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				Ebola Virus Disease (EVD) continues to re-emerge as a public health emergency and the most recent outbreak in the Democratic Republic of the Congo (DRC) is attributed to the Bundibugyo viral strain. As of 24 May 2026, there were reported 906 suspected cases, 105 laboratory confirmed cases, and 223 deaths reported from DRC. In addition, 7 confirmed cases and 1 death reported from Uganda1 . One person from the United States of America who was treating Ebola patient also got infected and currently under medical treatment in Germany2 . Bundibugyo viral strain neither has an approved vaccine nor a targeted therapy..Given the potential risk of international spread, World Health Organization (WHO) declared EVD a Public Health Emergency of International Concern (PHEIC) on 17 May 20263 . In this context, it is timely and important to examine the implications of EVD caused by Bundibugyo strain in pregnancy. 

					EVD has a particularly deleterious impact on pregnant women, with severe outcomes including maternal mortality, spontaneous abortion, still birth and neonatal death4 . To date, only a handful of neonates born to women infected with Ebola have survived5 . Cases of EVD in pregnancy are predominantly reported from some of the world’s most vulnerable and least resourced countries6 . With increasing international connectivity through diplomacy, travel and trade, Bhutan faces a potential risk of importing EVD. Therefore, strengthening awareness and preparedness is the need of the hour. 

					First identified in 1976, EVD is caused by multiple filovirus species, including Zaire, Sudan, and Bundibugyo ebolaviruses, among others, and has caused recurrent outbreaks in sub-Saharan Africa7 . The largest outbreak occurred in West Africa in 2014-2016, resulting in over 28600 confirmed cases and 11325 deaths8 . The DRC has since experienced several further outbreaks, with the most recent, caused by the Bundibugyo strain, remaining of particular concern given the absence of an approved vaccine for this species3 . The ongoing risk of international spread, highlighted by the WHO, underscores the need for preparedness in non-endemic countries9 ). 

			

		

		
			
					Pregnant women are uniquely vulnerable to EVD due to physiological and immunological adaptations that predispose them to severe disease and multi-organ failure. Following infection, Ebola virus exhibits placental tropism, enabling vertical transmission to the fetus10 . The clinical presentation of EVD during pregnancy is similar to non-pregnant adults, including fever, vomiting, myalgia, loose stools, and bleeding manifestations, which may overlap with obstetric emergencies such as miscarriage or antepartum hemorrhage4 . This overlap may delay diagnosis and increase occupational exposure risk among healthcare workers.

					There is limited literature on EVD in pregnancy. Between 1976 and 2020, only 354 cases were reported with an absolute risk of maternal mortality of 67.8%, and risk of fetal loss of 76.9% and neonatal death of 98.5%4 . Although data from the West African epidemic reported a lower maternal mortality of 39-64%, the 2018-2020 outbreaks in the DRC reported similar mortality compared to non-pregnant women, however, more than half of the survivors experienced pregnancy loss 11-13. 

					Vertical transmission of Ebola virus during pregnancy, delivery, and lactation results in poor fetal and neonatal outcomes14 ). Congenital Ebola infection is almost universally fatal. Management of labor and delivery in infected women poses significant occupational risk to healthcare workers due to exposure to blood, amniotic fluid and body fluid of newborns14 . This highlights the critical importance of advanced preparedness, including adequate personal protective equipment and infection prevention protocols. 

					Despite the high maternal mortality and poor fetal outcomes, there are currently no robust, evidence-based management guidelines for EVD in pregnancy. Pregnant women have largely been excluded from therapeutic trials due to ethical concerns and potential fetal risks, resulting in a critical evidence gap during clinical decision-making15 . The underlying mechanisms of adverse fetal and neonatal outcomes remain poorly understood, and it is unclear whether the adverse outcomes result from direct viral cytopathic effects or secondary to maternal complications. Key aspects of care such as optimal mode of delivery, anesthetic approaches, and intrapartum 
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				infection prevention strategies remain insufficiently defined. 

					In this context, WHO, Society of Obstetricians and Gynaecologists of Canada (SOGC), and Centers for Disease Control and Prevention (CDC) guidance remains largely supportive, emphasizing strict infection prevention and control measures, supportive maternal care, avoidance of labour induction, avoidance of intensive fetal monitoring, cesarean delivery only for obstetric indications, avoidance of invasive procedures, avoidance of breastfeeding and immediate separation of the newborn from the mother. In addition, vaccination with Ervebo (Merck) during an active Zaire EBOV outbreak in affected areas is recommended only in the context of rigorous research purpose or a compassionate use protocol. Management of EVD in pregnancy by a multidisciplinary team using full PPE is recommended, and pregnant health workers should not manage EVD patients16-18 . 

					Despite the absence of reported EVD cases in Bhutan, preparedness remains essential given growing international travel, deployment of peacekeepers, and movement of healthcare volunteers, all of which increase the risk of importation. A comprehensive national preparedness framework should begin at points of entry, with robust travel-history screening and alert protocols linked to the Royal Centre for Disease Control (RCDC), which must coordinate real-time surveillance and laboratory confirmation capacity. Suspected cases should trigger clearly defined referral and isolation pathways at Jigme Dorji Wangchuck National Referral Hospital and regional referral hospitals, supported by dedicated isolation facilities and unambiguous escalation procedures. For obstetric care specifically, preparedness must extend beyond general infection control to include standardized protocols for safe labour and delivery, neonatal management, breastfeeding avoidance, and safe disposal of biological waste and contaminated materials. Regular simulation drills and structured personal protective equipment (PPE) training for obstetric teams are essential, given the heightened exposure risk during labour, delivery, and newborn care. Critically, effective preparedness requires seamless coordination across obstetric, emergency, infectious disease, laboratory, ambulance, and public health teams, as a fragmented response significantly amplifies both clinical risk and transmission potential. While physicians and infectious disease specialists may be familiar with emerging infections, this awareness must be systematically extended to obstetric practice through interdisciplinary training and jointly developed contingency plans. Bhutan’s engagement in regional and global health security networks will further strengthen its capacity to respond rapidly and effectively should an imported case occur.

					Although EVD in pregnancy carries high maternal mortality and near-universal fetal loss, evidence remains critically limited, partly due to the exclusion of pregnant women from therapeutic trials-a gap that must be addressed by including 

			

		

		
			
				them in future studies within a supervised ethical framework. The current PHEIC, the absence of an approved vaccine for the Bundibugyo strain, and this persistent evidence deficit collectively underscore that preparedness cannot wait for an imported case. For Bhutan, this means proactive investment in obstetric training, standardized isolation protocols, and engagement in global research collaborations and WHO surveillance networks. Pregnant women bear the gravest burden of EVD yet remain the least protected by existing evidence-making both national readiness and international research engagement not merely strategic priorities, but moral imperatives. The cost of preparedness will always be less than the cost of response.
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Re-situating Bhutan Health Journal’s contributions on NCDs and COVID-19 in a global

perspective
Endah Fitriasari’

Faculty of Medical, Public Health & Nursing, Universitas Gadjah Mada, Indonesia.

As an international reader, I have followed with interest how the
Bhutan Health Journal (BHJ) has documented Bhutan’s response
to non-communicable diseases (NCDs) and to the COVID-19
pandemic. Several editorials and viewpoints in the journal reflect
challenges that are not unique to Bhutan, but are shared across
many low- and middle-income countries. In this letter, I briefly
highlight three such papers and situate them within the wider
global health literature.

Dorji’s editorial on ‘Accelerating Non-Communicable
Diseases Control in Bhutan: optimism and challenges’ was an
early attempt to frame NCDs as a strategic national priority rather
than a purely clinical workload'. The piece anticipated what is
now firmly established in global evidence. According to the
‘World Health Organization (WHO), NCDs are responsible for
about 74 per cent of deaths worldwide, with a disproportionate
burden in low- and middle-income countries’. In that light,
Dorji’s call for stronger policy attention and cross-sectoral action
in Bhutan aligns closely with global concern that NCDs threaten
both health and economic development.

The later viewpoint by Sithey and colleagues titled
“Taking action on prevention and control of noncommunicable
diseases in Bhutan by strengthening gross national happiness’
adds an important normative dimension®. Rather than treating
NCD control as a narrow technical agenda, the authors explicitly
link NCD policies to Bhutan’s Gross National Happiness (GNH)
framework. This resonates with broader international debates on
“beyond GDP” metrics and on how wellbeing, equity and social
determinants can be integrated into health policy. Globally, there
is growing interest in embedding NCD strategies within wider
wellbeing or sustainable development frameworks, but Bhutan
remains one of the few countries where such integration has been
articulated in a coherent national philosophy. The BHJ article
therefore offers a case study that could inform other settings
experimenting with wellbeing-oriented policy approaches.

At the same time, both Bhutanese articles echo
challenges described in global analyses. The WHO NCD
agenda and subsequent United Nations high-level meetings have
repeatedly stressed the need for multisectoral action, fiscal and
regulatory measures, and strengthened primary care to meet the
2025 global NCD targets®. However, progress has been uneven,
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particularly in translating national plans into fully funded and
implemented programs. Sithey et al. highlight similar gaps in
Bhutan, noting the high prevalence of modifiable risk factors
despite strong political commitment®. In this sense, Bhutan’s
experience appears less as an outlier and more as a microcosm
of the global struggle to move from policy rhetoric to sustained
multisectoral action.

The COVID-19 pandemic placed additional pressure
on health systems already burdened by NCDs. In their editorial
‘Beyond COVID-19: Creating a public health system based on
Comprehensive Primary Health Care’, Tobgay and Rifkin argue
that a resilient response requires re-centering comprehensive
primary health care, with attention to social determinants and
community participation®. This argument mirrors conclusions
from international reviews which found that countries with
stronger primary health-care systems were generally better able
to absorb COVID-19 shocks and maintain essential services,
including NCD care. The editorial also reflects current global
thinking that pandemic preparedness and NCD control should not
be treated as separate agendas, but as interdependent elements of
the same health-system resilience framework.

From a global health perspective, the three BHJ pieces
taken together point to an important intersection: NCDs, primary
health care and health-system resilience in a small, mountainous,
middle-income country. They complement a broader literature
on health research and system strengthening in low- and middle-
income countries, which stresses the importance of locally led
research, stable financing and closer links between evidence
and policy’. Yet, as Franzen and colleagues note in their meta-
narrative review, efforts to develop health research capacity
remain fragmented and are often poorly evaluated’. Bhutan’s
experience, as portrayed in BHIJ, appears to fit this pattern.
Ambitious policy frameworks and innovative concepts such
as GNH exist, but there is still a need for more systematic,
longitudinal research on implementation and impact.

Against this background, BHJ could play a distinctive
role in the global evidence ecosystem in at least two ways. First,
by encouraging submissions that explicitly compare Bhutan’s
NCD and pandemic responses with those of other countries in
the South-East Asia Region or in similar high-altitude, small-
population settings. Comparative policy analyses or multi-
country case series would help to move Bhutanese evidence from
being primarily nationally relevant to also being regionally and
globally informative. Second, by promoting articles that link
quantitative outcomes with qualitative insights into governance,
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