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I. Ebola Outbreak Overview

Emergency Appeal Launch:
Operational Strategy:

Operational timeframe: 90 Days
Resources Required:
Resources Available:

Funding Gap:

Introduction

The ongoing outbreak in Ituri Province of the
Democratic Republic of the Congo (DRC)
constitutes a critical and rapidly evolving public
health emergency with direct implications for
Uganda and the wider region. As of 21 May
2026, the outbreak is marked by a high case
fatality rate, rapid household transmission, and
confirmed infections among healthcare workers,
pointing at significant gaps in early detection and
infection prevention and control measures. The
disease has spread across multiple health zones,
in Ituri and North Kivu provinces, , reflecting
expanding geographic expansion and sustained
community transmission.

Uganda, which shares a porous border with Ituri
Province, faces an imminent and high risk of
cross-border transmission due to intense
population movement linked to trade, livelihoods,
and social ties. While Uganda has demonstrated
strong capacity in managing previous Ebola
outbreaks - including those caused by Ebola
Sudan Virus (SUDV) and Ebola Bundibugyo
Virus (BVD) - the current context of heightened
regional mobility and delayed detection in DRC
increases vulnerability. In this context, there is an
urgent need for coordinated preparedness and
response measures under the United Nations
Uganda humanitarian framework, with a focus on
surveillance, decentralized readiness, community

Date: May 2026
Date: May — August 2026

US §$ 15,831,024
US §$ 3,131,000
US $ 12,700,024

engagement, and health system resilience to
mitigate the risk of importation and avert a
potential large-scale outbreak.

Following a comprehensive assessment of the
evolving situation, the WHO Director-General
has declared the outbreak, a Public Health
Emergency of International Concern (PHEIC),
the highest level of global health alert. This
declaration reflects the severity and rapid
progression of the outbreak and underscores the
significant risk of international spread driven by
population mobility, porous borders, and regional
interconnectedness. The PHEIC designation
further emphasizes the urgent need for a
coordinated global response, bringing together
national authorities, international organizations,
and partners to intensify containment and control
efforts.

Key priorities include strengthening surveillance
systems for early detection, deploying rapid
response measures to interrupt transmission
chains, and enhancing infection prevention and
control capacities within healthcare settings.
Equally critical is the reinforcement of cross-
border collaboration, timely information sharing,
synchronized interventions, and joint
preparedness efforts to prevent further escalation
and contain the outbreak effectively. This
underscores the need to maintain heightened
surveillance and readiness across all levels of the
health system, particularly in districts in direct
proximity to the DRC.



The situation is further complicated by the
absence of licensed therapeutics and vaccines
specifically targeting the Bundibugyo strain of
Ebola virus. As a result, the national response
plan primarily focuses on early detection of
suspected cases, rapid isolation of confirmed and
probable cases, comprehensive contact tracing,
and strict adherence to infection prevention and
control (IPC) measures, supported by
strengthened coordination mechanisms activated
across all responding districts.

Under the framework of the Humanitarian
Country Team-Lite (HCT-L), led and coordinated
by the United Nations Resident Coordinator, the
United Nations system, together with
humanitarian partners in Uganda, is uniquely
positioned to support a comprehensive and
coherent response through its convening role,
multisectoral expertise, and operational presence
across affected and at-risk areas. Under the
leadership of the United Nations Resident
Coordinator, the United Nations Country Team
and HCT-L members can leverage their
comparative advantages to support national
leadership, strengthen surveillance and response
systems, reinforce community engagement, and
ensure continuity of essential services. Strategic
investment through the UN-Partners Joint Appeal
is therefore essential to enable timely, integrated,
and adequately resourced interventions to contain
the outbreak, mitigate its socio-economic impact,
and safeguard regional and global health security.

A coordinated, systemwide response has been
activated under the HCT-L framework, to support
the Government-led efforts in mitigating the
impact of the outbreak. UN! and partners?
repurposed $ 3.3 million and are mobilizing
additional resources and expertise, to provide
immediate technical, logistical, and operational
support. Under the leadership of the Government
of Uganda and guided by WHO technical

1FAO, IOM, UNDP, UNFPA, UNHCR, UNICEF,
UNWOMEN, WHO, WFP

2 Catholic Relief Service, Humanity Inclusion,
International Rescue Committee, Luthern World

expertise, efforts are focused on early case
detection and management, risk communication
and community engagement, infection prevention
and control, among other measures, to ensure a
rapid and effective response. The UN and
partners remain steadfast in their commitment to
walk the journey with the Government and people
of Uganda to deliver an effective and sustained
response that prioritizes saving lives and
preventing further spread of the disease.

In this context, the Ministry of Health has
developed a national response plan to guide
response efforts with support from partners. The
Plan provides a 3-month (May-August)
framework for response actions aimed at
interrupting transmission and reducing morbidity
and mortality, while preserving economic
activities. Drawing lessons from previous
outbreak responses, the joint appeal prioritizes
proven intervention including active search,
deployment of trained rapid response teams, and
use of Government coordination mechanisms. In
line with the national response plan, interventions
will be implemented over a three-month period
with a focus on 29 very high-risk districts. Given
the fast evolution of the outbreak, agility and
adaptability will be needed to ensure an effective
response guided by up-to-date epidemiological
data.

Epidemiological Situation Analysis

On 15th May 2026, Uganda confirmed an
outbreak of Ebola Bundibugyo Virus Disease
amid heightened regional vulnerability linked to
the escalating epidemic in the neighboring DRC.
The confirmation followed laboratory testing of
a sample collected from a Congolese national
who had died in a major hospital in Kampala,
marking a critical moment and highlighting the
risk of cross-border transmission.

Federation, Medical Teams International, Plan
International, Save the Children International



The epidemiological situation in the DRC
continues to evolve rapidly. As of 25

May 2026, a total of 906 suspected Ebola cases
and 223 suspected deaths had been reported
across multiple health zones in Ituri and North
Kivu provinces. Of these, 105 cases and 9
deaths have been laboratory confirmed. The
outbreak has already spread across 13 health
zones, indicating widespread transmission and
significant challenges in containment. On 18th
May alone, 20 new confirmed cases were
reported, alongside the emergence of a new
affected health zone, Katwa in Butembo,
demonstrating continued geographic expansion
deeper into eastern DRC. Of particular concern
is the active transmission occurring in
Mongbwalu and Mahagi health zones in Ituri
Province. These areas lie directly along the
Uganda—DRC border, significantly increasing
the risk of cross-border spread.

The index case in Uganda was a 59-year-old
Congolese male who recently entered from the
Democratic Republic of the Congo (DRC). He
was admitted to Kibuli Muslim Hospital on 11
May 2026 with fever, respiratory distress,
epigastric pain, nausea, and urinary difficulty,
and later developed hemorrhagic manifestations
consistent with viral hemorrhagic fever. He died
on 14 May in intensive care. Post-mortem
laboratory analysis confirmed Bundibugyo
Ebola virus disease, indicating an imported case
based on epidemiological investigations. As of
26 May 2026, there are 7 confirmed cases (5
males, 2 females) and 1 death in Uganda.

Within 72 hours of confirmation, the Ministry of
Health rapidly activated national and sub-
national emergency response mechanisms.
Priority actions included intensifying
surveillance and screening at official and
informal points of entry, particularly in high-risk
border regions; deploying rapid response teams;
strengthening infection prevention and control
(IPC) measures in health facilities; and
establishing isolation capacity, and

deployment of a mobile laboratory at Bwera
Hospital. Risk communication and community

engagement efforts have been scaled up to
enhance public awareness and trust.

Contact tracing activities are ongoing, with
high-risk contacts  under close monitoring.
Comprehensive contact identification, listing,
and quarantine measures are being implemented
to interrupt potential transmission chains.

Two (2) secondary cases have been confirmed,
the cross-border nature of the index case,
combined with ongoing transmission in eastern
DRC, underscores the high risk of further
importation and necessitates sustained vigilance,
coordinated response, and resource mobilization
under the UN humanitarian framework.

Risk Mapping and Categorization

Following confirmation of the index Ebola
Bundibugyo Virus case, the Ministry of Health, in
collaboration with partners, conducted a rapid
risk assessment to guide prioritization of
preparedness and response interventions across
the country. This assessment was essential to
inform the geographic targeting of limited
resources and ensure timely containment of
potential transmission.

Kampala, as the site of the index case detection,
is classified as a high-risk epicenter due to its
status as a densely populated urban hub with
extensive population movement both nationally
and internationally. The city’s complex socio-
demographic profile, including high mobility,
informal settlements, and significant healthcare
utilization creates conditions conducive to rapid
amplification of transmission if early containment
measures are not effectively implemented.
Furthermore, Kampala functions as a major
transit point linking multiple regions of the
country, thereby increasing the risk of onward
spread.

The risk categorization of districts was informed
by four interrelated dimensions:
(i)  the likelihood of exposure to the virus;



(i)

(iii)

@iv)

the potential for amplification of
transmission, particularly in high-density
or high-mobility settings;

the broader response context, including
community vulnerability, health system
capacity, and acceptability of response
measures; and;

the potential impact on continuity of
essential health services and overall
response effectiveness.

Summary of the categorization of districts

Buvuma

These were adopted into the following criteria to
inform the risk categorization:

(1)
(i)

(iii)

@iv)

v)

Direct linkage to imported cases (travel
routes, health facilities, exposure sites)
Cross-border connectivity with affected
DRC regions (formal/informal movement
corridors)

Presence of high-risk contacts (health
workers, caregivers, co-patients, family
members)

Urbanization and health facility
amplification risk (high-density settings,
referral centres)

Mobility-linked proximity to high-risk
districts (not just geographic adjacency)

Very high
districts)

risk (29

High risk (13 Districts)

Very high-risk districts: Adjumani, Arua, Arua City, Buliisa, Bundibugyo, Hoima, Hoima City,
Isingiro, Kampala, Kamwenge, Kanungu, Kasese, Kikuube, Kiryandongo, Kisoro, Koboko,
Kyegegwa, Lamwo, Madi Okollo, Maracha, Moyo, Nebbi, Ntoroko, Obongi, Rubirizi, Terego,
Wakiso, Yumbe, and Zombo. (29 districts)

High-risk districts: Bunyangabu, Kabarole, Kagadi, Kiboga, Kyankwanzi, Kyenjojo, Luwero,
Masindi, Mityana, Mubende, Nakasongola, Nwoya, and Pakwach. (13 districts)

The rest of the country is categorized as moderate risk, where there is currently lower direct
exposure, but continued vigilance is required due to internal population movement and the ongoing
risk of further importation from DRC.



Scenarios - Based on the risk categorization criteria, the 3 (three) scenarios are presented

Scenario 1: Best-case Scenario-Rapid
Containment of Imported Cases (Early Ending)

The outbreak in Uganda remains limited to
the two imported cases and their
immediate contacts, with no sustained
local transmission.

Both cases are rapidly detected, isolated,
and managed, and all identified contacts
are promptly traced, monitored, and,
where necessary, quarantined.
Transmission chains are effectively
interrupted within known contact
networks, preventing spillovers into the
wider community.

Geographic spread is limited to current
high-risk districts, particularly those
linked to the patients’ movements and
health facilities involved in their care.
Strong infection prevention and control
measures in healthcare settings, along with
effective risk communication, reduce the
likelihood of secondary cases.

Although the risk of additional
importations from DRC persists, these are
minimized or quickly contained through
strengthened border surveillance.

The outbreak is controlled within
approximately 105 days (equivalent to 5
incubation cycles).

Scenario 2: Most Likely Scenario-Limited Local
Transmission Following Importation (Sustained
Response)

The two imported cases lead to limited
secondary transmission, particularly
among high-risk contacts such as
healthcare workers, caregivers, or
individuals exposed before isolation.
Some cases may be detected outside the
initial contact lists, indicating gaps in early
case identification or incomplete contact
tracing.

While transmission extends beyond the
initial cluster, it remains largely confined
within the same geographical regions,

including Kampala and potentially
connected districts with high mobility.
Continued importation risk from DRC,
combined with delayed identification of
some cases, sustains low-to-moderate
transmission chains.

However, response measures remain
effective enough to prevent widespread
national transmission.

The outbreak requires prolonged response
efforts, estimated at approximately 210
days (10 incubation cycles), to fully
interrupt all chains of transmission.

Scenario 3: Worst-case Scenario -Amplified
Transmission with Repeated Importation and
Geographic Spread

The initial imported cases act as a trigger
for broader community transmission,
compounded by repeated cross-border
importations from the ongoing outbreak in
DRC.

Gaps in surveillance, delayed case
detection, and challenges in contact
tracing lead to undetected transmission
chains that spread beyond the initial
epicenter and high-risk districts into
multiple regions of the country.

Urban amplification, particularly in
Kampala, combined with population
mobility, accelerates spread.
Healthcare-associated infections and
unsafe burials further fuel transmission.
Additionally, exportation of cases from
Uganda to neighboring countries may
occur, escalating the situation into a multi-
country outbreak.

This scenario would place significant
strain on health system capacity, including
isolation facilities, workforce, and
logistics, given the specialized care and
stringent infection control required.

The duration of this scenario is prolonged
and uncertain, depending on the scale of
spread and effectiveness of response
interventions.



Operational Risks:

Risk of Further Spread to Unaffected Areas:
Although Category 3 districts — defined as those
that did not report cases- remain so far
unaffected, there is an operational risk of
spreading if containment measures are not
optimized and sustained. Undetected chains of
transmission or cluster in the currently affected
districts pose the risk of flaring up of new cases
and further spread of the outbreak to additional
districts. Robust and intensive surveillance,
timely investigation of all suspect cases, prompt
isolation of new cases, and continued monitoring
of contacts in both affected and neighboring
districts remain critical to mitigating this risk.
Sustained community awareness and education to
timely report of suspicious cases are equally
essential. In unaffected areas, efforts are focused
on identifying readiness gaps and strengthening
preparedness and response readiness.

Health Workforce Vulnerability: The
movement of the primary case across multiple
health care facilities has heightened the risk of
infections among health workers This not only
threatens the frontline workers but also risks
disrupting the continuity of essential health
services, including TB, HIV, malaria, and other
critical programs. Continued Infection Prevention
and Control (IPC) training, provision of
protective equipment and measures, and
strengthened surveillance are essential to
safeguarding healthcare workers and maintaining
uninterrupted service delivery.

Resource Constraints: The ongoing Ebola
outbreak response is taking place in a context of
declining global development assistance and
limited domestic health financing, constraining
the scale and effectiveness of interventions. These
resource gaps pose a significant risk to the full
implementation of the three-month response plan.
Without timely and adequate funding, there is an
increased risk of continued transmission and
emergence of additional cases, potentially
reversing the gains made in the outbreak

containment and placing further pressure on the
already overstretched health systems.

Operational Context: Severity of
Humanitarian Condition

Uganda faces multiple, overlapping humanitarian
challenges, the most critical being its large and
highly vulnerable refugee population, estimated at
nearly 2 million people. Most refugees originate
from conflict-affected neighboring countries,
including South Sudan, Sudan, and the
Democratic Republic of Congo. Uganda’s
strategic geographic location, coupled with its
progressive and inclusive refugee policies, has
made it a central hub along the complex, multi-
directional migration routes of the East and Horn
of Africa (HoA) region.

While these policies are globally recognized as
best practice, they also expose the country to
heighten public health risks. The dynamic nature
of human mobility, characterized by continuous
cross-border and internal movements, creates a
“human mobility continuum” where refugees and
host communities interact frequently, often in
settings with limited health infrastructure. This
increases the likelihood of disease transmission
and places significant strain on already
overstretched health systems.

In addition, Uganda is frequently affected by
natural hazards such as floods and landslides,
which contribute to displacement and exacerbate
humanitarian needs. The country also faces a
persistent burden of recurrent outbreaks of
communicable diseases, including measles,
cholera, malaria, and viral hemorrhagic fevers
such as Ebola and Marburg, further compounding
pressure on the health sector. Food insecurity
remains a persistent challenge, particularly in the
northeastern region, where recurrent droughts,
driven by climate change, have disrupted
livelihoods and contributed to high levels of
malnutrition, especially among children. These
factors weaken population resilience and heighten
susceptibility to disease and poor health
outcomes.



The ongoing BVD outbreak, in combination with
these intersecting challenges—forced
displacement, climate shocks, food insecurity,
and recurrent epidemics, is further aggravating
Uganda’s vulnerability. This convergence of risks
significantly elevates the potential for increased
morbidity and mortality and underscores the
urgent need for strengthened health systems,
improved surveillance, and coordinated national
and regional responses to address mobility-driven
public health threats across Uganda and the wider
HoA region.

National Response Plan for BVD and ongoing
response

The overall goal of the National Response Plan is
to provide a framework for rapidly interrupting
the BVD transmission in Uganda in order to
reduce morbidity and mortality and ensure
minimal social and economic disruption.

This will be achieved through strengthened
leadership, coordination, and implementation of
preparedness and response efforts aimed at: a)
reducing exposure to Bundibugyo Virus Disease
in the general population; b) identifying and
protecting high-risk and vulnerable populations;
and c) improving clinical outcomes among
affected individuals. These priorities are
articulated in the National Response Plan, which
outlines strategic interventions across key pillars,
including: 1) Coordination, Leadership and One
Health; ii) Surveillance including contact tracing,
case investigation, and alert management; iii)
Laboratory services; iv) Risk Communication and
Community Engagement; v) Case management
including Infection Prevention and Control,
quarantine, safe and dignified burials, and
psychosocial support; vi) Water, Sanitation and
Hygiene; vii) Strategic Actions for Information
and Research; viii) Logistics; ix) Vaccination;
and x) Continuity of Essential Health Services.

The National Response Plan is currently
estimated at US$ 24.7 million for a period of
three months, starting from May 2026.

The MoH is currently mobilizing domestic
resources to support the response.

Immediate response

The national and local authorities have rapidly
mobilized to respond to the outbreak, supported
by UN and partners. Rapid response teams from
the national level have been deployed to conduct
case investigation, support capacity building for
local contact tracing, implement case
management and other control measures. The
Government has also made deliberate steps to
contain the outbreak, including the activation of
the national task force for outbreak response. The
official declaration of the outbreak by the MoH as
a public health emergency (announced on 15 May
2026); the deployment of a multidisciplinary field
team with experts in the areas of epidemiology,
data management, anthropology, IPC, Risk
Communications and Community Engagement
(RCCE), Laboratory, and Case Management to
immediately initiate the response; and the taking
of inventory of available logistics and supplies
kits. In addition, the Government has developed a
National Response Plan (May-August 2026),
which builds lessons learned from previous
outbreaks and deploys the basic minimum
packages of activities across the districts
according to associated risks.

WHO in the context of the ongoing Ebola Virus
Disease outbreak caused by the Bundibugyo
strain, and its designation as a Public Health
Emergency of International Concern (PHEIC)
and released USD 1 million from its Central Fund
for Emergencies (CFE). WHO had already in
country assorted medical supplies worth 3 million
USD which it handed over the Ministry of Health.
In addition, WHO has reprogrammed USD
150,000 IrishAid from its ongoing grants for the
Ebola response to the outbreak. £ 400,755 from
British High Commission. Furthermore, WHO
mobilized immediate support within the first 72
hours, working closely with the Ministry of
Health to activate emergency coordination
mechanisms and partners coordination, deployed
15 technical experts to strengthen surveillance
across all sub-pillars through providing technical
guidance and enhance laboratory capacity.



Additionally WHO has played a vital role in
strengthening infection prevention and control by
conducting IPC assessments of quarantine and
isolation facilities. The organization has enhanced
risk communication interventions by deploying 2
anthropologists to facilitate social listening and
support other response pillars. To further enhance
the response, WHO assisted the logistics team in
conducting a rapid assessment of available
supplies to quantify resources for the response.
Furthermore, WHO has evaluated private
hospitals that reported cases to ensure the
continuity of essential health services.

UNICEF has repurposed US$ 545,235 for
IPC/Health and WASH IPC supplies in line with
immediate needs identified by respective pillars,
and an additional US$ 100,000 to support
immediate needs identified by the RCCE pillar.
All twenty-one emergency response personnel
have been mobilized to prioritize the BVD
response; and additional surge capacity has been
ensured by repurposing internal staff and hiring
external technical staff.

Specifically, for RCCE and WASH IPC, UNICEF
has provided support in the development of the
pillar response plan. It includes a staff
deployment plan; radio and TV spots (targeted to
29 districts); radio talk shows; revision of
messages based on social listening and feedback;
Information, Education, and Communication
(IEC) materials; messaging to District Education
Officers and Head Teachers on school reopening
(along with mpox); and messaging through U-
report. These initiatives have already been
initiated.

UNICEEF also continues to support response for
measles outbreak and other public health
emergency particularly in the hotspot areas
around Kampala Metropolitan Area (KMA).

WFP has repurposed USD 400,000 to allow for
timely operationalization of response efforts.
Additional resources will be required to support
the response, including food assistance to
patients, as well as logistics support, including
transport and storage to health actors.

UNFPA has pledged USD 50,000 from internal
resources towards the response (BVD) and is
mobilizing additional USD 180,000 in support of
the RCCE and CEHS pillars.

IOM has repurposed USD 50,000 to meet some
of the immediate needs under the Surveillance
pillar and mobilized USD 800,000 for the
upcoming 3-month EVD response.

UN Women will support the integration of
gender-responsive and GBV risk mitigation
messaging across risk communication and
community engagement activities, recognizing
the disproportionate impact of the crisis on
women and girls and the high representation of
women among affected populations. The
intervention will engage local women-led and
women’s rights organizations to facilitate more
effective dissemination of prevention and
response messages through trusted community
networks. Particular attention will be given to
outreach in high-density market settings, which
are predominantly frequented by women and
characterized by significant crowding and
heightened exposure risks. The response will
further strengthen the integration of gender
considerations into communication strategies to
ensure messaging is inclusive, accessible, and
context sensitive.

FAO has urgently mobilized US$ 30,000 to
support risk Communication and Community
Engagement through integration of messaging
developed through the National Response Plan
into its project communication plans and national
communications structure, including through its
EWS bulletin system. FAO is working to
contribute resources from its ongoing
Strengthening pandemic preparedness and
response project within the Greater Virunga
landscape [DRC, Uganda and Rwanda] and to
support the logistics and SIRI pillars.

UNDP has repurposed resources to support
RCCE pillar and WASH. Through the support to
both government and non-state partners with
structures from national level to community level,



UNDRP is also providing technical support in
development of pillar specific interventions,
governance and coordination efforts. UNDP will
engage cultural and religious leaders to scale-up
and implement both the cultural and religious
handbooks on emergencies. Engagement will
involve Buganda, Tooro, Rwenzururu and
Bunyoro cultural institutions together with IRCU.
UNDP will also engage transporters through the
Uganda Professional drivers’ network to promote
community-led response for Uganda's road

transport sector. UNDP will also scale-up earlier
investments through engagement of vulnerable
populations like sex workers and their clients
through MOH’s Most at Risk Initiative (MARPI).

Other UN agencies and Humanitarian INGOs
Forum (HINGO) partners continue to repurpose
human resources and mobilize additional
financial resources to support the country in
containing this outbreak and save lives,
supporting all the response pillars.

II. Ebola: Uganda UN-Partners' Joint Emergency Appeal May-August 2026

This Uganda UN-Partners’ Joint Emergency
Appeal has been developed in support of the
National Response Plan for the 2026 Ebola
Bundibugyo Disease (BVD) Outbreak. The
Humanitarian Country Team Light (HCT-L),
under the leadership of the United Nations
Resident Coordinator, comprising the United
Nations Country Team (UNCT) and international
NGO partners in Uganda, proposes a multi-
sectoral response to address critical needs arising
from the outbreak.

The appeal focuses on key response pillars,
including coordination; surveillance; laboratory
services; case management and infection
prevention and control (IPC); water, sanitation,
and hygiene (WASH); risk communication and
community engagement (RCCE); strategic
information and research; logistics; and the
continuity of essential health services.

The interventions, as outlined below, will be
implemented by UN agencies and INGO partners
represented in this appeal, in direct support of
national response efforts. Implementation will be
carried out in close collaboration and
coordination with the Ministry of Health (MoH)
and other key stakeholders, ensuring alignment
with national priorities and supporting a unified,
effective response to the outbreak.

The overall goal is to rapidly contain the outbreak
and mitigate its impact on public health as well as

associated social-economic life of affected
people. The comprehensive ninety-day (16 May-
15August 2026) response plan requires

USS 15,831,024 to address the following
objectives:

Strategic Objectives:

Aligned with the Uganda’s National BVD
Response Plan and the 3 months priority
interventions, strategic objectives of the UN
Appeal are to:

1. Enhance national capacity to rapidly detect,
investigate, and follow up BVD cases and
contacts to reduce the risk of BVD
transmission in the community and in the
health facilities.

2. Institute case management readiness
interventions to effectively manage any
suspected and confirmed cases of BVD,
provide psychosocial care of patients,
caretakers, families, and staff involved in the
management of the outbreak, and ensure
support of survivors’ program.

3. Enhance laboratory diagnostic capacity,
ensuring rapid and reliable results for BVD
detection, particularly in priority districts.

4. Promote good individual and collective
practices and community cooperation through
risk communication, social mobilization, and
community engagement to prevent the spread
of BVD in all districts.



5. Ensure installation of critical WASH services conduct joint investigations, and share critical
and supply of hygiene support materials to data in real-time.
enable people to practice preventive hygiene

measures, especially in marketplaces, This Appeal outlines proposed interventions of
schools, and healthcare facilities. the UN System (ten UN Agencies/entities,

6. Strengthen adherence to principles and including Office of the UN Resident Coordinator)
practices of infection prevention and control and nine HINGO members, with the support of
to reduce transmission of BVD and other national/local partners. Gender-responsive
infectious organisms to health workers, care approaches at community, national and regional
givers, patients, school children and the levels will be integrated, and system-wide
community. emergency coordination mechanisms will be

7. Support strategic information, research, and maintained.
innovation.

Response Strategy

The plan covers a 90-day period (16 May — 15
August 2026) and will be implemented in 29 very
high-risk districts, with potential expansion to

The HCT-L seeks to contribute to the multi- other 13 high risk districts based on the needs
sectoral national and sub-national efforts, in and resources in alignment with the national
accordance with the Incident Management response plan and the 90 days priority

System of Uganda, ensuring well-coordinated interventions.

comprehensive interventions across all the

response pillars to contain the outbreak. Respective response plan pillars, UN Agencies
Collaboration with neighboring countries will be and HINGO partners are presented in the table
enhanced to harmonize reporting mechanisms, below.

Response Plan Pillars

RESPONSE PILLARS ’ IMPLEMENTERS

Coordination Lead: WHO
Co-implementers (through own resources): UN RCO for the HCT-L and
UNCT Coordination, UNHCR, IOM, UNICEF (sub-national level), HINGO
Forum

Surveillance Lead: WHO
Co-implementers: IOM, UNICEF, IRC, MTI

Laboratory Lead: WHO

Co-implementers: FAO

Case Management &
Infection Prevention and
Control

Lead: WHO

Co-implementers: UNICEF, WFP, IOM (specific areas/PoE), UNHCR
(refugee settlements) IRC (POEs, Transit and Reception centres), CRS, MTI
(specific POEs receiving refugees, transit centres, reception centres and
settlements)

WASH

Lead: UNICEF

10




Co-implementers: UNHCR, UNDP, UNICEF, Humanity Inclusion, LWF,
Food for the Hungry, Plan International
(complementarity ensured as for geographical scope and targeted population)

Risk Communication and
Community Engagement

Lead: UNICEF

Co-implementers: UNHCR, WHO, IOM, FAO, UNDP, UNFPA, UN
Women, Plan International, CRS, LWF, MTI, IRC, IMPACT REACH, Save
the Children International, Humanity Inclusion

Strategic Information,
Research, and Innovation

Lead: WHO

Co-implementers: FAO

Logistics

Lead: WFP
Co-implementers: WHO, FAO

Continuity of Essential Health

and Social Services

Lead: WHO

Co-implementers: UNICEF, UNFPA, UN Women, MTI, Save the Children
International

Funds Required/Timeline

This plan covers a ninety-day period (16 May —
15 August 2026) and 29 high-risk districts, while
supporting readiness interventions in other 13

amounts to US$ 15.8 million; of which currently
available is US$ 3.1 million; with a gap of US

$ 12.7 million ( 80.22 per cent). The summary of
the required funds by response pillars and
agencies is presented below.

high-risk districts. The total funds requirement

Table 1: Funds Required by Pillars & Agencies

Resources Resources

Pillars Agencies Required Available Resource Gap
Coordination | WHO $500,000.00 $100,000.00 $400,000.00
UNICEF $30,000.00 $0.00 $30,000.00
Sub total $530,000.00 $100,000.00 $430,000.00
WHO $756,737.00 $120,000.00 $636,737.00
IOM $400,000.00 $400,000.00 $0.00
Surveillance | UNICEF $262,604.00 $0.00 $262,604.00
IRC $45,000.00 $15,000.00 $30,000.00
MTI $124,561.00 $0.00 $124,561.00
Sub total $1,588,902.00 $535,000.00 $1,053,902.00
WHO $540,000.00 $0.00 $540,000.00

Laboratory
FAO $8,000.00 $8,000.00 $0.00
Sub total $548,000.00 $8,000.00 $540,000.00
Case WHO $436,702.00 $100,000.00 $336,702.00
Management | UNICEF $1,161,354.00 $0.00 $1,161,354.00
& Infection | JOM (Specific areas/ PoE) $150,000.00 $150,000.00 $0.00
Prevention | ypp $2,250,000.00 $300,000.00 $1,950,000.00
and Control UNHCR

(IPC) (refugee settlements) $239,725.00 $0.00 $239,725.00
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IRC $50,000.00 $30,000.00 $20,000.00
CRS $500,000.00 $150,000.00 $350,000.00
MTI $178,965.00 $0.00 $178,965.00
Sub total $4,966,746.00 $730,000.00 |  $4.,236,746.00
UNICEF $418,741.00 $0.00 $418,741.00
UNHCR $283,000.00 $0.00 $283,000.00
UNDP $150,000.00 $10,000.00 $140,000.00
WASH Humanity Inclusion $50,000.00 $0.00 $50,000.00
LWF $235,000.00 $36,000.00 $199,000.00
Food for the Hungry $40,000.00 $20,000.00 $20,000.00
Plan International $150,000.00 $50,000.00 $100,000.00
Sub total $1,326,741.00 $116,000.00 |  $1,210,741.00
UNICEF $569,068.00 $0.00 $569,068.00
WHO $300,000.00 $135,000.00 $165,000.00
UNDP $590,000.00 $80,000.00 $510,000.00
UNFPA $150,000.00 $150,000.00 $0.00
IOM $50,000.00 $50,000.00 $0.00
UNHCR $105,000.00 $0.00 $105,000.00
UN WOMEN $60,000.00 $10,000.00 $50,000.00
FAO $30,000.00 $30,000.00 $0.00
RCCE Plan International $180,000.00 $50,000.00 $130,000.00
CRS $490,000.00 $150,000.00 $340,000.00
LWF $240,000.00 $0.00 $240,000.00
MTI $58,851.00 $0.00 $58,851.00
IRC $60,000.00 $20,000.00 $40,000.00
Impact REACH $20,000.00 $20,000.00 $0.00
Save the Children
International $90,000.00 $30,000.00 $60,000.00
HI $45,000.00 $5,000.00 $40,000.00
Sub total $3,037,919.00 $730,000.00 |  $2,307,919.00
SIRI WHO $47,700.00 $0.00 $47,700.00
FAO $70,000.00 $0.00 $70,000.00
Sub total $117,700.00 $0.00 $117,700.00
WEFP $750,200.00 $100,000.00 $650,200.00
Logistics WHO $2,000,000.00 $500,000.00 |  $1,500,000.00
FAO $222,000.00 $222,000.00 $0.00
Sub total $2,972,200.00 $822,000.00 $2,150,200.00
WHO $100,000.00 $0.00 $100,000.00
UNICEF $310,604.00 $0.00 $310,604.00
UNFPA $60,000.00 $60,000.00 $0.00
CEHS UN WOMEN $70,000.00 $10,000.00 $60,000.00
MTI $122,212.00 $0.00 $122,212.00
Save the Children
International $80,000.00 $20,000.00 $60,000.00
Sub total $742,816.00 $90,000.00 $652,816.00
Total $15,831,024.00 | $3,131,000.00 | $12,700,024.00
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Resource gap per pillar

Total
CEHS
Logistics
SIRI
RCCE
WASH
Case Management
Laboratory
Surveillance

Coordination

$0 $5,000,000

M Resources Available

Response Plan

1. Coordination, Leadership

Recognizing that effective coordination at all
levels is critical to the success of the emergency
response, containment of the BVD outbreak
requires a strong multisectoral and multi-level
coordination system at regional, national, and
sub-national levels. Support will be provided to
the MoH and relevant national structures at
regional and sub-national levels, including
cultural and faith-based ones, to ensure seamless
coordination in deploying response efforts. WHO,
as the lead UN agency on health, will coordinate
response partners on behalf of the Ministry of
Health, to ensure a well-coordinated system-wide
emergency response. Other UN Agencies and
HINGO Partners, co-leading the pillars and/or
participating in the pillars, will continue to
actively provide technical support to the
coordination structures at the national and sub-
national levels.

Response efforts in the refugee settlements will
be coordinated by UNHCR under the leadership
of the District Task Force; Office of the UN
Resident Coordinator (UN RCO), under the
auspices of Humanitarian Country Team Light
(HCT-L), will provide coordination support to the

$10,000,000
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$15,000,000 $20,000,000

H Resources Required

UN Country Team and HINGO Steering
Committee; and MTI and Plan International, as
the current Chair and co-chair respectively of the
HINGO Forum, will support coordination across
wider INGO membership.

The support to the Coordination and leadership
pillar is aligned with the National Response Plan.
This includes supporting the activation of task
forces, convening stakeholders, outbreak response
planning, and mentoring of national and district
coordination platforms; mapping and
coordinating the efforts of development and other
implementing partners to ensure advocacy,
resource mobilization, and resource tracking to
avoid duplications and gaps and facilitating
informed decision making; and supporting in
conducting periodic reviews to assess the gaps in
the response and guide on new strategies.

Strengthened coordination is expected to reduce
duplication of response efforts and ensure that
response activities are prioritized and delivered
according to operational needs on the ground.
The leadership structure will ensure that
Prevention of Sexual Exploitation and Abuse
(PSEA) is integrated and mainstreamed across all
response operations, with downstream partners
adequately sensitized and held accountable. The
United Nations Resident Coordinator will provide
the HCT-Lite supportive overall leadership and
coordination.



2. Surveillance

The goal of the surveillance pillar is to rapidly
identify cases to ensure timely isolation and
prevent further transmission. Surveillance forms
the cornerstone of activities during this period,
with a focus on enhancing activities across all
very high-risk districts and strengthening
readiness in other high-risk districts. The Ministry
of Health has been implementing surveillance
interventions in collaboration with partners;
however, some gaps remain, including limited
human resources, and technical capacity.

The UN System-wide assistance to strengthen
surveillance at all levels will be led by WHO and
delivered by WHO, IOM, UNHCR in refugee
settlements, UNICEF, IRC, and MTI. Towards
this end, key interventions will include enhancing
alert management system to ensure timely cases
and suspects identification, samples collection for
confirmation; case investigation to ensure that
the source of exposure is determined; active case
search at health facility and community levels;
mortality surveillance to timely identify any silent
transmission; strengthened screening at points of
entry-PoEs, community based disease
surveillance and event based surveillance to
ensure that any unusual events are reported
timely. This will be in addition to printing and
distributing tools and technical guidelines,
strengthening points of entry and cross-border
surveillance, and conducting risk assessments for
targeted response efforts. Surveillance will also
be undertaken at transit centers and
collection/holding points in border districts, as
well as at settlement-located reception centers.

3. Laboratory

The laboratory pillar is another critical pillar in
the BVD response. It aims at providing essential
diagnostic services that ensure timely case
detection, effective contact tracing, rapid
containment, and informed decision-making to
mitigate the outbreak’s impact.
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The UN support to this pillar will be led by WHO
and FAO will support and will focus on
addressing major gaps in sample transportation,
capacity building, and availability of reagents.
This entails enhancing laboratory capacity by
training personnel in biosafety, biosecurity, and
diagnostics while ensuring adherence to
international standards; supporting efficient
sample transportation networks to enable rapid
testing and reporting; bio-risk management,
external quality assessments, and reinforcement
of biosafety measures to ensure reliable results.
Additional support will secure steady supply of
essential reagents, consumables, and personal
protective equipment (PPE), while improving
laboratory information management systems to
enhance data integration and decision-making.

4. Case Management and Infection
Prevention and Control (IPC)

The Case Management and IPC pillar aims at
reducing mortality and preventing transmission of
disease through integrated, high-quality care and
strong infection prevention systems across
healthcare and community settings. It
encompasses clinical care, [IPC, emergency
medical services, nutrition, mental health and
psychosocial support (MHPSS), and safe and
dignified burials (SDB). Key gaps include the
inconsistent availability of IPC supplies in remote
areas, limited integration of IPC protocols into
local health services and survivor clinics, and the
need for stronger monitoring of compliance. In
addition, there is a need to enhance inclusive case
management, including long-term care for
survivors and holistic support services.

The UN system-wide response, led by WHO with
UNICEF and partners - including UNHCR
(MHPSS in settlements), WFP, IOM, MTI, CRS,
and IRC — will address these gaps through:
prepositioning essential supplies (PPE,
therapeutics, nutrition, and waste management
materials) at treatment centers and local facilities;
strengthening capacity of healthcare and
community workers on IPC, clinical care,
MHPSS, food and nutrition, SDB, and safe



patient transport; and integrating IPC and
supportive services into all aspects of case
management.

UNHCR, through its MHPSS partners, will
support community engagement and psychosocial
response, including training of responders in
psychosocial care, conducting individual and
group counseling and home visits to survivors
and their families to ensure their mental health
and psychosocial wellbeing.

Additional support will include development and
dissemination of guidelines, SOPs, job aids, and
data tools; delivery of MHPSS services to
patients, families, and responders; training burial
teams on safe and dignified practices; public
awareness campaigns on hygiene and prevention;
provision of meals to patients and contacts in
isolation and health workers deployed to the
treatment and isolation centres; and provision of
food rations to the affected households to address
acute food insecurity resulting from the isolation
of one or more members.

Continuous monitoring of IPC practices and
regular updating of protocols based on emerging
evidence and local needs will ensure quality and
effectiveness throughout the response.

WEFP will support case management by providing
hot meals through catering services to the patients
in the designated treatment centres, contacts in
designated isolation centres and health workers
deployed in the treatment and isolation centres.
Food assistance through CBT will also be
extended to the affected households to maintain
access to food while the affected members are in
isolation.

5. WASH

The WASH pillar aims to prevent and control the
spread of BVD by ensuring access to clean water,
adequate sanitation, and improved hygiene
behavior in affected and at-risk communities.
Key ongoing responses include conducting rapid
WASH risk assessments to identify high-risk
areas, improving WASH infrastructure in health
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care facilities, schools, public places, and
communities. This will be supplemented with the
distribution of essential WASH IPC supplies. In
addition, special attention will be paid to waste
management in health care settings.

The WASH pillar, led by UNICEF and
implemented by multiple partners including,
UNHCR, UNDP, Humanity and Inclusion, Plan
International, Food for the Hungry, and LWF.
Key interventions include: a) conducting WASH
risk assessments in healthcare facilities, treatment
and isolation units and affected communities to
identify high risk areas; b) building capacity of
district healthcare staff on WASH IPC in
healthcare settings; ¢) providing WASH supplies,
including handwashing units, soaps, detergents,
chlorine to support health care facilities, schools,
markets and congregate settings for cleaning,
disinfection and handwashing; and d)
rehabilitating and constructing WASH facilities.
Priority will be given to waste management
facilities, including incinerators in Ebola
Treatment Units, Ebola Isolation Centers, and
other health care facilities.

Other key focus areas for WASH intervention
will include Ebola treatment units and isolation
centers; conducting WASH risk communication
and awareness to support behavior change
towards prevention of transmission and support
proper use of WASH facilities and supplies; roll-
out of use of waste management guidelines; and
mobilizing Village Health Teams (VHTs) and
Environmental Health Technicians (EHTs) in the
communities and at household level to engage
and support in risk communication and
identification of WASH needs and gaps .

The pillar partners have produced a detailed
estimate of supplies and services to the seven
high-risk districts, summarized below:

UNHCR plans to implement their WASH
activities through partners in communities with
refugees.



UNDP will invest in WASH interventions
facilitating congregate places, especially buses,
bus parks, transport stop-over convenience
places, slums, etc.

UNICEEF plans to achieve the results through
direct implementation, working through
partnerships, government structures, and sub-
partnerships.

The current set of response activities targets
districts categorized as high and very high-risk
districts. Human resources and technical support
targets local mobilization to draw from past

experiences of the Ebola responses in the country.

Field staff previously working in the Mpox
response are integrating interventions to support
Ebola response.

6. Risk Communication and Community
Engagement

Risk Communication and Community
Engagement (RCCE) efforts are designed to
improve awareness of Ebola-related risks and
promote community-centered, evidence-based
approaches that encourage preventive behaviors,
early detection, and timely treatment-seeking.
Community ownership and active participation in
outbreak response are critical drivers of success,
as demonstrated by previous Ebola outbreaks in
the country.

UN system-wide support for strengthening RCCE
will be led by UNICEF and implemented in
collaboration with WHO, UNDP, UNFPA, FAO,
IOM, UNHCR, UN Women, MTI, Humanity and
Inclusion, Plan International, LWF, CRS,
IMPACT REACH, Save the Children
International, and IRC. Key focus areas will
include: raising public awareness through gender
responsive and disability inclusive radio,
television, and talk shows; developing,
translating, printing, and distributing Information,
Education, and Communication (IEC) materials
and Standard Operating Procedures (SOPs),
including posters, flyers, leaflets, Q&A booklets,
and job aids, across key locations such as health
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centers, schools, markets, buses, bus parks,
transport corridors convenience places, slums and
community centers, refugee settlements. These
materials will incorporate gender-sensitive public
health messages that reflect women’s roles as
caregivers, health workers, and community
leaders.

Additional efforts will involve supporting the
Ministry of Health (MoH) to deploy audio-visual
vans in targeted communities to disseminate key
Ebola messages and strengthen social
mobilization. RCCE activities will also focus on
identifying and engaging key stakeholders and
influencers, including teachers, religious leaders,
community gatekeepers, traditional healers,
pharmacists, market leaders, mall and arcade
owners, and hospitality operators, with particular
emphasis on the inclusion of persons with
disabilities (PWDs) and the integration of gender
considerations.

Capacity-building initiatives will be undertaken
to strengthen the competencies of Community
Health Extension Workers (CHEWs), Village
Health Teams (VHTs), and other non-health
actors in Ebola prevention and control. The
strategy will further support social listening and
evidence generation, sustain the MoH call center
to enhance community feedback and response
mechanisms, and deploy personnel to provide
technical support, including within call center
operations.

Finally, RCCE interventions will include
conducting Community Rapid Assessment (CRA)
surveys in high-risk districts and facilitating
continuous, targeted, and integrated community
dialogues. These efforts aim to support the
reintegration of suspected cases and survivors,
while addressing stigma, discrimination, and
mistrust within affected communities. Targeted
efforts will promote women’s leadership and
participation in the response through engagement
with women-led organizations and vulnerable
groups, while integrating GBV risk mitigation,
anti-stigma messaging, and PSEA awareness into
RCCE intervention.



7. Strategic Information, Research, And
Innovation (SIRI)

The SIRI pillar focuses on evaluating candidate
vaccines and therapeutics particularly through the
cluster randomized trial currently underway. This
trial aims to test a candidate's vaccine's efficacy
in protecting contacts of confirmed cases. The
vaccines are supported by WHO, CEPI, IDRC,
HERA, and Africa CDC, leveraging existing
protocols, systems, and trained teams. Key
activities that have been implemented include
deploying WHO experts, building research team
capacity, strengthening community engagement,
and ensuring the continuous availability of
investigational products. However, gaps remain
in community trust and consent processes,
coordination between research teams and
stakeholders, and ensuring the full availability of
resources and indemnity support.

WHO as pillar lead will implement the following
priorities:

e providing technical assistance and
expertise through WHO experts to
support the execution and monitoring of
the clinical trial;

e strengthening the capacity of research
teams by providing training in Good
Clinical Practice (GCP) and standard
operating procedures;

e developing and implementing strategies
to engage communities effectively,
ensuring informed consent and active
participation in the clinical trial process;

e improving communication and
coordination between the research team,
Ministry of Health, and other relevant
stakeholders to ensure smooth execution
of the trial;

e securing a continuous supply of the
investigational vaccine and associated
resources throughout the clinical trial to
avoid any interruptions;

e providing insurance or indemnity for all
participants and stakeholders involved in

17

the clinical trial to mitigate potential
risks;

e carrying out anthropological and
qualitative studies to understand
community perceptions, cultural factors,
and other challenges impacting the
outbreak response;

e supporting additional research on BVD to
inform the national response and policy
development; regularly reviewing and
updating the BVD guidelines and tools
based on emerging data from the clinical
trial and ongoing research findings;

¢ and enhancing data management
capabilities by deploying systems such as
GoData, ensuring efficient data
collection, analysis, and integration
across response teams and research
activities.

FAO will support tailored behavioral surveillance
studies targeting key animal value chain actors, in
addition to gathering data related to food supply
disruptions. Finally, FAO will support an
ecological survey at wildlife-livestock-human
interfaces in order to provide insights on the
current status of Ebola virus in high-risk locations
where there is active infection.

8. Logistics

The logistics pillar is critical for ensuring the
timely availability and distribution of essential
supplies needed for an effective response. Several
key strategies are being implemented, including
the procurement and distribution of some Viral
Hemorrhagic Fever (VHF) kits by WHO, the
steady supply of IPC materials such as PPE and
disinfectants. Despite these efforts, gaps remain
in the timely procurement, storage, and
distribution of essential supplies, Bundibugyo
strain laboratory-specific supplies, as well as the
need for sustained logistical support at both
central and regional levels.
WHO, WFP, and FAO will focus on:

e ensuring timely procurement and

prepositioning of VHF kits, PPE,



disinfectants, and hand sanitizers to
frontline health facilities;

e improving procurement, storage, and
distribution processes to ensure a
consistent supply of essential materials;

e maintaining minimal strategic stockpiles
of critical Ebola response supplies at
central and regional storage facilities;

e facilitating the safe and efficient
transportation of medical materials and
ensuring and supporting reverse logistics
for disposal;

e integrating gender-sensitive data into
logistics planning; enhancing logistics
support for community-based
surveillance networks to improve early
outbreak detection;

e collecting and analyzing logistics data to
improve response efficiency and
document lessons learned for future
preparedness.

9. Continuity of Essential Health and Social
Services (CEHS)

While it often receives less attention, the CEHS
pillar is crucial in ensuring the uninterrupted
delivery of essential services during an outbreak.
Building resilience into the system minimizes the
risk of major disruptions, safeguarding both
healthcare workers and patients, while ensuring
the continuity of routine and essential services
along response efforts. Even though strategies
have been implemented, gaps remain, including
insufficient surge capacity for health workers in
certain districts, the need for further capacity
building and mentorship of healthcare workers on
essential health services and challenges in
maintaining comprehensive services, such as
sexual and reproductive health (SRH), and
response to and prevention of gender-based
violence (GBV), TB, HIV, Malaria, and NCDs.

Assistance will be led by WHO with UNICEF,
UNFPA, UN Women, MTI and Save the Children
International as co-implementors. MTI will
support surge staff, especially for the Points of
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Entry, Reception and Transit Centers to enable
available staff continue providing essential
services. Among the key priorities is to constitute
and coordinate multi-disciplinary committee on
continuity of essential health services at national
and sub-national levels, as well as structured
engagement with District Health Officers and
Hospital Directors to support health workforce
management. Additional actions will focus on
conducting health facility readiness assessments
and mapping of both public and private facilities
to inform service delivery planning. Integrated
outreach programs and alternative service
delivery approaches will be established where
needed; alongside a system to monitor the
continuity of healthcare services through robust
performance tracking, generating regular reports
to identify service gaps, and inform targeted
interventions.

Health workforce capacity will be strengthened
through dissemination of CEHS guidelines,
continuous mentorship, training, and coaching on
service delivery and outbreak mitigation.
Continuity of SRH services will be ensured
through adapted delivery models and removal of
access barriers, while GBV prevention and
response will be reinforced through integration of
GBYV services into the health response and
allocation of adequate resources.

Nutrition services will be integrated into the
outbreak response to mitigate malnutrition risks
and sustain essential nutrition interventions.
Community health workers and Village Health
Teams (VHTs) will be empowered with the
necessary skills and tools to deliver essential
healthcare services at the community level.
Under the leadership of the Ministry of Education
and Sports and in coordination with national and
district Ebola response structures, the education
sector will strengthen its capacity to integrate
Ebola prevention and management into school
health programmes.

This will include awareness raising, training and
sensitization activities, community engagement to
improve understanding of symptoms, prevention
measures, and referral pathways, as well as



psychosocial support interventions for affected
communities. It will also include intensified
WASH promotion and monitoring of infection
prevention and control compliance in schools in
high- and very high-risk districts, alongside
strengthened community outreach and referral
systems.

To ensure continuity of child protection services,
the Ministry of Gender, Labour and Social
Development (MGLSD) and the social service
workforce, including Community Development
Officers (CDOs), Probation and Social Welfare
Officers (PSWOs), Parish Social Workers
(PSWs), and health workers, will be supported to
provide integrated child protection case
management services. This includes community-
based psychosocial support, alternative care
arrangements for children at risk, including
unaccompanied and separated children (UASC)
affected by the outbreak, and survivor-centered
assistance. In addition, community-based child
safeguarding mechanisms will be strengthened to
ensure safe reporting channels and safe spaces for
children affected by the Ebola outbreak.

10. Addressing Protection from sexual
exploitation and abuse (PSEA)

Protection from sexual exploitation and abuse
(PSEA) is critical to safeguarding vulnerable
populations, particularly women, children, and
marginalized groups, from harm during
humanitarian and emergency response efforts.
Ensuring that all deployed personnel and
responders adhere to PSEA principles uphold
ethical and legal commitments) in all operations.
Strengthening accountability through clear
reporting and feedback mechanisms builds trust
in humanitarian interventions, ensuring that
victims and survivors receive timely and
appropriate support.

A survivor-centered approach ensures that the
victim/survivor’s rights and wishes are respected
through the assistance and investigation process.
The available services include ensuring safety,
medical care, mental health and psychosocial
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support, legal services, material assistance, and
childcare support. The key strategies to
effectively address PSEA include organizations
integrating safeguarding measures across all
operational activities, mainstreaming of PSEA
principles across the emergency response, health
services, and community-based programs.
Capacity building is also vital, ensuring that all
responders, including health workers, volunteers,
contractors, and service providers, undergo
mandatory pre-deployment training and
continuous refresher courses on PSEA. Another
key aspect is community engagement on PSEA,
to create awareness on their rights to receive
assistance free from SEA, where and how to
report, and access to support services.

Despite ongoing efforts, several gaps remain in
the effective implementation of PSEA measures
due to awareness among the community and
responders, limited access to appropriate
feedback channels and reporting mechanisms
hinder timely reporting and response to SEA
cases, particularly in remote or marginalized
communities. Cultural and social barriers often
discourage survivors from reporting SEA cases
due to stigma and fear of retaliation.

All partners in the response coordinated through
the PSEA Network under the leadership of
UNRCO, will implement the following to
strengthen PSEA:

e Ensure all organizations enforce PSEA
policies and establish accountability
mechanisms.

e Ensure that all recruitment and
deployment processes for emergency
responders include appropriate
safeguarding and background screening
measures.

e Develop or strengthen accessible,
confidential, and reporting channels with
community awareness and culturally
sensitive feedback systems, when possible,
building on existing complaint channels.

e  Train humanitarian workers, health
personnel, and implementing partners on



PSEA principles, survivor support, and
ethical response.

o Embed PSEA considerations in all health
and emergency response initiatives,
ensuring risk mitigation and alignment
with Child Protection and Gender Based
Violence programs.

¢ Enhance safety, medical care, mental
health and psychosocial support, and legal
support, material assistance and child
support for survivors by mapping service
gaps and strengthening inter-agency case
management.

e Implement large-scale community
awareness campaigns and engage
religious, cultural, and community leaders
to foster accountability and improve
knowledge on PSEA.

e Print and distribute IEC materials that are
adopted to the area of response context
including translation to local languages.

e Institutionalize periodic risk assessments,
real-time monitoring, and data-driven
evaluations to improve response strategies.

o Strengthen collaboration among UN
agencies, government institutions, and
civil society to harmonize PSEA efforts
and enhance accountability.

Duty of Care:

Duty of care is defined as the non-waivable duty
on the part of the organization to mitigate or
otherwise address foreseeable risks that may harm
or injure its personnel. All UN Staff, implementing
partners, and the Ministry of Health, have a duty
of care to protect their employees who are working
on the response to this disease outbreak. This is
particularly important for front line workers but
also applies to office and support staff.

Key priorities:

e Ensuring adequate personal protective
equipment (PPE) and infection prevention and
control (IPC) procedures are in place for staff

e Providing sufficient training for safe and
respectful continuity of services

e Providing additional security if required
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e Preventing burnout through adequate staffing

and workload, staff sickness and leave policies

e Facilitating access to mental health and

psychosocial support for staff

e Ensuring adequate medical treatment is

available to staff, including vaccination where
relevant.

e Providing pre, post, and intra-deployment

support for staff deployments to affected areas
such as training, vaccination, health insurance,
medivac.

e Ensure availability of a well streamlined

Medical Evacuation (MEDEVAC) protocol
and resources for responders who are exposed
or infected during the response.

Monitoring and Evaluation

Monitoring and evaluation (M&E) are critical
components of the emergency response, ensuring
that interventions are effective, timely, and
adaptable to changing circumstances. Supervision
and monitoring efforts will track response
activities in real-time, providing continuous
feedback to guide decision-making and improve
overall response effectiveness. Performance
indicators will be used to measure key aspects
such as surveillance coverage, case detections,
uptake of public health measures, treatment
outcomes, and community engagement. Data will
be collected from health facilities, laboratories,
community surveys, and digital health platforms,
disaggregated by age, gender, geographic
location, and other attributes to identify gaps and
improve targeted interventions.

Regular reviews and assurance activities,
including Joint Operation Reviews, spot-checks
and intra-/after-action reviews, will assess
response progress, analyze key performance
indicators, identify bottlenecks, and inform
strategic adjustments. Coordination meetings at
national and district levels will support
information sharing and situation monitoring.
Field, supervision, and routine data collection
from service delivery sources will ensure
continuous tracking of response activities. Post-
distribution monitoring, community-led data
collection, and engagement with affected



populations will be conducted to assess service tools will be used, with reports submitted at
availability, accessibility, and quality. regular intervals to enhance accountability and
Monitoring activities will include tracking the pe.rformance eva'luatlor'l. End-of-tern‘l and
midterm evaluations will assess the impact of
interventions, with findings used to refine
strategies and ensure better preparedness for

future public health emergencies.

number of individuals receiving assistance and
gathering beneficiary feedback to shape ongoing
and future responses. Standardized data collection

Partners supporting the response efforts as of May 26 include UK Aid, US Government, The
Netherlands, Sweden, Ireland, Gates Foundation, European Union, International Red Cross Society,
Pandemic Fund, GDG-Directorate General for Development Cooperation and humanitarian Aid.

The UN and INGOs participating in the joint appeal will collaborate with the following sub-national
level partners sub-grantees:

Response Pillars Sub-National Partners/Subgrantees

Coordination Local Partners: IDI, Baylor, Uganda, AFENET, Makerere School of public health
Subgrantees: Walimu, Malaria consortium, Mayanja Memorial hospital foundation,
AMRF

Surveillance Local Partners: CDC; URC / UHA; FHI 360; AFENET; Jhpiego; GK-PHSF, Baylor

Subgrantees: IDI, Baylor, MTI

Laboratory Local Partners: CDC
Subgrantees: UVRI, CPHL
Case Local Partners: Uganda Red Cross society (Safe dignified burials, Emergency medical
Management & services), CDC(IPC), IDI( IPC), Baylor Uganda (Emergency Medical services)
IPC Subgrantees: Waliimu, Medical Lung Institute, Transcultural Psychosocial Organization
(TPO), Baylor, MoGLSD, MoH MHPSS Department, MTI
WASH Local Partners:

Subgrantees: Africa Water solutions, Nsamizi, Uganda Red Cross / MTI
RCCE Local Partners: Uganda Red Cross, Infectious Diseases Institute, Living Goods, Amref,
Walimu,

Subgrantees: Build Hope Uganda, TPO, Walimu, Muk SoPH, Taso, and Solutions for

People (S4P)

SIRI Local Partners: Health Information Systems Program (HISP)
Subgrantees:

Logistics Local Partners: Uganda Red Cross Society, Save the Children, CRS, MSF,
Subgrantees:

Continuity of Local Partners: IDI (IPC), CDC Uganda (Health system strengthening, IPC), Uganda

Essential Health  Red Cross Society (Emergency medical services), The AIDS Support Organisation
and Social
Services Subgrantees: Living goods, MoES, DLGs
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For further information, please contact:

UN Resident Coordinator’s Office, Uganda
61 and 63 Yusuf Lule Road, Nakasero
Mob: +256 757 708 174, +256 757 708 174




