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Recommendations: Rapid Synthesis of Social and Behavioural Science learnings on Ebola for the 
Bundibugyo Virus Outbreak (2026) Ituri, DRC 

On 15 May 2026, an outbreak in Mongbwalu Health Zone, Ituri Province was identified as Ebola 
(Bundibugyo virus). With cases simultaneously reported in Uganda, the WHO declared the outbreak 
a Public Health Emergency of International Concern (PHEIC) on 17 May 2026. 

Ituri Province is experiencing ongoing, intersecting security, economic, and health crises. (See the 
accompanying MHRN Ituri context brief for further details). A critical challenge is the complex 
conflict context (see the Ituri context brief). Another critical challenge is the absence of licensed 
vaccines or therapeutics for Bundibugyo virus, creating heightened fear and uncertainty. Effective 
response will depend on community trust, cooperation, and ownership, not coercion – and on well-
established interventions: early detection, contact tracing, supportive case management, safe and 
dignified burials, and community engagement. 

The brief is structured as follows: A two-page summary includes key considerations and 
recommendations drawn from a rapid synthesis of lessons learned from prior Ebola social and 
behavioural science (SBS) research. It highlights critical insights for locally adapted and contextually 
informed response efforts that take account of the broader humanitarian crisis. The full text (which 
follows directly below) comprises the literature synthesis of SBS research on Ebola. 

Public health measures: 

• Context, ‘atmosphere of mistrust,’ and fear. Ebola interventions are interpreted through 
historical and everyday experiences of scarcity, violence, and survival. Trust is an outcome of 
how response resources, authority, and benefits are distributed and perceived. A fear-based, 
coercive, or historically blind response is likely to magnify people’s existing scepticism and 
practical concerns, and has the potential to be ineffective.  

• Infection Prevention Control (IPC) guidance is vital in all health facilities, including at the most 
local levels, given the high fatalities amongst health workers. IPC guidance should also be 
extended to caregivers and high-risk occupations (boda boda drivers,1 market vendors). Ideally 
guidance is actionable, tailored to these groups and is non-stigmatising.  

• Contact tracing and isolation: Terms like ‘quarantine’ carry different connotations across 
languages and cultures (in French there is a connotation of rights infringement). Understanding 
diverse household and family compositions (e.g., not just the nuclear family), social norms 
around caregiving, and cultural practices is important. Linguistically, multiple languages are 
spoken with highly local variants. There is high mobility in this region. 

• Points of entry: Border communities between DRC and neighbouring countries are deeply 
interconnected through daily activities. Boda boda drivers operate across borders and may 
transport the sick. Health seeking is one driver of movement from DRC to Uganda. Messaging 
that simply tells people not to cross borders has pushed movement onto undetectable routes. 

• Community-based surveillance: Community networks were effective in improving early disease 
detection and expanding access to care, including in the 2018-2020 epidemic. However, SBS 
evidence underscores the importance of understanding community heterogeneity, the 
connotation of ‘surveillance,’ case definition, and engagement in surveillance design. 

Case management:  

• Communities as partners. Approaches that treat families and communities as partners are more 
effective than top-down or coercive models. Key effective strategies from the 2018–2020 Ebola 
outbreak in DRC include: the Village d’Accompagnant model (allowing family members to stay 
near patients); ‘open door days’ at treatment centres with supervised family visits and public 

 
1 Boda boda (motorcycle taxi) drivers. 

https://www.socialscienceinaction.org/resources/ituri-ebola-outbreak-2026-drc-summary-overview-of-context/
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celebrations of survivors; and a wrap-around approach integrating primary healthcare, WASH, 
nutrition, mental health, and GBV services into the Ebola response. 

• Decentralised care is also important – particularly in remote areas – to facilitate earlier access 
and reduce transmission. 

Safe and dignified burials:  

• SDB protocols should be negotiated locally with families, communities and trusted leaders to 
ensure they are appropriate and acceptable.  

• Christian, Islamic, and indigenous beliefs all require consideration; cremation and mass burials 
are not considered culturally appropriate.  

• Burial is a multi-stage process – preparation, washing, movement, mourning, and burial – each 
carrying deep social, cultural, and spiritual significance, as well as transmission risks. Burial 
customs have been successfully adapted during past outbreaks and this approach should be 
followed again. Quantitative evidence from the 2018-2020 outbreak shows timely, successful 
SDBs reduced incidence by 7-40%, and when over 40% of SDBs were successful, transmission fell 
below epidemic extinction thresholds. 

Risk Communication: 

• Language. Multilingual, local communication is essential. It should clearly distinguish the 
Bundibugyo from the Zaire strain of Ebola. Technical terms like ‘vaccine,’ ‘disinfect,’ and 
‘decontaminate’ do not translate easily and must be standardised in local languages, not just 
official/national ones. Using the word ‘resistance’ to describe community behaviour is unhelpful; 
focus instead on enabling factors that promote positive behaviours and overcome barriers. 

• Actionable guidance. Tailored risk communication paired with concrete, feasible behavioural 
guidance empowers people to act. Generic guidance which is out of touch with local realities 
(e.g., ‘wash your hands’ in areas without clean water) drives frustration. 

• Caregiving – at home and in facilities – is primarily performed by women, placing them at 
disproportionate risk. Ancillary and community health roles are also predominantly held by 
women. Multiple caregiving roles must be considered in the response. 

Community engagement: 

• Ongoing insecurity. The armed groups’ presence and histories of civilian massacres shape 
whether communities perceive responders as being neutral.  

• Communities are not homogenous; power and conflict dynamics mean the most vulnerable may 
have least access to information and resources. Consider people as active responders. 

• Rapid power mapping is recommended. Key groups to engage include local, religious, and 
traditional leaders; youth and civil society groups; traditional healers; boda boda and transport 
leaders; and market vendor associations, and the networks of individuals who run the artisanal 
mines (see Ituri context brief). Notably, not all influential people hold formal roles. 

• Indigenous population. Approximately 35,000 Mbuti live in Ituri’s forest regions and face 
discrimination and displacement which can lead to low trust in government and local 
authorities. The response should work with trusted intermediaries to ensure the needs of the 
indigenous communities are heard. 

Experimental vaccines and therapeutics: 

• Community engagement and ‘rumour’/anxiety tracking should begin immediately. No licensed 
vaccines or therapeutics exist for BDBV, making rapid clinical trial establishment likely. 

• Scenario planning is an effective tool for involving people in communications and trial design.  

• Healthcare workers’ vaccine hesitancy (often driven by side effect concerns) must also be 
addressed, given their influence on patients. 
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Full Brief: Rapid Synthesis of Social and Behavioural Science learnings on Ebola for the Bundibugyo 
Virus Outbreak (2026) Ituri, DRC 

On 15 May 2026, an outbreak in Mongbwalu Health Zone, Ituri Province was identified as Ebola 
(Bundibugyo virus). With cases simultaneously reported in Uganda, the WHO declared the outbreak 
a Public Health Emergency of International Concern (PHEIC) on 17 May 2026. 

Ituri Province is experiencing ongoing, intersecting security, economic, and health crises (see the 
accompanying Ituri context brief for further detail). A critical challenge is the complex conflict 
context, lack of effective government control or monopoly of violence, inter-generational trauma 
and pre-existing deep community mistrust.  

A primary concern is the current lack of medical countermeasures such as licensed vaccines (a 
candidate vaccine may take 9 months to develop) and therapeutics for the Bundibugyo strain, whilst 
diagnostics are in short supply and public health authorities are relying on national reference 
laboratories.1,2 This, and the lag time between disease spread and outbreak confirmation, has 
contributed to a sense of heightened uncertainty and public fear. Whilst these uncertainties may 
continue, well-established evidence exists from the Ebola SBS literature on what kinds of 
interventions and public health measures need to be thoroughly and appropriately implemented, 
including related to early disease detection and contact tracing, supportive care in treatment 
centres, safe and dignified burials, and community engagement. These measures will require public 
cooperation, engagement, and trust in response, rather than measures that are based on military 
enforcement, coercion, or intimidation. 

SBS evidence from outbreaks in the last 12+ years demonstrate how building trustworthy response 
is often about giving actionable public health guidance, understanding the practical and 
contextual constraints that people have, and helping them to act in their own homes and 
communities. Even in complex, high-risk situations, there are lower cost/lower risk actions that 
responders and communities can take. However, the fragmented response in a context of funding 
cuts and staff turnover presents significant challenges.3–5 Even so, scaling back sustained funding for 
this kind of SBS-informed community-based surveillance, outreach and engagement, and risk 
communication, amongst other public health measures, will make it harder to mobilise appropriate 
interventions in a timely way. There are also specific aspects of the context that need to be taken 
into account to understand disease dynamics and develop locally appropriate responses. 

This rapid synthesis includes lessons learned from prior Ebola social and behavioural science (SBS) 
research and highlights critical insights for response efforts. 

Public health measures: 

Context, ‘atmosphere of mistrust,’ and fear. Past SBS research in eastern DRC on Ebola outbreaks 
has shown an ‘atmosphere of mistrust’ in interactions between responders and communities, which 
shows up, for example, in the popular notion that ‘Ebola is a business.’6 SBS research has shown that 
this is deep-rooted and based on real and understandable grievances: 1) histories of colonial and 
post-colonial violence which still shape contemporary power 2) frustration with humanitarian actors 
and peacekeepers to provide adequate safety, 3) the rapid influx of attention and resources that 
flow in during an Ebola outbreak and the disconnect between that and a lack of attention/resources 
during normal times, including times of conflict, and 4) a context of political and military factionalism 
where leaders’ motivations may be seen as suspicious because public authority is contested (public 
authority refers to how in some areas, including conflict-affected areas, multiple institutions or 
groups might hold authority) and trust is low.6–9 Distrust also stems from experiences of perceived 
exploitation - at a macro-level through international resource extraction, at a more local level 
through perceived international and NGO ‘profiteering’ from delivering aid. 
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The notion of ‘Ebola as a business’ was a critical commentary by communities on the distortions and 
unequal political economy created by the billion-dollar response during the 2018-2020, which 
created an industry of inflated rental contracts, job-kickback schemes, security contractors and 
political side payments.10 When elections were postponed during the Ebola epidemic in affected 
regions, the virus came to be seen as a political invention to suppress the opposition stronghold. 10 

This political context is important, including the history of conflict, M23 control over territory in 
parts of the East, recurrent Ebola outbreaks, artisanal and exploitative resource extraction, and poor 
access to healthcare. During past Ebola outbreaks in eastern DRC, there was a sense that people 
only matter during epidemics.6 This was fuelled by the fact that since 2013, massacres committed by 
an opaque network of armed actors against civilians have continued in the region but failed 
to attract the same international or national attention as the Ebola response in 2018-2020. Ebola 
response efforts cannot be separated from the broader humanitarian emergency; the short-lived 
community engagement efforts that targeted the epidemic in 2018-20, and not the broader 
humanitarian crisis, were too limited and have further eroded trust.6 

Response efforts that are fear-based, or that ignore this historical and political-economic context, 
are likely to fail or face ‘resistance.’ SBS research has shown how there are measurable actions that 
can be done, at very local levels, tailored to context. For example, to humanise the response, SBS 
research showed that during the West Africa epidemic, staff at Ebola Treatment Centres (ETCs) 
could create a more welcoming environment, enabling families to cook for patients, enabling 
respectful burials, supplying mobile phones to those in isolation, treating suspicions seriously, linking 
up with trusted public authorities in affected regions, and creating media programmes that give air 
time to these figures.6  

Infection prevention and control guidance needs to be strengthened in community level health 
facilities, where there have been health worker fatalities. Guidance can be extended to caregivers 
and people in vulnerable occupations. In eastern DRC, current reports demonstrate a climate of 
heightened fear and risk perception for groups that are in contact with the general public, and so 
these fears must be taken seriously in response efforts.11,12 IPC guidance that is actionable and 
tailored should consider specific high-risk occupations, like boda boda drivers and market vendors 
and what they can do to make their work safer, while taking care not to create stigma against these 
groups.  

Contact tracing and isolation: SBS research in Guinea showed that terms like quarantine have 
different value meanings in French and English (in French – there is a connotation of rights 
infringement).13–15 SBS research in Senegal and Guinea during the West African Ebola epidemic 
showed that health teams that spent more time trying to understand ’family‘ composition (e.g., not 
just the nuclear family) had more accurate understanding of contacts within a household and 
appreciation of how ’household‘ means different things in different contexts.16 Social and biological 
logics must both be considered in decisions around contact tracing and isolation: understanding the 
contextual specificity of social networks, including things like circular migration, care responsibilities, 
and trading activities, can help provide more accurate contact tracing and potentially also more 
precise modelling.4 However, contact tracing will be more difficult in insecure areas. 

Points of entry: SBS research in border regions (DRC-Uganda, DRC-Rwanda) have shown how 
interconnected these communities are – with people moving across the border for basic, daily 
functions like tending to farms, collecting water, going to the market, and health facilities.17–20 
Health seeking is one driver of movement from DRC to Uganda, where health facilities are perceived 
to be easier to access in the western border region (this was the case with the 2 imported cases in 
Kampala). Past work showed that messaging around ‘not crossing‘ led people to seek 
riskier/undetectable routes (panya routes) rather than stop. Boda boda taxi drivers also work across 
the border and in some cases, may be transporting the sick or dead.17,18 There is also significant 
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smuggling across the border to Uganda, ranging from small-scale ‘informal cross-border trade’ to 
smuggling that involves national armies and armed groups, in addition to middlemen and small 
traders. Lake Albert is also a major trade corridor, linking Uganda, Kenya, and Tanzanian markets, 
with longstanding fishing economies and cross-border trade networks (including competition over 
fisheries, land and oil). Uganda has shut down lake border crossings, though past SBS research has 
shown that this will continue at least to some degree informally, at night, and via unregulated 
crossing points. 

Community-based surveillance: SBS evidence points to the effectiveness of community networks to 
improve early disease detection and expand access to care, including in the 2018-2020 epidemic.21,22 
In one study, community-based surveillance was rolled out in phases with robust supervision and a 
lighter reporting burden, whilst cases were referred to an integrated treatment centre with EVD 
testing and isolation and free PHC services, referral services, and an ambulance network.21 
Importantly, these activities provided a continuum of care that addressed community health needs. 
However, other SBS evidence underscores the importance of understanding community 
heterogeneity (see note about communities in this brief), the connotation of ‘surveillance,’ and the 
importance of engagement and flexibility in surveillance design. See more in this SSHAP brief. Past 
SBS research in Senegal during the West Africa epidemic also showed that over-reliance on case 
criteria like ‘fever’ led to overidentification of EVD cases.23 

Case management: 

SBS evidence has shown that case management strategies that see families and communities as 
partners are more effective than top-down or coercive approaches. The ‘Village d’Accompagnant’ 
model, which allowed people who travelled long distances to accompany sick family members and 
stay close to them, was found to be effective in the 2018-2020 epidemic.24 This promoted 
community acceptance of facility-based case management. ETCs that allowed supervised family 
visits during ‘open door days’ also included public ceremonies celebrating patients who have 
recovered, which helped counter widespread perceptions that ETCs are places where people are 
taken to die.25 Another effective tactic was a wrap-around approach in the response, which included 
integrating primary healthcare, WASH infrastructure, nutrition, MHPSS and GBV services into the 
Ebola response – rather than doing Ebola case management in isolation. This was useful in 
increasing community buy-in for activities (screening, contact tracing). It also helps prevent a 
collapse of routine services where mortality could rise unrelated to Ebola (e.g., cholera has become 
endemic in this region).24,26,27 Other SBS research has pointed to a need to consider decentralised 
care especially in remote and hard-to-reach areas to facilitate earlier access to care and contain viral 
shedding.28 This might include bolstering community-based surveillance efforts (whilst ensuring 
community health workers have sufficient PPE) or, if appropriate, community case 
management.21,22,29 

Safe and dignified burials: 

Safe and dignified burial protocols must be tailored to the local context to ensure that the symbolic 
and emotional significance of social practices remains intact. Given recent incidents of violence, 
linked to burials, this is best negotiated at the local level with communities and trusted leaders, and 
tailored to family and cultural needs. Past evidence shows that burial procedures, like other aspects 
of local culture, are flexible and can be adapted.30 Amongst Lese communities, for example, they 
keep the body of the deceased between 2-3 days before burial to ensure that ‘it won’t come back to 
life.’ Amongst the Ngiti, they do not use coffins, but wrap the body of the deceased in cloth and 
blankets to move the body.31 Bira communities integrate an Mbuti as a chief mourner in their burial 
rites, and the Mbuti mourner handles the body and can speak on the dead person’s behalf. Mbuti 
burials are less ‘formal,’ with no coffin, shallow graves, and few rituals.32 

https://www.socialscienceinaction.org/resources/key-considerations-community-based-surveillance-in-public-health/
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Burials may not be one single event, but are often a series of events to prepare/wash the body, 
move, mourn, and bury people. Experience has shown that these processes are highest risk in terms 
of contagion, but also social, cultural, and spiritual risks if done incorrectly (e.g., the dead person’s 
spirit will not be properly settled). This needs to be treated with great care and sensitivity, and to 
see these social/spiritual concerns as a priority for local communities. There is also substantial SBS 
evidence that these customs can be adapted and have been adapted during Ebola outbreaks. 33–35 

Specific considerations for SDBs might include: 

• Supporting communities to lead in the adaptation of rituals and allowing for the 
personalisation of burials and status recognition.  

• Involving community/family members in different parts of the ritual (washing, etc.), and 
working with religious and community leaders. 

• Seeing the dead, which is important in certain contexst. In the 2018-2020 epidemic, in 
Equateur people were given alternatives (e.g., photos of the dead loved one, etc.). Seeing 
and knowing accurately what happens (and is expected to happen) helps to maintain trust in 
SDBs. This includes proactive and transparent communication with families and 
communities.  

• Reducing the delay between death and the arrival of the burial teams (and where possible, 
include local people as part of those burial teams). 

• Providing psychosocial support for mourning families if they need it. First responders and 
burial teams should be trained in compassionate communication and psycho-social support 
approaches, and be able to appropriately negotiate with the grieving family. 

• Cultural practices must be incorporated in the development of local safe and dignified burial 
guidelines, including not only Christian (multiple Christian denominations are represented 
here) and Islamic traditions, but local religious beliefs.36,37 Cremation and mass burials are 
not culturally appropriate, especially given overlapping and diverse systems of belief. 38 A 
mass burial event was thought to have led to families hiding their sick in Liberia.39 

Risk communication: 

Language. Local, multilingual communication is vital, including to communicate differences between 
Ebola Bundibugyo and Zaire. There is a need for national and international organisations and 
authorities involved in the response to better support local communicators.40 

• Past research in eastern DRC has shown that highly complex terms like ‘vaccine’, ‘disinfect’, 
‘decontaminate’ do not easily translate into local languages and can easily be mistranslated ; 
whereas ‘suspect case’ has connotations of wrongdoing and criminality.  

• SBS evidence points to how standard translations of information and concepts are critical 
and should be shared with health and community outreach workers in local languages, not 
just official and national languages.40  

• SBS work points to how communication within the response is also important, and the kind 
of language used can establish discourses which are unhelpful, e.g., the use of the word 
‘resistance’ to describe community inability or reticence to adhere to control measures.10,36 
It has been more effective to focus on enabling factors and understanding what is limiting 
people’s adherence. 

• SBS research in Guinea showed that terms like quarantine have different value meanings in 
French and English (in French – there is a connotation of rights infringement).16 

Guidance by Translators without Borders/CLEAR Global is directly relevant to this outbreak. 

https://clearglobal.org/resources/localized-communication-minimizes-the-impact-of-ebola-in-drc/
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Actionable guidance. Early reports are highlighting a ‘climate of fear’ in affected areas of eastern 
DRC and cities in the area. Past SBS work has shown that tailored risk communication guidance (e.g., 
for taxi drivers or market vendors) paired with actionable IPC measures enables people to feel more 
empowered to take action on their own.17 Past outbreaks with guidance like ‘hand washing’ in areas 
where no clean water is available can inadvertently contribute to, rather than mitigate, people’s 
frustrations or disillusionment with response.41 Past work has also shown that some transport 
workers have lower risk perception of Ebola, but this is highly context dependent and should be 
assessed through further SBS research.17 

Caregiving is gendered. As is so often said, Ebola is a disease of love, and caregiving and gender roles 
are intertwined. Past research on Ebola in western Uganda has shown how caregiving both at home 
and at the hospital is done primarily by women, placing them at higher risk of disease.42 Many 
ancillary health workers, community- and facility-based, are also women, though health workers 
generally have a very high risk of contracting Ebola, and so multiple caregiving roles must be 
considered.43 

Community engagement: 

Conflict dynamics should also be considered since this is a region with multiple armed groups, 
including the ADF, and it could shape community engagement more than in previous outbreaks, 
though the current epicentre is in a relatively less insecure area. There is a history of civilian 
massacres in anti-ADF military-led action, including in 2013.9 These dynamics can limit safe 
opportunities for community engagement and could also influence whether community members 
view responders doing clinical and RCCE work as neutral and legitimate, or aligned with particular 
authorities. Response efforts should be careful not to feed into existing tensions and dynamics (see 
below). 

Communities are not homogenous units,44 as SBS research has shown, and conflict and power 
dynamics within communities mean that those less connected to local leaders or others in power 
may be less able to access resources, including health information. Consider ways to reach the most 
vulnerable and socially isolated within communities, and know the dynamics of a particular place, 
through insights from local health workers and other trusted local actors/intermediaries.  Rapid 
power mapping, even through discussions with locals, can help.45 SBS research on Ebola in 
Mathaineh, Sierra Leone found that though biomedical efforts were notably lacking, both informal 
and formal community efforts were taken to provide care and mitigate infection.46 In eastern DRC, 
to further the point that communities are not homogenous units - armed networks have become 
increasingly ethnicised over time, and that humanitarian employment of locals can feed into and 
reflect existing tensions and conflicts, influencing access and security.47 This is particularly relevant 
for Ituri. 

Key groups and constituencies to engage include: local, religious, and traditional leaders; Jeunesse 
groups, civil society and political pressure groups; traditional healers and herbalists; boda boda 
(motorcycle taxi) drivers and other public transportation leaders; market vendor association leaders. 
Past SBS research has shown how boda boda drivers act as ‘emergency vehicles,’ transporting the 
sick or dead to hospitals or home villages for burials.18 There is heightened fear amongst market 
vendors who interact with the general public. These are also individuals who are not able to change 
jobs or stop work, as they often operate with limited savings and safety nets. Equipping their 
association leaders with actionable guidance and engaging them in response efforts is important.  
Not all people who are trusted or have influence have formal roles – identifying who people trust 
through dialogue with communities can go a long way to ensure that the right people are being 
engaged and certain sections of the populations are not being left out 

Indigenous populations. Vulnerable groups include the indigenous Bambuti in Ituri forest regions in 
northeast DRC, numbering about 35,000. The Bambuti have experienced extremely high levels of 
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discrimination, violence, and displacement and lower trust in government.48 Make sure to find 
people who are trusted within this group, who can help articulate the needs and experiences of this 
group that would otherwise be silenced. 

 

Experimental vaccines and therapeutics 

The Bundibugyo strain of Ebolavirus does not currently have licensed vaccines or therapeutics. 49 It is 
therefore likely that rapid clinical research will need to be established.50,51 Two WHO sponsored 
clinical trials may begin soon, pending approval by DRC and Uganda, for experimental treatments, 
whilst options for vaccines may be further out. Scenario planning is an effective tool to involve 
community members in the design of a trial and rollout.52  

Influence of context on future trials. Social science research in clinical trials can offer crucial insights 
into participant experience, the influence of context in determining perceptions of the candidate 
product and decisions to take part, as well as highlighting broader community experiences of and 
perspectives on clinical research taking place in their localities. Eastern DRC has been the site of two 
large Ebola (EBOV) trials in the past and much can be learned from this experience, though North 
Kivu and Ituri are very different contexts. Social science research in these trials revealed that 
anxieties about vaccine trials are situated in political context: in particular, collective histories of 
colonial extraction, medical experimentation and violence, as well as political neglect.7 After two 
trials in the same epidemic in eastern DRC, there was particular concern that vaccines were simply 
being tested as a form of profit-making for pharmaceutical companies and national elites, whilst 
local people were being used as ‘guineapigs.’7 Indeed, Ebola vaccine trials became the subject of 
international bioethical debate as well as national political debate and disagreement in Congo, with 
a high-profile resignation from the Minister of Health that referenced his objections to the second 
trial.53 Rumours and concerns expressed during the Ebola trials also represented more generalised 
concern about medical interventions, mistrust of government and external actors and heightened 
anxiety in times of uncertainty rather than misunderstandings of the actual intervention.7,9,10 Among 
healthcare workers a common reason for vaccine hesitancy was side effects. Considering the 
influence they may have on patients' willingness to take a vaccine, it would be important to address 
hesitancy in HCWs as well and to offer a vaccine more than once.54,55 

Clinical trial participation and communication. Recent SBS evidence from North Kivu found that 
Ebola vaccine uptake was high in this population, although mixed attitudes and vaccine delays were 
common. For the second Ebola vaccine when people could volunteer, for instance, existing research 
shows that people volunteers in order to access protection, free healthcare or because of concerns 
about mobility.56 Communicating positive vaccine information, emphasizing the efficacy of the Ebola 
vaccine, and engaging religious leaders to promote vaccination may aid in increasing Ebola vaccine 
uptake during future outbreaks.57 

Community engagement and rumour tracking. Given that licensed vaccines now exist for the EBOV 
strain, including the Merck and Janssen vaccines that were tested in Eastern DRC, there may also be 
some additional concerns and confusion around why another disease also referred to as Ebola 
requires more experimentation. Therefore, community engagement and rumour tracking for 
Bundibugyo virus vaccine and therapeutics can begin as soon as possible, and certainly before a 
clinical trial starts (see guidance here). The period before clinical research starts also offers a 
strategic opportunity to involve community members in consultations around clinical research 
design and co-production of protocols.58 This can ensure that relevant aspects of local context can 
be effectively integrated (e.g., as local livelihood strategies may affect optimal timing or mode of 
vaccine delivery) and that locally meaningful ethical deliberations can be taken seriously and access 
is equitable. SBS evidence from the mpox vaccine rollout in eastern DRC, points to strategies for 
engagement in a context of contested public authority.59 

https://www.rcce-collective.net/wp-content/uploads/2024/10/TriagingCommunityFeedbackWorkshopTool.pdf
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