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Case reports & surveillance systems

• Case reports are the backbone of 
surveillance systems used to capture 
harms, e.g. WHO’s VigiBase, MHRA’s 
Yellow Card Scheme.

• Traditionally used for epidemiological 
studies and regulators for post-
authorisation safety studies (i.e. PASS, 
PMRs & PMCs) to monitor the safety of 
products in the ‘real-world’.
• Difficult to capture harms from public 

health and social measures, policies 
and interventions, particularly in the 
context of a global pandemic.



Mortality statistics during the 

pandemic

• Often delayed and time lag, 
(e.g. date of registration vs 
death)

• Lack of transparent data-
sharing infrastructure

• Variations…
• Diagnostic tests

• Definitions (n=14 Heneghan et 
al. 2022), e.g. at time of death, 
within 28 days)

• Coding of deaths

• Reporting of deaths 

• Certifying deaths
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Methods 

• Consecutive case series of coroners’ reports

• Using the Preventable Deaths Tracker 

database, i.e. all reports published in England 

and Wales between 1 Jan 2020 and 28 June 

2021 (n=510) were scraped from Judiciary 

website and screened for inclusion 

• Deaths were included if SARS-Co-V-2 was a 

medical cause of death (i.e. directly-related) 

and when the coroner referred to measures 

or interventions during the pandemic that 

caused or contributed to death (i.e. 

indirectly-related)  



Findings

• 23 deaths (4.5%) had reports written by 

coroners in England and Wales between Jan 

2020 and 28 June 2021. 

• Half (n=11) had SARS-Co-V2 as a medical 

cause of death.

• In the other half (n=12), the coroner reported 

that mitigation measures (e.g. NPIs) during 

the pandemic contributed to deaths.

• Overall, either a lack of mitigation measures 

or poor implementation & risk assessment of 

such ‘measures’ contributed to deaths. 



https://preventabledeathstracker.net/ 

2020-Jan 2025

https://preventabledeathstracker.net/
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Feb 2025

A global Preventable Deaths Tracker 















PDT.scot coming 

summer 2025! 



Summary and take homes

• Coroners’ reports can provide insights on the harms of NPIs and 
policies, which can be used to create surveillance systems.

• The Preventable Deaths Tracker provides a reproducible method that 
automatically collects reports, standardises narrative information and 
provides real-time analytics that is being used by over 200,000 people, 
including coroners, lawyers, healthcare professionals, bereaved, the 
media, researchers and policy makers. 

• Tools for the public communication of evidence, including dashboards 
and newsletters enable impact, beyond academic publications.

• Funding and the responsibility of such data infrastructure and 
surveillance tools remains a major challenge as often not considered 
traditional academic research nor prioritised by governments. 



1. Poor infection control

• 36% contracted SARS-Co-V2 as 

inpatients for other reasons

• Care home residents

2. Severity and diagnosis missed 

• SARS-CoV-2 symptoms undiagnosed 

during telephone appointments

A lack of mitigation measures



Limited risk assessment of 

mitigation measures

1. Poor mental health provisions → suicides

2. Inappropriate prescription of medications, 

including 2-week methadone supplies

3. Cancellation of appointments due to lockdown 

with no follow-up → medical device complications 

• urosepsis from a catheter 

• perforation of the small bowel from a salivary 

bypass tube

4. Misdiagnosis of SARS-Co-V2 → undiagnosed 

medical conditions 

5. Fear of Covid-19 → refusal of  medical      

treatment 



Concerns raised by coroners



Concerns were 

sent to various 

organisations to 

take action, but 

most (49%) had 

not responded 

(i.e. broke the law)



Limitations (Feb 2023)

• 17 case series identified (76% ours)

• Inconsistent reporting & missing 
information 

• Variation in coronial practices

• Low response rates by organisations 
who are sent reports 

• Unclear whether organisaitons take 
action or use reports

• Inability to validate information

• Manual system and approaches to 
sharing, collecting and analysing 
reports 



Swift et al. 2020 to June 2021

• 510 reports manually screened

• 23 deaths reported

Updated May 2025 for 2020 to now

• 5,670 reports searched for key words 

(2585 reports since COVID)

•  



Direct: Covid-19 diagnosis 

• From Covid 

• With Covid

• Sepsis and heart failure following surgical complications and hospital 

acquired SARS-Co-V2 on the background of chronic lymphocytic leukemia

• Suicide 2 days after contracting SARS-Co-V2 when face-to-face mental 

health assessment appointment was cancelled 

• Overdose of prescribed medicine with SARS-Co-V2



Indirect covid 

• Restrictions
• Suicide where COVID-19 restrictions impacted staffing and working environment

• Suicide in university student with mixed anxiety and depression on a background of chronic social anxiety since the 
Covid-19 pandemic.

• Self-isolation which prevented repeat medication collection resulting in Sudden Unexpected Death in Epilepsy 
contributed by the lack of medication due to medication shortages and access issues in university student.

• Telehealth 
• Suicide where care was provided over the phone and not followed up after call interrupted

• Provisions for volunteers during the pandemic 
• Tuberculosis contracted while volunteering as a nurse at an NHS hospital to assist the Covid-19 pandemic where 

contact tracing failed to identify the deceased as a close contact of the infected patient.

• Vaccines
• Post-vaccination autoimmune encephalitis following booster covid-19 vaccine that resulted in physical and mental 

health effects and eventual fall into water to end their life.

• Covid-19 vaccine-induced immune thrombotic thrombocytopenia following two doses of Vaxzevria (Oxford-
AstraZeneca) in under 30-year-old before guidance was published due to data input error in GP record that deemed the 
deceased at an at-risk group.

• Fatal deep vein thrombosis and pulmonary embolism following lack of anticoagulation and immobility due to acute 
disseminated encephalomyelitis following covid-19 vaccination.
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