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Abstract

The World Health Organization African region recorded its first laboratory-confirmed cor-
onavirus disease-2019 (COVID-19) cases on 25 February 2020. Two months later, all the
47 countries of the region were affected. The first anniversary of the pandemic occurred in
a changed context with the emergence of new variants of concern (VOC) and growing
COVID-19 fatigue. This study describes the epidemiological trajectory of COVID-19 in the
region, summarises public health and social measures (PHSM) implemented and discusses
their impact on the pandemic trajectory. As of 24 February 2021, the African region
accounted for 2.5% of cases and 2.9% of deaths reported globally. Of the 13 countries that
submitted detailed line listing of cases, the proportion of cases with at least one co-morbid
condition was estimated at 3.3% of all cases. Hypertension, diabetes and human immunodefi-
ciency virus (HIV) infection were the most common comorbid conditions, accounting for
11.1%, 7.1% and 5.0% of cases with comorbidities, respectively. Overall, the case fatality
ratio (CFR) in patients with comorbid conditions was higher than in patients without
comorbid conditions: 5.5% vs. 1.0% (P < 0.0001). Countries started to implement lockdown
measures in early March 2020. This contributed to slow the spread of the pandemic at the
early stage while the gradual ease of lockdowns from 20 April 2020 resulted in an upsurge.
The second wave of the pandemic, which started in November 2020, coincided with the
emergence of the new variants of concern. Only 0.08% of the population from six countries
received at least one dose of the COVID-19 vaccine. It is critical to not only learn from the
past 12 months to improve the effectiveness of the current response but also to start preparing
the health systems for subsequent waves of the current pandemic and future pandemics.

Key results
• On 24 February 2021, 12 months after the notification of the first laboratory-confirmed
COVID-19 case, the African region recorded a total of 2 795 424 confirmed cases (2.5%
of cases reported globally) including 74 841 deaths [case fatality ratio (CFR) of 2.7%].

• The pandemic trajectory showed two waves: the first one from 25 February 2020 to 31
October 2020 with a peak in late July and the second wave from 01 November 2020 to
24 February 2021 with a peak in early January 2020.

• The second wave of the pandemic coincided with the emergence of new variants of concern.
• Hypertension, diabetes and human immunodeficiency virus (HIV) infection were the most
common comorbid conditions, accounting for 11.1%, 7.1% and 5.0%, respectively

• During the study period, only 0.08% of the population from six countries received at least
one dose of the COVID-19 vaccine.

In December 2019, a novel strain of coronavirus emerged among humans in Wuhan, China
and was identified as severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) [1],
which causes coronavirus disease-2019 (COVID-19). There is a wide range of symptoms
among positive cases, from mild flu-like symptoms, to severe illness, usually characterised
by respiratory distress. By the end of January 2020, COVID-19 was responsible for over 200
deaths and 9800 cases globally and was declared a Public Health Emergency of
International Concern by the World Health Organization (WHO) [1]. On 11 March 2020,
the WHO declared the COVID-19 a pandemic [1] considering its alarming spread and severity
as most WHO regions reported confirmed cases.
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The WHO is grouped into six regions: Western Pacific, Europe,
South-East Asia, Eastern Mediterranean, the Americas and the
African region [2]. The WHO African region (‘subsequently
referred to as the African region’) is made up of 47 countries,
which are all part of the African continent. Seven additional
countries of the African continent belong to the WHO Eastern
Mediterranean region [3]. The African continent in general and
the African region, in particular, is characterised by a large infec-
tious disease burden and weak public health infrastructure [4],
posing a threat to global health security [5]. The first laboratory-
confirmed case in the African region was reported on 25 February
2020, in Algeria, in an individual who had travelled from Milan,
Italy [6]. Cases were then detected in Nigeria on 28 February 2020
and Senegal on 2 March 2020 in travellers [6]. On 13 May 2020,
all the 47 countries of the African region were affected, with
Lesotho being the last to report laboratory-confirmed cases [7].
On 24 February 2021, it was 1 year since the first COVID-19
case was confirmed in the African region. By then, the context
of the COVID-19 response had changed with the emergence of
variants of concern (VOC), the availability of vaccines as a new
response tool and growing COVID-19 fatigue resulting in reduced
adherence to public health and social measures (PHSM) [8].

As we enter the second year of the pandemic, it is crucial to
assess the COVID-19 epidemiological situation and progress
made in implementing response measures in order to incorporate
lessons learned. In this paper, we describe the epidemiological
evolution of COVID-19 in the African region, the preparedness
interventions preceding the confirmation of the first case and
summarise public health measures implemented by national
authorities. Furthermore, we reviewed the lessons learned during
the first year of the COVID-19 pandemic and discuss their impli-
cations on the ongoing pandemic and future outbreaks.

We used the regional line list of COVID-19 laboratory-
confirmed cases maintained by the WHO Regional Office for
Africa (WHO/AFRO) for our analysis. This line list contains data
on COVID-19 laboratory-confirmed cases reported to WHO/
AFRO by member states as per their obligations under the
International Health Regulations (2005) [9] and the Integrated
Disease Surveillance and Response Strategy (IDSR) [10]. Only
data from the 47 member states of the African region are included
in this line list. The seven countries belonging to the WHO Eastern
Mediterranean region (Tunisia, Morocco, Egypt, Somalia, Sudan,
Libya and Djibouti) were not included in the analysis.

Only cases meeting the COVID-19 case definition in line with
the most recently updated WHO technical guidance [11] and
which were laboratory confirmed using a reverse transcriptase-
polymerase chain reaction (RT-PCR) test or an antigen rapid
diagnostic test approved by the WHO and officially reported by
member states, were included in the regional line list. We com-
puted the cumulative number of cases, deaths and health worker
infections by country as well as the case fatality ratio (CFR)
(cumulative number of deaths divided by the cumulative number
of cases, as a percentage) and the attack rate per million popula-
tion (cumulative number of cases divided by the total population).
Population estimates for each member state were obtained from
the World Bank data [12]. COVID-19 confirmed cases that
were still alive and not yet discharged at the date of the review
were considered as active cases.

We used the dataset on SARS-CoV-2 vaccination maintained
by the WHO/AFRO to generate the numbers of people vaccinated
by at least one dose of the COVID-19 vaccine. All the vaccines
received and administrated by member states were included in

this dataset irrespective of their origin [bilateral cooperation,
COVID-19 Vaccines Global Access (COVAX), African Vaccine
Acquisition Trust (AVAT)].

For the analysis of age, gender and comorbid conditions, we
merged the latest available country-specific line lists of
COVID-19 confirmed cases shared with WHO/AFRO by 13
member states: Burkina Faso, Chad, Cote d’Ivoire, Democratic
Republic of Congo (DRC), Eswatini, Guinea, Namibia, Niger,
Rwanda, Senegal, Seychelles, Sao Tome and Principe and
Uganda. A total of 233 261 confirmed cases were recorded in
the merged line list.

Data were analysed using R version 4.0.3 [13] for statistical
analysis.

On 24 February 2021, 12 months after the notification of the
first laboratory-confirmed COVID-19 case, the African region
recorded a total of 2 795 424 confirmed cases (2.5% of cases
reported globally), 74 841 deaths (2.9% of global deaths) and 2
542 895 recoveries (91% of all cases). The CFR was estimated at
2.7%. The number of active cases was 177 688 in 46 out of 47
countries; this figure does not include the United Republic of
Tanzania, which stopped reporting COVID-19 cases to WHO/
AFRO on 07 May 2020.

South Africa (1 507 448 confirmed cases; 53.9% of all cases in
the region), Ethiopia (155 234; 5.6%), Nigeria (153 842; 5.5%),
Algeria (112 461; 4.0%) and Kenya (104 780; 3.7%) were the five
countries with the highest number of cumulative confirmed
cases. These five countries accounted for 72.7% of all cases in
the African region.

Cape Verde (2757 cases/100 000 population), Seychelles (2629
cases/100 000), South Africa (2574 cases/100 000), Namibia (1532
cases/100 000) and Eswatini (1472 cases/100 000) recorded the
highest COVID-19 cumulative attack rate (number of cases per
100 000 population) in the African region. Four of these five
countries (South Africa excluded) with the highest attack rate
have a population of less than 2.5 million inhabitants.

South Africa (51 560 deaths; 68.7% of all deaths), Algeria
(3069; 4.1%), Ethiopia (2718; 3.6%), Kenya (2066; 2.8%) and
Nigeria (2031; 2.7%) recorded the highest number of deaths in
the African region. These five countries accounted for 81.9% of
all deaths. The following 13 countries recorded CFRs higher
than the overall CFR in the African region (2.7%): Mali (4.4%),
Liberia (4.2%), Zimbabwe (4.1%), Comoros (4.1%), Eswatini
(3.9%), Niger (3.7%), Chad (3.7%), Malawi (3.7%), South Africa
(3.4%), Gambia (3.0%), Lesotho (2.9%), Senegal (2.9%) and the
Democratic Republic of the Congo (2.9%).

The cumulative number of health worker infections was 101
885, representing 3.6% of all COVID-19 confirmed cases. Five
countries recorded more than 10% of cases among health workers
out of all cases: Guinea-Bissau (11.7%), Zimbabwe (11.7%),
Liberia (11.1%), Algeria (10.6%) and Seychelles (10.4%).

Figure 1 presents the daily distribution of COVID-19 cases
from 25 February 2020 to 24 February 2021 and log-linear fit.
Following a slow increase from 25 February 2020 to 01 May
2020, new cases reported increased exponentially and peaked on
24 July 2020 (19 478 cases reported). This first peak was followed
by 8 weeks of decline and then a 6-week plateau. An upsurge in
new cases reported was seen from 1 November 2020, which
peaked on 6 January 2021 (31 049 cases reported) before declin-
ing. The pandemic trajectory showed two waves: the first wave
from 25 February 2020 to 31 October 2020 with a peak in late
July and the second wave from 1 November 2020 to 24
February 2021 with a peak in early January 2021.

2 Benido Impouma et al.

https://doi.org/10.1017/S0950268821002429 Published online by Cambridge University Press

https://doi.org/10.1017/S0950268821002429


As shown in Figure 1, the daily growth rate was 5.1% (4.8%;
5.6%) in the increasing phase of the first wave compared to
2.5% (2.3%; 2.8%) in the increasing phase of the second wave.

From 25 February 2020 to 1 May 2020 (period 1), 46 countries
out of 47 in the African region reported at least one COVID-19
confirmed case; Lesotho being the only country that did not
report cases during this period. South Africa, Algeria and
Nigeria reported the highest number of cases during period 1,
accounting respectively for 21.9% (n = 5951 out of 27 196),
15.3% (n = 4154) and 8.0% (n = 2170) of all cases. These three
countries recorded the highest number of international inbound
tourists in 2019 [14]. In a study assessing the risk of importation
of COVID-19 cases in Africa conducted in early February 2020
[15], South Africa and Algeria were among the countries with
the highest risk while Nigeria was among countries with the
second-highest importation risk ranking. During period 1,
Equatorial Guinea (323 cases per million population), Mauritius
(262 cases per million) and Cape Verde (223 cases per million)
recorded the highest attack rate. All these countries are island
nations with less than 2.5 million inhabitants. This early stage
of the pandemic was marked by a high CFR in most countries
with the healthcare system not well prepared for early detection
of cases and case management: median of 4.85 ranging from
0% to 55.6%. Five countries did not record COVID-19 related
deaths during period 1: Seychelles, Eritrea, Namibia, Uganda
and Comoros.

From 2 May 2020 to the peak of the first wave of the pandemic
in the African region which occurred on 24 July 2020 (period 2),
South Africa reported 63.6% of all cases (n = 416 045 out of 654
028) followed by Nigeria (5.7%; n = 37 369) and Ghana (4.7%; n =
30 895). All the 47 countries of the African region reported
COVID-19 confirmed cases during period 2. From April 2021,
the pandemic pattern started to shift from sporadic cases (most
cases imported) to community transmission [16]. During this
period, South Africa also recorded the highest attack rate
(7104.8 cases per million) followed by two island nations with

small population: Sao Tome and Principe (3915. 3 cases per mil-
lion) and Cape Verde (3813.2 cases per million). By the end of
period 2, Eritrea and Seychelles were the only countries that did
not record COVID-19 related deaths by the end of period
2. The median CFR was 2.0% ranging from 0% to 12.3%.

The third period, from 25 July to 31 October corresponded to
the decreasing phase of the first wave of the pandemic and had
the same characteristics as the second period in terms of countries
reporting the highest cases and attack rate, as well as median CFR.
Seychelles and Eritrea did not report deaths during this period.

The period 4, from 01 November 2020 to 24 February 2021
corresponded to the second wave of the pandemic. During this
period, South Africa reported 52.9% of cases (n = 781 996 out of
1.47 million) followed by Nigeria (6.1%; n = 90 989) and
Zambia (4.1%; n = 60 052). Seychelles (24 665.8 cases per million),
South Africa (13 354.2 cases per million) and Cape Verde (11
579.6 recorded the highest attack rate. Seychelles and Eritrea
reported 14 deaths out of 2408 cases and seven deaths out of
2326 deaths during this period, respectively. The median CFR
was 1.3%, ranging from 0% to 5.0%.

On 24 February 2021, the pandemic trajectory showed a
downward trend or plateau in 35 countries out of 46 (76.1%)
and an upward trend in 11 countries (23.9%). The following
countries experienced an upsurge of cases in the last 4 weeks
(28 January 2021–24 February 2021): Benin, Burundi,
Cameroon, Chad, Equatorial Guinea, Ethiopia, Gabon, Guinea,
Madagascar, Namibia and South Sudan. The epidemic trajectory
showed fluctuations or plateau in the last 4 weeks (28 January
2021–24 February 2021) in 11 other countries: Botswana, DRC,
Ghana, Guinea-Bissau, Kenya, Liberia, Mauritius, Mozambique,
Sao Tome and Principe, Senegal and Seychelles. The 24 remaining
countries in the African region experienced a downward trend
during the 4-week period preceding the end of the first year of
the pandemic. The heterogenicity of the pandemic across coun-
tries may have been influenced by restrictions imposed by govern-
ments at the early stage of the pandemic as well as testing policies.

Fig. 1. Distribution of COVID-19 cases by the reporting date and log-linear fit in the African region (data as of 24 February 2021).
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Table 1 summarises government restrictions established in the
first 2 months of the pandemic (March–April 2021) and testing
policy in terms of the population targeted for testing at the end
of the first year into the pandemic.

Out of the 233 261 cases from 13 countries that shared detailed
line lists, 139 257 were male (59.7%) and 90 004 were female
(40.3%). Most (91.4%) cases were aged below 65 years (n = 213
268), with 6.8% aged 65 years or above (n = 15 802) and 1.8% cases
missing data on age (n = 4 191). The distribution of COVID-19
cases by age group and gender is illustrated in Figure 2. There were
more males than females among COVID-19 cases in all age groups.

Table 2 presents the distribution of cases by gender, age group
and presence of symptoms for each of the 13 countries. The pro-
portion of asymptomatic cases ranged from 50.9% to 89.6%.

As shown in Table 3, 7685 had at least one comorbid condi-
tion (3.3% of all cases). Hypertension, diabetes and human
immunodeficiency virus (HIV) infection were the most common
comorbid conditions, accounting respectively for 11.1%, 7.1and
5.0% of cases with comorbidities. The proportion of cases with
diabetes among COVID-19 confirmed cases was lower than in
general population: 0.26% against a median of 5.0% (range:
2.6%; 14.2%) [17]. However, the proportion of cases with HIV
among COVID-19 cases was not significantly different to that
of the general population: 0.16% against a median of 0.068%
(range: 0.001; 0.97) [18]. The highest CFR was recorded in
patients with obesity (36.4%), tuberculosis (21.4%), chronic lung
disease (21.1%), renal failure (18.8%) and neurological disease
(15.4%). Overall, the CFR in patients with comorbid conditions
was higher than in patients without comorbid conditions: 5.5%
vs. 1.0% (P < 0.0001).

As of 24 February 2021, 25 904 273 SARS-CoV-2 tests (molecu-
lar and antigen) were performed in the African region (data avail-
able for 43 countries out of 47), representing 241.5 tests per 10 000
population. Botswana (3289 tests per 10 000 population), Mauritius
(2774 tests/10 000), Gabon (2413 tests/10 000), Cape Verde (2212
tests/10 000) and South Africa (1546 tests/10 000) recorded the
highest testing performance. For an effective surveillance system,
the testing performance is expected to surpass 10 tests per 10 000
population per week [19]. Out of the 43 countries assessed based
on available data, only 18 (41.8%) surpassed this threshold in the
last 4 weeks (28 January- 24 February 2021).

Although it was predicted that Africa would suffer a massive
loss of lives due to this pandemic, the number of COVID-19
cases and deaths has been relatively low across the African region
[20]. Several authors have asserted that the number of cases
reported in Africa does not reflect the true burden of the pan-
demic as many COVID-19 infections are presumed to remain
undetected [21–23]. Mulenga et al. [22], conducted a cross-
sectional, cluster-sample survey of households in six districts of
Zambia in July 2020 and estimated that 454 708 SARS-CoV-2
infections [95% confidence interval (CI) 312 705–596 713]
occurred in the six districts between March and July 2020, com-
pared with 4917 laboratory-confirmed cases reported in official
statistics from the Zambia National Public Health Institute. This
means that only one laboratory-confirmed case was reported for
every 92 SARS-CoV-2 infections that occurred in the community
[21]. The low case detection rate in Africa is mainly due to (i) low
testing capacity with only a few countries continuously surpassing
the threshold of 10 tests performed per 10 000 population every
week (ii) testing strategies focusing mostly on people meeting
the clinical case definition, while most people infected have no
or mild symptoms [21]. In the study conducted by Mulenga

et al. in Zambia [22], most of the cases identified were asymptom-
atic or had mild symptoms. The high promotion of asymptomatic
cases among COVID-19 cases in Africa may be due to the large
proportion of young people in most countries, with less severe
disease presentation and relatively low rates of comorbid condi-
tions in comparison to many Western countries [23, 24].
Younger population, lower life expectancy, low rates of comorbid
conditions and possible cross-immunity are also among proposed
explanations for this relatively low mortality [24, 25]. However,
the African COVID-19 Critical Care Outcomes Study (ACCCOS)
Investigators found that mortality in critically ill patients with
COVID-19 is higher in African countries than reported from stud-
ies done in Asia, Europe, North America and South America [26].
In a prospective systematic postmortem surveillance study,
Mwananyanda et al. [27] found COVID-19 infections both in
deaths that occurred in the community and in people who died in
hospital, suggesting that COVID-19-related deaths are also under-
detected although to a lesser extent than COVID-19 cases.

The COVID-19 pandemic in the African region has been het-
erogeneous over time across countries. At the early stage of the
pandemic, countries with the highest volume of air travel such
as South Africa, Algeria and Nigeria, were among the most
affected in terms of the number of confirmed cases reported.
Once community transmission was established, the high burden
countries varied from one period to another depending on pre-
ventive measures applied by the governments and on testing cap-
acities and strategies. South Africa remained the most affected
country, accounting for 53.9% of cumulative confirmed cases
reported in the region. However, island countries with low popu-
lation sizes reported the highest attack rate in the African region.

During the first year, the African region was hit by two waves
of the pandemic. The daily growth rate in the ascending phase of
the second wave was lower than in the first wave. This may be due
to lower incidence at the beginning of the first wave compared to
the beginning of the second wave, resulting in greater uncertainty.
However, the trajectory of the second wave was steeper and higher
than that of the first wave. Indeed, the second wave peaked after
66 days against 150 days for the first wave and the second wave
peak was 1.5 times higher than that of the first wave.

Data from countries that shared detailed line lists showed that
most cases recorded were asymptomatic. This may explain the
issue of low detection rate raised by several authors [20, 22, 28].
Countries in Africa need to adjust their testing strategies, which
are still targeting people meeting the COVID-19 clinical case def-
inition. A community-based approach using active case search
around households of new confirmed cases could help to improve
the detection rate as well as better documenting community clus-
ters, thus contributing to breaking chains of transmission.

As the pandemic unfolded in China and subsequently in
Europe and the United States, the WHO, as the directing and
coordinating authority on international health within the
United Nations System [29], developed a series of technical guid-
ance documents [30] covering 14 topics (animal-human interface
and food safety; clinical care; critical preparedness, readiness and
responses; essential health services; essential resource planning;
infection prevention and control/water, sanitation and hygiene;
laboratory and diagnosis; mass gatherings; risk communication
and community engagement; schools, businesses and institutions;
scientific briefs; surveillance, case investigation and epidemio-
logical protocols; travel, points of entry and border health; vac-
cines; and vulnerable population and fragile settings). These
documents aimed to provide technical guidance to member states
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Table 1. Government restrictions measures established at the early stage of the pandemic and testing policies in the WHO African region

Country
All International flights suspended in the first

2 months (March–April 2020)
Lockdown in the first 2 months

(March–April 2020)
Testing policy (population targeted for

testing) in February 2021

Algeria Yes Full lockdown Symptomatic cases

Angola Yes Partial lockdown Symptomatic cases

Benin Yes No lockdown Symptomatic cases

Botswana Yes Partial lockdown Symptomatic cases

Burkina Faso Yes No lockdown Open public test

Burundi Yes No lockdown Symptom & key groups

Cameroon Yes No lockdown Symptom & key groups

Cape Verde Yes No lockdown Open public test

Central African Republic Yes No lockdown Symptom & key groups

Chad Yes No lockdown Symptomatic cases

Comoros Yes No lockdown Symptomatic cases

Congo Yes Partial lockdown Symptomatic cases

Cote d’Ivoire Yes Partial lockdown Symptomatic cases

Democratic Republic of
the Congo

Yes Partial lockdown Symptom & key groups

Equatorial Guinea Yes Partial lockdown Symptomatic cases

Eritrea Yes Partial lockdown Open public test

Eswatini Yes Partial lockdown Symptomatic cases

Ethiopia No No lockdown Open public test

Gabon Yes Partial lockdown Open public test

Gambia Yes No lockdown Open public test

Ghana Yes Partial lockdown Symptomatic cases

Guinea Yes No lockdown Open public test

Guinea-Bissau Yes No lockdown Symptomatic cases

Kenya Yes No lockdown Symptomatic cases

Lesotho Yes Partial lockdown Symptom & key groups

Liberia Yes Partial lockdown Open public test

Madagascar Yes Partial lockdown Symptom & key groups

Malawi Yes Partial lockdown Symptomatic cases

Mali Yes No lockdown Symptomatic cases

Mauritania Yes No lockdown Open public test

Mauritius No Partial lockdown Open public test

Mozambique Yes No lockdown Symptom & key groups

Namibia Yes Partial lockdown Symptomatic cases

Niger Yes No lockdown Open public test

Nigeria Yes Partial lockdown Symptom & key groups

Rwanda Yes Partial lockdown Symptomatic cases

Sao Tome and Principe No No lockdown Symptomatic cases

Senegal Yes No lockdown Open public test

Seychelles Yes Partial lockdown Open public test

Sierra Leone Yes Partial lockdown Open public test

South Africa Yes Full lockdown Open public test

(Continued )
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on the implementation of the different pillars of the COVID-19
preparedness and response. WHO/AFRO specifically conducted
53 webinars to build country capacities on the use of these tech-
nical guidelines.

Building onpast experiences in responding to threats arising from
epidemicandpandemicpronediseases,member states and theWHO
activated their emergency response procedures in line with the
Emergency Response Framework [31] and the Integrated Diseases
Surveillance and Response (IDSR) strategy [10]. This resulted in the
rapid implementation of multisectoral coordination mechanisms
and structures at regional and national levels, headed at regional
level by the Regional Director of WHO/AFRO and at national level
by eitherHeads of State or PrimeMinisters, with technical taskforces
established to guide evidence-based decision-making.

Further, following the release of the global Strategic
Preparedness and Response Plan (SPRP) [32] by WHO in early
February 2020, WHO/AFRO developed and released an SPRP
specific for the African region [33], detailing the targeted needs
and goals across all response pillars. Several other initiatives aim-
ing at supporting the response against the COVID-19 pandemic
in Africa were launched by other partners such as the World

Bank [34], the African Development Bank [35], the Africa
Centre for Disease Control and Prevention [36] and the Global
Fund to fight AIDS, Tuberculosis and Malaria [37].

As reported by several authors [28, 38–40], the initial rapid
upsurge in the number of cases and deaths in all 47 countries
in the African region within the first few months of the pandemic
triggered the implementation of PHSM by member states.

There are added concerns surrounding the new VOC that
emerged in South Africa and the United Kingdom. As of 24
February 2021, the Beta variant initially identified in South
Africa had been detected in seven other countries (Botswana,
Comoros, Ghana, Kenya, Mozambique, Zambia and Zimbabwe)
[41], while the Alpha variant, initially identified in the United
Kingdom had been detected in six countries (the Democratic
Republic of the Congo, Ghana, Gambia, Nigeria, Senegal and
South Africa). The Beta variant was known to be predominant
in South Africa, driving the second wave of the pandemic. The
emergence of these variants underscores the need for strengthen-
ing genomic surveillance and collaboration between countries
given the limited number of countries with the capacity to per-
form genomic surveillance.

Table 1. (Continued.)

Country
All International flights suspended in the first

2 months (March–April 2020)
Lockdown in the first 2 months

(March–April 2020)
Testing policy (population targeted for

testing) in February 2021

South Sudan Yes No lockdown Symptomatic cases

Togo Yes Partial lockdown Symptomatic cases

Uganda Yes Partial lockdown Symptom & key groups

United Republic of
Tanzania

Yes No lockdown Not available

Zambia Yes No lockdown Symptom & key groups

Zimbabwe Yes Partial lockdown Open public test

Fig. 2. Distribution of COVID-19 cases from 13 countries of the WHO African region by age group and gender.
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Table 2. Distribution of COVID-19 cases from 13 African countries by gender, age groups and presence of symptoms

Country
Data as

of
Cumulative

cases

Gender Age groups % of cases by age group

Deaths in
cases aged 65

years+

Deaths in
cases aged

below 65 years Asymptomatic cases

Female
%

Female
below 65
years

65 years
+

Age
missing

65
years+

below 65
years

Age
missing

#
deaths CFR

#
deaths CFR # cases

% of all
cases

Burkina Faso 8203 3464 42.2 7631 570 2 6.9 93 0.1 38 6.7 34 0.4 5724 69.8

Chad 31/01/
2021

4779 1302 27.2 4084 293 402 6.1 85.5 8.4 46 15.7 78 1.9 4069 85.1

Cote d’Ivoire 24/02/
2021

32 440 13 884 42.8 30 819 1265 356 3.9 95 1.1 89 7 99 0.3 29 078 89.6

DRC 24/02/
2021

25 556 9007 35.2 22 662 2059 835 8.1 88.7 3.2 231 11.2 378 1.7 22 119 86.6

Eswatini 13/02/
2021

16 488 8581 52 15 244 1209 35 7.3 92.5 0.2 53 4.4 61 0.4 13 130 79.6

Guinea 24/02/
2021

19 074 6395 33.5 17 825 1247 2 6.5 93.5 0 50 4 47 0.3 Not
available

Namibia 15/01/
2021

29 244 14 377 49.2 28 197 1018 29 3.5 96.4 0.1 82 8.1 157 0.6 14 889 50.9

Niger 24/02/
2021

4160 1258 30.2 3584 362 214 8.7 86.2 5.1 75 20.7 91 2.5 3417 82.1

Rwanda 24/02/
2021

18 443 6066 32.9 17 453 839 151 4.5 94.6 0.9 112 13.3 144 0.8 Not
available

Sao Tome &
Principe

06/02/
2021

2057 1014 49.3 1873 170 14 8.3 91.1 0.6 8 4.7 20 1.1 Not
available

Senegal 24/02/
2021

29 066 11 948 41.1 23 092 4662 1312 16.0 79.4 4.6 117 2.5 73 0.3 Not
available

Seychelles 24/02/
2021

3451 1675 48.5 2510 102 839 3.0 72.7 24.3 8 7.8 3 0.1 Not
available

Uganda 24/02/
2021

40 300 15 033 37.3 38 294 2006 0 5.0 95.0 0.0 133 6.6 203 0.5 Not
available

Total 233 261 94 004 40.3 213 268 15 802 4191 6.8 91.4 0.0 1042 6.6 1388 0.7
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Vaccine procurement, delivery and rollout across the African
region has been slow and patchy. While vaccination coverage
has increased in wealthier nations, so far few countries in the
African region have received vaccines (i) through COVAX, a glo-
bal risk-sharing mechanism for pooled procurement and equit-
able distribution of COVID-19 vaccines, co-led by the Coalition
for Epidemic Preparedness Innovations (CEPI), Gavi and the
WHO, alongside UNICEF as key delivery partners [42], (ii)
AVAT, a mechanism aiming to ensure widespread access to
COVID-19 vaccines across Africa set up by the African Union
[36], (iii) or procured vaccines through bilateral agreements.
Most countries that have received vaccines have started their roll-
out. Further delays in COVID-19 vaccination rollout, resulting in
no small part from gross inequality of access to vaccine supply in
poorer countries, will allow for a continued climb of case counts
across the region, particularly when combined with pandemic
response fatigue. As of 24 February 2021, a total of 854 799 people
had received at least one dose of COVID-19 vaccine in the African
region, representing 0.08% of the population compared to 8.1% in
North America, 5.6% in Europe and 2.3% in South America [43].
Only Six countries have launched their vaccination campaigns:
Algeria (75 000 people received at least one dose of vaccine;
0.17% of the population, vaccination launched on 29 January
2021), Mauritius (3843, 0.3%, vaccination launched on 26
January 2021), Senegal (4087; 0.02%, vaccination launched on
23 February 2021), Seychelles (47 188; 47.9%, vaccination
launched on 10 January 2021), South Africa (41 809; 0.07%,

vaccination launched on 17 February 2021) and Zimbabwe
(7872; 0.05%, vaccination launched on 22 February 2021).

For the first time since the establishment of the WHO
Emergency Framework in 2013 [31] which set out WHO’s com-
mitment to health emergency response, all 47 member states have
been affected simultaneously by an outbreak, challenging the cap-
acity of WHO/AFRO and other partners to provide the required
support. The deployment of technical experts from one country
to another was made extremely difficult by the closure of borders
and restrictions on the deployment of experts between countries.
This highlighted the need to engage African’s schools of public
health in the Global Outbreak Alert and Response Network
(GOARN) [44] to increase surge capacity in African region.

When the SARS–CoV-2 outbreak was declared a Public Health
Emergency of International Concern [1], WHO did not recom-
mend any restrictions on travel or trade. Unfortunately, as the
COVID-19 pandemic spread across the region, all countries
started to strictly limit international travel or completely close
their borders. These restriction measures not only had a negative
impact on populations and economies, but also highlighted the
need for a harmonised and coordinated approach to preparedness
and response to pandemics. Pre-established agreements on estab-
lishing humanitarian corridors and solidarity flights to minimise
the impact of restrictions on the populations and economies are
necessary. The process of making decisions on restrictive mea-
sures was taken by member states separately without clear evi-
dence of the use of data and risk assessment. A harmonised

Table 3. Distribution of COVID-19 cases with comorbid conditions by type of comorbidity (data as of 24 February 2021 from 13 African countries)

Comorbid
conditions Asymptomatic Symptomatic

Total
cases

% of cases
with comobid
conditions

% of all
confirmed
cases

%
symptomatic

Number
of deaths CFR

Hypertension 425 428 853 11.1 0.37 50.2 104 12.2

Diabetes 346 262 608 7.9 0.26 43.1 62 10.2

HIV 129 253 382 5.0 0.16 66.1 9 2.4

Cardiovascular
disease

73 303 376 4.9 0.16 80.6 30 8.0

Asthma 153 98 251 3.3 0.11 39.0 14 5.6

Pregnancy 41 17 58 0.8 0.02 29.3 1 1.7

Renal failure 20 28 48 0.6 0.02 58.3 9 18.8

Chronic lung
disease

8 30 38 0.5 0.02 78.9 8 21.1

neurological
disease

1 25 26 0.3 0.01 96.2 4 15.4

Drepanocytosis 13 4 17 0.2 0.01 23.5 1 5.9

Tuberculosis 4 10 14 0.2 0.01 71.4 3 21.4

Cancer 6 10 16 0.2 0.01 53.8 2 15.4

Cerebrovascular
disease

11 1 12 0.2 0.01 8.3 0 0.0

Obesity 6 5 11 0.1 0.0 45.5 4 36.4

Gout 2 2 4 0.1 0.0 50.0 0 0.0

Hepatitis 0 1 1 0.0 0.0 100.0 0 0.0

Other 3397 1573 4970 64.7 2.13 31.6 166 3.3

Total 4635 3050 7685 100.0 3.29 37.9 420 5.5
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tool for assessing the risk level at national and sub-national levels
and adjusting PHSM in order to avoid nationwide movements
and closure of businesses is critical for the management of the
ongoing and future pandemics.

PHSM have been key to controlling the pandemic. As the pan-
demic evolved over time, the overall adherence level of the com-
munity towards the recommended COVID-19 preventive
measures became low. Learning from experiences in responding
to Ebola outbreaks and HIV, member states should consider
investing more in engaging communities in responding to the
pandemic. Community leaders should be turned from beneficiar-
ies to partners for a higher buy-in of PHSM [45].

The management of data from all the pillars of the pandemic
response has been sub-optimal in most countries. In the absence
of quality data, it has been challenging to perform in-depth ana-
lysis to inform operational and strategic decision-making. For
instance, essential public health interventions such as contact tra-
cing were implemented sub-optimally, resulting in a minimal
search for contacts lost to follow-up in the absence of quality
data from contacts tracing. Building a data use culture within
WHO country offices and Ministries of health should be one of
the priority areas of work for WHO/AFRO in the coming years.

Finally, the circulation of new VOC has highlighted the need
for strengthening member states’ capacity in genomic surveil-
lance, which should be a systemic part of the response strategies
to any outbreaks with a high risk of spreading at regional and
international levels.

One year after the notification of the first confirmed case in the
African region, the COVID-19 pandemic remains a major public
health concern, and most countries are still experiencing commu-
nity transmission. Even though new reports of cases are declining
in most countries, the probability of occurrence of subsequent
upsurges in the African region remains high. This is for multiple
reasons including but not limited to population fatigue in com-
plying with preventive measures, the upcoming national elections
in several countries leading to rallies, the possible circulation of
existing SARS-CoV-2 VOC becoming predominant in some
countries in addition to South Africa and the occurrence of
new SARS-CoV-2 VOC that are more transmissible and cause
more severe illness. WHO/AFRO has played a key role in support-
ing member states in their efforts to contain the pandemic and in
coordinating partners’ contributions. It is critical to not only learn
from the past 12 months’ experience to improve the effectiveness
of the response to the COVID-19 pandemic but also to start pre-
paring health systems in the African region to cope with subse-
quent waves of the current pandemic and future pandemics.

Limitations

In this study, we provided data on COVID-19 cases, deaths, recov-
eries and health workers infections assuming that there have been
no cases of re-infection, which would have led to double-counting
of cases. The COVID-19 attack rate for each country was calcu-
lated based only on reported cases, which included only con-
firmed cases, as member states are not reporting probable cases.
Given the low testing capacity in most countries, there is likely
under-detection of cases leading to under-estimation of the
reported incidence. Further investigations are needed to better
estimate the COVID-19 incidence as seroprevalence data will be
available for most member states.

The interpretation of the results presented here should take
into account these limitations.
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