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Ebola in Africa
A lack of vaccines, diagnostics, and basic public health capacity is raising fears over the scale of 
the Ebola outbreak in DR Congo and Uganda. John Agaba reports from Kampala. 

Richard Kojan was sitting at his desk 
in Kinshasa on May 15, when his 
telephone buzzed: the Ministry of 
Health in DR Congo had confirmed an 
outbreak of an Ebola virus disease in 
Ituri province in the eastern part of the 
country.

Immediately,  Kojan—who is 
a clinician and senior expert in 
Ebola outbreak responses for the 
charity organisation The Alliance 
for International Medical Action 
(ALIMA)—felt a tinge of fear. The 
last time the Ministry of Health had 
declared an Ebola outbreak in Ituri 
province, in 2018, 2287 people died. 
And this time round, the outbreak 
was caused by the Bundibugyo species 
of ebolavirus, for which there are no 
approved vaccines or treatments.

Kojan knew that the Ministry would 
have to act fast to stop the outbreak. 
And he knew that he would want to 
help. So, he informed his superiors 
that he would participate in the 
response, went home, packed his bags, 
and readied to fly to Bunia in Ituri, 
where cases were being reported. And, 
as it turned out, his fears were justified. 
By the time he landed in Bunia, the 
outbreak had already spread.

As of May 26, at least 223 people are 
reported to have died of the disease, 
with more than 900 suspected cases, 
according to the Red Cross. Most of the 
cases, including in women, children, 
and health-care providers, have been 
recorded in the Bunia, Rwampara, and 
Mongbwalu areas in Ituri province in 
eastern DR Congo. Seven cases have 
been confirmed in Uganda, DR Congo’s 
neighbour to the east.

But there are fears that the official 
numbers underestimate the scale of the 
outbreak. David Heymann, Professor 
of Infectious Disease Epidemiology at 
London School of Hygiene & Tropical 
Medicine, London, UK, told The Lancet: 

“This outbreak has been going on for 
quite a while. It’s not clear for how long, 
but from the genetic sequences of the 
virus identified in certain people, it 
suggests that the virus may have begun 
to circulate about two months ago and 
that it’s been gradually mutating as it 

spreads from person to person. So, that 
would be a hypothesis. And, if that’s the 
case, there may be quite a few people, 
maybe twice as many as are reported.”

Jean Kaseya, the Director General 
of Africa Centres for Disease Control 
and Prevention (Africa CDC), said the 
current Ebola outbreak was the second 
largest on record in terms of cases, 
after the 2014 outbreak in west Africa.

“People are scared”, Kojan told 
The Lancet. “Women, children, health 
workers…all of them are afraid. There 
is lots of anxiety, uncertainty, because 
this strain of the Ebola virus does 
not have any approved vaccines or 
treatments.”

On May 25, Tedros Adhanom 
Ghebreyesus, Director-General of WHO, 
warned that the fast-moving outbreak 
was outpacing response efforts.

Past outbreaks, new challenges
Both DR Congo and Uganda have 
faced several outbreaks of Ebola virus 
disease in the past. The first species 
of ebolavirus was discovered in 1976 
in DR Congo near the Ebola River, 
where it killed about 280 people. For 
decades, relatively small outbreaks 
would occur, with perhaps a few dozen 
cases with high mortality rates before 
being brought under control or fizzling 
out. But in 2014 infections took hold 
in west Africa, particularly in Guinea, 

Liberia, and Sierra Leone, with further 
cases across Africa, the USA, and 
Europe. Over 2 years, the disease killed 
at least 11 000 people. That experience 
prompted the development of 
vaccines and therapeutics for the 
prevention and treatment of the 
disease.

DR Congo experienced its most 
severe Ebola virus disease outbreak 
to date between 2018 and 2020, also 
in the Ituri and North Kivu provinces, 
when 2287 people died despite the use 
of newly developed vaccines.

However, this outbreak is different. 
Both the west Africa epidemic and 
the 2018 outbreak in DR Congo 
were caused by the Zaire species. 
Health authorities first discovered 
the Bundibugyo species, which is 
responsible for the present outbreak, 
in the Bundibugyo district in western 
Uganda in 2007, after test results of 
13 blood samples from suspected 
cases showed that eight of them 
were Bundibugyo Ebola virus disease. 
A second outbreak of Bundibugyo 
occurred in DR Congo in 2012; 
34 people died. Compared with 
the more common Zaire species, 
Bundibugyo has a lower case-fatality 
rate, with mortality of 30–50%. 
There are no approved treatments or 
vaccines for Bundibugyo ebolavirus.

Emergency response
Given the novelty of the species 
involved, the speed of spread, the lack 
of medical countermeasures, and the 
social, humanitarian, and economic 
situation in the areas involved, the 
outbreak has prompted severe alarm.

On May 17, Tedros declared that the 
Ebola virus outbreak in DR Congo and 
Uganda constituted a public health 
emergency of international concern, 
hoping to help mobilise resources. The 
Africa CDC also declared a public health 
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emergency of continental security in 
response.

Roger Samuel Kamba, Minister of 
Health of DR Congo, said the country 
had intensified infection prevention 
measures, including contact tracing, 
testing and isolation of patients with 
confirmed disease, and management 
of the sick, plus safe burials, to stop 
the outbreak. In Uganda, Diana 
Atwine, the permanent secretary 
of the Ministry of Health, said the 
country had reactivated its Incident 
Management Support Team, which 
was listing contacts, isolating people 
with confirmed disease, and managing 
the sick. She said that the country had 
also increased its surveillance across its 
border with DR Congo.

South Sudan, which borders 
DR Congo and Uganda, says it has 
also intensified its surveillance. “We 
have not registered any Ebola case”, 
Luke Thompson, the Minister of Health 
of South Sudan, said at an Africa 
CDC press briefing in Kampala on 
Saturday. “But we have activated our 
preparedness mechanisms just in case.”

Meanwhile, the US Centers for 
Disease Control and Prevention 
has banned entry into the USA for 
non-US citizens and US permanent 
residents who have been in DR Congo 
and Uganda in the past 21 days, the 
incubation period for Ebola virus.

On May 22, Tedros said that public 
health risk from the outbreak in 
DR Congo was “very high”, whereas 
the risk in the wider African region is 
considered “high” but the global risk 
remains “low”.

Classic public health measures
Amanda Rojek, Associate Professor 
of Health Emergencies, University of 
Oxford, Oxford, UK, said successful 
Ebola virus disease outbreak control 
depended on rapid detection, isolation 
and supportive care of patients, robust 
contact tracing, safe and dignified 
burials, strong infection prevention 
and control measures, and meaningful 
community engagement. “One major 
priority is ensuring that treatment 

capacity, laboratory diagnostics, 
surveil lance,  and community 
engagement are established early and 
scaled rapidly. Supporting front-line 
health-care workers is also critical, 
both for infection prevention and for 
maintaining essential health services.”

Trish Newport,  Emergency 
Coordinator for Médecins Sans 

Frontières (MSF), said the present 
outbreak was concerning because of 
inadequate diagnostics, treatments, 
and personal protective equipment 
(PPE). “If we can’t identify who has 
the virus and who does not, and who 
we need to be isolating, and who has 
another illness, it will be extremely 
hard to control the outbreak.”

“Usually when you have a confirmed 
Ebola case, you identify everyone that 
was in close contact with them. You 
do this quickly and then you monitor 
all those people for 21 days to see 
if they develop symptoms. But you 
need proper diagnostic capacity to 
do this. Then there is the challenge 
of inadequate PPE. You want to care 
for patients, but you know you can’t 
touch them because you don’t have 
the protective material with you at 
that very moment.”

Newport said there were parallels 
between the outbreak in west Africa 
in 2014 and the current one in Ituri. 
“The present Bundibugyo ebolavirus 
outbreak is dogged with conflict, 
displacement, and weak infrastructure; 
challenges that were glaring in the 2014 
outbreak. And just like in 2014, we do 
not have approved vaccines and other 
treatments today. The big difference is 
that this is the 17th outbreak of Ebola 
that the Ministry of Health in DRC has 
managed. So, they know how to do it. 
They have a lot of staff with experience.”

“In the absence of specific 
treatments, the mainstay of care is 

supportive treatment. Ebola viruses 
can cause severe systemic illness 
affecting multiple organ systems”, 
said Rojek. “Patients often develop 
fever, gastrointestinal symptoms, 
profound fluid losses, shock, 
coagulation abnormalities, and 
sometimes bleeding manifestations. 
Much of the mortality relates to 
severe dehydration, inflammatory 
dysregulation, vascular dysfunction, 
and multi-organ failure”, said Rojek. 
“Supportive care is therefore critically 
important. This includes fluid and 
electrolyte management, treatment of 
co-infections, oxygen support where 
needed, and careful monitoring.”

Nahid Bhadelia, Associate Professor, 
Boston University School of Medicine, 
Boston, MA, USA, said “What matters 
most is bringing patients into care 
early, which improves survival even 
with supportive care alone. Supportive 
care means not just fluid resuscitation 
but treatment for comorbid conditions 
like malaria and other bacterial 
infections, as well as managing 
symptoms like nausea, vomiting, and 
diarrhea to prevent fluid loss, as well as 
electrolyte replacement.”

“All of this sounds simple, but the 
complication is that personal protective 
equipment is needed for health-
care workers to safely care for these 
patients”, she said. “PPE shortages—
which I’m hearing are already occurring 
in many affected areas—force health-
care workers to choose between safely 
caring for patients and putting their 
own lives at risk.”

“PPE also limits the amount of time 
a health-care worker can spend at 
the bedside at one stretch. With few 
health-care workers whose time is 
limited by PPE (further complicated 
by heat), the ability to provide a good 
standard of care—even supportive 
care—is reduced.”

“Equally important is good infection 
control in areas where patients are 
being treated, because, as you know, 
bodily fluids transmit this virus. 
Crowded clinical wards are dangerous 
and need good IPC—infection control 
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and prevention—which requires 
immense amounts of physical 
resources including bleach and waste 
management.”

Heymann said it was important 
to understand that Ebola virus 
disease outbreaks were amplified in 
transmission by health workers who 
do not practice infection prevention 
and control. “Health workers are also 
very important in this outbreak, so 
that they don’t inadvertently spread 
it to others, family members or other 
patients in the hospital.”

Putting these public health measures 
into practice is proving difficult, given 
the shortage of basic equipment. “Most 
Congolese health centres have a poor 
standard of hygiene and sanitation”, 
according to Jean-Jacques Muyembe, 
General Director of the National 
Institute of Biomedical Research, 
Kinshasa, DR Congo. “Health workers 
wear no PPE, no gloves, and sometimes 
[there is] no running water.”

Muyembe told The Lancet that they 
needed protective equipment, including 
“PPE, gloves, masks, disinfectants, 
tips, and micropipettes” to stop the 
outbreak. “We also need transportation 
(4x4 jeeps, motorcycles). We need 
financial support to cover the teams’ 
stay in Ituri.”

MSF, WHO, and ALIMA are all involved 
in setting up ebola treatment centres. 
Eve Robinson, an epidemiologist 
attached to the MSF response in Goma, 
said that their health teams in Ituri 
were working round the clock to set 
up isolation facilities and treatment 
centres to receive patients. “Apart from 
Bunia, which is the capital of Ituri, most 
of these other parts are remote and 
their health facilities don’t have running 
water, adequate PPE, and testing kits. 
So our teams are working hard to also 
institute IPCs [Infection Prevention and 
Control] and other measures.”

Since the declaration, WHO 
says it has shipped 18 tonnes of 
emergency supplies from Kinshasa 
and WHO’s Dakar and Nairobi Hubs, 
including PPE, clinical management 
and laboratory supplies (especially 

reagents), medicines, and tents. It 
has also deployed 30 international 
staff to the field in addition to their 
staff in DR Congo, said the WHO 
spokesperson.

WHO has also set up treatment 
facilities and helped to strengthen 
surveillance, laboratory testing, 
contact tracing, case management, 

infection prevention and control, 
risk communication and community 
engagement, and cross-border 
coordination, and were engaging 
neighbouring countries to intensify 
cross-border preparedness.

Rojek said that WHO and partners 
had moved rapidly to support the 
response, including coordination, 
laboratory support, deployment 
of technical teams, and efforts to 
mobilise research and clinical response 
activities. “The challenge in Ebola 
outbreaks is often not simply technical 
knowledge, we know a great deal 
more now than in previous decades, 
but operational implementation in 
difficult environments and ensuring 
sufficient resources and coordination 
early enough.”

Kaseya said that Africa CDC had also 
activated its continental IMST and 
was working with DR Congo, Uganda, 
and South Sudan to strengthen 
cross-border surveillance to stop the 
outbreak. He said that Africa CDC had 
put in place “one team, one plan, one 
budget, one implementation model” 
in collaboration with partners to stop 
the outbreak.

He said that Africa CDC and India 
had agreed a partnership to ship in 
20 tonnes of supplies. The supplies have 
been provided by WHO and UNICEF.

“This outbreak is not a DRC issue, 
it’s a regional issue”, said Kaseya. “We 
need to take it as a regional, or even a 
continental issue, to deal with it.”

DR Congo: a complex 
environment
Aside from the novelty of the virus, 
the outbreak is concerning because 
of the situation in eastern DR Congo. 
“The current outbreak is occurring in a 
very complex operational and security 
environment, which inevitably makes 
response activities more difficult”, said 
Rojek.

“The great challenge in the Ituri 
outbreak is the security situation 
caused by the presence of numerous 
armed groups”, Muyembe told 
The Lancet. “Some high-risk contacts 
may be hidden in inaccessible areas 
occupied by rebel groups. In addition, 
the population density is very high 
in Ituri and people are always on the 
move internally and externally.”

“There are 4 million people in need 
of urgent humanitarian assistance 
and over 2 million people who have 
been forcibly displaced in both Ituri 
and North Kivu provinces alone”, said 
a spokesperson for WHO, “while 85% 
of facilities in the area face critical drug 
shortages, which means that even if 
people are sick, they cannot access 
health services and therefore cannot 
be diagnosed.”

The outbreak is happening 
against a background of global aid 
cuts that have affected health and 
humanitarian services in the affected 
areas. A spokesperson for WHO said 
approximately 1·5 million people in 
DR Congo have lost access to primary 
health care due to underfunding from 
donors, leading to facility closures, 
shortages of vital medicines, and 
limited capacity to prevent and 
respond to epidemics, but there 
were still many “uncertainties and 
complexities” around this outbreak, 
including on whether the lack of 
funding has played a role.

The humanitarian needs for 
DR Congo remain dire, said the WHO 
spokesperson. Decades of instability 
and recurring violence continue to 
disrupt DR Congo’s fragile health 
system. Mass displacement, chronic 
insecurity, and repeated epidemics are 
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stretching overstressed facilities well 
beyond capacity, particularly in conflict-
affected eastern provinces. More than 
9·9 million people in North Kivu, South 
Kivu, Ituri, and Tanganyika face high 
levels of acute food insecurity.

US foreign assistance to DR Congo 
has fallen sharply—from $1·4 billion 
in 2024 to $451 million in 2025. 
Physicians for Human Rights has said 
that cuts have severely impacted 
public health efforts in the country.  
The USA and DR Congo signed a 
new $1·2 billion health agreement in 
February.

There are also broader questions 
over who will pay for the outbreak 
response. “We need US$319 million 
to respond to the outbreak”, Kaseya a 
press briefing on May 23. “$260M for 
the response in DRC and Uganda and 
an additional 54 million for the other 
ten at risk countries”.

On May 26, Africa CDC said 
that about $500 million had 
been committed or pledged by 
governments, multilateral agencies, 
and humanitarian partners in total.

S o u t h  A f r i c a n  P r e s i d e n t 
Cyril Ramaphosa, who is also 
the African Union Champion for 
Pandemic Prevention, Preparedness 
and Response, said African countries 
themselves have already committed 
domestic contributions representing 
roughly 10% of the required financing. 
South Africa has pledged to provide 
$5 million.

WHO, which has faced funding 
shortages of its own, has released 
$3·9 million from the Contingency 
Fund for Emergencies for the outbreak. 
A number of international partners 
have also made commitments to 
the Ebola virus disease outbreak in 
DR Congo and Uganda. The Gates 
Foundation has promised $10 million 
to WHO for the response, as well as 
$5 million to Africa CDC.

On May 18, the USA said it has 
earmarked $250 million in funding 
for DR Congo and Uganda, which the 
Department of State is prioritising for 
imminent funding actions to properly 

resource the humanitarian and 
outbreak response in both countries. 
The UK said it had pledged £20 million.

Pandemic Fund, a multilateral 
fund established in 2022 and hosted 
by the World Bank, to strengthen 
pandemic prevention, preparedness, 
and response told The Lancet that 
its Governing Board is holding an 
emergency meeting to discuss “the 
way forward”.

Issues of trust
Trust is vital for disease prevention, 
experts said, particularly where many 
communities are afraid. “There is a 
sense of fear in the community, and 
a lot of uncertainties”, said Robinson, 
“worsened by the ongoing conflict”.
 “The response should depend on 
local people doing the job because 
they speak the language and have the 
trust, hopefully, of the communities 
in which they live and work”, said 
Heymann. “So, it is very important to 
make sure that their local workers are 
well trained and understand what they 
are dealing with so they can mobilise 
others.”

Kamba admitted the country had a 
challenge of trust in the fight against 
the Ebola outbreak after residents 
attacked a treatment centre in 
Rwampara, DR Congo. “There are 
people who claim that the disease was 
created to target certain populations”, 
said Kamba, “but we are intensifying 
our messaging to improve trust.”

Kojan said there were lots of rumours 
on the internet indicating that the crisis 
was a hoax. “These rumours are fuelling 
the mistrust”, he said. This echoes 
previous outbreaks, when arsonists 
attacked Ebola treatment centres in the 
outbreak in Kivu, DR Congo, in 2019.

“Ebola is not only a medical issue but 
above all a socio-cultural disease”, said 
Muyembe. “The response teams must 
take the public’s beliefs into account.”

The rush for vaccines
There is now a rush to develop vaccines 
for the Bundibugyo species. The WHO 
Technical Advisory Group met last 

week to advise on potential vaccines 
that could be prioritised for clinical 
trials during the outbreak response.

The WHO spokesperson said that 
the most promising candidate is an 
rVSV Bundibugyo vaccine, equivalent 
to Ervebo—a vaccine licensed for 
Zaire ebolavirus produced by Merck. 
However, there are no doses currently 
available for clinical trials and 
producing such doses is likely to take 
6–9 months.

Another candidate vaccine that 
is being developed is based on the 
ChAdOx1 platform in a collaboration 
between the Oxford Vaccine Group 
and the Serum Institute of India. 
“They are manufacturing that as 
we speak, but there is no animal 
data to support that”, said the WHO 
spokesperson. “It is possible that doses 
of that could be available for clinical 
trials in 2 to 3 months, but there is a 
lot of uncertainty about that. And 
it will depend on the animal data 
as to whether that is considered a 
promising candidate research vaccine 
for Bundibugyo.”

Gavi, the Vaccine Alliance said they 
were working with CEPI and other 
partners, including the private sector, 
to assess the suitability and feasibility 
of various candidate vaccines currently 
in the research and development 
pipeline, including how research and 
development could be accelerated to 
support outbreak response.

WHO also said that the agency’s 
Technical Advisory Group on 
therapeutics had recommended 
monoclonal antibodies REGN3479 
and MBP134 and antiviral remdesivir 
for prioritisation in clinical trials, 
whereas the antiviral obeldesivir could 
be used for post-exposure prophylaxis 
for people who are high-risk contacts. 
“It will be key to use these candidate 
therapeutics under strict protocol 
to ensure ethical and rigorous use of 
products, and get robust efficacy data 
for an adequate implementation”, said 
the WHO spokesperson.

John Agaba
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