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If you board an international flight bound for the United States this month --
whether from London, Tokyo, Nairobi, or Toronto -- you will encounter a mandatory
new federal step before your boarding pass clears the gate. Under an emergency
public health order issued by the U.S. Centers for Disease Control and Prevention
(CDC), in coordination with the Department of Homeland Security (DHS) and the
Department of Transportation (DOT), every air passenger flying into or connecting
through the United States must complete a signed legal statement known as an Ebola
travel attestation [1, 2] . Effective at 11:59 p.m. Eastern Time on November 3,
2026, and scheduled to run through at least December 18, 2026, the directive
requires every traveler and crew member to confirm whether they have been physically
present in the Democratic Republic of the Congo (DRC) within the previous 21 days
[1, 2] .

Why would a viral outbreak in Central Africa require paperwork on flights departing
from every country on Earth? And why does the entire policy revolve around a strict
21-day window and a 42-day record-keeping rule ? Behind those numbers lies the
fundamental biology of the filovirus family (a group of thread-shaped viruses that
cause severe hemorrhagic fevers), the real-world lessons of modern epidemiology ,
and an urgent effort to contain the largest recorded outbreak of Bundibugyo virus (
Orthoebolavirus bundibugyoense ) before global air travel can seed new chains of
transmission [1, 3, 4] .

In this comprehensive guide, we break down what the CDC flight order actually does,
how the Bundibugyo strain differs from the more famous Zaire Ebola virus, why you
cannot catch Ebola simply by sitting in an airplane cabin next to someone who has no
symptoms, and how vaccines , antibody medicines, and contact tracing work together
to stop outbreaks at their source.

1. Inside the November 2026 CDC Flight Order: The 21-Day and 42-Day
Rules Explained

In modern aviation, passengers rarely fly in a single straight line from remote
outbreak regions to their final destination. A traveler leaving eastern or northern
provinces of the Democratic Republic of the Congo might cross a land border into a
neighboring country, catch a regional flight to a major hub in Europe or the Middle
East, and then book a separate ticket to New York, Atlanta, or Chicago. If public
health screening only checked direct flights from Central Africa -- of which there
are virtually none to the United States -- travelers on multi-stop itineraries could
easily slip through unnoticed [1, 2] .

To close that loophole, the CDC designed its November 2026 travel order as a
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universal pre-boarding check across all international aviation entering the United
States [1, 2] :

* Universal Pre-Boarding Attestation: Every passenger boarding any international
flight bound for the United States -- including U.S. citizens, lawful permanent
residents, foreign nationals, diplomats, and flight crews -- must sign a digital or
paper attestation before boarding [1, 2] .

* The 21-Day Presence Rule: The traveler must confirm that they have not been
physically present in the Democratic Republic of the Congo within the 21 days prior
to boarding. Under the federal definition, even a brief airport layover or transit
stop inside the DRC counts as physical presence, even if the passenger never stepped
off the plane [1, 2] .

* No Private Jet Exemptions: Unlike some routine customs rules, the CDC order
applies equally to commercial airlines, charter flights, cargo carriers, and private
corporate jets (general aviation) [2] . Airlines and operators are legally required
to deny boarding to anyone who has been in the DRC within the past 21 days or who
refuses to sign the form [1, 2] .

* Designated U.S. Arrival Airports for Regional Travelers: U.S. citizens, permanent
residents, and authorized travelers who were not in the DRC, but who traveled within
the past 21 days in neighboring monitoring zones such as Uganda or South Sudan, are
routed exclusively through designated U.S. international airports -- including
Atlanta (ATL), New York-JFK (JFK), Washington-Dulles (IAD), and Houston (IAH) --
where specialized CDC quarantine station teams conduct enhanced health screenings
and enroll travelers in 21-day post-arrival symptom monitoring [1, 2] .

* The 42-Day Airline Record Retention Mandate: Airlines must keep every passenger's
signed attestation and contact information on file for at least 42 days after the
flight lands, ready to hand over to CDC disease detectives on demand if a case is
ever discovered [1, 2] .

Notice how the numbers 21 and 42 appear side by side. Neither number was chosen by
politicians or airline executives; both come directly from the biological clock of
the Ebola virus inside the human body [3, 5] .

| Federal Measure / Time Window | | Operational Requirement on Flights | |
Underlying Biological & Epidemiological Reason |

| 21-Day Pre-Boarding Rule | | Travelers present in the DRC within the past 21 days
are barred from boarding U.S.-bound aircraft [1, 2] . | | Matches the maximum
incubation period of Ebola viruses (2 to 21 days from exposure to first symptoms)
[3, 5] . |

| 42-Day Record Retention | | Airlines must store signed passenger attestations and
contact logs for 42 days post-arrival [1, 2] . | | Equals two full 21-day incubation
cycles -- the World Health Organization standard used to verify that a transmission
chain has ended [3] . |

| Designated Airport Routing | | Travelers from neighboring high-alert zones (such
as Uganda) must enter via specific U.S. hub airports [1, 2] . | | Concentrates
trained public health screeners, thermal checks, and rapid diagnostic links at
equipped ports of entry [1, 7] . |

CRV Science Research Archive  --  Page 2 of 9



CRV SCIENCE NEWS & DISPATCHES   |   https://crvscience.com/news/cdc-ebola-flight-travel-order

| Universal Global Coverage | | Applies to all international flights worldwide,
including private jets and cargo aircraft [2] . | | Prevents "broken-ticket"
multi-stop itineraries from bypassing regional travel alerts during the silent
incubation window [1, 7] . |

2. What Is the Bundibugyo Virus? Meet the Four Human-Pathogenic
Ebola Species

When most people hear the word "Ebola," they think of a single virus. In reality,
scientists classify Ebola viruses into a genus called Orthoebolavirus , which
belongs to the Filoviridae family alongside the closely related Marburg virus [3, 4]
. Under an electron microscope, filoviruses look like long, tangled filaments or
shepherd's crooks. Each viral particle carries a single strand of negative-sense RNA
(ribonucleic acid) encoding just seven core proteins that allow the virus to enter
human cells, copy itself, and disarm the body's early immune alarms [3, 4] .

Within the Orthoebolavirus group, four distinct species are known to cause severe
disease in humans, and each behaves slightly differently in outbreaks [3, 4] :

* Zaire Ebola virus ( Orthoebolavirus zairense , or EBOV): First identified in 1976
near the Ebola River in what is now the DRC, this is the most common and
historically deadliest species, with untreated case fatality rates often ranging
from 60% to 90%. It caused the massive 2014-2016 West African epidemic (over 28,600
cases) and the 2018-2020 eastern DRC outbreak [3, 5, 6] .

* Sudan virus ( Orthoebolavirus sudanense , or SUDV): Also discovered in 1976, Sudan
virus typically causes case fatality rates between 40% and 65% and was responsible
for the 2022 outbreak in Uganda [3] .

* Bundibugyo virus ( Orthoebolavirus bundibugyoense , or BDBV): The cause of the
current 2026 emergency. Bundibugyo virus was first discovered in late 2007 during an
outbreak in the Bundibugyo District of western Uganda, near the Rwenzori Mountains
along the DRC border, and was formally characterized by virologist Jonathan S.
Towner and colleagues in 2008 [4] .

* Ta Forest virus ( Orthoebolavirus taiense , or TAFV): Identified in 1994 in C te
d'Ivoire, with only a single documented non-fatal human infection in a researcher
who examined an infected wild chimpanzee [3] .

When Towner and his team sequenced the entire RNA genome of the newly discovered
Bundibugyo virus in 2008, they made a crucial discovery: its genetic code differs
from Zaire Ebola virus and Sudan virus byroughly 32% to 43% at the nucleotide level
[4] . In everyday terms, while Zaire Ebola virus and Bundibugyo virus cause nearly
identical symptoms in patients, their outer surface proteins -- specifically the
viral glycoprotein (GP) that sticks out like a key on the surface of the virus --
look significantly different to the human immune system [4, 6] .

| Ebola Virus Species | | Year Discovered | | Typical Historical Case Fatality Ratio
| | Genetic Difference vs. Zaire Strain | | Licensed Vaccine & Antibody Status |

| Zaire Ebola virus (EBOV) | | 1976 (DRC) | | 60% - 90% (untreated); ~10% - 35% with
early antibody therapy [6] | | Reference baseline (0%) | | FDA/WHO-approved Ervebo
(rVSV-ZEBOV) vaccine [5] ; Inmazeb & Ebanga antibodies [6] |
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| Sudan virus (SUDV) | | 1976 (South Sudan) | | 40% - 65% [3] | | ~40% - 43%
nucleotide divergence [4] | | Investigational ChAd3-SUDV and rVSV-SUDV candidate
vaccines in clinical trials [3] |

| Bundibugyo virus (BDBV) | | 2007 (Western Uganda) [4] | | 25% - 51% (~48% in the
2026 DRC epidemic) [3, 4] | | ~32% - 38% nucleotide divergence [4] | |
Zaire-specific vaccines do not fully cross-protect; multivalent vaccines &
cross-reactive antibodies in deployment [4, 6] |

| Ta Forest virus (TAFV) | | 1994 (C te d'Ivoire) | | Only 1 known human case
(survived) [3] | | ~35% nucleotide divergence [4] | | Preclinical / experimental
research stage [3] |

3. Why the 2026 Bundibugyo Outbreak Scaled So Quickly

Before 2026, Bundibugyo virus had only caused two known outbreaks in history: the
original 2007-2008 Uganda outbreak (149 cases and 37 deaths, a 25% fatality rate)
and a 2012 outbreak in Isiro, DRC (36 confirmed and probable cases with a 36% to 51%
fatality rate) [3, 4] . Because those early outbreaks occurred in relatively
isolated rural towns and had lower death rates than Zaire Ebola virus, many people
mistakenly assumed Bundibugyo virus was a mild cousin of classic Ebola [4] .

The 2026 epidemic overturned that assumption. Beginning in mid-May 2026 following a
probable zoonotic spillover -- an event in which a virus jumps from a wild animal
host, likely fruit bats or forest mammals, into a human -- the virus entered busy
riverine and road trade networks across northern and eastern provinces of the
Democratic Republic of the Congo, including Ituri, North Kivu, South Kivu, Tshopo,
Haut-U l , Bas-U l , Sud-Ubangi, and Nord-Ubangi [3] . By early November 2026, the
outbreak had grown past 10,600 confirmed cases and more than 5,100 deaths (a case
fatality ratio near 48%), making it the largest Bundibugyo virus epidemic ever
recorded and the second-largest Ebola outbreak in world history after the 2014-2016
West African crisis [3] .

Three overlapping factors allowed the 2026 outbreak to grow so rapidly:

* Diagnostic Blind Spots in the First Weeks: Early on, some local clinics used rapid
antigen tests or older PCR primers optimized primarily for the Zaire strain. As
Towner et al. first demonstrated in 2008, Bundibugyo virus's genetic differences can
cause narrow single-species tests to miss early infections unless broad
pan-filovirus or Bundibugyo-specific primers are used [4] .

* The Vaccine Cross-Protection Gap: During Zaire Ebola outbreaks over the past
decade, health workers relied on the highly effective Ervebo (rVSV-ZEBOV) vaccine,
which achieved up to 100% protection in clusters after 10 days during the landmark
Ebola a Suffit! ring vaccination trial led by Ana Maria Henao-Restrepo and
colleagues [5] . However, because Ervebo displays only the outer glycoprotein of the
Zaire species, antibodies trained by Ervebo do not reliably neutralize the
Bundibugyo glycoprotein, forcing responders in 2026 to rely heavily on classical
contact tracing , isolation, and emergency clinical trial deployments of
next-generation bivalent and multivalent filovirus vaccines [3, 4, 5] .

* Mobility and Social Determinants of Health: Armed conflict, displacement, and
strained clinic infrastructure in eastern and northern DRC -- classic examples of
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social determinants of health -- delayed early patient isolation and allowed
infected travelers to reach cross-border transit corridors into Uganda, Kenya, and
Nigeria [1, 3] . Notably, Uganda's experienced public health teams rapidly detected
and contained their initial cross-border cluster of roughly 20 cases through fast
isolation and contact monitoring [3] .

4. How Ebola Actually Spreads -- And Why It Is Not an Airborne Virus
Like Measles or Flu

Whenever a major travel order makes headlines, a common public fear is that a single
infected passenger on an airliner could infect hundreds of people simply by
breathing the same cabin air. Understanding the difference between airborne
transmission and direct contact transmission explains why the CDC considers the
immediate risk to the general U.S. public to be low -- and why the 21-day rule works
so well [1, 3] .

Respiratory viruses such as measles, influenza, or SARS-CoV-2 copy themselves
heavily inside the lining of the nose, throat, and upper airways. When an infected
person talks, coughs, or breathes, tiny aerosol droplets float in the air, often
before the person even feels sick. That is why measles has a basic reproduction
number ( R 0 , the average number of people one sick person infects in an
unprotected population) of 12 to 18.

Ebola viruses work through a completely different biological pathway [3, 6] :

* How the Virus Enters the Body: Ebola cannot penetrate intact, healthy skin, and it
does not spread through the air over distance, through water, or through mosquitoes.
Instead, the virus must enter through tiny cuts or abrasions in the skin, or through
the moist mucous membranes of the eyes, nose, or mouth after direct physical contact
with the blood, vomit, diarrhea, sweat, saliva, breast milk, or semen of a person
who is actively sick with or has died from Ebola (or with needles and bedding
contaminated with those fluids) [3] .

* What Happens During the Incubation Period (Days 2 to 21): Once the virus enters
the body, its first targets are specialized immune patrol cells called macrophages
and dendritic cells . Normally, dendritic cells act as the body's town criers: they
swallow an invading germ and travel to the lymph nodes to alert T cells and B cells.
Ebola's VP35 and VP24 proteins silence those alarm signals, allowing the virus to
multiply quietly inside immune cells and travel to the liver, spleen, and lymph
nodes [3, 6] . This quiet build-up is the incubation period , which typically lasts
8 to 10 days , with an absolute outer range of 2 to 21 days [3, 5] .

* The Golden Rule of Ebola Contagiousness: A person infected with Ebola is not
contagious to others during the incubation period before symptoms begin [1, 3] .
During the silent incubation phase, the concentration of virus circulating in the
bloodstream (viremia) and body fluids is too low to shed into the environment.

* Two-Stage Symptom Progression ("Dry" vs. "Wet" Phases): When symptoms finally
start, patients enter the "dry" phase for the first 1 to 3 days: sudden fever,
severe headache, muscle aches, fatigue, and sore throat. Even in this early fever
stage, viral shedding is much lower than it becomes a few days later during the
"wet" phase (typically day 4 onward), when severe vomiting, watery diarrhea, liver
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and kidney injury, and internal or external bleeding occur because viral proteins
and inflammatory signals make blood vessels leaky [3, 6] . It is during the "wet"
stage -- and immediately after death -- that body fluids contain millions of viral
copies per milliliter, placing family caregivers and unprotected healthcare workers
at high risk [3, 5] .

Because the basic reproduction number ( R 0 ) of Ebola in community settings is
typically between 1.5 and 2.5 -- and because transmission requires direct contact
with symptomatic body fluids -- stopping an outbreak does not require locking down
entire cities. Instead, it requires identifying exposed people during their 21-day
non-contagious incubation window so that if they develop a fever on day 9 or day 14,
they are already in a specialized medical room rather than on an airplane or in a
crowded waiting room [1, 3, 7] .

5. Why Airport Thermometer Checks Alone Are Not Enough: The
Mathematics of Entry Screening

During previous outbreaks, many airports relied primarily on infrared forehead
thermometers or thermal cameras pointed at arriving passengers. While temperature
checks sound reassuring, mathematical modeling published in the peer-reviewed
journal eLife by Katelyn Gostic, Adam Kucharski, and James Lloyd-Smith revealed a
fundamental limitation of thermometer screening at borders [7] .

Suppose a traveler is exposed to Bundibugyo virus on Monday in an outbreak zone and
boards a flight on Wednesday. On Wednesday, the traveler is only 2 days into an
average 9-day incubation period. Their body temperature is completely normal (37.0
deg C / 98.6 deg F), they feel healthy, and even a laboratory blood test might still
read negative because the virus has not yet multiplied into the general bloodstream
[3, 7] . A thermal camera at the airport gate will clear that traveler 100% of the
time -- only for the traveler to develop a high fever a week after arriving home [7]
.

Gostic and colleagues calculated that for pathogens with long incubation windows
like Ebola, one-time departure and arrival fever checks catch fewer than half of
infected travelers unless they are paired with exposure history questionnaires and
post-arrival follow-up [7] . That exact scientific finding is why the November 2026
CDC order centers on 21-day geographic exposure attestations and 42-day
contact-tracing retention rather than relying on forehead thermometers alone [1, 2,
7] :

* Pre-Boarding Exposure Pause (The 21-Day Buffer): By requiring travelers who have
been in the DRC to wait out the full 21-day window before boarding a U.S.-bound
flight, any hidden infection has time to declare itself before the person ever steps
onto a long-haul aircraft [1, 2] .

* Rapid Contact Tracing via Retained Manifests: If a passenger misstates their
travel history or is exposed in a third country and develops symptoms within days of
landing in the United States, the 42-day airline attestation archive gives CDC
epidemiologists immediate access to seat assignments, phone numbers, and street
addresses for everyone on that flight [1, 2] .

* Active 21-Day Symptom Monitoring: Travelers arriving from neighboring monitoring

CRV Science Research Archive  --  Page 6 of 9



CRV SCIENCE NEWS & DISPATCHES   |   https://crvscience.com/news/cdc-ebola-flight-travel-order

regions through designated U.S. airports receive daily automated text or phone
check-ins for 21 days. If a monitored traveler's temperature rises above 38.0 deg C
(100.4 deg F), local health departments arrange immediate transport to a
biocontainment hospital before secondary transmission can occur [1, 3] .

6. How Modern Medicine Treats and Prevents Ebola: From the PALM
Trial to Next-Generation Vaccines

Twenty years ago, an Ebola diagnosis had no targeted antiviral medicine; doctors
could only provide supportive care while hoping the patient's immune system survived
long enough to make its own antibodies. Over the past decade, two landmark clinical
breakthroughs transformed Ebola from a near-certain death sentence into a treatable
and preventable viral infection -- while also highlighting why the 2026 Bundibugyo
outbreak requires updated tools [5, 6] .

Breakthrough 1: Monoclonal Antibody Cocktails (The PALM Trial)

During the 2018-2019 Ebola outbreak in the DRC, Congolese researcher Sabue Mulangu,
Jean-Jacques Muyembe-Tamfum, and an international team conducted the randomized PALM
trial (short for Pamoja Tulinde Maisha , Swahili for "Together Save Lives"),
published in the New England Journal of Medicine [6] . The trial tested four
investigational treatments head-to-head in 681 hospitalized patients. Two monoclonal
antibody treatments -- laboratory-made antibodies designed to latch directly onto
the Ebola virus glycoprotein and block it from entering human cells -- proved
dramatically superior [6] :

* REGN-EB3 (Inmazeb): A cocktail of three monoclonal antibodies targeting three
non-overlapping spots on the viral glycoprotein, which reduced overall mortality to
33.5% , and down to just 9.9% among patients who arrived at the clinic early with
low viral loads [6] .

* mAb114 (Ebanga): A single potent monoclonal antibody isolated from the blood of a
human survivor of the 1995 Kikwit Ebola outbreak, which reduced overall mortality to
35.1% (and 11.2% in patients treated early) [6] .

Because both Inmazeb and Ebanga were engineered specifically against the Zaire Ebola
virus glycoprotein, researchers during the 2026 Bundibugyo epidemic have
fast-tracked pan-ebolavirus monoclonal antibodies -- antibodies that target the
highly conserved "stalk" and receptor-binding core of the glycoprotein shared across
Zaire, Bundibugyo, and Sudan viruses -- alongside rigorous supportive care [3, 6] .

Breakthrough 2: Oral & Intravenous Fluid Replacement and Ring
Vaccination

Even while specialized Bundibugyo antibodies and multivalent vaccines are being
scaled up, clinical teams in the DRC and Uganda have shown that aggressive
supportive care -- replacing lost water and electrolytes (sodium, potassium, and
bicarbonate) intravenously and with oral rehydration solutions, monitoring kidney
function, and treating co-infections like malaria -- can cut Bundibugyo mortality
nearly in half [3, 6] .

At the same time, public health teams use the classic strategy of ring vaccination
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and ring surveillance -- the same method used to eradicate smallpox in the 1970s and
proven for Ebola in the 2015-2017 Henao-Restrepo trial [5] . Instead of trying to
vaccinate or quarantine millions of people at random, epidemiologists draw a
protective "ring" around every newly diagnosed patient, consisting of all their
direct contacts (family members, caregivers, clinic staff) and the "contacts of
contacts" (neighbors and extended household members), monitoring every person in
that ring for 21 days so the virus hits a dead end [3, 5] .

7. What Travelers and the Public Should Take Away

For ordinary air travelers, the CDC's November 2026 travel order adds a brief
digital or paper attestation step before boarding international flights to the
United States [1, 2] . For travelers who have not visited the Democratic Republic of
the Congo or neighboring outbreak zones in the past three weeks, completing the form
takes less than a minute at online check-in or at the departure gate [1, 2] .

More broadly, the travel order is a textbook example of how modern public health
translates viral biology into practical policy: matching a 21-day pre-boarding pause
to the virus's maximum incubation period, pairing it with a 42-day contact-tracing
archive equal to two full transmission cycles, and focusing enhanced airport
screening on travelers arriving from nearby regions [1, 2, 3, 7] . Combined with
rapid clinical isolation and international medical support for frontline healthcare
workers in Central and East Africa, these targeted layers protect global aviation
networks while keeping the risk to the general public low [1, 3] .
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