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Key points
•	 An excess of deaths globally in 2020 was 

attributed to COVID-19 and other causes. 
The mortality burden disproportionately 
affected the least well off and most 
marginalised

•	 Pandemic responses to prevent the 
spread of COVID-19 may have also 
prevented deaths from non-COVID 
causes, including those resulting from 
unnecessary healthcare diagnoses, tests 
and treatments

Abstract
Since 2020, hundreds of thousands of more deaths than expected have 
been observed across the globe. Amid the coronavirus 2019 (COVID-19) 
pandemic, current research priorities are to control the spread of infection 
and minimise loss of life. However, there may be future opportunities to learn 
from the pandemic to build a better healthcare system that delivers maximum 
health benefits with minimum harm. So far, much research has focused on 
foregone benefits of healthcare services such as cancer screening during 
the pandemic. A more balanced approach is to recognise that all healthcare 
services have potential harms as well as benefits. In this way, we may be able 
to use pandemic ‘natural experiments’ to identify cases where a reduction 
in a healthcare service has not been harmful to the population and some 
instances where this may have even been beneficial. 

Impact of the COVID-19 pandemic
The year 2020 saw over 500 000 more deaths than expected in the US alone1 
and increases in fatalities across the globe.2 These global excess deaths 
can be grouped into three categories: known coronavirus disease 2019 
(COVID-19) deaths, missed COVID-19 fatalities and deaths from other 
causes. The most apparent cause of excess deaths are those in people 
diagnosed with COVID-19. However, there were many more excess deaths 
in 2020 than those directly attributed to COVID-19.3 A less obvious cause 
of excess deaths is missed and unreported cases of COVID-19 due to 
undertesting and underdiagnosis. Even in Australia, excess deaths attributed 
to pneumonia in late March and April 2020 suggest some missed COVID-19 
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with higher baseline risk compared to those with lower 
baseline risk12,13). On the other hand, the probability 
of harm may be more or less constant across differing 
baseline risks.14 Therefore, some low risk patients 
diagnosed with earlier or milder disease may be more 
likely to be harmed than to benefit from diagnosis 
and treatment.15 Within the general population, only a 
small number of people (those with severe disease or 
high baseline risk) may benefit from the provision of 
tests, diagnoses and treatment. In contrast, many may 
be harmed if these are provided indiscriminately. For 
example, within a screening population (people without 
symptoms and not known to be at increased risk), only a 
small proportion of people will have a cancer with a high 
lethality risk where early detection may be beneficial. 
In contrast, very large numbers of people are at risk of 
being diagnosed and treated for preneoplastic lesions 
or low risk cancers.16 On the other hand, within a cancer 
surveillance population (people undergoing monitoring for 
new or recurrent cancer after treatment of a first primary 
cancer), a larger proportion of people may have a high 
risk cancer and benefit from early detection.

Potential benefits of healthcare 
disruptions
Much research into the health impacts of healthcare 
disruptions due to the COVID-19 pandemic has 
understandably focused on the likely negative 
consequences of missed care and possible solutions 
to mitigate these. This has primarily been in the form of 
modelling studies forecasting the potential impacts of 
reduced healthcare services on future clinical outcomes 
such as mortality. However, we need to recognise that 
all healthcare services (including tests and diagnoses 
and treatments) have potential harms and benefits and 
include both types of clinical impacts in such modelling 
studies. For example, although we might expect that 
suspension of cancer screening such as mammography 
screening and a reduction in Prostate-Specific Antigen 
(PSA) testing to screen for prostate cancer could 
result in decreased benefits from earlier detection and 
treatment of cancers, there may also be decreased 
harm.17 Cancer screening tests may increase mortality 
risk through a number of pathways.18,19 This includes 
consequences of the invasive test(s) needed to confirm 

deaths in the early stages of the pandemic, when access 
to testing was more limited.4 The least apparent cause 
of excess deaths is the non-COVID-19 deaths caused 
by the indirect effects of the pandemic, including the 
massive disruption to healthcare systems. 

While Australia has fared better than most countries 
in terms of deaths from COVID-19 and other causes5,6, 
we must recognise this toll and take it seriously. Globally, 
there continues to be great suffering experienced by 
frontline healthcare workers and everyone watching the 
pandemic unfold, and their lives change. Of concern, 
we have also seen the pandemic exacerbate health 
inequalities due to social determinants of health, with the 
mortality burden (both directly and indirectly caused by 
SARS-CoV-2) falling disproportionately on the least well-
off and the most culturally and linguistically marginalised, 
including people of colour.7 We need to acknowledge 
those deaths and do better to fight against structural 
racism and injustice by addressing the root causes of 
longstanding, pervasive health inequities.

Has the pandemic saved lives?
But within the overall global picture of tragedy, there are 
some glimmers of hope. Some changes forced on society 
by the pandemic may have saved lives. The deaths 
averted during the pandemic have resulted from some 
obvious and less obvious factors. Most apparent is the 
fewer deaths from influenza8, pneumonia, and other non-
SARS-CoV-2 respiratory pathogens, which is most likely 
a result of pandemic control measures.5,9 Less obvious is 
the potential deaths saved through air pollution reductions 
due to lockdowns imposed by many countries, with 
modelling suggesting >300 000 deaths were prevented 
in China and Europe alone.10 And the least obvious and 
most counterintuitive is the possibility that lives have 
been saved through reduced use of healthcare that 
would otherwise have caused harm.11 These deaths may 
have been avoided because some people have avoided 
unnecessary tests, diagnoses and treatments, and the 
risk of harm from those interventions which outweighed 
the potential for benefit. 

The absolute benefit delivered by healthcare 
commonly increases with the severity of disease or 
baseline risk of the individuals tested, diagnosed, and 
treated (e.g. higher absolute benefits with blood pressure- 
and cholesterol-lowering treatments for individuals 

Key points (cont.)
•	 Research considering potential benefits 

as well as harms from the healthcare 
disruption caused by COVID-19 could 
help healthcare services deliver maximum 
health benefits with minimum risk of harm
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benefit for the health of populations and individuals, and 
minimum risk of harm.30,3, 
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