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Executive Summary 
The Ebola virus disease response is being implemented in Ituri, North Kivu and South Kivu in an 

environment where armed violence, criminality and resistance to public health measures overlap. In 

this context, community acceptance cannot be taken for granted: it deteriorates or is rebuilt one 

incident at a time and rarely declines everywhere simultaneously. 

This analysis starts from a straightforward operational finding: response teams were directly targeted 

in most documented incidents, 51 out of 68. The risk therefore concerns not only continuity of 

operations, but also the safety of the personnel delivering them. Understanding where, around which 

issues and against whom tensions crystallise is essential to sustaining the response on the ground. 

This analysis is based on 68 incidents documented over 47 days, from 16 May to 1 July 2026, and 

identifies three main findings. First, safe and dignified burials and the return of bodies were the leading 

source of friction (22 incidents), with a strong concentration in Bunia Health Zone. Second, most Ebola-

related accusations targeted the response itself (ten out of fourteen); in Mongbwalu, the narrative 

that humanitarian actors introduced the virus is driving violence. Finally, friction is highly localised: 

two health zones alone accounted for 26 of the 68 incidents, or nearly 40 per cent of all incidents 

during the period. 

The analysis identifies the health zones concerned and specifies the priority geography for each 

recommendation. Its purpose is not to describe a general climate, but to enable targeted action. 

1.  Objective and methodology 

1.1 Purpose of the analysis 

To identify, based on documented incidents, the health zones and sources of friction that undermine 

acceptance of the response, to guide the geographic and thematic targeting of RCCE activities and 

inform operational decision-making. 

1.2 Methodology 

This analysis was developed through the following steps: 

o Descriptive coding of seven variables for each incident: type, CPT theme (Community 

Perception Tracker—a tool for monitoring incidents, rumours, risks of stigmatisation and 

accusations related to Ebola virus disease), dominant perception, target, alleged perpetrator, 

location and casualties. 

o Identification of CPT signals, with risk and intensity scores derived from keyword-based rules; 

these are proxies for acceptance rather than direct measures of perception. 

o Clarification of the concepts of accusation and stigmatisation based on the category of people 

targeted, primarily a member of a family or community, or an entire community. Accusations 

targeting the response (NGOs, humanitarian personnel and health workers), as well as 

administrative or judicial challenges, were excluded because they constitute hostility towards 

the response. 
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o Calculation of the hotspot score by health zone: incidents + rumours + community accusations 

+ 2 × attacks and violence. Thresholds are defined as follows: critical ≥ 20; high 10–19; 

moderate 5–9; monitor < 5. 

2.  Quantitative overview of the reporting period 
Over 6.5 weeks, 68 incidents were recorded, resulting in 48 casualties, including 8 people killed and 

40 injured. Ituri accounted for three quarters of all events (51 out of 68). Health, humanitarian and 

response actors were directly targeted in 51 incidents, confirming that the primary risk is to response 

teams themselves. 

Safe and dignified burials (SDB) and the return of bodies were the leading source of incidents (22 

cases), followed by tensions around Ebola treatment centres and health facilities (14 cases), and 

rumours, accusations and stigmatisation (12 cases). 

Number of incidents recorded by province 

 

Table 1. Quantitative overview of documented incidents 

Indicator Period: 16 May–1 July 2026 

Documented incidents 68 

Number of casualties 48 in total, including 8 killed and 40 injured 

Provincial distribution of incidents Ituri: 51 · North Kivu: 16 · South Kivu: 1 

Temporal distribution 20 incidents in May (from 16 May), 46 in June and 2 on 1 July 

Main targets 51 of 68 incidents targeted health, humanitarian or response actors 

Alleged perpetrators Criminal actors: 42 · Armed groups: 13 · Security forces (national and 
foreign): 9 · Public officials: 4 

Main incident types SDB / return of bodies: 22 · ETCs and health facilities: 14 · Rumours, 
accusations and stigmatisation: 12 · Movement restrictions: 9 · 
Prevention and awareness-raising: 7 · Administrative obstruction: 2 · 
Other: 2 — accounting for all 68 incidents 

Recorded accusations 14, including 10 targeting the response and 4 targeting a family or 
community 

Health zones concerned 22, including 5 with uncertain or unrecorded names (8 incidents) 
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3.  Trends in trust and mistrust 
Affected Health zones: Bunia (13 incidents targeting the response) · Mongbwalu (11) · Rwampara (5) · Beni (3) · Mahagi, Fataki and the 

Komanda / Rwampara corridor (2 each). These areas account for 38 of the 51 incidents targeting health, humanitarian or response actors; 

Bunia and Mongbwalu alone account for 24. 

Signals recorded during the reporting period indicate that trust in the response varies by actor and 

location. Community actors, community relays, religious leaders, local chiefs and some local health 

authorities, appear to be the main sources of trust, while structures perceived as more distant from 

communities generate greater reservations. 

Mistrust appears to be driven mainly by four factors: 

o A perceived lack of transparency regarding patient care and procedures for managing deaths; 

o The persistent circulation of rumours questioning the origin of the disease or the motives of 

the response; 

o A perception that some measures are imposed without prior consultation with communities; 

o Repeated security incidents involving response teams, reinforcing perceptions of coercion. 

Documented incidents indicate that communication insufficiently adapted to the local context, or 

interventions conducted without the prior involvement of local leaders, quickly erode acceptance. 

This deterioration is geographically uneven: in Bunia and Mongbwalu, which account for nearly half 

of the incidents targeting the response, mistrust is already expressed through violence, whereas in 

Goma, Aru and Kyondo it remains at the stage of verbal or administrative contestation. 

Trust no longer depends solely on awareness-raising messages, but on the perceived quality of the 

response as a whole—communication, care, safety, transparency and accountability. 
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4.  Trends in refusals and community resistance to SDB 
Affected health zones: Bunia (11 of the 24 SDB-related incidents) · Mongbwalu (2) · Rwampara (2) · and one incident each in Mahagi, Fataki, 

Drodro/Fataki, Kyondo, Musienene, Vuhovi and Rimba, as well as along the Aungba / Mahagi and Mahagi / Rimba corridors. 

Community refusals remain the leading determinant of operational risk for the response: 22 of the 68 

incidents involved obstruction or violence around SDB and the return of bodies, while 24 incidents 

related to this theme. The documented incidents mainly involved: 

o Refusal to allow teams to conduct safe and dignified burials (SDB); 

o Resistance to awareness-raising activities; 

o Destruction or rejection of prevention facilities, particularly handwashing stations; 

o Challenges to certain public health measures at points of entry; 

o Opposition linked to insufficient prior information for families. 

This pattern is highly concentrated geographically. Bunia alone accounts for nearly half of all SDB-

related incidents, with 12 people injured, the highest toll of violence recorded during the period. Other 

health zones recorded only one or two incidents each, but their distribution, from Kyondo and Vuhovi 

in North Kivu to Rimba and Mahagi in Ituri, indicates that the issue is structural rather than local: it 

follows funeral practice, not a particular geography. 

Most episodes of resistance do not reflect a systematic rejection of efforts to control Ebola, but rather 

opposition to the way activities are implemented. The data suggest that resistance is more likely when: 

o Families do not understand the procedures; 

o Local concerns are not addressed promptly; 

o Communities feel that they lack effective spaces for dialogue or complaints mechanisms. 

 

Refusals are therefore shifting from ideological opposition towards forms of negotiation centred on 

dignity, family participation and respect for social norms. 

In Mahagi on 30 May, police arrested eight young people who had attacked health workers to prevent 

the safe burial of a resident who had died from Ebola. The incident illustrates the tipping point: when 

mediation has not taken place in advance, resistance can move from refusal to organised violence, 

leaving the use of public force as the only option and causing lasting damage to acceptance. 

5.  Perceptions of ETCs and response teams 
Affected health zones: Butembo (3 incidents, representing all incidents recorded there) · Mongbwalu (2) · Rwampara (2) · Bunia (2) · Beni (2) 

· Mambasa (2) · Katana (1). This is the only theme for which North Kivu and South Kivu carry as much weight as Ituri. 

Fourteen incidents directly involved attacks or tensions around an Ebola treatment centre (ETC), 

treatment site or health facility, and twelve related to “mistrust of the ETC or health facility”. 

Perceptions remain mixed: some communities recognise the role of ETCs in treating patients, but 

several concerns persist: 

o Limited understanding of the patient care pathway; 

o Limited visibility of the information provided to families; 

o Concerns about isolation; 

o Questions about discharge or death arrangements. 
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These concerns create space for alternative narratives and fuel rumours. 

The geographic distribution is distinctive. Butembo recorded only three incidents, but all involved 

tensions around a health facility: mistrust of the ETC is the sole source of friction there. Beni and 

Mambasa show the same profile. In Katana, the only incident recorded in South Kivu, a local authority 

threatened response teams after they requested that the ETC be relocated to a safer area; the issue 

was not community perception, but territorial control by an armed actor. 

An incident in Rwampara on 10 June represents the most extreme expression of this mistrust: a 

patient with Ebola and his relatives, armed with machetes and an automatic weapon, attacked a 

response monitoring team visiting their home. Here, the threat came not from hostile third parties 

but from the patient and his family, directly raising questions about the arrangements for home visits 

and contact follow-up. 

Perceptions of response teams are strongly influenced by the quality of local interactions. Teams with 

established community links are generally better accepted than those perceived as external or present 

only when incidents occur. The data indicate that security incidents against teams arise mainly when 

interventions are perceived as sudden, inadequately explained or insufficiently coordinated with local 

authorities. 

6.  Accusations, stigmatisation and social tensions 
Affected health zones: Mongbwalu (8 of the 12 incidents involving rumours, accusations or stigmatisation) · Bunia (2) · Fataki (1) · Boga / 

Gety corridor (1). The four incidents of community stigmatisation occurred in Bunia (2), Mongbwalu (1) and Boga / Gety (1). 

Fourteen incidents involved an Ebola-related accusation. Ten targeted the response itself, NGOs, 

humanitarian personnel or health workers accused of introducing or spreading the virus, including six 

incidents in Mongbwalu, while only four implicated a family, a community or a community member. 

6.1 Accusations targeting the response 

In Mongbwalu, accusations against humanitarian organisations are consistently accompanied by 

violence: death threats, destruction of suggestion boxes, stone-throwing at vehicles, an attempted 

Molotov cocktail attack on accommodation used by response personnel, and convoy blockages. The 

narrative that “humanitarian actors brought Ebola” is central and coincides with the highest rumour 

score recorded during the period. Teams are exposed not despite their mandate, but because of it. 

This pattern is almost entirely localised: Mongbwalu accounts for eight of the twelve rumour and 

accusation incidents, and six of the ten accusations directed at the response. No other health zone 

shows this configuration. 

6.2 Community stigmatisation 

The four documented incidents of community stigmatisation took the form of vigilante violence 

against people suspected of carrying or spreading the virus: in Mongbwalu, a community was 

identified as the source of the disease; in Bunia, a woman and a man were lynched on suspicion of 

deliberately spreading infection; and along the Boga / Gety corridor, a person was falsely accused of 

carrying the virus. These incidents were few but severe: they caused injuries and directly discouraged 

case reporting. 
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7.  Conflict, local governance and acceptance of the 

response 
Affected health zones: armed actors and security forces were involved in 22 incidents—Bunia (6) · Musienene (3) · Rwampara (3) · Mongbwalu 

(2) · Mahagi (2) · and Beni, Goma, Aru, Drodro/Fataki, Boga / Gety and Komanda / Rwampara (1 each). Movement restrictions were 

concentrated in Musienene (4), Goma (2), Aru (2) and Beni (1). 

Ebola-related incidents cannot be analysed independently of the security context. Alleged 

perpetrators were criminal actors in 42 cases, armed groups in 13 and security forces in 9: the 

response is therefore operating in an environment where armed violence and predation coexist. 

Armed conflict directly affects: 

o Humanitarian access; 

o The movement of response teams; 

o Trust in the authorities; 

o The spread of rumours; 

o The availability of essential services. 

The geography reveals two clearly distinct dynamics. In Musienene, Goma and Aru, friction arises not 

from community rejection but from control over movement: these health zones account for eight of 

the nine movement-restriction incidents, and in Musienene three of four incidents involved armed 

actors or security forces. A young taxi driver was killed there after attempting to circumvent public 

health restrictions. In Katana, an authority opposed the relocation of an ETC. In these areas, the 

response’s interlocutor is not the community but the actor controlling the space. 

By contrast, criminality and local mobilisation dominate in Mongbwalu and Bunia: 17 of their 26 

incidents were attributed to criminal actors or residents. Friction is community-based and must be 

addressed through dialogue, not access negotiation. 

In several locations, perceptions of the response appear to be shaped more by relations among 

communities, authorities and armed groups than by public health considerations themselves. Areas 

characterised by stronger local governance, active involvement of community leaders and regular 

communication generally record better acceptance of response activities. 

Conversely, areas marked by weak governance, high insecurity or limited social cohesion face an 

accumulation of risks: more rumours, increasing refusals, security incidents against teams and greater 

stigmatisation. 

7.1 Administrative obstruction by the authorities 

Two incidents fall into a distinct category that is neither community-based nor criminal: the 

obstruction came from public authorities themselves. On 19 June, a Health Zone Chief Medical Officer 

prohibited an international NGO from operating in his area, arguing that priority should be given 

exclusively to Ebola-related projects. On 22 June, in Irumu Territory, a military administrator 

threatened to halt NGO activities during a visit by staff to his office. 

These cases are few but consequential: they show that acceptance of the response must also be 

negotiated with health and administrative authorities, and that the prioritisation of Ebola can be 

instrumentalised to restrict humanitarian action unrelated to the outbreak. They justify a distinct 

institutional advocacy component, separate from community engagement. 
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Community acceptance is therefore as much a local governance issue as it is a matter of health 

communication. 

8.  Mapping and prioritisation of hotspot health zones 
The documented incidents were used to establish geographic priorities. The ranking below was 

calculated across all 68 incidents during the reporting period and should be read as a dynamic 

operational guidance tool, to be updated as new incidents are documented. 

Map. Hotspot health zones 

 

Table 2. Hotspot health zones and main risk factors 

Rank Health zone Province Incidents Hotspot 
score Level Dominant indicator Dominant CPT 

theme 

1 Bunia Ituri 14 42 Critical Attacks and violence SDB / return of 
bodies 

2 Mongbwalu Ituri 12 37 Critical Rumours + attacks 
and violence 

Rumour / 
stigmatisation 

3 Rwampara Ituri 6 17 High Attacks and violence SDB / return of 
bodies 

4 Beni North Kivu 5 11 High Attacks and violence 
Mistrust of ETC / 

health facility 

5 Butembo North Kivu 3 9 Moderate Attacks and violence 
Mistrust of ETC / 

health facility 

6 Musienene North Kivu 4 6 Moderate Attacks and violence 
Public health 

measures / access 

7 Mahagi Ituri 3 6 Moderate 
Rumours + attacks 

and violence 
Other Ebola-

related perception 
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Rank Health zone Province Incidents Hotspot 
score Level Dominant indicator Dominant CPT 

theme 

8 Mambasa Ituri 2 6 Moderate Attacks and violence 
Mistrust of ETC / 

health facility 

9 
Komanda / Rwampara 

(to be confirmed) 
Ituri 3 5 Moderate Attacks and violence 

Rejection of 

prevention / 

awareness-raising 

10 Fataki Ituri 2 5 Moderate 
Rumours + attacks 

and violence 
SDB / return of 

bodies 

11 Boga / Gety (to be 

confirmed) 
Ituri 1 5 Moderate 

Rumours + attacks 

and violence + 

community 

accusations 

Rumour / 

stigmatisation 

12 
Aungba / Mahagi (to be 

confirmed) 
Ituri 1 3 Monitor Attacks and violence 

SDB / return of 

bodies 

13 Drodro/Fataki Ituri 1 3 Monitor Attacks and violence 
SDB / return of 

bodies 

14 Katana South Kivu 1 3 Monitor Attacks and violence 
Mistrust of ETC / 

health facility 

15 
Mahagi / Rimba (to be 

confirmed) 
Ituri 1 3 Monitor Attacks and violence 

SDB / return of 

bodies 

16 Rimba Ituri 1 3 Monitor Attacks and violence SDB / return of 

bodies 

17 Vuhovi North Kivu 1 3 Monitor Attacks and violence 
SDB / return of 

bodies 

18 Aru Ituri 2 2 Monitor General incidents 
Public health 

measures / access 

19 Goma North Kivu 2 2 Monitor General incidents 
Public health 

measures / access 

20 
Irumu (HZ to be 

confirmed) 
Ituri 1 1 Monitor General incidents 

Restricted access 

to non-EVD 

interventions 

21 Kyondo North Kivu 1 1 Monitor General incidents 
SDB / return of 

bodies 

22 Not recorded Ituri 1 1 Monitor General incidents 
Restricted access 

to non-EVD 

interventions 

The score weights the number and nature of incidents documented during the period. It does not measure epidemiological intensity. 

8.1 Analytical interpretation and implications for community engagement 

Bunia and Mongbwalu are the two critical hotspots. 

Bunia ranks first (14 incidents, score 42), with a profile dominated by attacks and violence around SDB 

and the return of bodies. The priority is systematic mediation in advance with families and local 

authorities. 

Mongbwalu follows closely (12 incidents, score 37), but presents a qualitatively different profile: 

rumours and violence overlap (8 occurrences each); the health zone accounts for 5 of the 8 deaths 

recorded during the period and, most importantly, six of the ten accusations targeting humanitarian 
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actors. This is not a social cohesion crisis but a targeted rejection of response actors, requiring work 

to build their legitimacy rather than an anti-stigmatisation campaign. 

Rwampara (score 17) and Beni (score 11) are classified as high priority. Community engagement 

activities should be strengthened there, with family focal points and continuous support to affected 

households. 

Seven health zones are classified as moderate: Butembo, Musienene, Mahagi, Mambasa and Fataki, 

as well as the Komanda / Rwampara and Boga / Gety corridors. Actions should focus on preventing 

escalation through close rumour monitoring, dialogue before sensitive interventions, adaptation of 

messages to local grievances, and daily coordination among surveillance, case management, SDB, 

protection and security teams. 

The eleven health zones classified as “monitor” should not be considered risk-free: a single high-

severity event can trigger broader community mobilisation. This is particularly relevant along the 

Mahagi / Rimba and Aungba / Mahagi corridors, where one incident caused multiple casualties. 

9.  Strategic recommendations 
9.1 Strengthen community dialogue mechanisms 

• Systematically organise mediation with families, religious leaders and community leaders 

before any sensitive activity, particularly SDB. In Bunia, where 11 of the 24 SDB-related 

incidents and 12 injuries were recorded, mediation must be a precondition for 

intervention, not a remedial measure. 

• Designate a family focal point to maintain continuous contact between response teams 

and affected households, beginning in Bunia, Mongbwalu and Rwampara. 

• Establish permanent dialogue spaces to identify community concerns rapidly in the 

eleven health zones where an SDB-related incident was documented. 

9.2 Strengthen rumour management 

• Prioritise the narrative that “the response brought Ebola”, which underpins ten of the 

fourteen recorded accusations and is driving violence in Mongbwalu. Publicly disclose the 

origin, funding and mandate of response teams, and ensure that rebuttals are delivered 

by local leaders rather than by the organisations being accused. 

• Systematically verify and triangulate rumours before responding. 

• Identify the sources of dissemination and the groups most exposed, with particular 

attention to armed actors in Mongbwalu who were involved in several accusation-related 

incidents. 

• Develop factual responses with community relays, trusted leaders and local radio 

stations. 

• Establish a feedback loop to track changes in perceptions after each intervention. 

9.3 Improve the transparency of Ebola treatment centres (ETCs) 

• Organise local dialogues explaining the care pathway, isolation and patients’ rights, 

beginning in Butembo, where all three incidents recorded during the period involved 

tensions around a health facility. 
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• Strengthen regular communication between ETCs and families, prioritising Beni and 

Mambasa, where the same pattern recurs. 

• Respond publicly to recurring concerns about the quality and transparency of care. 

• In Katana, the issue is not community-based but security-related: relocation of the ETC 

must be negotiated with the actor controlling the territory, with support from access 

coordination mechanisms. 

9.4 Adapt community engagement activities in areas of resistance 

• Conduct a rapid perception assessment before resuming activities in areas where 

incidents have been recorded, particularly along the Komanda / Rwampara corridor, 

where awareness-raising itself is contested. 

• Tailor messages to the specific concerns of each community. 

• Review the positioning of teams and prevention facilities with the participation of the 

communities concerned, particularly where handwashing facilities have been destroyed 

or rejected. 

9.5 Strengthen accountability mechanisms 

• Establish complaints mechanisms that are accessible to communities. In Mongbwalu, the 

destruction of an NGO’s suggestion boxes shows that an accountability mechanism 

perceived as belonging to the organisation being accused can itself become a target; it 

should therefore be managed by an independent local third party. 

• Provide systematic feedback on concerns raised. 

• Document grievances to adjust operational approaches rapidly. 

9.6 Better integrate security and protection considerations 

• Coordinate community engagement, protection and security interventions to safeguard 

teams without reinforcing perceptions of coercion. 

• Use proportionate and discreet security arrangements, accompanied by prior 

communication with communities. In Bunia, several incidents were aggravated by 

warning shots fired by security forces during SDB interventions: the security arrangement 

is reinforcing the perception of coercion it is intended to prevent. 

9.7 Harmonise communication on public health measures 

• Clarify with local authorities, points of entry and security actors how public health 

measures should be implemented, prioritising the Musienene and Goma corridors, 

where such measures are enforced by armed actors. 

• Harmonise messages to travellers, communities and local actors to limit contradictory 

interpretations that may fuel mistrust. In Aru, both incidents involved Congolese 

travellers detained at the Ugandan border; cross-border coordination should therefore 

be explicitly addressed. 
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10.  Conclusion and issues to monitor 
Three of the twenty-two health zones account for most of the risk: Bunia, Mongbwalu and, to a lesser 

extent, Rwampara. The most important finding, however, is not this concentration, but the fact that 

these areas do not require the same response. 

o In Bunia, the friction is funeral related. It must be addressed through prior mediation with 

families and local authorities before every SDB. 

o In Mongbwalu, the friction reflects a crisis of legitimacy for response actors: the narrative that 

“humanitarian actors brought Ebola” is driving violence. It must be addressed by explaining 

the origin, mandate and funding of teams through trusted, independent local voices. 

o In Musienene, Goma, Aru and Katana, the friction is not community-based: it stems from 

armed actors’ control over movement and facilities. It must be addressed through access 

negotiation, not awareness-raising. 

A uniform community engagement plan would therefore fail in at least two of these three 

configurations. The operational value of this analysis lies precisely in this differentiation, rather than 

in the ranking itself. 

Four signals should be monitored as a priority: 

o The spread of the accusatory narrative beyond Mongbwalu. It is currently almost entirely 

localised there. Its emergence in a second health zone would represent a change in the nature 

of the risk, not merely a deterioration. 

o The emergence of SDB-related incidents in areas that have so far been unaffected. Funeral-

related friction follows practice, not geography: it can arise wherever a death occurs. 

o An increase in administrative obstruction. Two cases were recorded in June, both involving 

public authorities. This is too little evidence for a conclusion, but sufficient to warrant 

monitoring: if the trend continues, it will require an institutional advocacy component distinct 

from community engagement. 

o Changes in the human toll. Violence against response teams is currently causing injuries (40) 

rather than deaths. The death of a response worker during an attack, rather than through 

infection, would mark the crossing of a critical threshold.
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