Covid Mortality in Kerala

A school of public health presentation






Mortality estimates are based on,

1. Reported Mortality (True)
2. Model based estimates

3. Excess Mortality estimation
Covid death after adjudication

< Cause of death analysis BMJ the mortality

< Model based estimate depends on the assumptions of model and the assumptions ne
always be true. Any model also depends on the value independent variables or how

influence to the best and realistic estimates is the question.




Cumulative death report district wise as on 2020

District SIS menee DISTRICT WISE DEATH
Thiruvananthapuram 8637 2611
Eranakulam 8517 2596
Thrissur 7552 2428
Kollam 6638 2524
Malappuram 6474 1574
Kozhikode 6467 2093
Palakkad 5816 2069
Alappuzha 5269 2483
Kottayam 4660 2354
Kannur 4477 1773
Pathanamthitta 2614 2186
Idukki 1551 1400
Kasargod 1400 1074

Wayanad 980 1200



Age distribution of deaths

Broad age groups

Age wise death

» Availability of age details in Covid dashboard is 36568.



~ More specific age groups
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Population in that age Total Covid Percentage of ASDR(# of deaths Percentage of
group as percentage Deaths in that deaths in that in that age that specific age

(xf)

age group age group group/Total group in standard
5 population in that (population of
c d age group)x100000 2021)

e f

6686703 19.24 97 0.3 1.4506 23.5
34.09

11856179 34.12 1120 3.1 9.4466 38.7
365.58

10686876 30.75 7332 20.1 68.6075 25.2
1728.91

3378176 9.72 10897 29.8 322.5705 7.3
2354.76

2145343 6.17 17122 46.8 798.1008 5.3
4229.93

34753277 100 36568 100 1200.1760 100
8713.28*

Total: 8713 standard Deaths per 1,00,000 populations in 2021.



Gender distribution of deaths

Gender

0.1

Female Others

< Availability of death details out of 35085 deaths 41.6% females 58.4 males ap
others. Data collected up to August 31st 2022,




Case fatality rate district wise
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Comorbidities (MCCD report Kerala,

 Comorbidites  Toldeath  Percentage

< Based on death audit report available on public domain

Source : Comorbidities as per Covid death audit conducted




Presence of Comorbidities among the COVID -19 de

As per death audit report, DHS Dec 2020

Diabetes mellitus
Hypertension
CAD
CKD
CVA
COPD
Cancer
Bedridden
CLD
Bronchial asthma
TB
No comorbidities

565
536
252
178
80
98
53
30
29
11
16
51




Background death rate and excess deaths due t
Kerala death as per CRS Report 2020

<1 2293 0.91%

1-4 417 0.16%
5-14 790 0.31%
15-24 2720 1.08%
25-34 4012 1.5%
35-44 8252 3.28%
45-54 20003 7.96%
55-64 39641 15.7%
65-69 28814 11.4%

>70 143768 57.2%
Age not stated 273 0.10%
Total 250983 100%




Female 2708870

2422378

5247177

0-10
11-20
21-30
31-40
41-50
51-60
61-70
71-80
>80

Total COVID -19 cases, total deaths, an
fatalities in Kerala, 2020-2021

412422
628254
943771
946504
853776
708032
469737
204886
79795

0.03
0.01
0.04
0.14
0.42
1.15
2.77
6.14
1079



Issue of Excess mortality

» Excess mortality was a universal problem

» The discussion was initiated by media

» WHO intervened and produced model based estimates and a dedicated platform illustrating the

methodology
» Later on GOl released a descending note as press release

» Many Academic experts came forward disagreeing to WHO opinions and finally WHO corrected t

stand.

» The following news splits are evidence for this




COVID-19 excess mortality
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m Reported COVID mortality rate = Excess mortality rate @Ratio between excess mortality rate & reported COVID death rate
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y count
g to WHO's calculations,
excess deaths associated with

1 negr,_ly 10 times the official toll.
- top 10 countries

|

2.6

number that would be ex-
ed in the absence of the

%T__]_,g:\ﬁd____a:an‘mamicbcmdm
(5 earlier years. Excess
mortality includes deaths as-
sociated with COVID-19 di-
rectly or indirectly (due to
the pandemic’s impact on

- health systems).
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/HO estimates 4.7 million
IVID-linked deaths in India

India will
contest report,
say officials

BINDU SHAJAN PERAPPADAN
NEW DELHI

India will take up the “glar-
ing anomalies™ in the WHO
report on excess mortality
estimates associated with
the COVID pandemic at the
highest and appropriate fo-
rum, said sources in the
Health Ministry on Thurs-
day. “The numbers are
nowhere close to reality,”
the Ministry said.

“This reflects a statist-
cally unsound and scientf-
ically questionable metho-
dology of data collection
for making excess mortali-
ty projections in the case of
India,” it said. The WHO
should appreciate the fact
that mortality is a sensitive
topic and any speculative
report on this can have
multiple and needless ad-
verse effects, it added.

CONTINUED ON » PAGE S




Estimating COVID-19s excess deaths

Why is India concerned about the
World Health Organization’s
methodology?

= . : Jha et al. (2022)
m___'MA RAMANT Guilmoto (2022)
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excess deaths in these 11 States and UTs were 5.8 times
the reported COVID-19 death roll there till May 2021 (the
end of the second wave of the pandemic). Some States
such as Madhya Pradesh (24 times), Andhra Pradesh (18),
West Bengal (11) had high excess deaths multiples, others
such as Haryana (seven), Tamil Nadu (four), Maharashtra
(four), Punjab (four) and Karnataka (four) had moderate
multiples and some such as Kerala, Delhi (two) and
Himachal Pradesh two) had low multiples. (The baseline
o mortality for these States/UTs were taken as the average
number of deaths in the corresponding months of the last
rwo years (2018 and 2019) before the pandemic.)
In September 2021, The Hindu also reported the excess

. death multiples for countries such as the U.S. (1.2),
Mexico (2.2), Peru (1.1), Russia (3.7), the U.K. (O.8), Italy
(1.1, Colombia (1.1); France (0.9), Germany (O.8), Spain
€1.2), and Chile (5.7). Only Chile’s (5.7) was comparable to
the 11 States and UTs for which data was available in
India.

what do studies based on these data and others say?

= Later studies (both peer-reviewed and preprines)
_utilised these reports in The Hindu and elsewhere that
‘used CRS data, besides other databases and surveys to
infer that the reported death toll due to COVID-19 in India
: and excess deaths were several
ples higher than the reported toll (see graphic).

xg:dn findings by the WHO? How did they go

: WHO has not released the final report as yet. But
eport The New York Times says that the excess
ths est 4 by the WHO in India exceeded 4
eight dmes the reported death toll of

the methodology in an extract from the

IHO report, the authors of the report

L n, Serge Aleshin-Guendel, Ariel

an Msemburi and Jon Wakefield) write

their estimates on all-cause mortality

ates and one Union 'lhrrf:::)ry lnblndl.a. e

approach — usi data m subnation
tis dtlna..;"ldonesh and Turkey as

Notes: K= Thousand, M=Million, CRS= Civil Registration Systerm, HMIS= Health ManagemenTt Information Systermn, CAMIE = Centre
ember of Legisiative Assembly
(Graphic courtesy, Prof.- Chinmay Tumbe, Indian institute of Management, Ahmedobad)

well, where national all-cause mortality dara was not
available. They go on to add. “for India, we use a variety
of sources for the registered number of deaths ar the
State and Union Territory level. The nformation was
either reported directly by the States throuagh ofical
reports and automartic vital registration. or by journalists
who obtained death registration information through
Right o Information reguests™. They then estmate the
total number of excess deaths for the country by looking
at the variations in the subnartional level and their
contributions to the overall death toll before the
pandemic and the data for these subregions during the
pandemic.

Why is the Indian government dismaissive of the repore?

= Reacting to the NY7 report, the Ministry of Health and
Family Welfare stated it was concermed as “to how the
statistical model projects estimares for a country of
geographical size and population of India also fts in with
other countries which have [a] smaller population. Such
one-size-fits-all approach and modeils which are true for
smaller countries. .. may not be appilicable to India™. It
also said that “the model gives two highly differen:t sets of
excess mortality estumates. when using the data from
Tier | countries and when using unverified data from 18
Indian States.™

The authors of the WHO report emphasise that “for
India the global predictive covariate model is not used
and so the estimates of excess mortality are based on
data from India only ™, thereby negating the argument
from the Health Ministry that a “one-size-fits-all approach
model” was used. Other concerns such as an assumption
of “inverse relationship between monthly temperature
and monthly average deaths™, besides lack of uniformity
in “test positivity rate™ expressed in the Ministry's press
release, do not seem to be borme out in the method as
described by the authors in their extract from the WHO
report. The Ministry also Clﬂiﬂ!§ fh‘“ the data published
in the newspapers were ~unverified” though Ihc‘;se were
data that was accessed through various means, |pcludux;
Right to Informatgon requests from the Civil Registratior
System for States for whom this data was available. The
full report by the WHO should enable us to assess the
pandemic’s true impact in India.




CHAPAL MEHRA

ver the last year, the World
Health Organization (WHO)
has been busy, in an unpre-
cedented effort, to calculate the

\giobal death toll from COVID-19.
Ew*

ealth establishment up in arms.
Globally from an estimated six mil-
lion reported deaths, now
snmatsthsedd-nbedmer
to almost

deeply

o

dia’s tally of COVID-19 deaths

amo the highest globally.

Not surpns:ﬁay, India is in se-
rious disagreement with the WHO-
prepared COVID-19 mortality esti-
mates. In fact, its continued objec-
tions have been holding back the
Global WHO Report. The argu-

ment being made by India’s health
establishment through a public
clarification is that this is an over-
estimation, and tiie methodology
employed is incorrect.

new estimates also take in-

to account formerly uncounted
deaths, but also deaths
from the of COVID-19. For
example, o not
_access care, i.e., diagnosis or treat-
ment due to COVID-19 restrictions
or ﬁun COVID-19 cases over-

GETTY IMAGES

months and several lakh cases be-
fore they agreed that COVID-19
was finally in community
transmission.

Second wave’s devastation
The end of the first wave saw a
slew of congtatulatory and adula-

litical lea-

Settling India’s COVID-19 mortality data ? < A

WHO's coronavirus mortality count is more than a subject of disagreement

their family members on the
banks of rivers. By the time the
wave subsided, India’s population
was devastated, and helpless, see-
ing dignity neither in disease nor
in death.

Potential fallout

The need then to deny these new
mortality figures is much like the
case of the emperor’s new clothes.

"The establishment shudders to

think what these figures reveal to
the public not just about the Jack
of preparedness but also the hu-
mw and
communities.

Also, at this time, there is rising
unemployment, rising fuel prices
and inflation in India. The figures
then also have enormous political
relevance. They are the much-
needed ammunition that a belea-
guered and often out of sync and
clueless Opposition needs to coun-
ter the Government’s victory
drumbeat against COVID-19.

These new figures also have the
power to Tevive public memory
which is otherwise short-lived. Hu-
man tendency is also to gloss over

oy suﬂ’uingandbenevemthemaln-
mnarraﬁvawhichmbslos - amount to an erasure of our collec-

bearable and often easier.

"covm-xs mortality data

it poses questions to the establishment

agieemment. 1115 f6od for thought

T
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from WHO is more than a dis
and poses several questions 1o In
dia’s health establishment. Were
these deaths avoidable? Could In
dia have been better prepared?
Was India’s health establishment
dismissive in the face of global
warnings? Should India have gone
to elections in the middle of a pan
demic? But the most important
question is — why not count the
dead?

Even for the Government’s
most fervent supporters, these
questions are difficult 1o answer or
deflect when faced with such over-
whelming mortality hgures: it is
no surprise then that those figures
create fear and spark denial. The
figures ratchet up not only issues
of administrative but also moral
accountability for governments
that they have been previously
side stepped through effective and
misleading media narratives. But,
most importantly, these figures
Pose sgueal Ley questions befor
us, the people of v much
Iack of accounability under-re-
porting are we willing to accept?
Do these reduced figures not

ﬁnmﬁémdlo&?And
- who, if anyone, will be held ac-
Mﬁtheseﬁtmmaccu
it is just as well that

activist and writer based in New Dethi ﬁ




Conclusions

» Kerala is a state which experienced phenomenal covid mortality. We need further

comparison studies with in the country and other identical places outside the country.

» Efforts has been already initiated to conduct death audit. The death audit exercise
needs to be completed for all covid deaths. This can be done at the institutional level.
There is a training need for medical certification of cause of death for certifying
physicians and the importance of documentation of underlying cause of death need to
be sufficiently emphasized. If the system was strong about ascertainment of cause of

death many confusions would have been avoided.




» Mortality is the culmination of progression of disease and a pr
epidemiological study of near miss cases at ICU setting would be desirab
for at lese a sample of cases from tertiary care centers. This can be th
first phase for prediction modelling for risk factors of mortality among
covid cases. As the case records are available at facility institutional teams

can be assigned for this work.

» The issue of excess deaths can be considered as a closed chapter once we
get the MCCD for 2020 and 2021 for the state from the department of vital
statistics. This report will have sufficient humber of sample size to make

valid and generalizable conclusions on covid and non- covid deaths.

» The granularity of the available data needs further expansion for end users

who are researchers.




THANK YOU.,.




