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Libya COVID-19 Surveillance Weekly Bulletin 

Epidemiological Week 14 

(29 March – 04 April) 

Data as received from the National Center for Disease Center (NCDC) 
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recovered 
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New 

deaths 

903,259 33,613 163,442 5,897 149,836 3,954 2,757 104 

 

Highlights:  

• 33,613 new lab tests done in 28 (out of 32) COVID-19 

labs reporting for Epi-week 14. Out of the total 903,259 

tests done in Libya since the beginning of the response, 

163,442 (18.1%) were confirmed positive for SARS-CoV-

2 (COVID-19).  

• As compared to Epi-week 13, there was a 22% increase 

in overall national testing: as for regions, the West (25% 

increase), East (2% decrease) and South (29% decrease) 

during the reporting week. (-see fig. 1) 

• The national positivity rate for Epi-week 14 decreased 

further from 18.3% to 17.5%; this is attributable to 

overall increased testing in West with a positivity rate of 

17% but is difficult to generalize based on high positivity 

rates in East (27%) and South (34%) as compared with national-level positivity rate.  

• Community transmission is ongoing. The overall number of new cases reported shows a 17% increase 

compared to the prior week, with West reporting a 21% increase in new patients. East reported a 6% 

decrease and South a 25% decrease in the number of cases.  

• Trends in the number of cases are directly proportional to lab testing trends in the regions for the reporting 

epidemiological week. 

• In Epi-week 14, the number of new deaths (104) decreased by 26% compared to last week. The mortality 

rate fell to 1.53 deaths per 100,000 cases, with a case fatality rate declining to 1.8%. 

• All regions reported a decrease in deaths for the reporting week East (42% decrease), West (24% decrease) 

while South (17% decrease) (- see table 1) 

• Libya remains classified under community transmission with a verified circulation of both Variants of Concern 

VOC 202012/01(B.1.1.7, UK Variant) and 501Y.v2(B.1.351, South African Variant) in the country.  

 

 

Fig. 1: COVID-19 cases, deaths, and lab tests for Epi week 14 by region 
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Epidemiological situation: 

 Positivity Rate Case incidence per 100,000 Mortality rate per 100,000 Case Fatality Rate 

Epi week 13 17.5 86.6 1.53 1.8% 

Cumulative  18.1% 2400 40.5 1.7% 
Region New 

cases in 
the last 
7 days 

(%) 

Change in 
new 

cases in 
the 

previous 
7 days 

Cumulative 
cases (%) 

New 
deaths 
in the 
last 7 
days (%) 

Change in 
new deaths 
in the last 7 

days 

Cumulative 
deaths (%) 

New lab tests 
are done in 

the last 7 days 
(%) 

Change in 
new labs 
tests in 

the last 7 
days 

Cumulative 
lab tests 

(%) 

Positivity 
rate 

Cumulative 
positivity 

rate 

West 5,431 
(92%) 

21% 149,909 
(91.7%) 

83 
(79.8%) 

-24% 2,232 
(81%) 

32,076 
(95.4%) 

25% 844,305 
(93.5%) 

17 17.8 

East 221 
 (4%) 

-6% 6,560 
(4%) 

11 
(10.6%) 

-42% 301 
(11%) 

820 
 (2.5%) 

-2% 37,052 
(4.1%) 

27 17.7 

South 245 
(4%) 

-25% 6,973 
(4.3%) 

10 
(9.6%) 

-17% 224 
(8%) 

717 
(2.1%) 

-29% 21,902 
(2.4%) 

34.2 31.8 

Libya 5,897 
(100%) 

17% 163,422 
(100%) 

104 
(100%) 

-26% 2,757 
(100%) 

33,613 
(100%) 

22% 903,259 
(100%) 

17.5 18.1 

Table 1: Cumulative and within last 7 days comparative positive COVID-19 cases, testing and deaths.  

 

As seen in figure #2 below, Epi-week 14 shows that testing increased from 27,507 tests performed last epi-week 

13 to 33,613 tests performed in this week 14 (22% increase).  

The positivity rate of the South Region increased from 32.4% to 34.2%. In comparison, the East region's positivity 

rate only slightly decreased from 28% to 27%, due to a relative decrease in both reported testing and the number 

of cases in both regions. The highest transmission remains in the South, followed by East and then West (positivity 

rate of 17%), signifying the need for more testing. 

 

 

Fig. 2: Number of COVID-19 Laboratory tests performed vs confirmed positive cases per Epi-Week 2020-2021 calendars. 
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Fig. 3: Weekly COVID-19 cases and deaths, as of 4 April 2021(Epi week 14) 

Figure 3 above reflects the weekly number of cases and deaths for this year, reflecting the significant increase in 

both testing and the number of patients at the national level since week 13. There is an increasing trend of deaths 

since Epi-week 10, which was interrupted in week 14.  

In the past week, 45% of all districts showed an increase in the number of new cases. The three districts reporting 

the highest number of new cases continue to be: Tripoli with 2,854 (55% increase), Misrata 746 (11% decrease) 

and Aljfara with 556 new cases, a 21% increase. Al Marj and Jabal al Akhdar districts in the East and Ghat in the 

South have reported no data in the last six weeks. 

In terms of the number of confirmed cases in the percentage of change since last week, the highest increase has 

occurred in districts of Tripoli (55% increase) and Al Margeb (28%) in West; Al Jufra (300%) and Ubari (92%) in 

the South; and Ejdabia (56%) and Derna (34%) in the East.  

The largest decrease in cases has occurred in Jabal al Gharbi, Wadi Ashaati and Al Kufra in the reporting week. 

See Table 1I below for absolute numbers. 

 

Table II: Comparative number and trends of COVID-19 positive cases and deaths in epi week 13 vs 14 by district 
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Epidemiological Focus of the current week- COVID-19 and Health and Care Workers 

(HCWs) 
 

HCWs have been central to the COVID-19 response since the beginning of the pandemic. Many of their functions 

and roles put them at risk of exposure to hazards that can impact their working conditions and impact their 

physical and social well-being. It is therefore critical to monitor the multidimensional factors affecting HCWs as 

the pandemic continues.1 Notably, Libya does not regularly report any official data on the number of healthcare 

worker infections, and COVID-19 surveillance among health care workers needs strengthening.  

Dimension Evidence 

Stigma and 

discrimination 

 HCWs were at increased risk to experience stigma and bullying, adjusted odds 

ratio: 1.5 (95% CI 1.2 to 2.0).1 

Violence Since the beginning of the outbreak, attacks on health care have continuously been 

reported and now also include incidents linked to the COVID-19 pandemic across 

the world. 2 

Lack of PPE  Lack of PPE for HCWs has been observed in several countries.3,4 

Strike actions An independent analysis has identified industrial dispute and strikes action in 84 

Member States since February 2020, of which 38% and 29% of strikes are due to 

poor working conditions and lack of PPE, respectively.5 

Quarantine and self-

isolation 

In a survey of health professionals and allied employees, 24% of HCWs declared 

that they had to return to work while still having symptoms of COVID-19.6 

Other working 

conditions 

 The role of privatization in the delivery of services, managerial practices in nursing 

homes exacerbated the impact of COVID-19.7 

 

WHO recommendations for national health authorities 

• The prevention of SARS-CoV-2 infections in health workers requires a multi-pronged integrated approach 

that includes occupational health and safety (OHS) measures and IPC. All health care facilities should establish 

or strengthen and implement. (a) IPC programs and (b) Occupational Health and Safety programs with 

protocols to ensure HW safety and prevent HW infections while in the work environment. Providing 

adequate clinical staffing levels is recommended to avoid the transmission of healthcare-associated infections. 

• Early detection of SARS-CoV-2 infection among health workers can be achieved through syndromic 

surveillance and laboratory testing and is a crucial strategy to prevent secondary transmission from health 

workers to patients, between health workers throughout healthcare settings and from health workers to 

contacts outside of health facilities. National and local surveillance and testing strategy should be developed 

and implemented. 

 

 
1 Dye TD, Alcantara L, Siddiqi S, et al. Risk of COVID-19-related bullying, harassment, and stigma among healthcare workers: an analytical cross-sectional 
global study. BMJ Open 2020;10: e046620. doi: 10.1136/bmjopen-2020-046620 
2 https://www.who.int/news-room/feature-stories/detail/attacks-on-health-care-in-the-context-of-covid-19 
3 J Cohena, YM Rodgersc. Contributing factors to personal protective equipment shortages during the COVID-19 pandemic. Prev Med. 2020 Dec; 141: 
106263. 
4 https://www.who.int/news/item/03-03-2020-shortage-of-personal-protective-equipment-endangering-health-workers-worldwide 
5 https://www.who.int/campaigns/annual-theme/year-of-health-and-care-workers-2021/facts 
6 Health professionals and allied employees. Exposed and at risk. HPAE white paper July 2020. 
7 Pat Armstrong, Hugh Armstrong, Ivy Lynn Bourgeault, Pat Armstrong. Privatization and COVID-19: A Deadly Combination for Nursing Homes July 2020 in 
book: Vulnerable: The Policy, Law and Ethics of COVID-19. Publisher: University of Ottawa Press 
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• A system for managing exposures based on risk assessment should be in place to promote and support health 

workers' reporting of occupational and non-occupational exposures to or symptoms of COVID-19. 

• A system for managing suspected infections, including measures for health workers who test positive for 

SARS-CoV-2 and those who are Health workers, is defined by WHO as all people engaged in actions with 

the primary intent of enhancing health, including symptomatic and test negative for SARS-CoV-2, should be 

in place. 

• The Ministry of Health should establish clear criteria for returning to work according to the WHO principles 

for discontinuing isolation for COVID-19. 

• Health systems and facilities should maintain a blame-free culture with regards to COVID-19 infections in 

health workers. 

• WHO has provided surveillance and studies tools to understand better the extent of infections and risk 

factors for SARS-CoV-2 infection among health workers. 

 

Technical guidance and other resources: 

New global COVID-19 WHO normative guidance made available this week.  

• WHO-convened global study of origins of SARS-CoV-2: China Part 

• Therapeutics and COVID-19: living guideline 31 March update 

• WHO COVID-19 infection prevention and control (IPC) pillar achievements.  February 2020 – January 

2021 

Links to important resources  
• Technical Guidance 

• WHO Coronavirus Disease (COVID-19) Dashboard 

• WHO COVID-19 Operational Updates 

• WHO COVID-19 case definitions 

• WHO Eastern Mediterranean Region Update 

• COVID-19 Dynamic Infographic Dashboard for Libya 

• National Center for Disease Control Libya Facebook page 

• WHO Libya Facebook page 

• WHO Libya Twitter handle 

• Risk Communication and Community Engagement Resources and Updates 

 

 

 

For further information, please contact:  

Ms. Elizabeth Hoff, WHO Representative for Libya, WHO Libya, hoffe@who.int  

Dr. Jorge Martinez, WHO Emergencies Team Lead, WHO Libya, martinezj@who.int   

Dr. Salahuddin Sadi, Technical Officer (Epidemiologist), WHO Libya, sadis@who.int  
For more information, please visit www.who.int | www.reliefweb.int | www.humanitarianresponse.info 

https://www.who.int/publications/i/item/who-convened-global-study-of-origins-of-sars-cov-2-china-part
https://www.who.int/publications/i/item/WHO-2019-nCoV-therapeutics-2021.1
https://www.who.int/publications/m/item/who-covid-19-infection-prevention-and-control-(ipc)-pillar
https://www.who.int/publications/m/item/who-covid-19-infection-prevention-and-control-(ipc)-pillar
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