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Bundibugyo virus disease (BVD), a severe haemorrhagic fever, presents an ongoing threat in regions of Africa, 

with case fatality rates reaching 25% to 50% in documented outbreaks. Without specific antiviral treatments or 

licensed vaccines, outbreak control hinges entirely on rapid identification, isolation, and robust public health 

measures.

The World Health Organization (WHO) recently released operational guidance for community engagement 

during BVD outbreaks, emphasising that successful containment strategies are inextricably linked to local 

understanding and participation. This guidance aims to standardise approaches, moving beyond ad-hoc 

responses that often fail to address the unique social and cultural dynamics of affected communities.

K E Y  TA K E AWAY S

º The Pivot: WHO guidance now formalises community engagement as a central pillar of Bundibugyo virus 

outbreak response, moving beyond purely clinical interventions.

º The Data: While no single metric quantifies the impact of community engagement, historical outbreak data 

consistently show that mistrust and misinformation directly correlate with higher transmission rates and 

delayed containment.

º The Action: Clinicians and public health officials must integrate local leaders and cultural practices into 

every phase of outbreak management, from surveillance to safe burial practices, to build essential trust.

Bundibugyo virus, a species within the Ebolavirus genus, causes a severe, often fatal, haemorrhagic fever. First identified 

in 2007 during an outbreak in Bundibugyo District, Uganda, it shares clinical similarities with Ebola virus disease (EVD), 

including fever, severe headache, fatigue, muscle pain, vomiting, diarrhoea, and unexplained haemorrhage. The virus 

transmits through direct contact with the blood, secretions, organs, or other bodily fluids of infected people, and from 

contaminated environments. Traditional burial practices, which often involve close contact with the deceased, represent 

a significant transmission risk during outbreaks.

The absence of a licensed vaccine or specific antiviral therapy for BVD means that public health interventions remain 

the sole defence against widespread transmission. These interventions include early case detection, contact tracing, 

isolation of infected individuals, infection prevention and control (IPC) in healthcare settings, and safe and dignified 

burial practices. The WHO's new operational guidance underscores that the efficacy of these measures is profoundly 

dependent on the willingness of affected communities to comply with, and actively participate in, public health directives. 

This is not merely a logistical challenge; it is a deeply social and psychological one.
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Understanding the Community Engagement Framework
The WHO guidance outlines a comprehensive framework for community engagement, structured around key operational 

areas. It moves beyond simple information dissemination, advocating for a two-way dialogue that respects local customs, 

beliefs, and social structures. The core principle is that communities are not passive recipients of aid, but active partners 

in disease control. This involves understanding local perceptions of illness, traditional healing practices, and the social 

determinants of health that influence behaviour during an outbreak.

A critical component of this framework is the establishment of trust. Past outbreaks of similar haemorrhagic fevers, 

particularly Ebola, demonstrated that fear, misinformation, and historical grievances against authorities could severely 

impede response efforts. Communities often view external health teams with suspicion, especially when interventions 

conflict with deeply held cultural or religious practices. The guidance therefore prioritises early and sustained 

engagement with local leaders, traditional healers, religious figures, and women's groups, recognising their influence 

and role in shaping community behaviour.

Operational Pillars of Engagement
The guidance details specific operational pillars for effective community engagement. These include risk 

communication, social mobilisation, and community participation in surveillance and response. Risk communication, 

for example, must be culturally appropriate, delivered in local languages, and tailored to address specific community 

concerns and misconceptions. It is not enough to simply state facts; the information must resonate with local realities 

and be delivered by trusted messengers. This often means training and empowering community health workers who are 

already embedded within the social fabric.

Social mobilisation involves rallying community resources and collective action. This can range from organising local 

volunteers for contact tracing to establishing community-led committees that oversee safe burial practices. The guidance 

stresses that these efforts must be inclusive, ensuring that vulnerable groups, such as women, children, and the elderly, 

are not overlooked. For instance, women often bear the primary burden of caregiving and preparing bodies for burial, 

making their engagement in safe practices paramount. Ignoring these gendered roles can lead to significant gaps in 

outbreak control.

Community participation in surveillance and response means involving local populations in identifying suspected cases, 

reporting unusual deaths, and supporting contact tracing efforts. This shifts the burden from external teams to a shared 

responsibility, fostering a sense of ownership over the response. When communities feel they are part of the solution, 

rather than subjects of intervention, compliance with public health measures increases. This is particularly vital in remote 

or hard-to-reach areas where external surveillance is difficult to maintain consistently.

Addressing Specific Challenges: Safe Burials and Stigma
One of the most sensitive and challenging areas of BVD outbreak response is safe and dignified burial. Traditional 

practices often involve washing, touching, and dressing the deceased, which are high-risk activities given the persistence 

of the virus in bodily fluids post-mortem. The guidance provides strategies for negotiating these practices, emphasising 

respect for cultural norms while introducing modifications to ensure safety. This might involve allowing family members 

to view the body from a distance, or performing symbolic rituals that do not involve direct physical contact. The goal is 

to find a middle ground that honours tradition without compromising public health.
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Stigma associated with BVD is another significant barrier. Individuals and families affected by the virus often face 

ostracisation, leading to concealment of illness and reluctance to seek care. This stigma extends to survivors, who may 

struggle with reintegration into their communities. The guidance advocates for targeted communication campaigns that 

promote empathy and understanding, and for psychosocial support services that address the mental health needs of both 

patients and their families. Without addressing stigma, public health efforts will always be fighting an uphill battle against 

fear and social isolation.

The Role of Healthcare Workers and Local Systems
Healthcare workers, particularly those in primary care settings, are on the front lines of any outbreak. The guidance 

highlights the necessity of equipping them not only with clinical knowledge and IPC protocols, but also with skills in 

empathetic communication and cultural sensitivity. A clinician who understands and respects local beliefs is far more 

likely to gain the trust needed for effective patient management and contact tracing. This also extends to supporting local 

health systems, ensuring they have the resources and training to manage cases safely and effectively, reducing the need 

for external, often less trusted, interventions.

The guidance also implicitly acknowledges the limitations of a purely top-down approach. While international bodies 

like WHO provide essential frameworks, the actual implementation must be decentralised and adapted to local contexts. 

This requires flexible funding mechanisms, rapid deployment of resources, and a willingness to learn from and adapt 

to local feedback. The Oxford Handbook of Infectious Diseases and Microbiology provides a useful overview of the 

principles of outbreak management, but the human element remains paramount.

Where Previous Responses Fell Short
Past outbreaks of haemorrhagic fevers, particularly the 2014-2016 West African Ebola epidemic, starkly illustrated the 

consequences of inadequate community engagement. Initial responses often focused heavily on clinical containment 

and epidemiological surveillance, sometimes overlooking the social and cultural dimensions. This led to widespread 

community resistance, attacks on health workers, and the concealment of cases and deaths. The result was prolonged 

outbreaks, higher mortality rates, and a breakdown of trust between communities and health authorities. These historical 

lessons directly inform the current BVD guidance, pushing for a more integrated, community-centric approach from the 

outset.

The open-label nature of community engagement strategies is the obvious caveat; it is not a randomised controlled trial. 

Quantifying the direct impact of community engagement on specific epidemiological metrics, such as R0 reduction or 

case fatality rates, remains challenging. But the qualitative evidence from numerous outbreaks consistently points to its 

indispensable role. The guidance therefore represents a pragmatic synthesis of lessons learned, aiming to formalise best 

practices rather than relying on anecdotal successes.

The next step involves the widespread dissemination and implementation of this guidance, particularly in regions at 

risk for BVD outbreaks. This requires significant investment in training, resource allocation, and sustained political 

will. Without these, even the most meticulously crafted guidance remains theoretical. The ultimate success of BVD 

containment will depend on how effectively these principles translate into action on the ground, building bridges of trust 

where fear and misinformation once reigned.
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CLINICAL IMPLICATIONS

For clinicians operating in or near areas prone to Bundibugyo virus outbreaks, this WHO guidance is not 

merely administrative; it is a clinical imperative. Ignoring community dynamics means fighting an outbreak 

with one hand tied behind your back. A rapid diagnostic test is useless if patients are hiding at home, and an 

isolation ward sits empty if families refuse to bring their sick.

The emphasis on local leaders and cultural sensitivity means that a general practitioner or specialist must 

become, in part, an anthropologist. Understanding the local context, engaging with traditional healers, and 

respecting burial customs are not optional extras; they are foundational to gaining the trust required for effective 

public health interventions. This requires training that extends beyond purely medical protocols, encompassing 

communication and cultural competency.

Pharmaceutical companies developing potential BVD therapeutics or vaccines should also take note. Even if 

a highly effective drug or vaccine emerges, its uptake and impact will be severely limited without a pre-existing 

framework of community trust. The best medicine in the world cannot save lives if people refuse to accept it, 

or if misinformation campaigns undermine its perceived value. This guidance lays the groundwork for future 

interventions, highlighting that the social license for any medical product is earned, not assumed.
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