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COVID-19 Associated Deaths 

Trends in COVID-19 associated deaths 
COVID-19 associated deaths - pandemic to date, as at 28 January 2022 

• A total of 3,402 COVID-19 deaths have occurred in Australia. 

• There have been 40 deaths among Aboriginal and Torres Strait Islander people. 
o The crude case fatality rate is slightly lower among Aboriginal and Torres Strait 

Islander people (0.12%) than non-Indigenous Australians (0.32%). This does not take 
into account different population age profiles or the increasing proportion of cases 
with missing data on Indigenous status. 

Recent trends 

• There have been 1,103 deaths recorded in NINDSS from 15 December 2021 (considered the 
current “Omicron” wave). 

• Of these deaths, 84% have been in people aged 70 and over, including 24% in people aged
90 and over (Table 1). Of these deaths, 84% have been in people aged 70 and over, including 
24% in people aged 90 and over (Table 1). This contrasts with the Delta wave, where 71% of
deaths were in people aged 70 years and over.

• The crude case fatality rate appears lower than during the Delta wave, at 0.1% of confirmed 
cases in the current wave, compared to 0.6% of confirmed cases during the Delta wave
(Tables 4 and 5). 

o However, decreasing case ascertainment since mid-December 2021 will affect
estimates of the case fatality rates. Case fatality rates are calculated using the 
number of confirmed COVID-19 cases, which excludes reported probable cases 
diagnosed by rapid antigen test only and cases that are not reported to jurisdictional 
health departments. 

• The population mortality rate has increased in recent weeks and, in older age groups, is 
approaching the rate seen throughout the Delta wave. This is not unexpected given the 
significantly higher number of cases seen in the Omicron outbreak compared to the Delta 
outbreak. 

o The highest population mortality rate of COVID-19 deaths in the current wave is in
people aged 90 and over, at 91 per 100,000 population. 

o This rate is still slightly lower than population mortality rate among people aged 90
and over during the Delta wave (96 per 100,000 population) 

o However, a direct comparison between these periods is difficult due to:
▪ A large difference in case incidence rate (824 per 100,000 population in the 

Delta wave, compared to 3,860 per 100,000 in the Omicron wave).
▪ Increasing rates of vaccination among the general population over the course

of the Delta wave  
▪ The shorter time period in the Omicron wave to date compared to the Delta 

wave.
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• The Economist publishes daily modelled estimates of excess mortality globally, including for 
Australia. However, the lack of reliable recent data means these modelled estimates are 
subject to a high level of error, with estimates between 0.1 to 1.3 excess deaths per 10,000 
people over recent days. 

 

Vaccine effectiveness 
• The Department continues to monitor developments domestically and internationally 

measuring the effectiveness of vaccines on reducing an individual’s risk of severe disease 
and death. 

• Current evidence shows that for Omicron, a 3-dose course of an mRNA vaccine gives high 
protection against severe infection (98.2%).5 

• The Department has convened a COVID-19 Vaccine Effectiveness expert panel and is 
currently exploring the following avenues to estimate vaccine effectiveness domestically: 

o Assessing the feasibility of using the screening method (utilising vaccination status of 
case data in NINDSS and population-level vaccination coverage) to estimate VE. 

o Collaborating with the National Centre for Immunisation Research and Surveillance 
(NCIRS) and jurisdictions that are independently pursuing cohort study (requiring 
data linkage) and, or test-negative study designs to estimate VE. 

 
Challenges with accurately characterising COVID-19 associated deaths 
Data quality decreases as cases increase 

• Characterisation of COVID-19 associated deaths requires additional data to be manually 
provided by jurisdictions. While some data may be provided through routine linkage with 
existing datasets, other data relies on extensive case interview.  

• Jurisdictions are at various stages with linkage of notification data to available registers and 
data sources to improve completeness of data for purposes of current reporting and 
analysis needs. This process has not previously been required and thus not in place prior to 
the pandemic. 

• Generally, the depth and quality of data has declined with the sudden and significant 
increase in cases since December 2021  As case numbers increase the resources available 
and imperative for in depth case interview decreases  To counter this the following options 
will be explored: 

o Sentinel systems, where high quality data are collected on a smaller, but 
representative sample, become more appropriate sources. 

o Detailed analyses of notification data may be focused on those jurisdictions where 
data are reported with a high level of completeness. 

• Currently Victoria and the ACT are excluded from analyses by vaccination status due to poor 
data completeness.  

• Co-morbidities of cases are not routinely collected by public health authorities. Collection of 
these data is reliant on a more extensive and time-consuming case interview and therefore 
quality data are currently not collected routinely as it has been perceived as not directly 
beneficial to the public health response. There is no standalone register or alternative data 
source of people with co-morbidities to enable linkage to notification data and identification 
of these people. As such, co-morbidities are not currently a required field in National 
Interoperable Notifiable Disease Surveillance System (NINDSS) reporting for COVID-19. 

5 Khoury D et al. A meta-analysis of Early Results to predict Vaccine efficacy against Omicron. 
https://doi.org/10.1101/2021.12.13 21267748 Published 17 December 2021. 

Page 3 of 12 FOI 3565 Document 4

THIS D
OCUMENT H

AS BEEN R
ELE

ASED U
NDER 

THE FREEDOM O
F IN

FORMATIO
N ACT 19

82
 

BY THE D
EPARTMENT O

F H
EALT

H











Note, given the different lengths of each outbreak, changes in the availability of vaccinations and the population 
vaccination rate and changes in case ascertainment between the outbreaks (particularly with lower case ascertainment 
during the current outbreak), case fatality rates and population mortality rates are not directly comparable between 
each wave.  
 
 
  

Page 8 of 12 FOI 3565 Document 4

THIS D
OCUMENT H

AS BEEN R
ELE

ASED U
NDER 

THE FREEDOM O
F IN

FORMATIO
N ACT 19

82
 

BY THE D
EPARTMENT O

F H
EALT

H



ATTACHMENT B: SPRINT SARI data 
 
Figure 3. Mortality in ICU patients admitted to SPRINT SARI hospitals, 15 December 2021 to 31 January 2022 

 
 

  

Page 9 of 12 FOI 3565 Document 4

THIS D
OCUMENT H

AS BEEN R
ELE

ASED U
NDER 

THE FREEDOM O
F IN

FORMATIO
N ACT 19

82
 

BY THE D
EPARTMENT O

F H
EALT

H



Figure 4. Combination of comorbidities among ICU patients admitted to SPRINT SARI hospitals, 15 December 2021 to 

31 January 2022 
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