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Executive summary

This incident analysis, covering the period from 2 to 31 July 2026, points to an acceleration and, above
all, a transformation in the nature of the risk surrounding the response. A total of 97 incidents were
recorded over 30 days, compared with 68 over the 47 days of the previous period. While the average
severity of incidents is falling in terms of casualties, their frequency is rising sharply and their
geographical spread is widening. Ituri remains the province most affected, but North Kivu now
accounts for a far larger share of incidents, while Tshopo and Haut-Uélé have entered our monitoring.

Beyond this quantitative increase, three distinct — though at times interlocking — risk systems now
shape the operational environment of the response. The first remains community friction, chiefly
around safe and dignified burials, prevention activities and health facilities. It is, however, shifting
towards North Kivu, with Beni and Butembo among the main flashpoints. The second is contestation
internal to the response, linked in particular to arrears in incentive payments, salaries and other
payments, and especially visible in Bunia and Rwampara, where staff protests have disrupted the
functioning of health facilities and certain response activities. The third arises from territorial control
exercised by armed actors, some of whom are appropriating or instrumentalising public health
measures, notably in Lubero and Irumu.

This shift is accompanied by a change in the forms confrontation takes. Ebola treatment centres
(ETCs), isolation centres and other health facilities are increasingly becoming targets in their own right.
The emergence of threats made conditional on the notification of new cases, documented in particular
in Biena, Musienene and Beni, is a particularly worrying signal: it may now affect not only the security
and acceptance of the response, but also case notification and, consequently, the quality of
epidemiological surveillance. The Nyakunde sequence further illustrates how quickly a grievance
relating to patient care can escalate into community mobilisation, armed intervention and an
interruption of the response.

The geography of priorities has also been profoundly redrawn. Beni and Butembo have become critical
flashpoints in North Kivu, while Nyakunde has emerged as a major new rupture zone in Ituri. Bunia
and Rwampara remain priorities, but their profile is shifting towards a crisis bound up with the internal
functioning of the response rather than with community acceptance alone. Conversely, the absence
of recorded incidents in Mongbwalu, previously one of the main hotspots, must be interpreted with
caution until genuine de-escalation has been distinguished from a possible breakdown in reporting.

These developments make a uniform response focused exclusively on risk communication and
community engagement (RCCE) inadequate. They call for a differentiated approach combining
mediation and community engagement in areas of resistance, rapid resolution of contractual and
financial grievances within the response, physical protection of health facilities, and access negotiation
in spaces under the influence of armed groups. For the month of August, particular attention will need
to be paid to resolving the incentive payments crisis, to the spread of conditional threats, to the
instrumentalisation of public health measures by armed actors, to developments in the new
flashpoints in Tshopo and Haut-Uélé, and to the situation in Mongbwalu.
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1. Purpose and methodology

1.1 Purpose of the analysis
To identify, based on incidents documented between 2 and 31 July 2026, the health zones and the

sources of friction that undermine acceptance of the response, to guide the geographical and thematic
targeting of RCCE activities and to inform operational decision-making.

1.2 Methodology

This analysis followed the same steps as the previous exercise, to ensure comparability:

o Descriptive coding of seven variables per incident: type, CPT theme (Community Perception
Tracker, a tool for tracking incidents, rumours, stigmatisation risks and accusations relating to
Ebola virus disease), dominant perception, target, presumed perpetrator, location and
casualties.

o Identification of CPT signals with risk scores and intensity derived from keyword rules, which
serve as proxies for acceptance rather than as measures of perception.

o Clarification of the notions of accusation and stigmatisation based on the category of persons
targeted, principally a member of a family or of a community, or a community. Accusations
directed at the response (NGOs, humanitarian workers, health workers) and administrative or
judicial proceedings are treated separately, as they fall under hostility towards the response.

o Calculation of the hotspot score by health zone: incidents + rumours + community accusations
+ 2 x attacks and violence. The thresholds are defined as follows: critical > 20; high 10 to 19;
moderate 5 to 9; watch below 5.

o Definition of the periods: the previous analysis covered 16 May to 1 July 2026 inclusive. The
present analysis therefore begins on 2 July and runs to 31 July, a total of 30 days.

o The list of incidents analysed does not claim to be exhaustive: it reflects the information
available and reported to the CAT over the period in question, in a context where geographical
coverage, access to certain areas and collection capacity may limit the documentation of some
events. The count also includes contextual events (case detection, administrative measures,
socio-economic consequences of the outbreak) that do not directly set the response against a
community but do document the environment in which it operates.

2. Quantitative overview of the period covered

Over the 30 days from 2 to 31 July, 97 incidents were recorded, resulting in 31 casualties: 5 people
killed, 22 injured and 4 abducted. Ituri accounts for 55 incidents and North Kivu for 38, a marked
rebalancing compared with the previous period, when lturi recorded 51 incidents and North Kivu 16.
Three incidents are documented in Tshopo and one in Haut-Uélé, two provinces hitherto absent from
our monitoring and recently affected by EVD.

Health, humanitarian and response actors were directly targeted in 59 incidents; adding attacks on
ETCs, isolation centres and prevention infrastructure, 65 of the 97 incidents targeted the response or
its facilities.
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Safe and dignified burials (SDB) and the return of bodies remain the leading cause of incidents (21
cases), followed by tensions around ETCs and health facilities (18 cases). Public protests come third,
with 16 cases.
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Figure 1: number of incidents recorded by province

Table 1. Quantitative overview of documented incidents

Documented incidents 97
Number of victims 31 in total, including 5 killed, 22 injured and 4 abducted
Distribution over time 16 incidents from 25 July; 24 from 6—12 July; 30 from 13-19 July; 15 from 20-26

July; 12 from 27-31 July

Primary targets 65 of the 97 incidents targeted health workers, humanitarian personnel or response
actors, or their facilities; 59 directly targeted individuals

Alleged perpetrators Civilian population: 37; criminals: 20; health personnel: 15; armed groups: 10;
security forces (national and foreign): 6; authorities and public officials: 5; other: 4

Main incident types Safe and Dignified Burials (SDB) and release of bodies: 21; Ebola Treatment Centres
(ETCs) and health facilities: 18; public demonstrations: 16; violence against
prevention actors and measures: 14; other Ebola-related incidents: 8; rumours,
accusations and stigmatisation: 6; hostility towards awareness-raising activities: 6;
administrative or judicial measures: 4, movement restrictions: 4. All 97 incidents are
accounted for.

Documented accusations 12, including 9 targeting the response, its personnel or facilities, and 3 targeting
community members or a local authority

Incidents related to 15, including 14 demonstrations by response workers; no such incidents were
outstanding incentive recorded during the previous period

payments

Health zones affected 25, including 11 in Ituri, 10 in North Kivu, 3 in Tshopo and 1 in Haut-Uélé.
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Obstruction/violence related to EDS or the return of bodies 21

Attack/tension related to a CTE, treatment site, or health facility 18

Public manifestation 16

Violence against Ebola prevention or awareness-raising actors or

14
programs
Other Ebola-related incident 8
Hostility toward Ebola awareness-raising or prevention programs 6
Rumors, accusations, or stigmatization related to Ebola 6
Administrative or judicial measures related to the Ebola response 4
Restrictions on movement or access related to Ebola measures 4
Figure 2: dominant incident types, 2 to 31 July 2026
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Figure 3: daily incident trend, 2 to 31 July 2026

The weekly distribution shows a clear peak between 13 and 19 July (30 incidents, close to a third of
the period), corresponding to the convergence of two distinct dynamics: the wave of protests over
the payment of incentives in Bunia and Rwampara, and the Nyakunde crisis. The decline observed at
the end of the month (12 incidents from 27 to 31 July) should be read with caution: it coincides with
the most violent incidents of the period, notably the 7 people injured in Nia-Nia on 29 July.
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3. Changes in trends between the period from 16 May to 31 July

Our previous analysis, covering the period from 16 May to 1 July 2026, examined 68 documented
incidents, whereas the present analysis covers 97 documented incidents from 2 to 31 July 2026.

3.1 A sharp rise in volume, a fall in severity

Table 2. Comparison of the main indicators

Indicator 16 May to 1 July (47 days) 2 to 31 July (30 days)

Documented incidents 68 97 Up 43%

Average weekly rate 10 incidents per week 23 incidents per week Up 123%

Casualties 48 (8 killed, 40 injured) 31 (5 killed, 22 injured, 4 Down 35%
abducted)

Casualties per 100 71 32 Down 55%

incidents

Response actors directly 51 of 68 (75%) 59 of 97 (61%) Down 14

targeted percentage points

Accusations recorded 14 (21% of incidents) 12 (12% of incidents) Down 9 percentage

points

Health zones affected 22 25 3 more zones

Critical or high-level 4 7 3 more zones

zones

Provinces affected Ituri, North Kivu, South Kivu Ituri, North Kivu, Tshopo, 2 new provinces
Haut-Uélé

The central finding of this comparison lies in reading two rows of the table together. The rate of
incidents has more than doubled, while the number of casualties per 100 incidents has fallen by
around 55%. In July the response faced contestation that was markedly more frequent and more
dispersed, not violence that was more lethal.

This lower average severity should not be read as a calming of tensions. It stems in large part from the
nature of the new incidents: a protest by staff involved in the response, the theft of a handwashing
station or a verbal threat during a burial all enter the denominator without producing casualties.
Genuinely violent episodes remain comparably severe, and the concentration of seven injuries in the
single attack at Nia-Nia on 29 July shows that the capacity for escalation remains intact.

The fall in the rate at which response actors are directly targeted, from 75% to 61% of incidents,
follows the same mechanism. It does not reflect better protection of teams: it reflects the entry into
the count of causes that target no one, foremost among them staff protests and damage to facilities
and equipment.
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3.2 What has changed in nature: the composition of incidents

Obstruction/violence related to EDS or the return of bodies _21 22
Attack/tension related to a CTE, treatment site, or health facility _ 14 18
0

I

Publi ifestati
ublic manirestation 16

Violence against Ebola prevention or awareness actors or programs 14

Other Ebola-related incident . - 8

Rumors, accusations, or stigmatization related to Ebola _6 12
.
6
I -
4
N -

Hostility toward awareness or preventive measures
Restrictions on movement or access related to Ebola measures

Administrative or judicial measures related to the Ebola response a

HlJune © July

Figure 4: comparison of the composition of incidents by type
Three shifts structure the comparison.

The emergence of internal contestation: Public protests, absent from the previous period, account
for 16 incidents, or 16% of the total. Fourteen of them were organised by response staff themselves,
over arrears in incentive payments, salaries or payments promised as part of response activities; the
other two arose from different causes. This makes internal contestation the third most common
incident type of the month. It is the clearest transformation of the period, and the one that most
completely escapes the instruments of community engagement.

Prevention moves to the forefront: Violence and hostility directed at prevention and awareness-
raising actors and facilities rose from 7 to 20 incidents, that is from 10% to 21% of the total.
Destruction of handwashing stations, assaults on staff at health checkpoints, threats against
community mobilisers and awareness-raising teams: this cause, marginal in the previous period, has
become the second most common source of friction of the period, ahead of tensions around health
facilities.

The retreat of the narrative register and of access restrictions: Rumours, accusations and
stigmatisation fell from 12 to 6 incidents, that is from 18% to 6% of the total, and recorded accusations
from 14 to 12, or from 21% to 12% of incidents. Movement restrictions follow the same downward
path, from 9 to 4 incidents. Friction is therefore expressed less through narrative and constraints on
movement, and more through direct action.

Two causes, by contrast, are remarkably stable in relative terms. Safe and dignified burials and the
return of bodies fell from 32% to 22% of the total but remain the leading incident type in both periods.
Tensions around ETCs and health facilities held at 21% and then 19%. These two themes form the
permanent bedrock of friction, independent of short-term developments.
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3.3 A redrawing of the map rather than an expansion in volume
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Figure 5: comparison of hotspot scores for the main health zones

The provincial distribution has rebalanced: Ituri fell from 75% to 57% of incidents, North Kivu rose
from 24% to 39%. South Kivu has dropped out of the monitoring, while Tshopo and Haut-Uélé have
entered it. The most significant movement, however, is not provincial but local. Of the four zones

classified as critical or high in the previous analysis, only one has risen further:

o Mongbwalu, the second flashpoint of the first period with 12 incidents and a score of 37,
recorded no incidents in July. This is the largest variation observed, and it remains to be
explained.

o Bunia fell from 42 to 28: the number of incidents rose slightly, from 14 to 16, but their nature
changed radically, with staff protests replacing violence around SDB.

o Rwampara remains stable at a score of 17 but has shifted from the SDB theme to that of
response teams, for the same reason.

o Beni, the only one of the four to rise, went from 11 to 33 and has become the leading flashpoint
of the period.

Symmetrically, four zones have reached a critical or high level with no previous record at that level:
Butembo rose from 9 to 31, Nyakunde stands at 21, Nia-Nia at 15 and Alimbongo at 10. The redrawing
of the map is considerable. Fourteen of the twenty-five health zones of the second period did not
appear among the twenty-two zones of the first: Nyakunde, Nia-Nia, Alimbongo, Bafwasende, Biena,
Kalunguta, Katwa, Kisangani, Makiso, Mandima, Mutwanga, Nizi, Oicha and Wamba. Eleven zones
have dropped out, among them Mongbwalu, Fataki, Rimba, Goma, Katana, the Boga / Gety axis and
the various axes around Mahagi.

In other words, more than half of the zones concerned in the second period are new, and four of the
seven critical or high-level zones were not among the priority zones in our previous analysis.
Geographical targeting carried over unchanged would therefore have missed the majority of the
month's flashpoints.
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3.4 Summary of the shift
From 16 May to 1 July, the response faced opposition that was principally community-based,

concentrated in two flashpoints in Ituri, notably the Bunia health zone for burials and Mongbwalu for
the accusatory narrative , and expressed through refusals, rumours and access restrictions imposed
by armed actors. Four zones out of twenty-two accounted for most of the risk.

From 2 to 31 July, it faces three simultaneous and distinct forms of opposition: community friction
that has shifted towards North Kivu and is now directed as much at facilities and equipment as at
teams; internal contestation led by its own staff in Bunia and Rwampara; and the appropriation of
public health measures by armed groups in Lubero and Irumu. Seven zones out of twenty-five reach a
critical or high level, compared with four out of twenty-two previously. The weekly rate has more than
doubled, average severity has fallen by around 55%, and more than half of the map of priority zones
has been redrawn.

4. Trends in trust and distrust

Health zones concerned: Bunia (16 incidents), Beni (15), Butembo (11), Rwampara (11), Nyakunde (9) and Nia-Nia (7). These six zones
account for 69 of the 97 incidents, more than two-thirds of the period.

Distrust over the period can no longer be read in a single register. Three logics coexist and do not call
for the same responses.

A classic form of community distrust, fuelled by the lack of transparency over patient care and funeral
procedures, expressed through verbal threats, stone-throwing and refusals. It predominates in Beni,
Butembo and Kalunguta.

Distrust directed at the facilities themselves, targeting ETCs, isolation centres and health posts as
objects rather than merely the teams that visit them. It predominates in Butembo, Nyakunde and
Mambasa.

Contestation internal to the response, led by its own staff and grounded in contractual grievances. It
predominates in Bunia and Rwampara, where it accounts for 7 of the 16 and 7 of the 11 documented
incidents respectively.

This last logic changes how the figures should be read. Bunia and Rwampara remain at the top of the
ranking, but for reasons different from those of June: friction there no longer principally sets the
response against the community, it sets the response against its own managers. A strengthened
community engagement strategy would have no effect on that share of the risk.

The drivers of community distrust identified in the previous analysis remain valid and documented: a
perception of insufficient transparency in the management of deaths, the circulation of rumours
calling into question the origin of the disease or the motives of the response, a sense that measures
are being imposed without prior consultation, and repeated security incidents involving teams.

To these is added a new and explicit grievance: the exclusion of local young people from response
recruitment, voiced on 24 July at Kasabinyole, in the Beni health zone, where young people threatened
to form a movement hostile to any intervention team if they were not recruited. The same grievance
had already halted construction work on an ETC in Beni on 1 July, the last day of the previous period.
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5. Changes in refusals and community resistance to SDB

Health zones concerned: Beni (6 of the 21 SDB-related incidents); Nyakunde (3); Bunia (3); Butembo (2); then, with one incident each:
Kalunguta, Kisangani, Musienene, Oicha, Rwampara, the Rwampara / Komanda axis and Vuhovi.

SDB and the return of bodies remain the leading cause of incidents, with 21 cases, but their geography
has shifted. Bunia, which accounted for almost half of the SDB incidents of the previous period, now
records only three; Beni now accounts for six. The cause has also spread across eleven health zones in
three provinces, confirming its structural character: it follows funeral practice, not any geography.

The dominant form remains verbal threats and stone-throwing during burial operations, without
casualties. Three episodes nonetheless mark an escalation or a procedural failure that warrant
attention:

o At Vuhovi, on 28 July, residents demanded to see the body of a man who had died of EVD,
removed it from the body bag and handled it before burial, despite warning shots fired by the
PNC. The incident constitutes a direct contamination risk and not a simple refusal.

o At Oicha, on 16 July, the confrontation arose from a missing document: the team held the death
certificate and the laboratory result but not the transport authorisation from the chief medical
officer of the health zone. The body was ultimately allowed through without authorisation. The
friction here was administrative in origin.

o At Kalunguta, on 16 July, resistance went beyond refusal of SDB: relief kits intended for the
population were themselves refused and death threats were made against the Red Cross team
leader.

These episodes confirm that most instances of resistance do not reflect a rejection of the fight against
Ebola but a contestation of operational arrangements: procedures that are not understood, local
concerns that are not addressed quickly, and a sense that there is no space for dialogue. The Oicha
episode adds a factor of its own: when the response's own documentary chain fails, it produces the
very friction it is meant to prevent.

6. Perceptions of ETCs and health facilities

Health zones concerned: Butembo (5 of the 18 incidents); Nyakunde (3); Bunia and Rwampara (2 each); Beni, Biena, Mambasa, Mandima,
Musienene and Wamba (1 each).

Eighteen incidents relate directly to attacks on, or tensions around, an ETC, an isolation centre or a
health facility, and thirteen fall under the theme of “distrust of the ETC or health facility”. The most
significant change of the month concerns the nature of these incidents: the facility is targeted as an
object, and no longer merely as a place where teams happen to be.

Seven incidents involve fires or attempted arson against health facilities or equipment, to which three
arson threats not followed through must be added. In Butembo, a building serving as an isolation
centre was set on fire on 6 July, injuring a police officer; the isolation centre at Kitatumba General
Hospital was attacked during the night of 7 July by armed men presumed to be Wazalendo, with
medical equipment destroyed; a health post was set on fire on 27 July, accused of being responsible
for the deaths of its patients; and a medical facility was set on fire on 29 July, accused of being funded
by the response, even though it had already ceased operating a week earlier because of repeated
threats.

10
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6.1 The conditional threat: deterring case notification
Three incidents involve a distinct mechanism, which appeared only in isolated form in the previous
period: a threat issued in advance and made conditional on the notification of a case.

o At Biena, on 24 July, the community warned that Mambowa hospital would be attacked if it
notified a case of EVD.

o At Musienene, on 24 July, written threats were sent to a health facility after an EVD-related
death was reported, promising an attack should any further case be reported.

o At Beni, on 25 July, rumours of a plan to set fire to the ETC were reported by RCCE facilitators;
the communication focal point identified the group behind the threats, which claims that
“foreigners are bringing EVD”.

This mechanism carries heavier consequences than resistance to a single intervention, because it acts
upstream of epidemiological surveillance. A facility threatened with attack if it notifies a case has an
incentive not to notify it, or to close pre-emptively. That is precisely what happened in Butembo, a
fourth instance of the same mechanism, where the facility set on fire on 29 July had already ceased
operating a week earlier under the effect of threats. The risk is no longer only the interruption of
activities: it is under-notification.

6.2 The Nyakunde sequence, 14 to 16 July
The Nyakunde sequence is the most serious rupture of the month and warrants a step-by-step
reading.

On 14 July, an SDB team that had come to carry out a burial was physically assaulted; the PNC covered
its withdrawal. On 15 July, a pregnant woman died in hospital after giving birth: because of the public
health restrictions linked to the outbreak, the hospital was unable to transfuse her with locally
collected blood. Young people from Nyakunde ransacked the Ebola treatment centre. The deceased
woman's family, supported by members of the FPIC militia, attacked the ETC with stones and set fire
to tarpaulins at the entrance. The FARDC assigned to guard the site returned fire; the exchange lasted
around two hours and left three people dead, including the FPIC militia leader and his two bodyguards.
Several patients receiving Ebola care escaped. On 16 July, the humanitarian organisations involved in
the response evacuated to Bunia.

Three lessons follow. First, the trigger was not a response activity but an indirect consequence of the
outbreak protocol on routine care: the transfusion restriction. Second, the presence of a local militia
turned a community grievance into an armed confrontation within a matter of hours. Third, the escape
of patients and the evacuation of humanitarian staff mean that the zone lost its treatment capacity
and its contact-tracing capacity at one and the same time.

11
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7. Internal contestation within the response: incentive arrears and
protests

Health zones concerned: Bunia (7 incidents), Rwampara (6) and Nyakunde (1), to which must be added one incident linked to promised
payments in Beni. The protests are concentrated between 6 and 15 July, with an isolated resurgence on 25 July.

Fourteen of the sixteen protests recorded were organised by response staff themselves over arrears
in incentive payments, salaries or payments promised as part of response activities, a cause absent
from the previous analysis. Those involved include hygienists, health providers, surveillance officers,
awareness-raising staff and checkpoint staff.

The movement follows an identifiable trajectory. It began on 6 July at Rwampara with a tyre-burning
protest that led to the suspension of half a day of activity in two medical facilities. It spread on 9 and
10 July to Bunia, where ETC hygienists denounced more than a month of arrears and threatened to
suspend their activities. It peaked on 13 and 15 July, with barricades, fires and the blocking of the
entrances and exits of Bunia General Referral Hospital, severely disrupting the functioning of services.
On 15 July the protesters stated that they had not been paid since mid-May, despite announcements
by the Minister of Public Health. On 16 July, providers in Bunia and Rwampara announced a
resumption of activities following assurances obtained from the military governor. An isolated protest
nonetheless reappeared on 25 July outside the Bunia ETC.

Two incidents show that this grievance extends beyond the internal sphere. At Beni, on 6 July, a staff
member of a United Nations agency was threatened by young people during an awareness-raising
meeting, over a delay in paying an allowance promised to participants: the financial grievance is thus
transferred from the employee to the beneficiary, and community engagement itself becomes the site
of the conflict. At Rwampara, on 13 July, protesters briefly blocked an INGO vehicle carrying staff on
their way to a meeting.

This dimension calls for a distinct operational reading. A protest by response staff is neither a
community acceptance problem nor a security problem: it is a contractual problem whose effects are
operational — suspension of hospital services, interruption of surveillance and awareness-raising
activities, and public exposure of the response as a defaulting employer, which weakens its credibility
with the very communities whose cooperation it seeks.

8. Accusations, stigmatisation and social tensions

Health zones concerned: Alimbongo, Butembo and Mambasa (2 accusations each); Aru, Beni, Bunia, Irumu, Nia-Nia and Nizi (1 each).
Community stigmatisation incidents occurred in Nia-Nia (1) and Alimbongo (1).

Twelve incidents involve an Ebola-related accusation, nine of which target the response, its staff or its
facilities, while three implicate members of the community or a local authority. The relative weight of
this cause is declining compared with June, but its geographical spread is widening.

8.1 The accusatory narrative has shifted and fragmented

The narrative that “humanitarian workers brought Ebola”, which structured the violence in
Mongbwalu during the previous period, has not disappeared: it has dispersed. It resurfaced on 6 July
at Alimbongo, where residents threatened an INGO team accused of bringing EVD into the area; on 6
July in Irumu territory, where FPIC members refused access to a vehicle carrying IPC kits, accused the
team of spreading EVD and demanded payment of a fine; on 15 July at Mambasa, where individuals
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burst into a hotel and threatened INGO staff accused of carrying the disease, forcing them to change
accommodation; and on 25 July at Beni, in the explicit form “foreigners are bringing EVD, so they must
be burned out”.

A second narrative, specific to July, warrants particular attention: that of the empty coffins. On 9 July
at Bunia, a Red Cross member was assaulted with shovels and machetes by a crowd during a burial,
following rumours that the coffin was empty. On 23 July at Ariwara, in the Aru health zone, residents
threatened response staff, falsely accusing them of having buried in a river three coffins found empty
in the village. This narrative directly calls into question the integrity of funeral operations and is
spreading across two areas more than two hundred kilometres apart.

8.2 Community stigmatisation

Two incidents targeted members of the community. At Nia-Nia, on 29 July, individuals armed with
sticks and stones attacked the home and office of a groupement chief, wrongly accusing him of having
received funds intended to further the spread of EVD; two residents were injured and the chief's
property looted. At Alimbongo, on 24 July, M23 members beat five motorcycle-taxi riders accused of
coming from an affected area, injuring them and demanding a sum of money to let them travel on.

The second case falls into a hybrid category: stigmatisation is here exercised by an armed actor and
converted into a financial levy. It is no longer a social dynamic but an instrument of control and
predation.

Also of note, at Nizi on 13 July, the Lopa civil society group claimed that more than 180 people had
died in one month of an unknown disease resembling Ebola. This allegation, unverified, is in itself a
first-order CPT signal: whether or not it is well founded, it calls for rapid verification and public
communication.

9. Conflict, local governance and acceptance of the response

Armed actors and security forces involved in 16 incidents: Nyakunde and Rwampara (3 each); Irumu and Alimbongo (2 each); Butembo,
Mambasa, Mandima, Mutwanga, Nia-Nia and Wamba (1 each).

Ebola-related incidents cannot be analysed independently of the security context. Presumed
perpetrators were civilians in 37 cases, criminal actors in 20 cases, health personnel in 15 cases, armed
groups in 10 cases and security forces in 6 cases. Four distinct armed groups operate within the sphere
of the response, each with a different logic.

o The FPIC, in Irumu territory, acts against funeral procedures and prevention equipment:
destruction of handwashing stations on 3 July after ordering that a colleague's body be
abandoned, the threatening of an SDB team at gunpoint with an AK-47 on 5 July, the blocking
of a vehicle carrying IPC kits on 6 July, and participation in the attack on the Nyakunde ETC on
15 July.

o The ADF strike health facilities as part of wider incursions: the abduction of the head nurse of
Maboma on 2 July at Wamba — his father and around ten other civilians having been taken
during the same incursion according to local sources — with the health centre looted and the
population fleeing; and the theft of medicines and the burning of a medical facility at Mandima
on 27 July, with three people abducted to carry the stolen goods.
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o The M23, in Lubero territory, appropriates public health measures: imposing a quarantine,
punishing five motorcyclists accused of coming from an affected area on 24 July, and executing
a civilian on 31 July for having taken a secondary route in order to evade that quarantine.

o The Wazalendo and the Mai-Mai Yira of the UAPC faction, around Butembo, target facilities and
teams: the attack on the Kitatumba isolation centre on 7 July, and threats against a team of
volunteers during a disinfection operation on 17 July, which led to an exchange of fire with the
police.

The appropriation of public health measures by the M23 is the most worrying development in this
category. When an armed actor itself imposes a quarantine, the public health measure ceases to be a
matter for communication and becomes an instrument of territorial control and taxation. No
awareness-raising activity can correct this configuration: it is a matter for access negotiation.

Fewer incidents, greater severity: compared with the previous period, the share of armed actors in
the total is falling armed groups went from 13 to 10 incidents and security forces from 9 to 6. This
relative decline nonetheless contrasts with the worsening of their interventions. Three of the five
deaths of the period resulted from a clash involving a militia, at Nyakunde on 15 July, and a fourth
from an execution by an armed group, at Alimbongo on 31 July. Armed actors therefore intervene less
often, but it is around their interventions that most of the period's lethality is concentrated. The trend
to watch is not the frequency of their actions, it is their outcome.

9.1 Administrative obstruction and the effects of official measures

Four incidents relate to administrative or judicial measures. On 2 July at Bunia, eleven passengers
were unable to board a UNHAS flight for want of having completed the new INSP exit form. On 7 July
at Beni, the head of the Ngongolio health centre reportedly refused to allow response activities to be
carried out in his facility, obliging the SDB team to leave without completing its work. On 7 July at
Bunia, three presumed ringleaders of an anti-response protest were arrested and transferred to the
military region command.

To these cases must be added a decision of considerable scale: Uganda's closure of its border with the
DRC, the effects of which are documented on 14 July at Kasindi. The price of basic commodities there
doubled, tripled or even quadrupled. These economic consequences feed directly into resentment
towards the response, which is perceived as the cause of the impoverishment, even though the
measure was not of its making.

9.2 Geographical spread of the outbreak and of opposition to it

July marks the crossing of the provincial boundaries of the 17th outbreak. On 12 July, two patients
tested positive at Kisangani, in the Makiso health zone in Tshopo. On 15 July, a patient resident at
PK51 and intercepted at the PK23 checkpoint on the RN4 died ten minutes after admission to the
Madula health centre; his body was taken to the mortuary of Makiso General Hospital. On 31 July at
Bafwasende, a team from the Tshopo Provincial Health Division and a team from the Ministry of Health
were threatened on arrival: motorcyclists smashed hotel room windows to prevent Ebola supplies
from being unpacked, and the police had to intervene to prevent physical assaults.

The Bafwasende incident is significant: in a newly affected province, hostility towards the response
manifested itself even before activities had been deployed. The rejection was not built up locally; it
preceded the intervention, which suggests that hostile narratives are circulating ahead of the virus
itself.

14



DRCONGO ——

The Nia-Nia axis illustrates, in parallel, the economic effect of the outbreak. Drivers on the route
linking Nia-Nia to Kisangani report a fall in passenger numbers, and the villages of Nia-Nia, 51 and
Badengaido have disappeared from the destination boards at the Dépot Makayabu depot in Kisangani.
The commercial isolation of these localities precedes and feeds the hostility expressed there, of which
the attack of 29 July on an NGO team at a mining site, with seven people injured and eight pharmacies

looted, is the most violent expression of the month.

10. Mapping and prioritisation of hotspot health zones

The ranking below has been calculated on the full set of 97 incidents documented from 2 to 31 July
2026, using the method defined in the monitoring database. It should be read as a dynamic tool for

operational guidance.
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Map 1: Hotspot health zones

Table 3. Hotspot health zones and main risk factors, 2 to 31 July 2026

1 33

Attacks/violence +
Rumours +
Accusations

Beni North Kivu 15 Critical

2 Butembo North Kivu 11 31 Critical Attacks/violence +
Accusations

3 Bunia Ituri 16 28 Critical Attacks/violence +
Rumours +
Accusations

4 Nyakunde Ituri 9 21 Critical Attacks/violence

Rejection of
prevention /
awareness-raising

Distrust of ETC /
health facility

Response teams /
security

SDB / return of bodies
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Rank Health zone m“m Dominant indicator Dominant CPT theme

Rwampara
6 Nia-Nia
7 Alimbongo
8 Mambasa
9 Irumu
10 Vuhovi
11 Mahagi
12 Aru
13 Musienene
14 Bafwasende
15 Biena
16 Mandima
17 Nizi
18 Rwampara
19 Wamba
20 Kalunguta
21 Katwa
22 Kisangani
23 Makiso
24 Mutwanga
25 Oicha

Ituri

Ituri

North Kivu

Ituri

Ituri

North Kivu

Ituri

Ituri

North Kivu

Tshopo

North Kivu

Ituri

Ituri

Ituri

Haut-Uélé

North Kivu

North Kivu

Tshopo

Tshopo

North Kivu

North Kivu

1

High
15 High
10 High
9 Moderate
6 Moderate
6 Moderate
5 Moderate
5 Moderate
4 Watch
3 Watch
3 Watch
3 Watch
3 Watch
3 Watch
3 Watch
1 Watch
1 Watch
1 Watch
1 Watch
1 Watch
1 Watch

Attacks/violence

Attacks/violence +
Rumours +
Accusations

Attacks/violence +
Rumours +
Accusations

Attacks/violence +
Accusations

Attacks/violence +
Rumours +
Accusations

Attacks/violence

Attacks/violence

Attacks/violence +
Rumours +
Accusations

Attacks/violence
Attacks/violence
Attacks/violence
Attacks/violence
Rumours +
Accusations

Attacks/violence

Attacks/violence

General incidents

General incidents

General incidents

General incidents

General incidents

General incidents

Response teams /
security

Rejection of
prevention /
awareness-raising

Rumour /
stigmatisation

Rejection of
prevention /
awareness-raising

Rejection of
prevention /
awareness-raising

Response teams /
security

Response teams /
security

Authorities /
governance

SDB / return of bodies

Rejection of
prevention /
awareness-raising

Distrust of ETC /
health facility

Distrust of ETC /
health facility

Rumour /
stigmatisation

SDB / return of bodies

Distrust of ETC /
health facility

SDB / return of bodies

Rejection of
prevention /
awareness-raising

SDB / return of bodies

Health measures /
access

Response teams /
security

SDB / return of bodies

This score weights the number and nature of incidents documented over the period and does not measure epidemiological intensity.
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10.1 Analytical reading and implications for community engagement
Four health zones reach the critical level, compared with two in the previous analysis. Their profiles
differ and call for distinct responses.

Beni ranks first with 15 incidents and a score of 33. Its profile is the most composite of the period: six
incidents linked to SDB, five relating to the rejection of prevention and awareness-raising, one linked
to distrust of facilities, to which are added recruitment grievances and a rumour of a plan to set fire
to the ETC. Beni thus combines every source of friction identified, with none clearly predominant,
which makes a single plan unsuitable and calls for an analysis by health area.

Butembo follows with 11 incidents and a score of 31, driven by violence against facilities: five incidents
target an ETC, an isolation centre or a health facility, three of them arson attacks. The zone also
accounts for the only documented involvement of the Wazalendo. The priority there is the physical
protection of facilities and negotiation with local armed actors, ahead of communication.

Bunia retains a high score (28) with 16 incidents, but its composition has changed: seven incidents
relate to protests by response staff, and only three to SDB, compared with eleven in the previous
period. Community friction there has fallen markedly, giving way to a contractual crisis. A significant
share of Bunia's score therefore relates to the administrative management of the response rather
than to community engagement.

Nyakunde appears at the critical level for the first time (9 incidents, score 21) and accounts for three
of the five deaths of the period. Its profile is that of a sudden and recent rupture rather than of
accumulated friction: the zone moved from an isolated incident to humanitarian evacuation in three
days.

Three zones sit at the high level. Rwampara (score 17) presents a profile close to that of Bunia,
dominated by staff protests. Nia-Nia (15) and Alimbongo (10), by contrast, share a common feature:
a moderate number of incidents but a high level of violence per incident, with seven people injured
at Nia-Nia on 29 July and six casualties at Alimbongo at the hands of the M23. These zones are not
chronic friction flashpoints; they are zones of sudden and serious rupture.

The thirteen zones classified as “watch” should not be regarded as risk-free. This is particularly true of
Bafwasende, Makiso and Kisangani in Tshopo, and of Wamba in Haut-Uélé: a single incident there
reflects geographical spread rather than residual friction. Biena and Katwa fall into another category:
the threat there has been made but not yet carried out, which makes them precisely the zones where
preventive action is still possible.

11. Strategic recommendations

11.1 Treat incentive payment arrears as a first-order operational risk
o Establish and publish a verifiable payment schedule for response staff in Bunia and Rwampara,

where thirteen incidents linked to arrears or payments have been documented and where
several hospital services have been suspended. The resumption announced on 16 July rested
on verbal assurances; the protest of 25 July shows that these were not sufficient.

o Establish a channel for handling contractual grievances that is separate from community
complaint mechanisms, so that such grievances do not turn into the blockading of health
facilities.
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Clarify with communities the arrangements governing incentives and participation allowances
for awareness-raising activities, in Beni as a priority, where one incident arose from an
unfulfilled promise of payment to participants.

11.2 Secure SDB through prior mediation, with an updated geography

(o]

Redeploy the prior mediation effort towards Beni, which now accounts for six of the 21 SDB-
related incidents, and towards Nyakunde, Bunia, Butembo, Kalunguta and Vuhovi. Bunia is no
longer the main flashpoint for this cause.

Verify that the documentary chain is complete before any SDB team is deployed: death
certificate, laboratory result and transport authorisation from the chief medical officer of the
health zone. The Oicha incident of 16 July was caused by the absence of the last of these
documents.

Strengthen the protocol for accompanying families to prevent the handling of bodies, following
the Vuhovi episode of 28 July, in which a body was removed from the body bag in front of the
team.

11.3 Protect facilities and address conditional threats

(o]

Treat threats made conditional on the notification of a case (Biena, Musienene and Beni) as a
risk of under-notification and not as a simple security incident. Targeted dialogue with identified
perpetrators is possible: in Beni, the health area's communication focal point has already been
able to identify and meet the group behind the threats.

Assess the physical protection of ETCs, isolation centres and health posts in Butembo,
Nyakunde, Mambasa, Mandima and Beni, where fires and attempted arson have been
documented.

Document and compensate for pre-emptive facility closures, as in Butembo, where the
establishment set on fire on 29 July had ceased operating a week earlier, so that closure does
not translate into a breakdown in routine health provision, which in turn feeds hostility.

11.4 Rumour management

(0]

Treat as a priority the “empty coffins” narrative, which emerged at Bunia on 9 July and at
Ariwara on 23 July, which calls into question the integrity of funeral operations and has already
resulted in a machete assault. A response grounded in transparency about the burial protocol,
carried by community witnesses accepted by the families, is better suited than an institutional
denial.

Verify without delay the Lopa civil society group's allegation of more than 180 deaths at Nizi,
and communicate the outcome of that verification publicly, whatever it may be.

Confirm whether the absence of incidents at Mongbwalu in July corresponds to genuine de-
escalation or to a breakdown in reporting, before reallocating the resources deployed there.

11.5 Nyakunde: negotiated resumption and evacuation protocol

(0]

Make the resumption of activities conditional on mediation involving the deceased woman's
family, customary authorities, the young people of Nyakunde and the FARDC, addressing
explicitly the question of the transfusion restriction that lay behind the death which triggered
the crisis.

Clarify publicly the transfusion rules applicable in an outbreak context and the alternatives to
them, across all facilities in Irumu, to avoid the same trigger recurring elsewhere.
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o Establish the state of contact tracing following the presumed escape of patients from the ETC,
and document the conditions for the return of the organisations evacuated to Bunia.

11.6 Negotiate access with armed actors
o Distinguish explicitly, in access plans, between the four documented configurations: the FPIC in
Irumu, the ADF in Wamba and Mandima, the M23 in Lubero, and the Wazalendo and Mai-Mai
Yira around Butembo. They share neither the same motivations nor the same interlocutors.

o Raise, within access coordination mechanisms, the question of the quarantine imposed by the
M23 in Lubero, which left one person dead and five injured in July. No awareness-raising activity
can address this configuration.

o Adapt the arrangements for transporting supplies following the blocking of IPC kits by the FPIC
on 6 July and the ADF incursions against health facilities.

11.7 Prepare the new zones before an incident occurs
o Deploy a rapid perception analysis in Tshopo (Makiso, Kisangani, Bafwasende) and in Wamba,

before activities are scaled up. The Bafwasende incident of 31 July shows that hostility can
precede deployment.

o Anticipate the effect of economic isolation on the route linking Nia-Nia to Kisangani, where the
disappearance of villages from destination boards precedes and feeds hostility towards teams.

o Document the socio-economic consequences of the closure of the Ugandan border at Kasindi
and publicly dissociate that measure from the activities of the response.

11.8 Address the grievance of exclusion from recruitment
o Clarify and make public the criteria for local recruitment to the response in Beni, where young

people threatened on 24 July to form a movement hostile to teams if they were not recruited,
following the halting of construction work on an ETC over the same grievance on 1 July.

o Involve existing youth structures ahead of deployments: in Beni, the intervention of the Urban
Youth Council made it possible to defuse the incident of 6 July, which indicates that there are
interlocutors who can be mobilised.

12. Conclusion and points for vigilance

The period from 2 to 31 July 2026 is distinguished not only by an increase in the number of incidents.
It is distinguished by the fact that friction no longer comes from a single source. Three risk systems
now coexist and are not addressed in the same way.

o Classic community friction, around SDB and health facilities, now borne principally by North
Kivu and particularly by Beni and Butembo. It is addressed through prior mediation and
dialogue.

o Contestation internal to the response, concentrated in Bunia and Rwampara, led by its own
staff and grounded in payment arrears. It is addressed through administrative and contractual
management, and escapes community engagement entirely.

o Territorial control exercised by armed actors, from the FPIC in Irumu to the M23 in Lubero, who
appropriate public health measures. It is addressed through access negotiation.
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A uniform community engagement plan would have no effect on two of these three systems. The

operational value of this analysis lies in that distinction, and not in the ranking of zones itself.

Five signals should be monitored as a priority during the month of August:

(o]

Effective resolution of the incentive payments crisis. The resumption announced on 16 July
rested on verbal assurances, and a protest reappeared on 25 July. A revival of the movement in
August would confirm that the problem is structural rather than short-term.

Threats conditional on case notification. Documented in three zones, this produces a risk of
under-notification. Its appearance in new zones would represent a change in the nature of the
risk, epidemiological, and not merely security-related.

The appropriation of public health measures by armed groups. The quarantine imposed by the
M23 in Lubero has already left one person dead. Its extension, or its adoption by other groups,
would turn barrier measures into an instrument of predation.

The spread towards Tshopo and Haut-Uélé. Only four incidents, but in two provinces hitherto
spared, and with hostility preceding deployment at Bafwasende.

The silence of Mongbwalu. A critical zone in the previous analysis, it recorded no incidents from
2 to 31 July. Genuine de-escalation and a breakdown in reporting call for opposite decisions:
the distinction must be established before any redeployment.

As regards casualties, the threshold identified as critical in the previous analysis was not crossed: no
response staff member was killed in an attack. The five deaths of the period comprise a humanitarian
staff member who died of EVD at Bunia on 3 July, the FPIC militia leader and his two bodyguards killed
during the confrontation at Nyakunde, and a civilian shot dead by the M23 on 31 July. Ten of the
twenty-two people injured were, however, response staff or humanitarian workers, seven of them in

the single attack at Nia-Nia on 29 July. Violence against teams therefore remains non-lethal, but its

concentration in a single event shows that it can become lethal in one occurrence.
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ACRONYMS

ADF Allied Democratic Forces

AK-47 Kalashnikov assault rifle, model 1947

CAT Crisis Analysis Team

CPT Community Perception Tracker

RCCE Risk communication and community engagement

ETC Ebola treatment centre

DPS Provincial Health Division (Division provinciale de la santé)

SDB Safe and dignified burial

FARDC Armed Forces of the Democratic Republic of the Congo

EPIC Front patriotique et intégrationniste du Congo (Patriotic and Integrationist Front of
Congo)

INSP National Institute of Public Health (Institut national de santé publique)

M23 Mouvement du 23 mars (23 March Movement)

MM Mai-Mai

EVD Ebola virus disease

NGO Non-governmental organisation

INGO International non-governmental organisation

IPC Infection prevention and control

PK Point kilométrique (kilometre marker)

PNC Congolese National Police

DRC Democratic Republic of the Congo

RN Route nationale (national highway)

UAPC/UPLC :)anéoc):(gzls)s patriotes pour la libération du Congo (Union of Patriots for the Liberation

UNHAS United Nations Humanitarian Air Service
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