social media [69–71]. 

Although the outbreak of monkeypox has been less severe than that of COVID-19 and has not affected people’s daily lives, we are 
worried that the virus will mutate and may cause more serious consequences. Studies have shown that the adaptability of monkeypox 
virus to the human body is evolving [72]. Isidro et al. compared the genome of monkeypox virus in 2022 with those of its relatives in 

Fig. 3. Forest plot of factors affecting healthcare workers’ willingness to be vaccinated against monkeypox: 3A) low-income; 3B) middle-income; 
and 3C) high-income. 
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2018–2019 and reported that the average difference between the genomes was 50 single-nucleotide polymorphisms, far exceeding the 
expected mutation rate of Orthopoxviruses [73]. There is no doubt that preventing disease among healthy people is much better than 
treating disease among patients who are already sick. One of the most significant global accomplishments was the eradication of 
smallpox, which was achieved through effective vaccination programs [36]. Multiple studies have shown that the general population 
considers HCWs to be the most trusted source of information about monkeypox. Moreover, HCWs are quite effective at promoting 
vaccine acceptance in the general population. Unfortunately, when HCWs are affected by vaccine hesitancy, they may also transmit 
this attitude to the people for whom they care [24,74,75]. Therefore, we propose the following suggestions. For medical students, we 
should teach monkeypox courses and add related topics to their academic assessment; continuing education related to monkeypox 
should be provided to HCWs who have already completed their studies, and the continuity of education should be maintained. An 
awareness-raising campaign in Brazil encouraged HCWs to receive the influenza vaccine, which successfully increased the vaccination 
rate to 34.4 %. However, due to the lack of continuous education and intervention, the proportion decreased to 20.2 % in the second 
year and to 12.75 % two years later [76]. In terms of acquiring knowledge, scientific journals should be more prominently regarded as 
regular information sources for HCWs and as an important strategy for improving their knowledge of monkeypox [77] so that HCWs 
can have a clearer understanding of the side effects and safety of the monkeypox vaccine and improve their willingness to receive it. 

5. Limitations 

There are several limitations in our study. The study designs of all the included articles were cross-sectional surveys. The cross- 
sectional design was designed to measure associations between the explanatory variables and the different outcomes of interest, 
and it was impossible to determine causal relationships. For cross-sectional studies, it is important to control the time span of the 
survey, and HCWs’ knowledge of monkeypox may change over time. The time span was quite different among the studies we included. 
Ricco et al. and Zhou et al. have the shortest time spans, with only a week to complete the survey [24,37]. Scarinci et al. reported the 
longest time span, nearly one year [32], and the long time span may have affected the quality of the research. Most of the information 
in the article came from online questionnaires, and some answers might be obtained after searching for correct answers online. When 
investigating the knowledge of HCWs about monkeypox, the questionnaires used in each study were different, which could have 
impacted the consistency of the results. 

6. Conclusions 

Some HCWs have shown resistance to vaccination against monkeypox, and it is particularly noteworthy that most HCWs do not 
have good knowledge of monkeypox. Publicity and education on monkeypox should be strengthened so that more people, especially 
HCWs, can have a good understanding of monkeypox and be willing to be vaccinated. 

Ethical statement 

An ethics statement is not applicable because this study is based exclusively on published literature. 

Funding 

This research did not receive any specific grant from funding agencies in the public, commercial, or not-for-profit sectors. 

Data availability statement 

Data included in article/supp. material/referenced in article. 

CRediT authorship contribution statement 

Yingying Han: Writing – original draft, Data curation, Conceptualization. Xin Wang: Writing – review & editing. Xingzhao Li: 
Methodology, Data curation. Zhuan Zhong: Writing – original draft, Data curation, Conceptualization. 

Declaration of competing interest 

The authors declare that they have no known competing financial interests or personal relationships that could have appeared to 
influence the work reported in this paper. 

Acknowledgements 

None. 

Y. Han et al.                                                                                                                                                                                                            



Heliyon 10 (2024) e35196

10

Appendix A. Supplementary data 

Supplementary data to this article can be found online at https://doi.org/10.1016/j.heliyon.2024.e35196. 

References 

[1] N.C. Peeri, N. Shrestha, M.S. Rahman, R. Zaki, Z. Tan, S. Bibi, et al., The SARS, MERS and novel coronavirus (COVID-19) epidemics, the newest and biggest 
global health threats: what lessons have we learned, Int. J. Epidemiol. 49 (3) (2020) 717–726, https://doi.org/10.1093/ije/dyaa033. 

[2] A.W. Rimoin, P.M. Mulembakani, S.C. Johnston, J.O.L. Smith, N.K. Kisalu, T.L. Kinkela, et al., Major increase in human monkeypox incidence 30 years after 
smallpox vaccination campaigns cease in the Democratic Republic of Congo, Proc. Natl. Acad. Sci. U.S.A. 107 (37) (2010) 16262–16267, https://doi.org/ 
10.1073/pnas.1005769107. 

[3] World health organization, monkeypox. http://www.who.int/mediacentre/factsheets/fs161/en/. (Accessed 22 May 2024). 
[4] N.H. Sobaikhi, N.Z. Sobaikhi, R.S. Hazazi, H.I. Al-Musawa, R.E. Jarram, A.E. Alabah, et al., Health workers’ knowledge and attitude towards monkeypox in 

southwestern Saudi Arabia: a cross-sectional study, Diseases 11 (2) (2023) 81, https://doi.org/10.3390/diseases11020081. 
[5] Centers for Disease Control and Prevention (CDC), Multistate outbreak of monkeypox–Illinois, Indiana, and Wisconsin, 2003, MMWR Morb. Mortal. Wkly. Rep. 

52 (23) (2003) 537–540. https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5223a1.htm. (Accessed 22 May 2024). 
[6] WHO|World Health Organization, WHO director-general’s statement at the press conference following IHR emergency committee regarding the multi-country 

outbreak of monkeypox—23 july 2022. https://www.who.int/director-general/speeches/detail/who-director-general-s-statement-on-the-press-conference- 
following-IHR-emergencycommittee-regarding-the-multi–country-outbreak-of-monkeypox–23-july-2022. (Accessed 22 May 2024). 

[7] World Health Organization. 2022-24 Mpox (Monkeypox) Outbreak: Global Trends, https://worldhealthorg.shinyapps.io/mpx_global/(accessed on May 27, 
2024). 

[8] A.M. McCollum, I.K. Damon, Human monkeypox, Clin. Infect. Dis. 58 (2) (2014) 260–267, https://doi.org/10.1093/cid/cit703. 
[9] A. Patel, J. Bilinska, J.C.H. Tam, D.D.S. Fontoura, C.Y. Mason, A. Daunt, et al., Clinical features and novel presentations of human monkeypox in a central 

London centre during the 2022 outbreak: descriptive case series, BMJ 378 (2022) e072410, https://doi.org/10.1136/bmj-2022-072410. 
[10] NSW health, MPOX (monkeypox). https://www.health.nsw.gov.au/Infectious/factsheets/Pages/monkeypox.aspx. (Accessed 22 May 2024). 
[11] R. Vivancos, C. Anderson, P. Blomquist, S. Balasegaram, A. Bell, L. Bishop, et al., Community transmission of monkeypox in the United Kingdom, april to may 

2022, Euro Surveill. 27 (22) (2022) 2200422, https://doi.org/10.2807/1560-7917.ES.2022.27.22.2200422. 
[12] World Health Organization (WHO), Vaccines and immunization for monkeypox: interim guidance. https://www.who.int/publications/i/item/who-mpx- 

immunization-2022.1. (Accessed 22 May 2024). 
[13] N.E. MacDonald, Vaccine hesitancy: definition, scope and determinants, Vaccine 33 (34) (2015) 4161–4164, https://doi.org/10.1016/j.vaccine.2015.04.036. 
[14] World Health Organization, Ten threats to global health in 2019. https://www.who.int/news-room/spotlight/ten-threats-to-global-health-in-2019. (Accessed 

22 May 2024). 
[15] World Health Organization, WHO Informal consultation on monkeypox 2017. https://apps.who.int/iris/bitstream/handle/10665/272620/WHOWHE-IHM- 

2018.3-eng.pdf. (Accessed 22 May 2024). 
[16] J.P. Higgins, S.G. Thompson, J.J. Deeks, D.G. Altman, Measuring inconsistency in meta-analyses, BMJ 327 (7414) (2003) 557–560, https://doi.org/10.1136/ 

bmj.327.7414.557. 
[17] A.M. Alarifi, N.Z. Alshahrani, R. Sah, Are Saudi healthcare workers willing to receive the monkeypox virus vaccine? Evidence from a descriptive-baseline 

survey, Trav. Med. Infect. Dis. 8 (8) (2023) 396, https://doi.org/10.3390/tropicalmed8080396. 
[18] H. Harapan, A.L. Wagner, A. Yufika, A.M. Setiawan, S. Anwar, S. Wahyuni, et al., Acceptance and willingness to pay for a hypothetical vaccine against 

monkeypox viral infection among frontline physicians: a cross-sectional study in Indonesia, Vaccine 38 (43) (2020) 6800–6806, https://doi.org/10.1016/j. 
vaccine.2020.08.034. 

[19] A. Riad, N. Rybakova, N. Dubatouka, I. Zankevich, M. Klugar, M. Koscik, et al., Belarusian healthcare professionals’ views on monkeypox and vaccine hesitancy, 
Vaccines 11 (8) (2023) 1368, https://doi.org/10.3390/vaccines11081368. 

[20] T.K. Sahin, E. Erul, M.S. Aksun, M.C. Sonmezer, S. Unal, M. Akova, Knowledge and attitudes of Turkish physicians towards human monkeypox disease and 
related vaccination: a cross-sectional study, Vaccines 11 (1) (2022) 19, https://doi.org/10.3390/vaccines11010019. 

[21] M. Lounis, D. Bencherit, S. Abdelhadi, Knowledge and awareness of Algerian healthcare workers about human monkeypox and their attitude toward its 
vaccination: an online cross-sectional survey, Vacunas 24 (2) (2023) 122–127, https://doi.org/10.1016/j.vacun.2022.11.003. 

[22] H. Mahameed, K. Al-Mahzoum, L.A. AlRaie, R. Aburumman, H. Al-Naimat, S. Alhiary, et al., Previous vaccination history and psychological factors as significant 
predictors of willingness to receive mpox vaccination and a favorable attitude towards compulsory vaccination, Vaccines 11 (5) (2023) 897, https://doi.org/ 
10.3390/vaccines11050897. 

[23] R.M. Ghazy, D.U. Okeh, M. Sallam, M. Hussein, H.M. Ismail, S. Yazbek, et al., Psychological antecedents of healthcare workers towards monkeypox vaccination 
in Nigeria, Vaccines 10 (12) (2022) 2151, https://doi.org/10.3390/vaccines10122151. 

[24] M. Ricco, P. Ferraro, V. Camisa, E. Satta, A. Zaniboni, S. Ranzieri, et al., When a neglected tropical disease goes global: knowledge, attitudes and practices of 
Italian physicians towards monkeypox, preliminary results, Trav. Med. Infect. Dis. 7 (7) (2022) 135, https://doi.org/10.3390/tropicalmed7070135. 

[25] J. Hong, B. Pan, H.J. Jiang, Q.M. Zhang, X.W. Xu, H. Jiang, et al., The willingness of Chinese healthcare workers to receive monkeypox vaccine and its 
independent predictors: a cross-sectional survey, J. Med. Virol. 95 (1) (2023) e28294, https://doi.org/10.1002/jmv.28294. 

[26] S.A. ElHafeez, A. Gebreal, M.A. Khalil, N. Youssef, M. Sallam, A. Elshabrawy, et al., Assessing disparities in medical students’ knowledge and attitude about 
monkeypox: a cross-sectional study of 27 countries across three continents, Front. Public Health 26 (11) (2023) 1192542, https://doi.org/10.3389/ 
fpubh.2023.1192542. 

[27] M. Hasan, M.A. Hossain, S. Chowdhury, P. Das, I. Jahan, M.F. Rahman, et al., Human monkeypox and preparedness of Bangladesh: a knowledge and attitude 
assessment study among medical doctors, J Infect Public Health 16 (1) (2023) 90–95, https://doi.org/10.1016/j.jiph.2022.11.032. 

[28] N.Z. Alshahrani, M.R. Algethami, A.M. Alarifi, F. Alzahrani, E.A. Alshehri, A.M. Alshehri, et al., Knowledge and attitude regarding monkeypox virus among 
physicians in Saudi Arabia: a cross-sectional study, Vaccines 10 (12) (2022) 2099, https://doi.org/10.3390/vaccines10122099. 

[29] H. Harapan, A.M. Setiawan, A. Yufika, S. Anwar, S. Wahyuni, F.W. Asrizal, et al., Knowledge of human monkeypox viral infection among general practitioners: a 
cross-sectional study in Indonesia, Pathog. Glob. Health 114 (2) (2020) 68–75, https://doi.org/10.1080/20477724.2020.1743037. 

[30] S. Swed, H. Bohsas, M.M. Patwary, H. Alibrahim, A. Rakab, A.J. Nashwan, et al., Knowledge of mpox and its determinants among the healthcare personnel in 
Arabic regions: a multi-country cross-sectional study, New Microbes New Infect 54 (2023) 101146, https://doi.org/10.1016/j.nmni.2023.101146. 

[31] A. Kaur, R. Goel, R. Singh, A. Bhardwaj, R. Kumari, R.S. Gambhir, Identifying monkeypox: do dental professionals have adequate knowledge and awareness, 
Rocz. Panstw. Zakl. Hig. 73 (3) (2022) 365–371, https://doi.org/10.32394/rpzh.2022.0226. 

[32] S. Scarinci, M. Padovan, B. Cosci, A. Petillo, V. Gattini, F. Cosentino, et al., Evaluation of smallpox vaccination coverage and attitude towards monkeypox 
vaccination among healthcare workers in an Italian university hospital, Vaccines 11 (12) (2023) 1741, https://doi.org/10.3390/vaccines11121741. 

[33] S.K. Ahmed, S.O. Abdulqadir, R.M. Omar, S. Hussein, K. Qurbani, M.G. Mohamed, et al., Knowledge, attitudes, and willingness of healthcare workers in Iraq’s 
kurdistan region to vaccinate against human monkeypox: a nationwide cross-sectional study, Vaccines 11 (12) (2023) 1734, https://doi.org/10.3390/ 
vaccines11121734. 

Y. Han et al.                                                                                                                                                                                                            

https://doi.org/10.1016/j.heliyon.2024.e35196
https://doi.org/10.1093/ije/dyaa033
https://doi.org/10.1073/pnas.1005769107
https://doi.org/10.1073/pnas.1005769107
http://www.who.int/mediacentre/factsheets/fs161/en/
https://doi.org/10.3390/diseases11020081
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5223a1.htm
https://www.who.int/director-general/speeches/detail/who-director-general-s-statement-on-the-press-conference-following-IHR-emergencycommittee-regarding-the-multi--country-outbreak-of-monkeypox--23-july-2022
https://www.who.int/director-general/speeches/detail/who-director-general-s-statement-on-the-press-conference-following-IHR-emergencycommittee-regarding-the-multi--country-outbreak-of-monkeypox--23-july-2022
https://doi.org/10.1093/cid/cit703
https://doi.org/10.1136/bmj-2022-072410
https://www.health.nsw.gov.au/Infectious/factsheets/Pages/monkeypox.aspx
https://doi.org/10.2807/1560-7917.ES.2022.27.22.2200422
https://www.who.int/publications/i/item/who-mpx-immunization-2022.1
https://www.who.int/publications/i/item/who-mpx-immunization-2022.1
https://doi.org/10.1016/j.vaccine.2015.04.036
https://www.who.int/news-room/spotlight/ten-threats-to-global-health-in-2019
https://apps.who.int/iris/bitstream/handle/10665/272620/WHOWHE-IHM-2018.3-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/272620/WHOWHE-IHM-2018.3-eng.pdf
https://doi.org/10.1136/bmj.327.7414.557
https://doi.org/10.1136/bmj.327.7414.557
https://doi.org/10.3390/tropicalmed8080396
https://doi.org/10.1016/j.vaccine.2020.08.034
https://doi.org/10.1016/j.vaccine.2020.08.034
https://doi.org/10.3390/vaccines11081368
https://doi.org/10.3390/vaccines11010019
https://doi.org/10.1016/j.vacun.2022.11.003
https://doi.org/10.3390/vaccines11050897
https://doi.org/10.3390/vaccines11050897
https://doi.org/10.3390/vaccines10122151
https://doi.org/10.3390/tropicalmed7070135
https://doi.org/10.1002/jmv.28294
https://doi.org/10.3389/fpubh.2023.1192542
https://doi.org/10.3389/fpubh.2023.1192542
https://doi.org/10.1016/j.jiph.2022.11.032
https://doi.org/10.3390/vaccines10122099
https://doi.org/10.1080/20477724.2020.1743037
https://doi.org/10.1016/j.nmni.2023.101146
https://doi.org/10.32394/rpzh.2022.0226
https://doi.org/10.3390/vaccines11121741
https://doi.org/10.3390/vaccines11121734
https://doi.org/10.3390/vaccines11121734


Heliyon 10 (2024) e35196

11

[34] Y. Yang, W. Zhang, B. Han, H. Meng, J. Wang, K. Wu, et al., Mpox knowledge and vaccination hesitancy among healthcare workers in Beijing, China: a cross- 
sectional survey, Vaccine X 16 (2024) 100434, https://doi.org/10.1016/j.jvacx.2024.100434. 

[35] B.R. Bates, M.J. Grijalva, Knowledge, attitudes, and practices towards monkeypox during the 2022 outbreak: an online cross-sectional survey among clinicians 
in Ohio, USA, J Infect Public Health 15 (12) (2022) 1459–1465, https://doi.org/10.1016/j.jiph.2022.11.004. 

[36] N. Kumar, F. Ahmed, M.S. Raza, P.L. Rajpoot, W. Rehman, S.A. Khatri, et al., Monkeypox cross-sectional survey of knowledge, attitudes, practices, and 
willingness to vaccinate among university students in Pakistan, Vaccines 11 (1) (2022) 97, https://doi.org/10.3390/vaccines11010097. 

[37] H.C. Zhou, Z.J. Zhang, Awareness, attitude, and knowledge among the healthcare workers in China at the onset of the oversea monkeypox outbreak, J. Gen. 
Intern. Med. 38 (13) (2023) 2914–2920, https://doi.org/10.1007/s11606-023-08159-7. 

[38] A.D. Nka, Y. Bouba, J. Fokam, A.C. Fokam, J.E. Gabisa, N. Mandeng, et al., Current knowledge of human Mpox viral infection among healthcare workers in 
Cameroon calls for capacity-strengthening for pandemic preparedness, Front. Public Health 12 (2024) 1288139, https://doi.org/10.3389/fpubh.2024.1288139. 

[39] L. Yu, Y. Shen, M. Liu, J. Ma, J. Long, D. Zheng, Evaluation of monkeypox knowledge and attitudes among Chinese medical students, BMC Publ. Health 24 (1) 
(2024) 745, https://doi.org/10.1186/s12889-024-18259-6. 

[40] F.A. Amer, H.A. Nofal, M.G. Gebriel, A.M. Bedawy, A.A. Allam, H.E.S. Khalil, et al., Grasping knowledge, attitude, and perception towards monkeypox among 
healthcare workers and medical students: an Egyptian cross-sectional study, Front. Cell. Infect. Microbiol. 14 (2024) 1339352, https://doi.org/10.3389/ 
fcimb.2024.1339352. 

[41] S. Vellappally, S. Naik, R.P. Thomas, O. Alsadon, H. Alayadi, M. Hashem, et al., Knowledge of the monkeypox 2022 outbreak among dental hygienists and 
students in Saudi Arabia: a cross-sectional study, Int. J. Dent. Hyg. 22 (1) (2024) 187–193, https://doi.org/10.1111/idh.12744. 

[42] M.K.K. Rony, P.D. Sharmi, D. Akter, M.R. Parvin, H.M. Alamgir, Knowledge and attitude regarding human monkeypox virus infection among nurses: a cross- 
sectional study, SAGE Open Nurs 9 (2023) 23779608231216619, https://doi.org/10.1177/23779608231216619. 

[43] A.A. Theban, A.A. Samman, K.M. Jayash, E.M. Jayash, Knowledge and attitude regarding monkeypox among Saudi MOH primary healthcare nurses in Jeddah: a 
cross-sectional study, J. Fam. Med. Prim. Care 13 (1) (2024) 175–181, https://doi.org/10.4103/jfmpc.jfmpc_919_23. 

[44] S. Masood, N.A. Alkubaisi, M. Aslam, M. Salman, M.A. Baraka, Z.U. Mustafa, et al., Knowledge of human monkeypox infection among final year medical, 
pharmacy, and nursing students: a multicenter, cross-sectional analysis from Pakistan, Healthcare (Basel) 11 (20) (2023) 2777, https://doi.org/10.3390/ 
healthcare11202777. 

[45] H. Raman, A. Jamil, A. Rasheed, A.A. Jairoun, P.L. Lua, U.I. Ibrahim, et al., Knowledge of medical students towards the Re-emergence of human monkeypox 
virus, Cureus 15 (10) (2023) e46761, https://doi.org/10.7759/cureus.46761. 

[46] A.A. Elsayed, H.M. Rabea, S.A. Salman, E.A. Wahsh, The preparedness and knowledge of pharmacists and general practitioners in managing human monkeypox: 
a highly spreading infectious disease, J Pharm Policy Pract 16 (1) (2023) 125, https://doi.org/10.1186/s40545-023-00636-y. 

[47] J.A. Gonzales-Zamora, D.R. Soriano-Moreno, A.N. Soriano-Moreno, L. Ponce-Rosas, L. Sangster-Carrasco, A. De-Los-Rios-Pinto, Level of knowledge regarding 
mpox among Peruvian physicians during the 2022 outbreak: a cross-sectional study, Vaccines 11 (1) (2023) 167, https://doi.org/10.3390/vaccines11010167. 

[48] A. Bhadra, D. Mukhopadhyay, K. Chatterjee, R. Mukherjee, A. Chakraborty, D. Guchhait, Monkeypox, a global health concern: a study on awareness and 
adherence to preventive measures among medical students in a tertiary care hospital, Kolkata, Natl. J. Physiol. Pharm. Pharmacol. 13 (2) (2023) 354–358, 
https://doi.org/10.5455/njppp.2023.13.12587202216122022. 

[49] S.K. Das, A. Bhattarai, S. Kc, S. Shah, K. Paudel, S. Timsina, et al., Socio-demographic determinants of the knowledge and attitude of Nepalese healthcare 
workers toward human monkeypox: a cross-sectional study, Front. Public Health 11 (2023) 1161234, https://doi.org/10.3389/fpubh.2023.1161234. 

[50] J. Martinez, E.G. Montalban, S.J. Bueno, F.M. Martinez, A.N. Julia, J.S. Diaz, et al., Monkeypox outbreak predominantly affecting men who have sex with men, 
Madrid, Spain, 26 April to 16 June 2022, Euro Surveill. 27 (27) (2022) 2200471, https://doi.org/10.2807/1560-7917.ES.2022.27.27.2200471. 

[51] M.R. Khan, M.J. Hossain, A. Roy, M.R. Islam, Decreasing trend of monkeypox cases in Europe and America shows hope for the world: evidence from the latest 
epidemiological data, Health Sci Rep 6 (1) (2022) e1030, https://doi.org/10.1002/hsr2.1030. 

[52] B.W. Petersen, J. Kabamba, A.M. McCollum, R.S. Lushima, E.O. Wemakoy, J.J.M. Tamfum, et al., Vaccinating against monkeypox in the democratic republic of 
the Congo, Antivir. Res. 162 (2019) 171–177, https://doi.org/10.1016/j.antiviral.2018.11.004. 

[53] E.M. Beer, V.B. Rao, A systematic review of the epidemiology of human monkeypox outbreaks and implications for outbreak strategy, PLoS Negl Trop Dis 13 
(10) (2019) e0007791, https://doi.org/10.1371/journal.pntd.0007791. 

[54] Y.W. Sagy, R. Zucker, A. Hammerman, H. Markovits, N.G. Arieh, W.A. Ahmad, et al., Real-world effectiveness of a single dose of mpox vaccine in males, Nat 
Med 29 (3) (2023) 748–752, https://doi.org/10.1038/s41591-023-02229-3. 

[55] Centers for Disease Control and Prevention, Rates of mpox cases by vaccination status. https://www.cdc.gov/poxvirus/mpox/cases-data/mpx-vaccine- 
effectiveness.html. (Accessed 22 May 2024). 

[56] S.N. Shchelkunov, A.V. Totmenin, I.V. Babkin, P.F. Safronov, O.I. Ryazankina, N.A. Petrov, Human monkeypox and smallpox viruses: genomic comparison, 
FEBS Lett. 509 (1) (2001) 66–70, https://doi.org/10.1016/s0014-5793(01)03144-1. 

[57] K. Simpson, D. Heymann, C.S. Brown, W.J. Edmunds, J. Elsgaard, P. Fine, et al., Human monkeypox - after 40 years, an unintended consequence of smallpox 
eradication, Vaccine 38 (33) (2020) 5077–5081, https://doi.org/10.1016/j.vaccine.2020.04.062. 

[58] M.H. Temsah, F. Aljamaan, S. Alenezi, K. Alhasan, B. Saddik, A. Al-Barag, et al., Monkeypox caused less worry than COVID-19 among the general population 
during the first month of the WHO Monkeypox alert: experience from Saudi Arabia, Trav. Med. Infect. Dis. 49 (2022) 102426, https://doi.org/10.1016/j. 
tmaid.2022.102426. 

[59] H. Harapan, M. Mudatsir, A. Yufika, Y. Nawawi, N. Wahyuniati, S. Anwar, et al., Community acceptance and willingness-to-pay for a hypothetical Zika vaccine: 
a cross-sectional study in Indonesia, Vaccine 37 (11) (2019) 1398–1406, https://doi.org/10.1016/j.vaccine.2019.01.062. 

[60] N.A. Vielot, L. Stamm, J. Herrington, L. Squiers, B. Kelly, L.M. Cormack, et al., United States travelers’ concern about Zika infection and willingness to receive a 
hypothetical Zika vaccine, Am. J. Trop. Med. Hyg. 98 (6) (2018) 1848–1856, https://doi.org/10.4269/ajtmh.17-0907. 

[61] J.E. Painter, A.N. Plaster, D.H. Tjersland, K.H. Jacobsen, Zika virus knowledge, attitudes, and vaccine interest among university students, Vaccine 35 (6) (2017) 
960–965, https://doi.org/10.1016/j.vaccine.2016.12.050. 

[62] D.J. Parente, A. Ojo, T. Gurley, J.W. LeMaster, M. Meyer, D.M. Wild, et al., Acceptance of COVID-19 vaccination among health system personnel, J. Am. Board 
Fam. Med. 34 (3) (2021) 498–508, https://doi.org/10.3122/jabfm.2021.03.200541. 

[63] A.J. Rodriguez-Morales, G. Lopardo, Monkeypox: another sexually transmitted infection, Pathogens 11 (7) (2022) 713, https://doi.org/10.3390/ 
pathogens11070713. 

[64] A.M. Stefanut, M. Vintila, M. Tomita, E. Treglia, M.A. Lungu, R. Tomassoni, The influence of health beliefs, of resources, of vaccination history, and of health 
anxiety on intention to accept COVID-19 vaccination, Front. Psychol. 14 (12) (2021) 729803, https://doi.org/10.3389/fpsyg.2021.729803. 

[65] Centers for Disease Control and Prevention, Impact of vaccination on risk of COVID-19–related mortality. https://www.cdc.gov/coronavirus/2019-ncov/ 
science/datareview/vaccines.html#prit. (Accessed 22 May 2024). 

[66] L.J. Hughes, J. Goldstein, J. Pohl, J.W. Hooper, R.L. Pitts, M.B. Townsend, et al., A highly specific monoclonal antibody against monkeypox virus detects the 
heparin binding domain of A27, Virology 464–465 (2014) 264–273, https://doi.org/10.1016/j.virol.2014.06.039. 

[67] H. Harapan, Y. Rajamoorthy, P.S. Utomo, S. Anwar, A.M. Setiawan, A. Alleta, et al., Knowledge and attitude towards pregnancy-related issues of Zika virus 
infection among general practitioners in Indonesia, BMC Infect. Dis. 19 (1) (2019) 693, https://doi.org/10.1186/s12879-019-4297-4. 

[68] H. Harapan, Y. Rajamoorthy, S. Anwar, A. Bustamam, A. Radiansyah, P. Angraini, et al., Knowledge, attitude, and practice regarding dengue virus infection 
among inhabitants of Aceh, Indonesia: a cross-sectional study, BMC Infect. Dis. 18 (1) (2018) 96, https://doi.org/10.1186/s12879-018-3006-z. 

[69] H.T. Ajibo, C.N. Obi-keguna, P.J. Ugwuoke, Monkey pox and destabilization of community life in Nigeria: implication for social work practice, IOSR J. Humanit. 
Soc. Sci. 23 (2018) 79–84, https://doi.org/10.9790/0837-2312017984. 

[70] M. Sallam, K. Al-Mahzoum, L.A. Dardas, A.B. Al-Tammemi, L. Al-Majali, H. Al-Naimat, et al., Knowledge of human monkeypox and its relation to conspiracy 
beliefs among students in Jordanian health schools: filling the knowledge gap on emerging Zoonotic viruses, Medicina (Kaunas) 58 (7) (2022) 924, https://doi. 
org/10.3390/medicina58070924. 

Y. Han et al.                                                                                                                                                                                                            

https://doi.org/10.1016/j.jvacx.2024.100434
https://doi.org/10.1016/j.jiph.2022.11.004
https://doi.org/10.3390/vaccines11010097
https://doi.org/10.1007/s11606-023-08159-7
https://doi.org/10.3389/fpubh.2024.1288139
https://doi.org/10.1186/s12889-024-18259-6
https://doi.org/10.3389/fcimb.2024.1339352
https://doi.org/10.3389/fcimb.2024.1339352
https://doi.org/10.1111/idh.12744
https://doi.org/10.1177/23779608231216619
https://doi.org/10.4103/jfmpc.jfmpc_919_23
https://doi.org/10.3390/healthcare11202777
https://doi.org/10.3390/healthcare11202777
https://doi.org/10.7759/cureus.46761
https://doi.org/10.1186/s40545-023-00636-y
https://doi.org/10.3390/vaccines11010167
https://doi.org/10.5455/njppp.2023.13.12587202216122022
https://doi.org/10.3389/fpubh.2023.1161234
https://doi.org/10.2807/1560-7917.ES.2022.27.27.2200471
https://doi.org/10.1002/hsr2.1030
https://doi.org/10.1016/j.antiviral.2018.11.004
https://doi.org/10.1371/journal.pntd.0007791
https://doi.org/10.1038/s41591-023-02229-3
https://www.cdc.gov/poxvirus/mpox/cases-data/mpx-vaccine-effectiveness.html
https://www.cdc.gov/poxvirus/mpox/cases-data/mpx-vaccine-effectiveness.html
https://doi.org/10.1016/s0014-5793(01)03144-1
https://doi.org/10.1016/j.vaccine.2020.04.062
https://doi.org/10.1016/j.tmaid.2022.102426
https://doi.org/10.1016/j.tmaid.2022.102426
https://doi.org/10.1016/j.vaccine.2019.01.062
https://doi.org/10.4269/ajtmh.17-0907
https://doi.org/10.1016/j.vaccine.2016.12.050
https://doi.org/10.3122/jabfm.2021.03.200541
https://doi.org/10.3390/pathogens11070713
https://doi.org/10.3390/pathogens11070713
https://doi.org/10.3389/fpsyg.2021.729803
https://www.cdc.gov/coronavirus/2019-ncov/science/datareview/vaccines.html#prit
https://www.cdc.gov/coronavirus/2019-ncov/science/datareview/vaccines.html#prit
https://doi.org/10.1016/j.virol.2014.06.039
https://doi.org/10.1186/s12879-019-4297-4
https://doi.org/10.1186/s12879-018-3006-z
https://doi.org/10.9790/0837-2312017984
https://doi.org/10.3390/medicina58070924
https://doi.org/10.3390/medicina58070924


Heliyon 10 (2024) e35196

12

[71] M. Alsanafi, K. Al-Mahzoum, M. Sallam, Mpox knowledge and confidence in Diagnosis and management with evaluation of emerging virus infection 
conspiracies among health professionals in Kuwait, Pathogens 11 (9) (2022) 994, https://doi.org/10.3390/pathogens11090994. 

[72] E.M. Bunge, B. Hoet, L. Chen, F. Lienert, H. Weidenthaler, L.R. Baer, et al., The changing epidemiology of human monkeypox-A potential threat? A systematic 
review, PLoS Negl Trop Dis 16 (2) (2022) e0010141, https://doi.org/10.1371/journal.pntd.0010141. 

[73] J. Isidro, V. Borges, M. Pinto, D. Sobral, J.D. Santos, A. Nunes, et al., Phylogenomic characterization and signs of microevolution in the 2022 multi-country 
outbreak of monkeypox virus, Nat Med 28 (8) (2022) 1569–1572, https://doi.org/10.1038/s41591-022-01907-y. 

[74] M. Winters, A.A. Malik, S.B. Omer, Attitudes towards Monkeypox vaccination and predictors of vaccination intentions among the US general public, PLoS One 
17 (12) (2022) e0278622, https://doi.org/10.1371/journal.pone.0278622. 

[75] T.D. Filardo, N. Prasad, C.J. Waddell, N. Persad, G.J.P. Jr, D. Borne, et al., Mpox vaccine acceptability among people experiencing homelessness in San Francisco 
- October-November 2022, Vaccine 41 (39) (2023) 5673–5677, https://doi.org/10.1016/j.vaccine.2023.07.068. 

[76] I.J. Takayanagi, M.R.A. Cardoso, S.F. Costa, M.E.S. Araya, C.M. Machado, Attitudes of health care workers to influenza vaccination: why are they not 
vaccinated, Am. J. Infect. Control 35 (1) (2007) 56–61, https://doi.org/10.1016/j.ajic.2006.06.002. 

[77] A.N. Olaimat, I. Aolymat, H.M. Shahbaz, R.A. Holley, Knowledge and information sources about COVID-19 among university students in Jordan: a cross- 
sectional study, Front. Public Health 8 (2020) 254, https://doi.org/10.3389/fpubh.2020.00254. 

Y. Han et al.                                                                                                                                                                                                            

https://doi.org/10.3390/pathogens11090994
https://doi.org/10.1371/journal.pntd.0010141
https://doi.org/10.1038/s41591-022-01907-y
https://doi.org/10.1371/journal.pone.0278622
https://doi.org/10.1016/j.vaccine.2023.07.068
https://doi.org/10.1016/j.ajic.2006.06.002
https://doi.org/10.3389/fpubh.2020.00254

	The willingness of healthcare workers to be vaccinated against monkeypox and their knowledge about monkeypox: A systematic  ...
	1 Introduction
	2 Materials and methods
	2.1 Eligibility criteria
	2.2 Information sources and search strategy
	2.3 Study selection process
	2.4 Data selection process and items
	2.5 Study risk of bias assessment
	2.6 Reporting bias assessment
	2.7 Statistical analysis

	3 Results
	3.1 Study selection
	3.2 Risk of bias in studies
	3.3 Characteristics and results of individual studies
	3.4 Results of syntheses
	3.4.1 Willingness to vaccinate monkeypox
	3.4.2 Knowledge of monkeypox

	3.5 Reporting biases
	3.6 Heterogeneity

	4 Discussion
	5 Limitations
	6 Conclusions
	Ethical statement
	Funding
	Data availability statement
	CRediT authorship contribution statement
	Declaration of competing interest
	Acknowledgements
	Appendix A Supplementary data
	References


