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 Understanding of COVID-19 is still evolving, and COVID-19 statistics 

are dynamic. The purpose of this study was to use COVID-19 data to 

examine the spread of COVID-19 in the continent of Africa by the end 

of September 2022 and compare it to the global spread. Online data on 

COVID-19 statistics were extracted from the "Worldometer" website. As 

of October 1, 2022, Africa has recorded 12,647,710 confirmed cases of 

COVID-19 (2% of all cases worldwide) and 257,630 deaths (3.9%). Of 

the 6.7 billion tests performed, only 1.6% were in Africa. Moreover, 

COVID-19 statistics have not been consistent across the continent; half 

of the deaths occurred in two countries: Tunisia and South Africa. The 

median age was significantly proportional to the number of deaths per 

million and the number of tests in Africa but the correlation test was not 

significant among European countries. Globally, the number of 

cases/deaths was proportional to the number of tests. Unlike the initial 

predictions, the severity of the pandemic of COVID-19 has remained 

low in Africa. The definition of suspected cases, testing strategies, and 

the criteria for when a result is considered positive is not universally 

standardized, as well as the difference in the capacity to perform testing 

between countries. All of these make big differences in COVID-19 

statistics around the world and over time. Thus, in the event of an 

epidemic or outbreak, the efforts of public authorities must focus on 

protecting the most vulnerable groups, especially the elderly living in 

nursing homes. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. Introduction 

There are hundreds of viruses that belong to the coronavirus family. However, only seven coronavirus 

serotypes have been reported to cause mild to severe respiratory tract infections in humans [1]. The last 

coronavirus discovered was the severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) that 

emerged in December 2019 and caused an infectious disease called coronavirus disease 2019 (COVID-19) 

[2]. The virus spread internationally within two months of its first detection and is transmitted via close 

human-to-human contact [3].  Due to the rampant rise in the number of cases in the world, the World Health 
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Organization (WHO) declared COVID-19 as a pandemic on 11th March 2020 [4]. 

 

The spectrum of COVID-19 symptoms is wide. COVID-19 can often present as a common cold-like illness 

[3]. The symptomatic infection ranges from mild to critical but most infections are not severe [4]. Among 

patients with symptomatic COVID-19, cough, myalgias, and headache are the most commonly reported 

symptoms [4]. Other features, including diarrhea, sore throat, runny nose, and smell or taste abnormalities, 

are also well-documented [4]. However, as with other viruses, none of these findings definitively establish 

the diagnosis of COVID-19 without microbiologic testing [5]. Furthermore, asymptomatic infections with 

the novel coronavirus have been well documented [4], [6], [7]. Some studies found that 40.5% of SARS-

CoV-2-infected individuals were asymptomatic [7]. Adding to these clinical complexities is the demand for 

testing for SARS-CoV-2 at all stages of diseases, often driven by a screening of asymptomatic people, so a 

confirmed case of COVID-19 does not require the criteria for a suspect case to be met, but simply a positive 

RNA (reverse-transcriptase polymerase chain reaction) test [8]. 

 

Since the declaration of the pandemic, cases have been reported on all continents. COVID-19 seriously 

affected many countries all over the world. The continent's weak healthcare system and a large 

immunocompromised population owing to the high prevalence of malnutrition, anemia, malaria, HIV/AIDs, 

and poor economic discipline, make it distinct from the other continents that have experienced COVID-

19[9]. So, experts anticipated that, under these circumstances, the pandemic in Africa could be challenging 

to control, and the consequences could be dire [9]. 

 

Globally, most countries started to implement precautionary measures to control and reduced the spread of 

the emerging virus; these measures included social distancing, isolation and quarantine, national lockdowns, 

and travel restrictions [10]. However, these measures subsequently hit the global economy and thereby 

pushed some countries into recession [10]. Specifically, since the majority of the African population lives 

from hand to mouth, these measures cannot continue for long [11]. Thus, some countries, including South 

Africa and Ghana, have already started lifting or relaxing these restrictions due to the high impact on their  

economies [11]. Meanwhile, other countries have partially or not at all implemented these measures from 

the start because their governments seem to promote an approach consisting in "saving the economy" at any 

cost [10]. 

 

Over 620 million confirmed cases of COVID-19 have been reported worldwide, while about 6.5 million 

deaths have been registered [12]. However, in contrast to expectations, Africa has thus far suffered less than 

other continents [13]. Several theories have been suggested likely to influence the low burden of COVID-

19. Some of these include the low median age, lack of long-term care facilities (LTCFs), and limitations of 

SARS-CoV-2 testing. Anyhow, understanding of COVID-19 is still evolving [4], and COVID-19 statistics 

are dynamic and could change dramatically because the strategy of COVID-19 testing is highly variable 

worldwide. 

 

The purpose of this study was to use COVID-19 data to examine the spread of COVID-19 in the continent 

of Africa by the end of September 2022 and compare it to the global spread. 

 

2. Methods 

All data were taken from the "Worldometer" website [12], unless otherwise specified. The data were copied 

at the end of 2020, 2021, and September 2022, and then the data were stored in Excel files. The data used in 

this analysis consists of the cumulative incidence (confirmed cases) of COVID-19, the cumulative number 

of deaths, and the total number of tests performed. 
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In addition, other important key parameters were used. The case-fatality rate (CFR) is used as a measure of 

disease severity [14]. The CFR of COVID-19 is defined as the number of deaths in COVID-19 cases 

divided by the total number of infected people. However, the CFRs do not reflect the true burden of 

disease/infection; the reason is that the real number of infected people has not been calculated [15]. 

Therefore, the mortality rate is used to measure the relative number of deaths from a specific cause within 

the general population at a given time. In pandemics, the number of specific deaths per one million 

population (the whole population) is usually used. 

 

Also, we classify the African countries/territories into three groups based on the number of deaths per one 

million population (D/M) to provide a better comparison of COVID-19 across Africa. Statistical analysis 

was carried out using Statistical Package for Social Sciences (SPSS, version 26). The Spearman correlation 

coefficient was used to determine the relationship between median age and other variables across Africa 

and its comparison to Europe, which has the highest median age. The median age for the year 2021 was 

extracted from the United Nations website [16]. 

 

3. Results 

According to "Worldometer", the continent of Africa comprises 58 countries/territories (the territories are 

Saint Helen and Mayotte). By the end of 2020, the number of COVID-19 cases worldwide had reached 

nearly 83 million, the deaths were about 1.8 million, and more than 1.2 billion tests for COVID-19 had been 

performed. Africa accounted for 3.3% (2,769,841) of the number of cases, and 3.5% (65,491) of the deaths, 

despite having approximately 17.5% of the world's population. Additionally, in contrast to other continents, 

fewer tests (only 2% of all tests performed worldwide) were performed. Specifically, South Africa had the 

largest share of the number of cases and the number of tests, in addition to being the worst African country 

according to the number of deaths per one million population, see Table 1. Approximately 43.5% of all 

deaths in Africa occurred in South Africa. 

 

Table 1: The fifteen African countries most affected by COVID-19 based on the number of deaths by the 

end of 2020. 

 No. of cases No. of deaths CFR* D/M* No. of tests Population** 

S. Africa 1,057,161 28,469 2.69 477 6,609,208 59,308,690 

Egypt 136,644 7,576 5.54 73 1,000,000 102,334,404 

Morocco 439,193 7,388 1.68 199 4,457,349 36,910,560 

Tunisia 139,140 4,676 3.36 394 615,770 11,818,619 

Algeria 99,311 2,751 2.77 62 Not available 43,851,044 

Ethiopia 124,264 1,923 1.55 17 1,800,236 114,963,588 

Kenya 96,458 1,670 1.73 31 1,046,667 53,771,296 

Libya 100,277 1,478 1.47 214 546,514 6,871,292 

Sudan 23,316 1,468 6.30 33 Not available 43,849,260 

Nigeria 86,576 1,278 1.48 6 938,602 206,139,589 

DRC 17,658 591 3.35 7 Not available 89,561,403 

Cameroon 26,277 448 1.70 17 149,000 26,545,863 

Senegal 19,140 410 2.14 24 269,605 16,743,927 

Angola 17,433 405 2.32 12 174,111 32,866,272 

Zambia 20,725 388 1.87 21 601,003 18,383,955 

      * CFR: Case-fatality rate, D/M: the number of deaths per million population.  

      ** as of July 1 of 2020. 

 

By the end of 2021, the number of deaths and the number of cases had almost tripled worldwide compared 
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to the end of 2020, while the number of tests had doubled 4 times, as well as in Africa. Specifically, in 

Africa, about 9.8 million cases (3.4% of all cases in the world) were recorded, and nearly 229 thousand 

deaths (4.2% of all deaths) occurred. Tunisia became the worst country based on the number of deaths per 

million, followed by Seychelles and South Africa. 

 

In the first nine months of 2022, nearly 335 million cases were recorded worldwide, which represents 

53.74% of all cases recorded since the beginning of the pandemic; Africa accounted for less than 1%. As of 

October 1, 2022, the continent of Africa has recorded fewer cases, deaths, and tests than other continents 

except for Oceania. However, Africa was better than Oceania if the statistics are taken as a ratio because 

Africa's population is much larger than Oceania's. For example, Oceania has more COVID-19 cases per 

million than Africa (283 vs. 0.9) and deaths per million (0.05 vs 0.02), as shown in Table 2. 

 

Table 2: COVID-19 statistics among the six continents (Sorted according to the number of deaths) by the 

end of September 2022. 

 No. of cases No. of deaths No. of tests D/M Tests/pop. Population* 

Europe** 227,357,565 1,920,474 2,750,979,135 2,569 3.68 747,543,837 

North America# 116,410,782 1,539,589 1,250,647,687 2,574 2.09 598,140,916 

Asia 189,808,651 1,479,995 2,279,960,938 314 0.48 4,711,356,783 

South America 64,097,241 1,329,506 235,878,345 3,038 0.54 437,694,443 

Africa 12,647,710 257,630 108,425,550 183 0.08 1,406,728,744 

Oceania 12,394,406 20,957 88,289,654 482 2.03 43,469,030 

All  622,716,355 6,548,151 6,714,181,309 824 0.85 7,944,933,753 

* by the end of September 2022. 

 ** According to Worldometer, countries located in Asian lands, such as Turkey, Georgia, and Armenia, are 

classified within the continent of Asia. 

# North America includes Mexico and Caribbean countries. 

 

Table 3 shows COVID-19 statistics after classifying the countries into three groups based on the number of 

deaths per one million population (D/M). Countries with D/M ≥500 accounted for more than half the 

number of cases and deaths, even though they represented only 6% of the continent's population (see Tables 

4-6). In contrast, the countries least affected by COVID-19, including Nigeria, Ivory Coast, and Tanzania, 

contributed to 17% and 12% of the continent's cases and deaths, respectively. Nigeria is the most populous 

country in Africa; however, it has only recorded 3,155 deaths attributable to COVID-19, which represents 

15 deaths per million. Similarly, Congo (DRC), with a population of 95 million, has 15 deaths per million.  

 

The mean of CFRs across Africa is 1.92%. Egypt, with a population of 106 million, has a relatively high 

CFR; it has performed fewer tests (0.03 tests/population), so fewer cases have been discovered. Whilst 

Reunion was the only African country that performed testing more than its population (1.77 

tests/population); therefore, its CFR was 0.19%. Over the globe, there was a significant positive correlation 

(.875, P=.000) between the number of cases and the number of tests, as well as between the number of 

deaths and the number of tests (.777; P=.000). Table 7 shows the correlation of median age with other 

variables in Africa and Europe. The median age in Africa was significantly proportional to the number of 

cases per million, the number of deaths per million, the number of tests per million, and the absolute 

number of tests. In contrast, the correlation test was not statistically significant among European countries. 

 

Table 3: COVID-19 statistics in Africa after classifying the countries into three groups based on the 

number of deaths per one million population (D/M). 
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 Countries with D/M ≥500 Countries with D/M 100-499 Countries with D/M <100 

Number 11 (Table 4) 18 (Table 5) 29 (Table 5) 

Median age 27 (SD*=6.2) 20.4 (SD=3.6) 18.7 (SD=6.9) 

No. of cases 6,903,263 (54.6%) 3,558,728 (28.1%) 2,185,719 (17.3%) 

No. of deaths 148,830 (57.8%) 77,133 (30%) 31,667 (12.3%) 

No. of tests 40,281,086 (37.2%) 38,650,338 (35.6%) 29,494,126 (27.2) 

CFR 2.16 2.17  1.45 

Tests per million  451,382 (77.6%) 98,262 (16.9%) 31,918 (5.5%) 

Population** 89,239,540 (6.3%) 393,339,025 (28%) 924,150,179 (65.7%) 

* SD: Standard Deviation. 

** by the end of September 2022. 

 

Table 4: COVID-19 statistics for African countries with ≥500 deaths per one million population. 

 No. of cases No. of deaths CFR D/M No. of tests Population* 

Tunisia 1,145,686 29,249 2.55 2,428 4,948,208 12,046,656 

Seychelles 47,141 169 0.36 1,700 Not available 99,426 

S. Africa 4,019,077 102,185 2.54 1,682 26,174,429 60,756,135 

Namibia 169,253 4,065 2.40 1,543 1,062,663 2,633,874 

Eswatini 73,390 1,422 1.94 1,200 1,045,903 1,184,817 

Botswana 326,308 2,789 0.85 1,142 2,026,898 2,441,162 

Réunion 472,336 893 0.19 983 1,603,660 908,061 

Libya 506,994 6,437 1.27 914 2,482,109 7,040,745 

Mauritius 40,461 1,024 2.53 803 358,675 1,274,727 

Cabo Verde 62,374 410 0.66 722 401,622 567,678 

Mayotte 40,243 187 0.46 653 176,919 286,259 

      * by the end of September 2022. 

 

Table 5: COVID-19 statistics for African countries with 100-499 deaths per one million population.* 

 No. of cases No. of deaths CFR D/M No. of tests Population** 

Morocco 1,264,945 16,278 1.29 431 12,580,249 37,772,756 

Zimbabwe 257,409 5,602 2.18 365 2,511,501 15,331,428 

Sao Tome and Principe 6,230 77 1.24 338 29,036 227,679 

Lesotho 34,490 706 2.05 324 431,221 2,175,699 

Egypt 515,645 24,613 4.77 232 3,693,367 106,156,692 

Zambia 333,531 4,017 1.20 206 3,731,374 19,470,234 

Mauritania 62,815 995 1.58 203 971,727 4,901,981 

Djibouti 15,690 189 1.20 186 305,941 1,016,097 

Comoros 8,471 161 1.90 177 Not available 907,419 

Algeria 270,673 6,879 2.54 152 230,861 45,350,148 

* The table contains the worst 10 countries in the list, the rest include Gambia, Malawi, Gabon, Equatorial, 

Guinea, Senegal, Sudan, Rwanda, and Kenya. 

** by the end of September 2022. 

 

Table 6: COVID-19 statistics for African countries with <100 deaths per one million population.* 

 No. of cases No. of deaths CFR D/M No. of tests Population** 

Guinea-Bissau 8,796 175 1.99 85 145,231 2,063,367 

Somalia 27,214 1,352 4.97 80 400,466 16,841,795 

Uganda 169,396 3,628 2.14 75 3,012,408 48,432,863 

Cameroon 121,652 1,935 1.59 69 1,751,774 27,911,548 
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Mozambique 230,219 2,221 0.96 67 1,371,127 33,089,461 

Congo 24,837 386 1.55 67 347,815 5,797,805 

Ethiopia 493,579 7,572 1.53 63 5,260,699 120,812,698 

Angola 103,131 1,917 1.86 55 1,499,795 35,027,343 

Liberia 7,961 294 3.69 55 139,824 5,305,117 

Madagascar 66,676 1,410 2.11 48 512,993 29,178,077 

Ghana 169,100 1,459 0.86 45 2,504,017 32,395,450 

Mali 32,638 742 2.27 35 759,651 21,473,764 

Togo 39,053 285 0.73 33 792,096 8,680,837 

Guinea 37,652 449 1.19 32 660,107 13,865,691 

Ivory Coast 87,208 826 0.95 30 1,628,106 27,742,298 

  * The table contains the worst 15 countries in the list. 

  ** by the end of September 2022. 

 

Table 7: The correlations of median age with other variables in Africa and Europe. 

 No. of cases No. of deaths Cases/M D/M No. of tests Tests/million 

Median 

age - 

Africa  

Pearson 

Correlation 

0.243 0.208 0.594* 0.465* 0.318** 0.594* 

P value 0.066 0.118 .000 .000 0.02 .000 

Median 

age – 

Europe 

Pearson 

Correlation 

0.106 -.006- 0.2 0.165 0.055 -.030- 

P value 0.485 0.968 0.183 0.274 0.718 0.842 

* Correlation is significant at the 0.01 level (2-tailed). 

** Correlation is significant at the 0.05 level (2-tailed). 

 

4. Discussion 

By the end of September 2022, there has been an increase in COVID-19 deaths across the world. However, 

the impact of the pandemic in Africa remains markedly lower compared to other continents. The reasons for 

the low burden of COVID-19 illness in Africa are not yet clear. Several factors have been suggested likely 

to influence the low burden of COVID-19. Some of these include age demographics, lack of LTCFs, 

limitations of SARS-CoV-2 testing, and potential cross-protection from previous exposure to circulating 

coronaviruses [13]. 

 

There is a clear discrepancy in the distribution of cases and deaths across the continents. At the same time, 

the number of cases and deaths is proportional to the number of tests performed. Evidence is rapidly 

emerging on the effectiveness of tests for COVID-19 diagnosis, but important uncertainties about their 

effectiveness and most appropriate application remain [17]. Studies have shown that prolonged shedding or 

sporadic detection of the viral RNA can occur long after symptom resolution [18], [19]. This would 

complicate matters, especially since COVID-19 testing is required for asymptomatic people, something that 

has traditionally never happened with other viral respiratory diseases [20]. The PCR positive indicates the 

presence of a fragment of viral RNA but does not necessarily mean infectivity, especially with a high cycle 

threshold [20]. This could lead to the finding of many cases as a function of the number of PCR tests 

conducted. For example, if 5% of a population is PCR positive, the number of PCR positives will depend on 

the size of the sample. This means that the more PCR test is carried out, as in the US and some European 

countries, the larger the fraction of the population that is confirmed, but this does not necessarily tell if the 

pandemic is advancing, as seen in the first nine months of 2022 where 335 million cases (54% of all cases 

recorded since the beginning) were recorded but without a similar increase in the number of deaths (only 

16.7% of all deaths registered). 
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Surprisingly, if we compare the continent of Africa to one of the high-income countries, we will find that 

Africa, with its population of 1.35 billion, was better than the US, as well as outperforming the UK, and 

many other countries. For example, the UK, with a population of 68 million people, recorded by the end of 

2020 nearly 2.5 million cases, and about 73.5 thousand deaths, ahead of the entire continent of Africa. 

Likewise, if we take the statistics as a proportion, we will discover that many countries scored worse than 

the entire continent of Africa. For example, France recorded 2,365 deaths per million, while the rate was 

183 in Africa. France has performed testing four times more than the number of its population, while Africa 

has tested only 8% of its population. Furthermore, the variability across the continent itself was common 

(Table 3). Additionally, one study in Africa found that high-income or upper-middle-income countries had 

1 death per 100,000 population, compared with 0.4 per 100,000 for both lower-middle-income and low-

income countries [21]. Moreover, only two African countries, South Africa and Tunisia, accounted for 51% 

of COVID-19 deaths, taking into account that their population represents only 5% of the continent's 

population. Nearly a third of deaths occurred in northern Africa, i.e., sub-Saharan Africa, with a population 

of 1.15 billion, has only about 169 thousand deaths (2.6% of all deaths worldwide) and about 60% of deaths 

in the sub-Saharan region occurred in South Africa. In Africa, there are lower rates and capacity for testing, 

less tendency to seek care, and lower availability of health services, as well as gaps in quality of care—all 

of which make the identification of positive cases less likely than in other continents [9]. 

 

On the other hand, it is well-known that respiratory infections cause more severe illness, more 

hospitalizations, and greater mortality in older than younger adults [22]. Specifically, SARS-Cov-2 has a 

significant impact on older people [11], [22]. Countries with larger proportions of older people are likely to 

be most affected [11]. The median age in North America, Europe, and Asia is 38, 41, and 31, respectively. 

In Africa, it is 18.6. Although COVID-19 contributes to greater mortality in the elderly, the elderly are 

theoretically no more at risk of infection than the general population; the COVID-19 test detects infection 

equally in everyone regardless of health status or age. However, since older adults are more likely to be 

hospitalized and live in nursing homes, they will be more likely to get tested. The median age in Africa was 

found to be proportional to the number of cases per million, but not among European countries. Because of 

the limited capacity for testing in Africa, it seems that the testing was limited to the elderly, while the 

situation was different in Europe and North America. Some countries, such as the US, France, Spain, the 

UK, and Italy, have performed tests more than the number of their population. For example, Spain has 

performed ten times more tests than its population. 

 

Furthermore, older adults residing in LTCFs are an important subset of the older adult population that is at 

high risk of respiratory infections and their complications [23], including SARS-CoV-2. Around 5% or 

more of adults ≥65 years are in LTCFs in developed countries [23]. In fact, LTCFs are extremely rare in 

developing countries [24]. In Africa, the provision of care is mostly left to families, especially in sub-

Saharan Africa. An exception to this is South Africa, which has an established long-term care sector [25]. 

The impact of the pandemic has been most severe for LTCF residents, whose COVID-19 mortality rates 

have been higher than those of older people living in the community [24]. The situation in South America is 

somewhat similar to Africa concerning LFTCs [26]. However, South America was the worst continent 

based on the number of deaths per million. The median age in South America is 30.3; it is higher than in 

Africa but lower than the other continents. 

 

On the other hand, it has been suggested that prior exposure to circulating coronaviruses could reduce the 

severity of COVID-19. A previous study demonstrated that prior exposure to endemic coronaviruses 

resulted in a lower chance of death and lower disease severity [27]. However, the study was associative, and 

thus cannot determine causality. Furthermore, there is no evidence that coronaviruses were circulating more 
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in Africa than the other places. 

 

Africa has a lower median age, fewer LTCFs, and less capacity for testing as compared to other continents. 

These factors probably contribute to the low burden of the pandemic. However, the situation is more 

complex because of the interaction of several factors. Unlike Europe and the US, Africa suffers from a 

shortage of trained staff required for diagnostics and intensive care units (ICU), inadequate ventilators and 

ICU facilities (needed in severe cases), lack of personal protective equipment for healthcare workers, and 

scarcity of funds for the health sector, as well as malnutrition and other endemic diseases [11]. Additionally, 

Africa has less vaccination coverage than most European countries and the US [28]. For example, by July 

2021, according to the "Our World in Data" website, 23.8% of the world's population had received at least 

one dose of the COVID-19 vaccine. Globally, 3.16 billion doses had been administered. In contrast, only 

1% of people in low-income countries received at least one dose at that time, while in the US, 46.7% 

received two doses of the COVID-19 vaccine [29]. These factors are assumed to increase the burden of 

disease in Africa. Despite all this, the continent of Africa has maintained its advantage among the 

continents since the beginning of the pandemic and until now. 

 

Across Africa, the CFRs ranged from 0% to 10% and vary significantly. Unfortunately, the CFRs do not 

accurately reflect the burden of COVID-19. The stark inaccuracy of CFRs can be demonstrated by 

comparing Egypt and Reunion. Egypt has a CFR of 4.77% while Reunion has 0.19%, so Reunion seems 

better than Egypt based on CFRs. However, more accurate parameters show it is the opposite; Egypt has far 

fewer deaths per million population than Reunion (232 vs 893). Similarly, in Somalia, the CFR was 5% but 

it has a lower mortality rate (88). The CFRs were high in Egypt and Somalia, not because the disease was 

serious but because of testing strategy; fewer tests were performed, and these tests were probably limited to 

the cases with severe symptoms—i.e., they did not examine a large number of people, and therefore mild 

cases and asymptomatic infections were ignored. These observations are not specific to the continent of 

Africa. The same pattern is observed over the world. It may even change over time. In general, the CFRs 

were high initially but are decreasing over time as more people are testing. For example, in Italy, the CFR 

was high in the first months of the declaration of the pandemic; specifically, at the end of September 2020, 

it was 11.4%, but it decreased to 0.79% at the end of September 2022. 

 

The CFRs across the globe vary widely, depending on the number of tests, who is tested, and for what 

reasons. There is no consistency across the world. In addition, COVID-19-related deaths could not be 

clearly defined in the international reports [30], especially in the early few months, and differences in 

definitions of what is or is not a COVID-19-related death might further explain variations in CFRs among 

different countries and over time. In a broad view, the statistics for COVID-19 vary widely across the 

world, as well as over time, which suggests considerable uncertainty over these statistics worldwide. The 

definition of suspected cases, testing strategies, and the criteria for when a result is considered positive is 

not universally standardized, as well as the difference in the capacity to perform testing between countries. 

 

Finally, the quality of the obtained information is dependent on the quality of the primary data. Not all 

countries were reporting COVID-19 statistics at the same frequency and quality.  

 

5. Conclusions 

Although more than two years and nine months have passed since the virus was discovered, the continent of 

Africa is still the least affected by the pandemic. Many high-income countries have suffered more from 

COVID-19 than Africa. For example, Spain recorded 2,444 deaths per million, while the rate in Africa was 

183. It is clear that the number of deaths and cases is positively proportional to the number of tests 
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performed. Spain has performed testing ten times more than its population, while Africa has tested nearly 

8% of its population. 

 

Furthermore, COVID-19 statistics across the continent have been disproportionate; half of the deaths 

recorded occurred in two countries: Tunisia and South Africa. In addition to the low number of tests 

performed, the low median age and the lack of LTCFs contribute to some extent to the low burden of the 

pandemic in Africa. In contrast, malnutrition, the presence of many endemic diseases, scarcity of funds for 

the health sector, the shortage of trained staff required for diagnostics and management, and poor vaccine 

coverage complicate matters further in this continent. At the global level, public authorities and academic 

researchers must engage in lessons learned from the COVID-19 pandemic that would have crucial benefits 

for protecting the health of the elderly, especially those living in LTCFs. 
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