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During an epidemic, rapid mortality 
surveillance provides essential infor-
mation to formulate an evidence-based 
response. Weekly counts of deaths are a 
key indicator of overall epidemic impact 
and trajectory.1,2 Enumeration of all 
deaths, when compared to historically 
expected mortality, produces a picture of 
excess death, capturing both the direct 
burden of the epidemic and its indirect 
mortality burden, caused by disrup-
tions to the access, use and provision 
of health-care services. Such actionable 
public health intelligence can overcome 
the ambiguities of just measuring cases 
and deaths linked to the infectious dis-
ease causing the epidemic. Measuring 
excess death would therefore be use-
ful in the countries’ response to the 
coronavirus disease 2019 (COVID-19) 
pandemic.

Rapid mortality surveillance com-
prises both facility- and community-
based components and depends on both 
data availability and transmissibility. 
Networks of community and health 
facility sites reporting deaths by age, 
sex and location on a daily or weekly 
basis provide an essential input to the 
outbreak response, including tracking 
the epidemic trajectory after adjusting 
public health and social measures.3 
This type of rapid surveillance has been 
implemented in numerous settings, 
including in Europe and Africa, and its 
feasibility has been demonstrated even 
under difficult conditions, such as mass 
displacement.4–9

Facility-based surveillance may 
be implemented by medical records 
staff, observing proper infection con-
trol measures to protect themselves, 
including avoiding patient-care areas; 
observing workplace physical distanc-

ing measures; rigorously practicing 
hand hygiene; and use of personal 
protective equipment. A simple list of 
deaths by age, sex and usual residence 
transmitted weekly from a selected 
set of sentinel facilities is the starting 
point. One approach to rapid mortal-
ity surveillance is to leverage existing 
routine health information systems, 
COVID-19-specific rapid data collec-
tion platforms or existing surveillance 
platforms, such as integrated disease 
surveillance and response.

Community-based surveillance 
may be critical where high numbers of 
deaths occur outside of health facilities 
– a situation that may worsen should 
health systems become overwhelmed. 
Community surveillance can be done 
by community-based health-care pro-
viders or other frontline workers whose 
existing remit includes the notification 
of vital events, provided that infection 
prevention measures can be observed 
to protect those collecting data.

Ideally, with little lag-time, the 
system could generate weekly counts of 
deaths by demographic group and loca-
tion. Real-time data can be compared to 
predicted deaths from historical data. 
For populations without historical data, 
the initial period of complete reporting 
can provide a baseline against which to 
compare emerging trends.

Rapid mortality surveillance may 
provide policy-makers with up-to-date 
status reports, including spread into 
new areas or previously unaffected 
populations. This surveillance can 
also help target, prioritize and moni-
tor the effectiveness of prevention and 
response strategies. Countries need 
real-time awareness of the distribution 
and magnitude of all direct and indi-

rect health impacts of the COVID-19 
pandemic. Establishing, scaling and 
improving upon rapid mortality sur-
veillance would contribute to fulfilling 
this need, as well as preparing for future 
outbreaks. ■
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