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Abstract

Background. In 2026, the Democratic Republic of the Congo (DRC) experienced the largest recorded outbreak
of Ebola disease caused by Bundibugyo virus, with epidemiologically linked importations and secondary
transmission in Uganda. This study analysed the publicly reported trajectory and assessed the risk of
introduction and onward transmission in North Africa and Europe.

Methods. Public surveillance reports from the World Health Organization (WHQO), European Centre for Disease
Prevention and Control (ECDC), Africa CDC, national ministries of health, and peer-reviewed sources were
synthesised through 15-17 July 2026. Headline counts and crude case-fatality ratios were restricted to
laboratory-confirmed cases. Average notification rates were calculated from cumulative DRC counts. Exact
Poisson intervals used the Garwood method, and the June—July rate ratio was estimated on the log scale. Risk
was assessed across introduction likelihood, conditional onward-transmission likelihood, impact, and
confidence.

Results. By 15 July, the DRC had reported 2,124 confirmed cases and 828 deaths (crude confirmed-case
fatality ratio, 39.0%) across 46 health zones in five provinces. Uganda had reported 20 confirmed cases and two
confirmed deaths: 15 imported infections and five secondary cases, with no documented community
transmission. DRC notifications averaged 47.4 per day during 1-15 July versus 35.9 per day during 2—29 June
(rate ratio 1.32; counting-model 95% interval 1.20—1.46). WHO reported that more than 80% of new cases were
detected outside known contact lists, while 119 confirmed healthcare-worker infections and 36 deaths had
occurred. Introduction likelihood was assessed as very low to low for North Africa and very low for the general
European population; delayed recognition in routine healthcare was the principal scenario for limited secondary
transmission.

Interpretation. Available indicators were inconsistent with effective control in eastern DRC at the data cut-off.
Public reporting-date series cannot separate transmission from changing ascertainment, but they showed no
sustained decline. Preparedness in North Africa and Europe should prioritise complete exposure histories, rapid
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isolation, validated diagnostics, protected clinical care, and contact management rather than reliance on border
screening.

Keywords: Bundibugyo virus; Ebola disease; outbreak surveillance; rapid risk assessment; importation; North Africa;
Europe; Algeria; International Health Regulations

1. Introduction

Ebola disease caused by Bundibugyo virus (BDBV) was confirmed in the Democratic Republic of the
Congo (DRC) and Uganda in May 2026. The outbreak expanded rapidly in eastern DRC in a setting
characterised by insecurity, displacement, high mobility, constrained health services, and repeated
occupational exposure. On 17 May 2026, the WHO Director-General determined that the event constituted
a Public Health Emergency of International Concern under the International Health Regulations (IHR),
while concluding that it did not constitute a pandemic emergency. WHO subsequently issued temporary
recommendations for affected countries, neighbouring states, and other States Parties.[3,5,20]

The event is epidemiologically and operationally distinct from outbreaks caused by Ebola virus
because no vaccine or therapeutic is licensed specifically for BDBV. Candidate vaccines and therapeutics
are under evaluation, and WHO initiated the PARTNERS platform trial in July 2026. The absence of an
established BDBV-specific medical countermeasure increases the importance of early detection, high-
quality supportive care, infection prevention and control (IPC), contact tracing, community engagement,
and safe and dignified burial practices.[21-23,25,34]

International exportation had already occurred by mid-July. Uganda reported imported infections and
epidemiologically linked secondary transmission; France detected a returning medical doctor; and two
United States humanitarian workers diagnosed in the DRC were medically evacuated to Germany. These
events demonstrate that exportation is possible, but observed events remained concentrated among
occupationally exposed persons and controlled evacuations rather than ordinary-traveller community
spread.[1,3,27]

Assessing risk outside the affected region requires separating two questions that are frequently
collapsed: whether an infected person may arrive, and whether an imported case would generate
secondary or sustained transmission. This distinction is particularly important for North African and
European settings, where introduction is biologically possible but sustained community transmission
should remain uncommon if the first case is recognised rapidly and managed with appropriate precautions.

This study aimed to: (1) describe the magnitude, notification trajectory, geographical distribution, and
outcome indicators of the outbreak; (2) evaluate limitations of the public surveillance data; (3) identify the
principal mechanisms sustaining transmission; (4) assess introduction, onward-transmission, impact, and
confidence for North Africa and Europe; and (5) identify operational preparedness priorities, with a specific
focus on Algeria.

2. Methods

2.1 Study design, scope, and evidence sources

This was a rapid public-health analysis of publicly available aggregate surveillance data and official risk
assessments. The principal sources were WHO Disease Outbreak News, WHO/IHR statements and
technical guidance, ECDC surveillance and modelling reports, WHO regional offices, national ministry-of-
health dashboards and updates, and peer-reviewed primary studies for historical BDBV outbreaks, viral
persistence, and candidate countermeasures. Airline sources were used only to establish the existence of
plausible routes and not to estimate passenger volumes.

The main epidemiological data cut-off was 15 July 2026 for the DRC confirmed-case and death series,
and 17 July 2026 for DRC situational indicators and Uganda status. The primary North African scope
comprised Algeria, Egypt, Libya, Morocco, Sudan, and Tunisia. Mauritania was included as a Maghreb-
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adjacent state with regional travel and public-health links. The main qualitative risk horizon was four to
eight weeks; narrative planning scenarios extended to three months.

2.2 Case definitions and denominator discipline

The main DRC trajectory used laboratory-confirmed cases and deaths among confirmed cases.
Suspected, probable, and confirmed categories were not summed across reports because individuals and
deaths can be reclassified as investigations progress. Crude case-fatality ratios (CFRs) were therefore
calculated only within explicitly defined confirmed-case denominators and were not interpreted as infection-
fatality ratios. Uganda’s confirmed series excluded one probable fatal case, which was described
separately.[3,26]

When official sources reported different recovery, hospitalisation, or contact-tracing values, the most
clearly defined primary-source figure at the stated cut-off was used. Unresolved discrepancies were
retained as data-quality limitations rather than reconciled through undocumented assumptions.

2.3 Notification-rate analysis

Cumulative confirmed DRC counts were indexed by reporting date rather than symptom-onset date.
Interval-specific average notification rates were calculated as the change in cumulative confirmed cases
divided by the number of days between reports. Exact 95% Poisson counting intervals were calculated
using the Garwood method. For a count k observed over t days, interval limits for the count were
0.5x3(0.025, 2k) and 0.5x2(0.975, 2[k+1]), divided by t. These intervals describe counting variation only and
do not incorporate systematic uncertainty from backlogs, under-ascertainment, changing testing, or
reporting delays.

The notification-rate ratio comparing 1-15 July with 2—29 June was calculated as (C4/t;)/(Co/to). The
95% interval was estimated on the log scale using SE[log(RR)] = V(1/C; + 1/C,). The interval from 29 June
to 1 July was excluded from the aggregate month comparison because it crossed the month boundary.
Arithmetic cumulative doubling times were treated as descriptive properties of the cumulative curve and
not as evidence of changes in transmission. No reproduction number was estimated because onset-date
line-list data were unavailable.

2.4 Risk-assessment framework

Risk was separated into four dimensions: introduction likelihood, conditional onward-transmission
likelihood after an importation, impact if detection was delayed, and confidence in the judgement.
Categories were comparative reference classes rather than calibrated probabilities. Boundary ratings such
as “very low to low” were retained when the evidence did not support a more precise classification. Impact
was assessed independently of likelihood, considering expected clinical severity, occupational exposure,
contact-tracing burden, service disruption, public concern, and health-system resilience. The ratings were
calibrated against WHO’s 6 June assessment, which classified risk as very high in the DRC, high in
Uganda and bordering countries, low in the remainder of the WHO African Region, and low globally.[5]

Table 1. Operational definitions for introduction likelihood

Category Operational reference class over 4-8 weeks

Biologically possible but requiring an uncommon convergence of exposure, travel, and detection

Very low failure; no case expected under ordinary conditions.

Low A documented and plausible pathway exists; sporadic introduction would not be surprising but is
not expected as a routine event.

Moderate Recurrent pathways, active regional transmission, or repeated exportations make introduction a

credible event that preparedness systems should expect to encounter.

Active local or immediately adjacent transmission makes further cases expected without

High / very high substantial control.

Note: Impact and confidence were graded separately. Adjacent-category ranges indicate genuine uncertainty near a boundary, not
a distinct category.
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2.5 Ethics and reporting

The study used only publicly available aggregate surveillance information and did not involve
identifiable participant-level data, recruitment, intervention, or access to confidential records. Formal
research-ethics review and participant consent were therefore not applicable. The analysis was designed
to be reproducible from the counts and formulas reported in the manuscript and Appendix A.

3. Results

3.1 Outbreak magnitude and geographical distribution

As of 15 July 2026, the DRC had reported 2,124 laboratory-confirmed cases, 828 deaths among
confirmed cases, 390 reported recoveries, and 725 patients hospitalised in isolation. Confirmed cases had
been reported from 46 of 140 health zones across five provinces. Thirty-eight affected health zones had
reported cases within the previous 21 days. Ituri accounted for 89.6% of confirmed cases and 83.6% of
confirmed deaths.[1,3]

Table 2. Confirmed DRC cases and deaths by province as of 15 July 2026

Province Confirmed cases Deaths Affected health zones
Ituri 1,904 692 27 of 36
North Kivu 199 119 11 of 34
South Kivu 3 1 1 of 34
Haut-Uele 14 13 4 0of 13
Tshopo 4 3 30of 23
Total 2,124 828 46 of 140

Note: Source: WHO and ECDC.[1,3]

The published status totals did not fully reconcile: 828 deaths, 390 recoveries, and 725 hospitalised
patients summed to 1,943, leaving 181 of 2,124 confirmed cases outside those categories. Public reports
did not define the status of these cases. Potential explanations include pending admission or outcome
reconciliation, transfers, and reporting lags, but no category could be assigned without line-list data.

3.2 Notification trajectory

Table 3. Selected cumulative confirmed-case milestones in the DRC

Reporting date Confirmed cases Deaths Crude confirmed CFR Change from previous

27 May 125 17 13.6% —

2 June 363 62 17.1% +238 in 6 days

7 June 550 101 18.4% +187 in 5 days

22 June 1,094 277 25.3% +544 in 15 days

29 June 1,333 399 29.9% +239in 7 days

1 July 1,460 452 31.0% +127 in 2 days

6 July 1,708 580 34.0% +248 in 5 days

13 July 2,011 754 37.5% +303 in 7 days

15 July 2,124 828 39.0% +113in 2 days

Note: Counts are indexed by reporting date and can include delayed confirmations or backlog releases.[1-3,26]

The cumulative confirmed count increased approximately seventeen-fold between 27 May and 15 July.
Arithmetic cumulative doubling times lengthened as the denominator accumulated, but this mechanical
property of a cumulative curve was not interpreted as evidence of epidemic deceleration.
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Table 4. Interval-specific DRC confirmed-case notification rates

Interval New notifications Days Mean/day Exact Poisson 95% counting interval
27 May-2 June 238 6 39.7 34.8-45.0
2-7 June 187 5 374 32.2-43.2
7-22 June 544 15 36.3 33.3-39.4
22-29 June 239 7 34.1 30.0-38.8
29 June—1 July 127 2 63.5 52.9-75.6
1-6 July 248 5 49.6 43.6-56.2
6-13 July 303 7 43.3 38.5-48.4
13-15 July 113 2 56.5 46.6-67.9

Note: Exact Garwood intervals describe counting variation only and exclude surveillance-system uncertainty.

Notification rates declined gradually across the four June intervals, from 39.7 to 34.1 cases per day,
and then increased in July. Excluding the 29 June—1 July interval, the aggregate rate was 35.9 per day
during 2—29 June (970 notifications over 27 days; exact counting interval 33.7-38.3) and 47.4 per day
during 1-15 July (664 over 14 days; 43.9-51.2). The July-to-June notification-rate ratio was 1.32 (counting-
model 95% interval 1.20—1.46).

This increase cannot be interpreted as a direct measure of biological acceleration. WHO noted that
expanded surveillance, testing, and diagnostic capacity contributed to rising reported counts, and newly
reported cases could include backlogs.[3] However, the reporting-date series showed no sustained
decline. WHO also reported that more than 80% of new cases were being detected outside known contact
lists, indicating that major transmission chains were still being missed. On 16 July, WHO described the
outbreak as having expanded faster during the preceding month than any previous Ebola outbreak.[40]
Together, these indicators support continuing epidemiological pressure, while the relative contributions of
transmission and ascertainment remain unquantified.

3.3 Outcome, contact-tracing, and healthcare-worker indicators

The crude confirmed-case CFR increased from 13.6% on 27 May to 39.0% on 15 July. This rise is
compatible with maturation of outcomes among previously active cases, retrospective confirmation of
deaths, delayed presentation, preferential detection of severe disease, delayed recovery reporting, and
changes in testing or death investigation. It should not be interpreted as a time-resolved measure of clinical
virulence.

As of 15 July, 12,693 identified contacts were reported across Ituri, North Kivu, and Tshopo, of whom
10,195 were followed, yielding an overall listed-contact follow-up proportion of 80.3%. Provincial
proportions differed substantially: 78.1% in Ituri, 91.7% in North Kivu, and 50.0% in Tshopo.[3] This
denominator contains only identified contacts. A high follow-up percentage among listed contacts can
coexist with poor epidemic visibility when most incident cases were not listed before detection.

Healthcare-worker infections continued to increase, reaching 119 confirmed infections, 61 recoveries,
and 36 deaths by 17 July. This signal indicates repeated exposure in healthcare facilities or the community
and is consistent with delayed recognition, inadequate IPC implementation, unsafe specimen or patient
handling, and pressure on routine services.[3] WHO had also reported payment difficulties and healthcare-
worker strikes during the response, adding operational fragility to already strained treatment and
surveillance systems.[41]

3.4 Uganda and international events

As of 17 July, Uganda’s official dashboard reported 20 confirmed cases, two confirmed deaths, 18
recoveries, and no current admissions. Fifteen infections were imported and five were locally acquired
among contacts and healthcare workers linked to imported cases. No confirmed case had been reported
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since 21 June, and Uganda began the 42-day countdown toward declaration of the end of the outbreak
after discharge of the final patient on 16 July. One probable fatal case remained outside the confirmed
denominator.[3,4,42]

Uganda’s confirmed-case CFR was 10% (2/20), compared with 39.0% in the DRC confirmed series.
The difference is operationally important but cannot establish a causal treatment effect because Uganda’s
denominator was small, cases may have differed in timing and severity, and the probable death was
excluded from the confirmed denominator. Uganda’s Ministry of Health reported comprehensive supportive
care and medicines administered under compassionate-use protocols, but the individual contribution of
experimental products cannot be separated from early detection, specialised isolation, multidisciplinary
care, and selection effects.[42]

WHO's jurisdictional accounting on 17 July comprised 2,145 confirmed cases globally: 2,124 in the
DRC, 20 in Uganda, and one in France, with 830 confirmed-case deaths. The two United States workers
treated in Germany were diagnosed in the DRC and were already included in the DRC total. The
international pattern remained dominated by direct occupational exposure and controlled medical
evacuation.[3]

3.5 Risk assessment for North Africa

The most plausible introduction pathways for North Africa were commercial aviation, returning
humanitarian or occupational personnel, multi-leg travel through African, European, Gulf, or Turkish hubs,
and controlled medical evacuation. Published route availability established plausible pathways but did not
quantify their magnitude. Morocco had advertised direct Kinshasa—Casablanca service, while Egypt had
substantial hub connectivity with East and Central Africa.[13-16] Sudan had a distinct multi-stage overland
vulnerability through South Sudan because of conflict-driven mobility and disrupted surveillance, although
Ebola’s clinical severity limits prolonged travel after symptom onset.

Table 5. Comparative rapid risk assessment for North Africa

Onward transmission TPl
Country Introduction . i recognition Confidence Rationale
after one importation delayed

Direct/hub connectivity increases relative
Morocco Low Very low to low High Moderate exposure; prompt recognition should keep
onward spread limited.

Large aviation hub and East/Central African
links; delayed recognition in dense
healthcare settings would have substantial
consequences.

Egypt Low Very low to low High Moderate

Introduction is more plausible through
Algeria Very low to low Very low to low High Moderate indirect travel or returning personnel than
direct outbreak-area traffic.

Mainly connecting-flight and occupational
Tunisia Very low to low Very low Moderate to high Moderate pathways; impact depends on referral
speed.

. Arrival is uncommon, but fragmented
Low, conditional on a

Libya Very low missed case Very high Low services and insecurity could amplify a

missed case.

Low to moderate Regional mobility through South Sudan,
Sudan Low e ’ Very high Low conflict, displacement, and surveillance
conditional ) AR .
disruption increase uncertainty.
Low to Limited direct exposure; impact is governed

Mauritania Very low Very low to low Moderate to high moderate mainly by laboratory access and referral

speed.

Note: Ratings are comparative judgements, not calibrated probabilities. Passenger-volume and confidential readiness data were
unavailable.

For Algeria, the principal vulnerability was failure to recognise the first patient in an ordinary public or
private healthcare setting. A final departure airport may conceal earlier travel to eastern DRC; triage
therefore requires a complete 21-day itinerary and exposure history. Introduction was assessed as very
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low to low, limited secondary transmission as low following delayed recognition, sustained community
transmission as very low under functioning surveillance and IPC, and impact as high because a single
missed case could require extensive contact tracing, decontamination, occupational monitoring, and
service reorganisation.

3.6 Risk assessment for Europe

ECDC estimated approximately one importation per 23,000—24,000 travellers from the principal
outbreak region, with a 90% uncertainty interval of one per 13,000-54,000. Under a hypothetical scenario
of 100 travellers during 11-25 June, ECDC estimated a 0.45% probability of at least one importation (90%
uncertainty interval 0.20%—0.85%). These were separately generated Monte Carlo summaries and should
not be forced into exact reciprocal equivalence.[7]

ECDC assessed infection risk for people living in the EU/EEA as very low. France, Belgium, Germany,
and the United Kingdom had identifiable route, humanitarian, institutional, or specialised-treatment links
that could increase their relative likelihood of encountering an imported or evacuated case, but route
availability was not a substitute for origin—destination passenger volumes. Sustained transmission
remained very unlikely because infectiousness begins after symptom onset and specialist isolation,
diagnostics, and contact tracing are available. The principal failure scenario was an unrecognised
symptomatic patient attending multiple facilities or receiving invasive care without appropriate PPE.[1,7-
10,17,18]

Table 6. Europe-specific rapid risk assessment

Populaflon or .Exposu|:e / Onward transmission Impact Confidence Assessment
setting importation
General EU/EEA . Population risk remains very low; impact
public Very low Very low Moderate High rises if recognition is substantially delayed.
Travellers without Very low Very low Moderate High Routine adwce and symptom awareness
direct exposure are appropriate.
Returning responders qu, but above Low |f ex_posure-b_ased High Moderate Priority group for struc_:tur_ed exposure
ordinary travellers monitoring functions assessment and monitoring.
(I;|fo ::i?]?fcgogit:gés Conditional on Low to moderate Hiah Moderate Rapid identification and protection from
case 9 importation without precautions 9 body-fluid exposure are essential.
First-contact Rare exposure, high Moderate if invasive Highest preparedness priority in routine
p - Nig care precedes Very high High 9 prep P Y
healthcare workers consequence o care.
recognition

Specialist isolation / Repeated but . . . Maintain drills, PPE competence, and
medevac teams controlled exposure Very low with protocols High High staffing resilience.

Note: The table separates population likelihood from consequences for specific occupational or household groups.

4. Discussion

4.1 Principal findings

This analysis found that the publicly available indicators were inconsistent with effective control in
eastern DRC at the mid-July cut-off. The outbreak had reached 2,124 confirmed cases across 46 health
zones, with a high confirmed-case mortality burden, extensive healthcare-worker infection, and continued
geographical spread. Notifications were approximately 32% higher during the first half of July than during
the June comparison period. Although reporting-date data cannot separate true incidence from changes in
testing and backlog release, the series did not show a sustained decline. Most importantly, WHO reported
that more than 80% of new cases were detected outside known contact lists, demonstrating major failure
of prospective transmission-chain identification.[3,40]

Uganda provided a contrasting operational signal. After 15 imported and five linked secondary cases,
no new confirmed case had been reported since 21 June, the final patient was discharged, and the country
entered the 42-day observation period. This pattern shows that cross-border importation and healthcare-
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associated secondary transmission can occur without progression to sustained community transmission
when surveillance, isolation, contact management, and specialised care function effectively.[3,4,42]

For North Africa and Europe, the probability of introduction was low but non-zero, whereas the
conditional probability of sustained community transmission was substantially lower. Returning responders,
healthcare workers, and household caregivers of an unrecognised case were the principal risk groups. The
most important preparedness failure would be delayed recognition in routine clinical care, not failure of
thermal or border screening to detect an asymptomatic incubating traveller.

4.2 Interpreting notification growth and fatality indicators

The notification-rate analysis improves on simple cumulative doubling-time comparisons because it
examines changes over defined intervals. Nevertheless, notification rates remain composite measures of
infection, care seeking, alert investigation, specimen transport, laboratory capacity, retrospective death
investigation, and reporting. The exact Poisson intervals are therefore deliberately described as counting-
model intervals rather than complete epidemiological uncertainty intervals.

The rise in crude confirmed-case CFR should also be interpreted cautiously. Early in an outbreak,
many recent cases have unresolved outcomes, producing right truncation. Subsequent confirmation of
deaths and delayed recording of recoveries can increase the crude CFR even if the underlying clinical risk
is unchanged. Differences between Uganda and the DRC may reflect care pathways and health-system
performance, but the available aggregate data do not support causal attribution to individual therapies.

4.3 Contact-tracing denominators and hidden transmission

The distinction between follow-up of listed contacts and identification of the contact network is central.
An 80.3% follow-up rate among identified contacts may appear reassuring in isolation, yet more than 80%
of new cases were reportedly outside existing lists. This combination means that teams were following
many known contacts but prospectively identifying only a minority of the chains generating incident cases.
Retrospective linkage may later explain some cases, but it does not replace timely listing before symptoms
or diagnosis.

Community deaths, delayed presentation, insecurity, population movement, and healthcare-worker
infections create mutually reinforcing blind spots. Patients who remain in the community can expose
caregivers, transporters, traditional healers, healthcare staff, and burial participants. Insecurity and mistrust
delay investigation, while overwhelmed or unpaid staff reduce the capacity to identify and monitor contacts.
Consequently, control should be judged using multiple indicators: decline by symptom-onset date, falling
community mortality, near-complete alert and death investigation, increasing proportions of cases already
known as contacts, fewer healthcare-worker infections, no new affected health zones, shorter onset-to-
isolation delays, and absence of unexplained clusters for at least two incubation periods.

4.4 International risk and the limits of border measures

An incubating traveller can cross a border while asymptomatic because people are not considered
infectious before symptom onset and the incubation period can extend to 21 days. Temperature screening
may detect some symptomatic travellers but cannot exclude infection during incubation. Conversely, a
recognised symptomatic case can usually be contained because transmission requires direct contact with
blood or other body fluids, contaminated materials, or the body of a deceased case rather than ordinary
casual proximity.[3,11]

WHO'’s temporary recommendations did not support suspension of flights or denial of entry from
affected countries. Additional measures should be evidence-based, proportionate, respectful of rights, and
notified under the IHR. Indiscriminate restrictions may encourage route concealment, impede responder
movement, and intensify stigma. The higher-yield strategy is exposure management before travel,
complete itinerary and occupational histories, rapid self-reporting, accessible clinical assessment,
protected care, and immediate public-health notification.[20]
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4.5 Countermeasures and survivor-associated considerations

No vaccine or therapeutic was licensed specifically for BDBV at the cut-off. WHO-sponsored
PARTNERS trial enrolment began on 2 July to evaluate MBP134, remdesivir, and their combination. WHO
experts also prioritised oral obeldesivir for research as post-exposure prophylaxis and advanced candidate
BDBYV vaccine platforms.[21-23,34] Ervebo is licensed for disease caused by Ebola virus, not BDBV.
Limited nonhuman-primate evidence suggests possible heterologous protection, but WHO considered the
evidence insufficient for programmatic BDBV use outside controlled research.[25,37]

With hundreds of survivors, follow-up programmes were epidemiologically relevant. Ebolaviruses can
persist in immune-privileged sites and selected body fluids after recovery. Evidence is strongest for Ebola
virus rather than BDBV; durations and frequencies should not be assumed equivalent. Survivor care
should include post-Ebola clinical support, sexual-health advice and semen testing where recommended,
investigation of possible relapse, and anti-stigma communication.[20,24,33]

4.6 Strengths and limitations

The principal strength of this study is denominator discipline. Confirmed, probable, and suspected
series were kept separate; medical evacuations were not double counted; the unresolved DRC status total
was retained as a data gap; and the ECDC Monte Carlo summaries were not treated as exact reciprocals.
The analysis also separated introduction, onward transmission, impact, and confidence rather than
collapsing them into a single opaque label.

The main limitation is dependence on public aggregate data. Reporting dates do not represent
symptom onset, and the analysis could not estimate time-varying reproduction numbers, serial intervals,
onset-to-isolation delays, household secondary-attack rates, health-zone-specific growth, or intervention
effects. Passenger volumes, traveller occupations, deployment rosters, medevac activity, and country-
specific laboratory and referral readiness were incomplete. Country ratings were therefore comparative
judgements rather than calibrated probabilities. The analysis was time-stamped and may be superseded
by subsequent official reports.

5. Operational preparedness implications

5.1 Priorities for North Africa and Europe

Preparedness should concentrate on the first clinical encounter. Acute-care systems should obtain a
complete 21-day residence, travel, transit, occupational, funeral, healthcare, and body-fluid exposure
history from patients with compatible febrile or gastrointestinal illness. The final airport of departure is
insufficient because it may conceal earlier presence in an affected health zone.

For a suspected case, systems should immediately place the patient in a designated room, restrict
access, use appropriate PPE with observed donning and doffing, avoid unnecessary invasive procedures
and movement, notify infection-control and public-health authorities, consult a designated reference
laboratory before specimen collection, use validated packaging and transport, and start an exposure log
without waiting for laboratory confirmation.

Countries should verify that molecular assays detect BDBV, designate primary and backup
laboratories, test after-hours specimen transport, protect routine laboratories from unplanned exposure,
and maintain safe waste and decontamination procedures. Simulation exercises should include emergency
departments, maternity care, ambulances, laboratories, private facilities, and points of entry. Returning
responders should receive exposure-based assessment and 21-day monitoring rather than uniform
restrictions.

5.2 Algeria-specific priority plan

Table 7. Priority preparedness actions for Algeria

Time frame Priority actions
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Time frame Priority actions

Refresh alerts to public and private facilities; distribute a one-page case definition in Arabic, French,
and English; require complete 21-day travel and exposure histories; reconfirm referral, ambulance, and
24/7 notification arrangements; verify BDBV diagnostic access; inventory PPE and triple-packaging
materials; identify organisations deploying personnel; prepare factual anti-stigma communication.

Within 72 hours

Conduct tabletop and functional exercises; test after-hours notification and specimen transport; retrain
PPE observers; establish surge contact-tracing rosters; assess isolation readiness outside Algiers;
formalise occupational-exposure protocols; review mortuary procedures; arrange international
specialist consultation; audit private clinics and laboratories.

Within 30 days

Indiscriminate border closure; quarantine of all travellers from Africa; reliance on thermal screening as
Do not prioritise the principal defence; public naming of contacts; coercive measures that discourage care seeking;
mass procurement without training and deployment plans.

Note: Actions are aligned with the IHR temporary recommendations and WHO Eastern Mediterranean preparedness
resources.[19,20]

5.3 Indicators requiring immediate reassessment

e Sustained transmission in Kinshasa, Goma, Kisangani, Kampala, or another major international
transport hub.

o Animported case in an ordinary commercial traveller without recognised high-risk exposure.

e Multiple international cases without known epidemiological links.

e Sustained transmission in additional neighbouring countries.

o Further increase in the proportion of cases outside known contact lists, deterioration in contact follow-
up, or longer laboratory turnaround.

¢ Continued increase in healthcare-worker infections, major security deterioration, healthcare-worker
strikes, or withdrawal of response teams.

o Persistent or increasing community mortality, simultaneous outbreaks that divert capacity, or
breakdown of specialist isolation and medical-evacuation arrangements.

o Validated evidence of altered transmission characteristics.

6. Conclusion

The 2026 BDBYV outbreak was exceptionally large and remained active across eastern DRC at the mid-
July data cut-off. Reporting-date notifications were materially higher during the first half of July than during
the June comparison period, but public aggregate data could not separate biological transmission from
changes in ascertainment. The strongest evidence of inadequate control was not the cumulative count
itself, but the combination of more than 80% of new cases being detected outside known contact lists,
persistent community mortality, continued healthcare-worker infection, and operational disruption.

Introduction into North Africa or Europe was possible but uncommon. Sustained community
transmission remained very unlikely in settings that rapidly recognised and isolated the first case. The
decisive preparedness capabilities were complete exposure histories, early clinical suspicion, protected
care, validated diagnostics, immediate notification, and effective contact management. Border screening
alone could not exclude infection in incubating travellers.
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Appendix A. Reproducibility of the notification-rate analysis

The interval analysis used the cumulative confirmed DRC counts shown in Table 3. For an interval
bounded by reports at dates d0 and d1, the number of newly notified cases was C1 — C0 and the average
daily rate was (C1 - C0)/(d1 — d0). Exact Garwood limits for the Poisson count were divided by the interval
duration. The aggregate June comparison used 970 notifications during 27 days from 2—29 June; the July
comparison used 664 notifications during 14 days from 1-15 July. The resulting rate ratio was
(664/14)/(970/27) = 1.3202. The log-scale standard error was V(1/664 + 1/970), yielding a 95% counting-
model interval of 1.1961-1.4572, reported as 1.20-1.46.

These calculations quantify variation under a Poisson counting model only. They do not adjust for
delayed confirmations, backlogs, changing diagnostic capacity, under-ascertainment, serial correlation, or
other surveillance-process effects. Therefore, they should not be interpreted as confidence limits for the
underlying infection incidence.
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