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Abstract

BACKGROUND
The number of confirmed COVID-19 deaths differed across countries and across waves
of the pandemic. Patterns also differed between groups within a country.

OBJECTIVE
We combine data on excess mortality with data on cause-of-death-specific mortality in
the case of Sweden to identify which groups had excess mortality beyond what can be
captured by analyses of COVID-19-specific deaths. We also explore the possibility that
some groups may have benefited in terms of reduced all-cause mortality, potentially due
to home-centered living conditions during the pandemic.

METHODS
We produced and compared three sets of group-specific incidence rates: deaths from (1)
any cause in 2020, (2) any cause in 2019, (3) any cause excluding COVID-19 in 2020.
We compared rates across different socioeconomic profiles based on combinations of
sex, age, marital status, education, and country of birth.

CONTRIBUTION
We show that many of those who died during 2020 would not have done so in the absence
of the pandemic. We find some evidence of COVID-19 mortality underestimation,
mainly among individuals with a migration background. We also found groups for which
mortality decreased during the pandemic, even when including COVID-19 mortality.
Progression across the first and second waves of the pandemic shows that more groups
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appeared to become protected over time and that there was less underestimation of
COVID-19 mortality in the second part of 2020.

1. Introduction

Since the beginning of the COVID-19 pandemic, there has been a concerted international
effort to make available daily counts of cases and deaths associated with COVID-19
(Dong, Du, and Gardner 2020; Karlinsky and Kobak 2021). Thanks to this initiative, most
of the empirical evidence produced regarding differences in COVID-19 mortality across
space, time, and population subgroups is rooted in deaths directly related to COVID-19.
This evidence has informed national public health policies. Nevertheless, assessments of
the coverage and quality of national statistics have demonstrated that case numbers and
deaths are often extensively under-reported (Biswas, Afiaz, and Huq 2020; Karlinsky and
Kobak 2021; Kupek 2021; Lau et al. 2021; Li et al. 2020; Li, Fang, and He 2020; Riffe
et al. 2021; Vestergaard et al. 2020). Particularly in the first phase of the pandemic, the
under-reporting of COVID-19 mortality was linked to variation in testing strategies and
availability (Karanikolos and McKee 2020; Spiegelhalter 2020). This under-reporting
was manifested in various ways across countries. Some countries reported only deaths
that occurred in hospitals. By contrast, others had limited reporting of deaths following a
PCR-confirmed COVID-19 infection. A few countries also counted ‘suspected’ COVID-
19 deaths in their reporting (Riffe et al. 2021).

The impact of COVID-19 on death rates can be measured not only through causes
of death specifically related to COVID-19 but also through total excess mortality (Islam
et al. 2021; Msemburi et al. 2023). Excess mortality can be defined as higher all-cause
mortality than would be expected based on recent trends. This excess mortality approach
has been used historically to estimate  the effects of various pandemics (e.g., the Great
Plague of London in 1665 (Boka and Wainer 2020) and the influenza pandemics of 1918,
1957, 1968, and 2009 (Murray et al. 2006; Simonsen et al. 2013; Viboud et al. 2005,
2016)). It has also been used more widely to study environmental disasters, such as
Hurricane Maria in Puerto-Rico in 2017 (Milken Institute 2018). During the COVID-19
pandemic, evidence has confirmed the global presence of significant excess mortality
(Alicandro, Remuzzi, and La Vecchia 2020; Andersson et al. 2021; Blangiardo et al.
2020; Bradshaw et al. 2021; Ghafari, Kadivar, and Katzourakis 2021; Islam et al. 2021;
Karlinsky and Kobak 2021; Kobak 2021; Kolk et al. 2022; Kontis et al. 2020; Modi et al.
2021; Weinberger et al. 2020; Woolf et al. 2020a, 2020b).

Estimates of excess mortality reflect all changes in death counts, including deaths
directly related to the pandemic, deaths unrelated to the pandemic (which happened
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during the pandemic), and deaths that may be related to, but were not caused directly by,
the pandemic (Kaczorowski and Del Grande 2021). For example, the overburdening of
national health systems may have compromised the efficiency and capacity of such
systems to function normally, indirectly leading to an increase in deaths from other causes
(Dinmohamed et al. 2020; Folino et al. 2020; Schwarz et al. 2020; Zubiri et al. 2021).
Furthermore, the fear of contracting the virus may have led people in need of medical
attention to actively avoid seeking care. These people would have remained untreated for
longer, affecting the prognosis of the health problem when they eventually received care
(Kaczorowski and Del Grande 2021). Consequently, excess mortality includes not only
direct fatalities from the pandemic but also deaths that can be regarded as ‘collateral
damage.’

An analysis of excess mortality can shed light on important questions that emerged
during the course of the pandemic. Given that the pandemic disproportionately affected
populations already at high risk of death – referred to as ‘dry tinder’ – its main impact
may have been a shift in the timing of deaths, anticipating fatalities that would have been
inevitable in the near future (Herby 2020; SCB 2020). This characterization, however,
could mask the true toll of the pandemic.

It may also be the case that non-pharmaceutical interventions, such as working from
home, served to reduce the risk to certain population subgroups from other causes of
death more than the increased mortality risk posed by COVID-19 itself (Kung et al. 2021;
Shilling and Waetjen 2020). Studying all-cause mortality may in this case lead to an
underestimation of COVID-19 deaths. For example, COVID-19 recommendations or
lockdowns are likely to lead to fewer road accidents (especially for men age 15–44) and
less spread of influenza (in the elderly). These shifts in long established patterns of cause-
specific mortality (Remund, Camarda, and Riffe 2018), which can be called ‘replacement
mortality,’ may complicate the estimation of excess mortality during the pandemic. They
blur the lines between the pandemic’s wider effects on societal, economic, and behavioral
changes, and the direct consequences of COVID-19 infection.

In this study we examine changes in mortality, drawing comparisons between
mortality between 2019 (the year immediately before the pandemic) and 2020 (the first
year of the pandemic) and considering scenarios with and without COVID-19 deaths. We
explore the true cost of the first waves of the pandemic during 2020 by assessing the
extent to which established COVID-19 mortality appears to replace other causes of
mortality, and how much excess COVID-19 mortality might be underestimated due to
‘collateral damage’ or under-reporting. Additionally, we contrast the first and second
pandemic waves in Sweden in 2020, to ascertain whether there is any indication that
COVID-19 deaths in the first wave of the pandemic were represented by anticipated
deaths during the fall the same year and if the extent of under-reporting decreased as
testing expanded. Conversely, we examine the potential benefits for some groups, such
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as reduced overall mortality possibly stemming from safer home-centered living
conditions during the pandemic.

In addition, we examine whether population subgroups with detailed combinations
of sociodemographic characteristics (age, sex, education level, marital status, migrant
status) displayed unique mortality risks. Being older, male, having a lower education
level, not being married, and not being a migrant have long been associated with a higher
mortality risk (e.g., Drefahl 2010; Wallace and Kulu 2014). Consequently, during the
pandemic, many studies focused upon these characteristics in relation to COVID-19
mortality. A few studies have examined disaggregated trends by sex, age, and time as
single dimensions (Blangiardo et al. 2020; Calderón-Larrañaga et al. 2020; Ghislandi et
al. 2020; Hollinghurst et al. 2021; Kepp et al. 2022; Modig et al. 2021; Rizzi, Søgaard,
and Vaupel 2022; Scortichini et al. 2021). Others have highlighted specific factors such
as migrant status, and adjusted for additional variables such as age, sex, education, and
marital status to verify any persistent associations with COVID-19 mortality.
Consequently, we know that being older, male, lower-educated, and a migrant are
associated with a higher mortality risk from COVID-19, ‘net’ of these other
characteristics (e.g. Drefahl et al. 2020; Williamson et al. 2020). However, our
understanding is limited regarding the specific risks by potentially vulnerable
subpopulations at the intersections of these factors (Varkey, Kandpal, and Neelsen 2022).
This becomes particularly important considering the reversal in direction of the
association of at least one of these characteristics before and during the pandemic, i.e.,
that of migrant status. For example, is the additional risk associated with migrant status
concentrated among older, low-educated men? Andersson et al. (2021) is one of the few
studies that explore how age intersected with gender, education, and country of birth in
Swedish mortality rates. In this study we expand these analyses, examining intricate
combinations of education, migrant status, marital status, age, and sex.

Sweden provides the possibility of such an analysis due to the high quality of its
population registers, which distinguish between mortality from COVID-19 and other
causes. Sweden is also a compelling case because it stood out in the European context
due to its reliance on recommendations rather than ‘stay at home’ orders, with the explicit
purpose to accommodate living with the virus for a period that was expected to last more
than just a few months.
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2. Previous studies and our contribution

Prior research that relies on publicly available all-cause mortality data to perform
international comparisons of mortality during the pandemic (February 2020 – May 20233)
with mortality in previous years has documented excess mortality (Islam et al. 2020;
Konstantinoudis et al. 2022; Kontis et al. 2020; Sanmarchi et al. 2021; Wang et al. 2022).
Most studies look at general trends and focus on methodological aspects (Nepomuceno
et al. 2022; Sanmarchi et al. 2021).

However, several studies have examined excess mortality at the national/regional
level and attempt to look at more detailed differences in trends. Among the former,
Blangiardo et al. (2020) present a comprehensive analysis of the spatio-temporal
differences in excess mortality during the COVID-19 pandemic in Italy. They predict all-
cause weekly deaths and mortality rates at the municipal level in 2016–2019 and 2020
based upon the modeled spatio-temporal trends and show that Lombardia had higher
mortality rates than expected from the end of February 2020, with 23,946 total excess
deaths. At the peak of the pandemic this excess was particularly high for males in the city
of Bergamo. Consistent with this, Ghislandi et al. (2020) show a substantial number of
excess deaths in the older age groups in Northern Italy, providing empirical evidence that
COVID-19 is especially lethal for older individuals. Similar results were also found in
Germany (Stang et al. 2020). Several contributions discuss how sex differentials in
COVID-19 mortality vary by age (The Lancet 2020). In a systematic review of the Italian
case, Rizzi, Strozza, and Zarulli (2022) confirm that males up to 75 years of age
experienced more excess deaths than females. There is some indication that area-level
measures of socioeconomic deprivation and a higher proportion of young people may be
associated with higher excess mortality. Davies et al. (2021) look at a set of community-
level variables to estimate excess mortality during March–May 2020 in England. They
find excess mortality in communities with a high density of care homes, and where high
proportions of residents are on income support, live in overcrowded homes, and/or are of
non-white ethnicity. Similarly, Stokes et al. (2021) document how excess mortality in
2020 in the United States differed across sociodemographic and health-related factors.
The latter two studies use an ecological approach by focusing on counties/local
communities rather than individuals.

Looking at the Swedish case, Modig et al. (2021) document excess mortality among
men (75%) and women (50%) above age 60 during weeks 10–16 in 2020, compared to
the same weeks in the previous 5-year period. Similarly, Kolk et al. (2022) report that
Sweden experienced excess mortality in some age groups but not in others. For example,
in 2020, compared to forecasted mortality, males experienced excess mortality at ages 0–
19 and 50+, and females at ages 60+. Simultaneously, mortality among men aged 20–49

3 The time of this paper’s submission.
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was lower than expected. Over the course of the calendar year, higher mortality than
expected could be found from April to June and November to December, consistent with
the onset of different waves of COVID-19. Yet, for individuals younger than 65 years,
mortality from August to December was lower than expected. Finally, while some
regions (in the north and west of Sweden) continued to make gains in life expectancy
compared to previous years, others (particularly Stockholm County) experienced
considerable (~1-year) losses. Evidence of an association between higher excess
mortality and area-level characteristics such as socioeconomic deprivation and age
composition has been found in Sweden (Calderón-Larrañaga et al. 2020). Similarly,
higher mortality rates are observed among populations residing in care or nursing homes,
as reported by Modig et al. (2021). Another factor that had a major impact on the degree
of excess mortality was country of birth (Aradhya et al. 2021; Brandén et al. 2020;
Drefahl et al. 2020; Rostila et al. 2021).

The main point of this summary, which is not exhaustive, is that most research on
excess mortality at the population level has focused on general trends. In some cases,
these trends were disaggregated by single dimensions such as sex, age, and localized
temporal trends, or age and sex were interacted. In a notable exception, and only in the
case of Sweden, Andersson et al. (2021) look at excess mortality combining four broad
age ranges with each of the following variables: gender, educational level, and country
of birth. We build on elements from this study by presenting measures of excess mortality
based on more detailed sociodemographic profiles that combine the five dimensions of
age, gender, educational level, marital status, and country of birth. Additionally, we
present measures of mortality for different population groups in 2020 with and without
including COVID-19-related deaths, and compare these to the previous number of deaths
observed in 2019. In this way we are able to identify population groups that (1) would
likely have died in 2020 regardless of the COVID-19 pandemic (‘replacement’); (2)
suffered from higher underestimation of COVID-19 deaths due to under-reporting OR
faced significant indirect negative impacts from the pandemic (‘underestimation’); and
(3) gained the most in terms of reduced mortality from protective measures (‘net
reduction in overall risk’). By comparing patterns across time (COVID waves 1 and 2),
we also evaluate how patterns of underestimation and net reduction in mortality evolved
throughout the pandemic and are able to ascertain the validity of the ‘dry tinder’
assumption in Swedish mortality patterns during the first waves of the pandemic.

3. Data and method

We combine information from several Swedish administrative registers linked through
personal identity numbers that are unique to each person with legal residence in Sweden.
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Data on deaths were retrieved from the Cause of Death Register provided by the National
Board of Health and Welfare (Socialstyrelsen). Demographic variables (country of birth,
sex, civil status) were drawn from the Total Population Register maintained by Statistics
Sweden. Information on the highest achieved educational degree comes from the
Longitudinal Integrated Database for Health Insurance and Labour Market Studies
(LISA). For analyses of mortality in 2019, demographic variables are measured at the
end of 2018 and for analyses of 2020 they are measured at the end of 2019. For both
analyses, the highest achieved educational degree is measured at the end of 2018, the
latest year for which such data are available in our sources.

Our outcome measures for the analyses of 2020 are all deaths from COVID-19 and
all deaths from any other cause of death between March 12th, 2020 and Dec 31st, 2020.
The starting date was set one day before the first recorded death attributed to COVID-19
on March 13, 2020 in Sweden. Correspondingly, in the analyses for 2019 our outcomes
are all deaths from any cause of death between March 12th, 2019 and Dec 31st, 2019.
COVID-19 mortality was identified by the Swedish National Board of Health and
Welfare, the agency responsible for the cause of death register, using the following ICD
codes: U07.1, U07.2, or B342. In total, we observe 9,871 COVID-19 deaths and 66,756
deaths from other causes in the part of 2020 that we cover.

For the analyses of 2020, our study population consists of all individuals aged 21
and older on March 12th, 2020. The starting age corresponds to the earliest recorded age
at death from COVID-19 in Sweden in the first year of the pandemic. Similarly, for the
analyses of 2019, our study population comprises all individuals aged 21 and older on
March 12th, 2019. For each of these years, our study population encompasses about 6
million individuals.

Despite excess mortality being one of the most reliable methods to study the impact
of COVID-19 on mortality (Beaney et al. 2020), there is debate regarding the choice of
reference period when comparing non-pandemic mortality and excess mortality from
COVID-19.  Nepomuceno et al. (2022) conclude that the baseline should include an
interval of several years to identify a stable and clear mortality trend, but also that the
chosen period should be related to the specific country trend. In essence, the selection of
the reference period should be long enough to allow for the most accurate possible
estimate when answering the question of what mortality would have been like in 2020
had the COVID-19 pandemic not occurred. Swedish life expectancy in the year preceding
the pandemic was observed to be 84.72 years for women and 81.33 years for men,
marking an exceptionally large increase on previous years. Consequently, in the Swedish
context, mortality conditions of 2019 may closely align with the expected levels for 2020.
This reasoning is corroborated by Statistics Sweden’s latest forecast for 2020 (SCB
2020b), published at the beginning of that year, just before the potential impact of
COVID-19 on mortality could be known. This forecast represents the last and best
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possible assessment for the expected mortality conditions of 2020 in the absence of the
COVID-19 pandemic in Sweden. The forecast projected life expectancies of 84.8 years
for women and 81.4 years for men, figures almost identical to those observed in 2019.
We therefore argue that 2019 represents the most suitable comparison period for our
analyses. Moreover, given the substantial decrease in Swedish mortality rates over the
years preceding the pandemic, incorporating a longer data period would compare 2020
to a time when mortality rates were unexpectedly higher, as indicated by Kolk et al.
(2022).

We define a set of study populations based on different combinations of
characteristics related to age, sex, marital status, educational attainment, and migration
status. These study populations are used to calculate exact exposures in person-years for
2019 and 2020 and the number of deaths separately.4 Three sets of incidence rates are
then calculated:

1. Group-specific incidence rates of death from any cause in 2020.
2. Group-specific incidence rates of death from any cause in 2019.
3. Group-specific incidence rates of death from any cause excluding COVID-19 in

2020.

By examining all-cause mortality, both with and without including COVID-19
deaths, we can determine whether any excess mortality in 2020 was solely due to
COVID-19, whether COVID-19 effectively replaced other causes of death, and the extent
to which Sweden experienced an underestimation of COVID-19-related deaths either
from under-reporting or from other indirect effects of the pandemic.

Each set of incidence rates is calculated for all possible combinations of the variables
specified below:

 Sex – Female vs. Male
 Age – Retirement ages (65+) vs. Working ages (21–65)
 Marital Status – Married vs. Non-married
 Education – Secondary and higher vs. Primary
 Country of Birth - Immigrant from High-Income Country (HIC) vs. Immigrant

from Low-Middle-Income Country (LMIC) vs. Swedish-born

We exclude individuals with missing information on any of the characteristics
described above (N = 161,287, mainly missing information on educational attainment)
and present results for groups with 10 or more recorded deaths in 2020.5 This produces

4 All estimations of incidence rates and their confidence intervals are presented in Appendix Table A-1.
5 Our total populations consist of 7,634,627 individuals in 2019 and 7,720,515 in 2020.
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47 possible combinations of group characteristics. For example, we produced incidence
rates in 2019 and 2020 specifically for primary-educated, married women aged 65+ who
were born in Sweden.

To explore differences in rates between the first and second waves of the pandemic,
we additionally divided the exposure time across 2020 according to the occurrence of the
first (March 12th–June 30th) and second (July 1st–December 31st) waves.

4. Results

In three separate figures, we present the percentage change in mortality rates in Sweden
in 2020 relative to 2019, distinguishing COVID-19 mortality from other causes of
mortality grouped together. Rates are presented by sociodemographic profile. Groups
appear in a specific figure on the basis of the following inclusion criteria: Figure 1 shows
all groups that did not experience excess mortality in 2020 but experienced a net
reduction in overall mortality risk; Figure 2 shows all groups that had excess mortality
overall, but reduced mortality when excluding COVID-19 deaths; and Figure 3 shows
groups that had excess mortality even when excluding COVID-19 mortality. These
selection criteria allow all combinations of groups to appear once, provided they had 10
or more death events in 2020.

As highlighted in the introduction, the advisories to stay at home and adhere to safety
measures might have decreased fatalities from other causes. This includes fewer
accidents due to decreased traffic and diminished spread of other infectious diseases due
to social distancing and improved hygiene practices. In this context, the excess mortality
attributed to COVID-19 might appear less severe, being partially balanced by these
reductions. Furthermore, it could result in an overall decrease in the risk of mortality.
Figure 1 shows those population subgroups that continued to make mortality
improvements in 20206 compared to 2019. The purple bars represent the observed relative
mortality decrease in 2020 as compared to 2019. The orange bars represent the
hypothetical relative decrease in mortality if the observed COVID-19 deaths in 2020 were
excluded from the relevant calculation. The difference between the orange and purple
bars represents the share of deaths in each group directly attributed to COVID-19. If the
orange bar is notably longer than the purple one, it suggests that the overall decline in
mortality was small when including COVID-19-related deaths. In total, the groups in
Figure 1 comprise 2,706 deaths, which is a very small portion of overall mortality (3.5%
of all deaths). Overall, higher relative changes tend to be observed for subgroups that
have fewer deaths.

6 Defined as March 12th, 2020 to Dec 31st, 2020.
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These groups share one main characteristic: they are all of working age. The
majority are women and the largest relative improvement in mortality occurred among
the married. The sociodemographic pattern is otherwise less clear. It is worth noting that
individuals from all country-of-birth groups are represented, as well as those of both
educational levels. The group that experienced the highest relative decrease in mortality
during 2020 (i.e., the most ‘protected’) consisted of married, working-age women from
HIC (not including Sweden) with a high educational level.

If we look at differences across the waves (see Appendix A-1), we see fewer profiles
falling into the category of decreased mortality in the first wave of the pandemic than in
its second wave. However, the same set of characteristics appears in the first wave as for
the full year, suggesting that the overall pattern in 2020 was driven primarily by the
profile during the first wave of deaths. The numbers and the diversity in profiles increased
dramatically in the second wave. The latter set of profiles also includes more men and
individuals aged 65 and above.

Ultimately, we consider this figure to represent those who were able to protect
themselves better than others during the pandemic, who had a position in society that
offered more protection, or who benefited more from national pandemic
recommendations, such as working from home.
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Figure 1: Mortality improvement in 2020 compared to 2019 when including
COVID-19 mortality (purple bar) and when excluding COVID-19
mortality (orange bar), 2020 all year

Note: - refers to nonmarried / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born in
Sweden.

Figure 2 shows groups with excess mortality during 2020, compared to 2019, but
for whom mortality due to all other causes of death (i.e., not COVID-19) was lower than
in 2019. This was the most common pattern in 2020, comprising 68,260 deaths in total
(89.1% of all deaths). The smallest group comprises only 92 deaths, the largest group
12,368 deaths. This pattern is what we might call the default scenario, because we would
expect those who were at high risk of mortality in this period to be the most vulnerable
to COVID-19. This figure shows the groups for which there may have been some element
of replacement mortality in 2020, meaning that some deaths would have also occurred
without the pandemic, but due to different causes.
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We present a somewhat mirrored image of the declines and increases in mortality in
2020 compared to 2019. The purple bars on the right side represent the group-specific
observed relative excess mortality in 2020 relative to 2019, with increases in mortality
when COVID-19 deaths are included. The alternative scenario is on the left side of the
y-axis (orange bars), with relative decreases in mortality if we were to exclude the
observed COVID-19 deaths. If we assume the expected mortality in 2020 to be similar
to the 2019 levels, the orange bar can be seen as indicative of mortality replacement,
suggesting that this is the share of all deaths that would have taken place without the
COVID-19 pandemic.

The dominant characteristic in these profiles is being of pension age. Many of the
groups with the largest excess mortality in 2020 are men with an immigrant background.
Overall, there also seems to be a tendency towards being non-married and lower-
educated, with primary education being the most prevalent educational level among these
groups. The profile that had the most excess mortality due to COVID-19, and potentially
experienced a small portion of replacement mortality as well, was pension-aged men who
were married, had a low educational level, and were born in a LMIC.

We would expect to observe a substantive orange bar with a negligible purple bar
where COVID-19 mortality could be considered as having caused the deaths of
individuals who would have most likely died in 2020 without the intervention of the
pandemic. The profile that comes closest to fitting this scenario is at the bottom of the
figure: pension-aged women who were single, had a low educational level, and were
Swedish-born.
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Figure 2: Excess risk of dying in 2020 as compared to 2019 with COVID-19
mortality (purple bar) and without COVID-19 mortality (orange
bar), 2020 all year

Note: - refers to nonmarried / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born in
Sweden.

The general pattern during 2020 is again reflected in the first wave (see Appendix
A-2) but not in the second; the excess mortality in the second wave was also driven by
elderly male migrants (in particular from HIC). However, instead of seeing an increased
diversity in the profiles during the second wave, such as we saw in relation to Figure 1,
we rather see a diminished diversity over time. In other words, fewer groups experienced
excess mortality with signs of replacement mortality in the second than in the first wave.
This is what we would expect if the frailest individuals were most vulnerable to COVID-
19, confirming that the ‘dry tinder’ hypothesis can only account for a fraction of Swedish
excess mortality in 2020, as argued by Rizzi, Søgaard, and Vaupel (2022).
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Figure 3 shows all groups with excess mortality in 2020, with and without COVID-
19. The purple bars give the total observed excess mortality in percent. The difference
between the purple and the orange bar gives the excess mortality that is due to deaths
directly attributed to COVID-19. The orange bar represents the excess mortality due to
all other causes of death, meaning that mortality from causes other than COVID-19 was
also higher in 2020 than in 2019. The size of the orange bar could be indicative of the
amount of under-reporting of COVID-19 deaths, the amount of indirect effects of the
COVID-19 pandemic on other causes of death, or a mixture of both. The groups
experiencing this pattern are heterogeneous, as are the effect sizes in terms of their
observed excess mortality. In total, these groups comprise a minority of 5,661 deaths
(7.4% of all deaths), ranging from just 36 deaths to 2,523 deaths in any single group in
2020. The vast majority of groups exhibiting this pattern include foreign-born individuals
with relatively few deaths in total. The profile that experienced the largest relative amount
of under-reporting or indirect COVID-19 deaths was working-age women who were non-
married, low-educated, and born in a LMIC.

Separating the first and second COVID-19 waves in Sweden, we found a more equal
coverage of groups according to country of birth that experienced under-reporting or
indirect deaths in the first than in the second wave of the pandemic. In the second wave
the picture changed dramatically and only foreign-born groups experienced excess
mortality with and without including COVID-19 deaths. This indicates a continued
under-reporting of COVID-19 deaths or indirect effects of the COVID-19 pandemic on
other causes of death for these specific groups, particularly those born in a LMIC. No
Sweden-born group continued to experience this pattern in the second half of 2020 (see
Appendix Figure A-3).
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Figure 3: Excess risk of dying in 2020 as compared to 2019 with COVID-19
mortality (purple bar) and without COVID-19 mortality (orange
bar), 2020 all year

Note: - refers to non-married / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born
in Sweden.

Lastly, in Figures 4 and 5 we explore how the relative changes in mortality observed
in Figures 1–3 translate into changes in the absolute risk of dying. These figures thus
show the magnitude of observed changes, which of the groups were driving overall
excess mortality in Sweden in 2020, and whether the observed changes had an impact on
sociodemographic inequalities prevailing before the onset of the COVID-19 pandemic.
Groups are organized so that all combinations of characteristics are sorted by country of
birth. Figure 4 gives the results for the working-age population (ages 21–65) and
compares the absolute mortality from all causes of death in 2020 with and without
COVID-19, with the mortality observed in 2019. The figure does not reveal a clear
pattern of elevated mortality in 2020, with some groups dying less even when COVID-
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19 is included and some dying more than in 2019. A main takeaway is that the mortality
among Swedes and immigrants from high-income countries was higher than for
immigrants from LMICs both before and during the COVID-19 pandemic. However, the
gap in mortality between LMIC migrants and natives was reduced in 2020. For example,
at the top of the figure, it is apparent that the absolute mortality rates for women from
Sweden, HICs, and LMICs were more similar in 2020 than in 2019. Comparing Figures
3 and 4 also demonstrates that large relative mortality changes in 2020 (Figure 3) were
happening in the context of low absolute levels of mortality (Figure 4).

Figure 4: Absolute risk of dying in 2019 and 2020 at ages 21–65

Note: - refers to non-married / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born
in Sweden.

Figure 5 shows the same results for the retirement-age population (65+). This figure
confirms the elevated mortality in 2020 as compared to 2019 in almost all groups of
elderly individuals, when looking at all-cause mortality. However, if we exclude COVID-
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19 deaths, mortality was instead lower for most of the groups. Overall, in 2020, we
observe stronger relative increases in mortality among groups with migrants than among
natives. For most profiles, however, we observe high absolute mortality for individuals
from high-income countries as compared to natives. For those from low- and middle-
income countries, we continue to observe an overall mortality advantage in 2020, which
reflects the usual pattern of healthy-migrant status (Wallace and Wilson 2019).

Figure 5: Absolute risk of dying in 2019 and 2020 at ages 65+

Note: - refers to non-married / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born
in Sweden.
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5. Discussion

Since the beginning of the pandemic, approximately 6.6 million people globally have
died of COVID-19 (WHO 2020, 2023), but this is a figure that might be significantly
underestimated. This is true even in contexts that provide continuously updated mortality
data. The cumulative excess mortality during the pandemic makes COVID-19-related
mortality one of the leading causes of death worldwide during the pandemic (Vos et al.
2020; Wang et al. 2022). Understanding the true mortality impact of the COVID-19
pandemic is thus crucial for public health decision-making (Wang et al. 2022).

To assess the entire burden associated with COVID-19 deaths, excess mortality has
been suggested as an important alternative to COVID-19-specific death rates (Karlinsky
and Kobak 2021). Previous studies have shown that excess mortality during the
pandemic, estimated as the difference between the current mortality trend and that of
previous years, was not uniformly distributed within the population (Andersson et al.
2021). However, cause-specific mortality data are still essential to gain a solid
understanding of the burden associated with COVID-19 mortality. In our study, we aimed
to estimate the excess mortality in Sweden for specific sociodemographic profiles – based
on age, sex, country of birth, marital status, and education – comparing mortality rates
during the pandemic (2020) with previous mortality rates (2019), with and without
officially recorded COVID-19 deaths. More precisely, we analyzed data from Swedish
population registers that include causes of death, including COVID-19-related mortality
events. We estimated excess mortality rates both with and without COVID-19 deaths and
compared all-cause and cause-specific mortality in 2020 with all-cause mortality in 2019.
In this way, we should be better able to estimate the true extent to which the COVID-19
epidemic led to increased mortality levels and to assess the amount of underestimation of
COVID-19-related deaths in specific groups.

Mortality responses to COVID-19 varied across sociodemographic profiles, and the
impact was also obvious among others than those most heavily affected, i.e., the elderly
and foreign-born. We observed groups for which the overall effect was a decline in death
rates, groups for which COVID-19 outpaced the effect of a decline in other causes of
death, and groups for which both COVID-19 mortality and other causes of death
increased. Our study supports findings from previous research (e.g., Stokes et al. 2021):
Many of those who died in 2020 would not have done so without the impact of the
pandemic. Furthermore, we found that the share of deaths that would have occurred in
2020 without the pandemic varied considerably by sociodemographic profile. We found
two main patterns: (1) when a substantial portion of deaths was avoided in 2020, this
usually coincided with very low COVID-19 mortality, while on the other hand (2) overall
excess mortality usually coincided with very little reduction, if any, in other causes of
death. Our results indicate an underestimation of COVID-19 mortality mainly among
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individuals with a migrant background; however, we were not able to distinguish whether
this was due to under-reported COVID-19-specific deaths or collateral deaths due to other
pandemic conditions. High relative excess mortality for some migrant groups continued
into the second wave of the pandemic, when the under-reporting of COVID-19-specific
deaths presumably was less prevalent. This lends support to the argument that COVID-
19 mortality was not independent of other causes of death during the pandemic (Castro
et al. 2023).

Despite the high quality of the Swedish data, our study has some limitations. The
sociodemographic information was recorded one or two years before the pandemic,
which could lead to reduced precision in the measures for civil status and education,
particularly for young individuals who transition between different civil-status and
education categories more often than others. However, neither of these characteristics
change very frequently, unlike other measures of SES such as income. Additionally,
when looking at the absolute mortality levels, we should keep in mind that the age profiles
of different immigrant groups are quite different: The HIC category might be dominated
by Finnish immigrants (an older migrant group with relatively high mortality) and
immigrants from LMICs might be dominated by Syrians with a younger age structure
and generally lower mortality. These differences, however, do not influence our findings
regarding relative changes in mortality. Third, we consider numerous small subgroups
for whom mortality remains an infrequent event. Therefore, we must proceed with
caution when interpreting the magnitude of some of the relative changes in mortality
between 2019 and 2020. Fourth, we concur with Nepomuceno et al. (2022) regarding the
choice of baseline period for mortality comparisons. Generally, the use of an interval
spanning several years, as opposed to a single year as in our case, can present a more
stable depiction of mortality patterns for population forecasts. It is, however, important
to select a baseline period that aligns with the specific mortality trends of the country in
question. Remarkably, the life expectancy forecasts from Statistics Sweden for 2020
closely mirrored the actual life expectancy in 2019, supporting the idea that the mortality
conditions of 2019 provide the most accurate reference point for our analysis. Given
Sweden’s substantial reduction in mortality rates in recent years, comparing the 2020
data with a longer historical period would be to juxtapose 2020 with a timeframe in which
mortality rates were anomalously high.

The findings from our study contribute to the literature in multiple ways. First, our
results demonstrate a remarkable diversity in how the pandemic influenced death rates
across a range of sociodemographic groups. Our study confirms the importance of age in
estimating excess COVID-19 mortality, as well as the effects of country of origin, civil
status, and educational attainment in COVID-19 mortality (Drefahl et al. 2020; Rostila et
al. 2021).
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Second, we identified profiles according to combinations of characteristics that were
particularly unfavorable in terms of greater mortality losses. Working-age men and
women from LMICs that were married and had low levels of education had the greatest
relative excess mortality of all groups in 2020. The main group-specific mortality pattern
(89% of deaths) in 2020 was related to reduced mortality in other causes of death, but
overall excess mortality was driven by COVID-19 deaths. The profile most affected by
this pattern was pension-aged, married men that were primary educated and born in a
LMIC. Much less common (7% of group-specific deaths) was the pattern that we refer to
as representing under-reporting of COVID-19 deaths or the impact of other collateral
damage, which was most prevalent for working-age women who were non-married, low-
educated, and born in a LMIC. Reduced health-seeking behaviors, an overburdened
healthcare system, stress/anxiety due to catching the coronavirus, and a widowhood
mortality effect from losing a spouse to COVID-19 are all potential indirect factors that
could have inflated other causes of death during the course of the pandemic and may be
considered in the total toll of COVID-19.

Third, we showed that there are some groups for which the impact of the pandemic
did not lead to excess mortality. In fact, we find what can be called a ‘protection’ effect
for some groups, whereby deaths from other causes declined substantially and the effect
of adding COVID-19 mortality was negligible. These groups were all of working age,
primarily married women, and almost all were born in high-income countries, including
Sweden. In particular, the group that benefited the most was highly educated, married
women born in a HIC. We consider that these groups may have benefited in several ways.
They may have experienced less risk of infection due to the measures put in place to slow
the spread of coronavirus, such as working from home, or by taking extra precautions to
protect themselves, such as avoiding public spaces. The pandemic may also have brought
other changes in daily living that could have decreased these groups’ exposure to risk,
such as driving less. However, the measures taken during the pandemic have not always
been reported as contributing to fewer deaths from other causes such as road accidents
and the spread of influenza, either in the first wave in Sweden (Yasin, Grivna, and Abu-
Zidan 2021) or elsewhere (e.g., US National Safety Council 2021).

Our results provide evidence of some excess mortality not completely accounted for
by COVID-19 deaths. Looking at patterns during the first wave in particular, in relation
to the second wave, we interpret these as evidence of underestimated or under-reported
COVID-19-related mortality. There have been some previous indications that the
registration of COVID-19-related deaths was insufficient early in the pandemic, leading
to the underestimation of deaths associated with COVID-19 (Mungmunpuntipantip and
Wiwanitkit 2021; Rozenfeld et al. 2021; Salottolo et al. 2021).

Finally, disaggregated rates across the first two waves of the pandemic provide
additional insight into developments across time, when, later, testing became more
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widespread and the healthcare system had adjusted to the new demands. Over time we
found more groups following the ‘protected’ pattern of mortality rates, reaching a decline
in overall mortality during the second wave. As expected, we found less evidence of the
‘default’ mortality pattern in the second wave than in the first: substantially fewer groups
exhibited lower mortality rates from other causes of death while having high enough
COVID-19 mortality to generate net excess mortality. Even the small amount of
replacement mortality that we found peaked in the first wave of the pandemic but
declined in the second. And as expected, we found less evidence of underestimation of
COVID-19 mortality in the second wave compared to the first. The improvements in
testing capacity during the course of 2020 likely brought great improvements in correctly
assigning causes of death. We still found some groups with substantial excess mortality
in the second wave that could not be attributed to COVID-19, which points to the
possibility of the pandemic indirectly increasing mortality for those groups. Why the
mortality for working age, non-married, low-educated men and women born in foreign
countries in the second wave was elevated by some 50% is an important public health
question that still needs to be addressed. It remains for future research to uncover the
mortality differentials and mortality patterns that evolved during the final phases of the
pandemic in 2021, as well as the possible short- and long-term effects on all-cause and
cause-specific mortality in the immediate aftermath of the pandemic and throughout the
post-pandemic period.

6. Acknowledgments

Data availability statement

This study is produced under the Swedish Statistics Act, where privacy concerns restrict
the availability of register data for research. Aggregated data can be made available by
the authors, conditional on ethical vetting. The authors access the individual-level data
through Statistics Sweden’s micro-online access system MONA. The authors linked data
from the Historical Population Register (HBR), the Register of the Total Population
(RTB), the Cause of Death Register, and the Longitudinal integrated database for health
insurance and labor market studies (LISA). More information about data availability and
data access can be obtained from: https://www.scb.se/en/services/guidance-for-
researchers-anduniversities/mona–a-system-for-delivering-microdata/.

https://www.scb.se/en/services/guidance-for-researchers-anduniversities/mona%E2%80%93a-system-for-delivering-microdata/
https://www.scb.se/en/services/guidance-for-researchers-anduniversities/mona%E2%80%93a-system-for-delivering-microdata/


Mussino et al.: Lives saved, lives lost, and under-reported COVID-19 deaths in Sweden

22 https://www.demographic-research.org

Funding statement

We are grateful for financial support from the Swedish Research Council for Health,
Working Life, and Welfare (FORTE) for a research project on aging, grant number 2016-
07115.

Conflict of interest disclosure

The authors declare no competing interests.

Ethics approval statement

The analyses have been approved by the Swedish Ethical Review Authority, Dnr 2020-
02199.



Demographic Research: Volume 50, Article 1

https://www.demographic-research.org 23

References

Alicandro, G., Remuzzi, G., and La Vecchia, C. (2020). Italy’s first wave of the COVID-
19 pandemic has ended: No excess mortality in May, 2020. The Lancet
396(10253): e27–28. doi:10.1016/S0140-6736(20)31865-1.

Andersson, G., Drefahl, S., Mussino, E., Modig, K., and Meyer, A. (2021). Dödlighet
och sjuklighet i Covid-19 i Sverige under mars 2020 – februari 2021. Stockholm:
Corona Kommissionen.

Aradhya, S., Brandén, M., Drefahl, S., Obućina, O., Andersson, G., Rostila, M., Mussino,
E., and Juárez, S.P. (2021). Intermarriage and COVID-19 mortality among
immigrants. A population-based cohort study from Sweden. BMJ Open 11(9):
e048952. doi:10.1136/bmjopen-2021-048952.

Beaney, T., Clarke, J.M., Jain, V., Golestaneh, A.K., Lyons, G., Salman, D., and Majeed,
A. (2020). Excess mortality: The gold standard in measuring the impact of
COVID-19 worldwide? Journal of the Royal Society of Medicine 113(9): 329–
334. doi:10.1177/0141076820956802.

Biswas, R.K., Afiaz, A., and Huq, S. (2020). Underreporting COVID-19: The curious
case of the Indian subcontinent. Epidemiology and Infection 148: e207.
doi:10.1017/S0950268820002095.

Blangiardo, M., Cameletti, M., Pirani, M., Corsetti, G., Battaglini, M., and Baio, G.
(2020). Estimating weekly excess mortality at sub-national level in Italy during
the COVID-19 pandemic. PLOS ONE 15(10): e0240286. doi:10.1371/journal.
pone.0240286.

Boka, D.M. and Wainer, H. (2020). How can we estimate the death toll from COVID-
19? CHANCE 33(3): 67–72. doi:10.1080/09332480.2020.1787743.

Bradshaw, D., Dorrington, R.E., Laubscher, R., Moultrie, T.A., and Groenewald, P.
(2021). Tracking mortality in near to real time provides essential information
about the impact of the COVID-19 pandemic in South Africa in 2020. South
African Medical Journal 111(8): 732. doi:10.7196/SAMJ.2021.v111i8.15809.

Brandén, M., Aradhya, S., Kolk, M., Härkönen, J., Drefahl, S., Malmberg, B., Rostila,
M., Cederström, A., Andersson, G., and Mussino, E. (2020). Residential context
and COVID-19 mortality among adults aged 70 years and older in Stockholm: A
population-based, observational study using individual-level data. The Lancet
Healthy Longevity 1(2): e80–88. doi:10.1016/S2666-7568(20)30016-7.

https://doi.org/10.1016/S0140-6736(20)31865-1
https://doi.org/10.1136/bmjopen-2021-048952
https://doi.org/10.1177/0141076820956802
https://doi.org/10.1017/S0950268820002095
https://doi.org/10.1371/journal.pone.0240286
https://doi.org/10.1371/journal.pone.0240286
https://doi.org/10.1080/09332480.2020.1787743
https://doi.org/10.7196/SAMJ.2021.v111i8.15809
https://doi.org/10.1016/S2666-7568(20)30016-7


Mussino et al.: Lives saved, lives lost, and under-reported COVID-19 deaths in Sweden

24 https://www.demographic-research.org

Calderón-Larrañaga, A., Dekhtyar, S., Vetrano, D.L., Bellander, T., and Fratiglioni, L.
(2020). COVID-19: Risk accumulation among biologically and socially
vulnerable older populations. Ageing Research Reviews 63. doi:10.1016/j.arr.
2020.101149.

Castro, M.C., Gurzenda, S., Turra, C.M., Kim, S., Andrasfay, T., and Goldman, N.
(2023). Research Note: COVID-19 is not an independent cause of death.
Demography 60(2): 343–349. doi:10.1215/00703370-10575276.

Davies, B., Parkes, B.L., Bennett, J., Fecht, D., Blangiardo, M., Ezzati, M., and Elliott,
P. (2021). Community factors and excess mortality in first wave of the COVID-
19 pandemic in England. Nature Communications 12(1): 3755. doi:10.1038/s41
467-021-23935-x.

Dinmohamed, A.G., Visser, O., Verhoeven, R.H.A., Louwman, M.W.J., van Nederveen,
F.H., Willems, S.M., Merkx, M.A.W., Lemmens, V.E.P.P., Nagtegaal, I.D., and
Siesling, S. (2020). Fewer cancer diagnoses during the COVID-19 epidemic in the
Netherlands. The Lancet Oncology 21(6): 750–751. doi:10.1016/S1470-2045(20)
30265-5.

Dong, E., Du, H., and Gardner, L. (2020). An interactive web-based dashboard to track
COVID-19 in real time. The Lancet Infectious Diseases 20(5): 533–534.
doi:10.1016/S1473-3099(20)30120-1.

Drefahl, S. (2010). How does the age gap between partners affect their survival?
Demography 47(2): 313–326. doi:10.1353/dem.0.0106.

Drefahl, S., Wallace, M., Mussino, E., Aradhya, S., Kolk, M., Brandén, M., Malmberg,
B., and Andersson, G. (2020). A population-based cohort study of socio-
demographic risk factors for COVID-19 deaths in Sweden. Nature
Communications 11(1): 5097. doi:10.1038/s41467-020-18926-3.

Folino, A.F., Zorzi, A., Cernetti, C., Marchese, D., Pasquetto, G., Roncon, L., Saccà, S.,
Themistoclakis, S., Turiano, G., Verlato, R., Perazzolo Marra, M., Gregori, D.,
and Iliceto, S. (2020). Impact of COVID-19 epidemic on coronary care unit
accesses for acute coronary syndrome in Veneto region, Italy. American Heart
Journal 226: 26–28. doi:10.1016/j.ahj.2020.04.021.

Ghafari, M., Kadivar, A., and Katzourakis, A. (2021). Excess deaths associated with the
Iranian COVID-19 epidemic: A province-level analysis. International Journal of
Infectious Diseases 107: 101–115. doi:10.1016/j.ijid.2021.04.015.

https://doi.org/10.1016/j.arr.2020.101149
https://doi.org/10.1016/j.arr.2020.101149
https://doi.org/10.1215/00703370-10575276
https://doi.org/10.1038/s41467-021-23935-x
https://doi.org/10.1038/s41467-021-23935-x
https://doi.org/10.1016/S1470-2045(20)30265-5
https://doi.org/10.1016/S1470-2045(20)30265-5
https://doi.org/10.1016/S1473-3099(20)30120-1
https://doi.org/10.1353/dem.0.0106
https://doi.org/10.1038/s41467-020-18926-3
https://doi.org/10.1016/j.ahj.2020.04.021
https://doi.org/10.1016/j.ijid.2021.04.015


Demographic Research: Volume 50, Article 1

https://www.demographic-research.org 25

Ghislandi, S., Muttarak, R., Sauerberg, M., and Scotti, B. (2020). News from the front:
Estimation of excess mortality and life expectancy in the major epicenters of the
COVID-19 pandemic in Italy. preprint. Health Policy. doi:10.1101/2020.
04.29.20084335.

Herby, J. (2020). Mortality displacement: Exceptionally many vulnerable – ‘dry tinder’
– in Sweden prior to COVID-19. Available at SSRN. doi:10.2139/ssrn.3702595.

Hollinghurst, J., Lyons, J., Fry, R., Akbari, A., Gravenor, M., Watkins, A., Verity, F., and
Lyons, R.A. (2021). The impact of COVID-19 on adjusted mortality risk in care
homes for older adults in Wales, UK: A retrospective population-based cohort
study for mortality in 2016–2020. Age and Ageing 50(1): 25–31.
doi:10.1093/ageing/afaa207.

Islam, N., Khunti, K., Dambha-Miller, H., Kawachi, I., and Marmot, M. (2020). COVID-
19 mortality: A complex interplay of sex, gender, and ethnicity. European Journal
of Public Health 30(5): 847–848. doi:10.1093/eurpub/ckaa150.

Islam, N., Shkolnikov, V.M., Acosta, R.J., Klimkin, I., Kawachi, I., Irizarry, R.A.,
Alicandro, G., Khunti, K., Yates, T., Jdanov, D.A., White, M., Lewington, S., and
Lacey, B. (2021). Excess deaths associated with Covid-19 pandemic in 2020: Age
and sex disaggregated time series analysis in 29 high income countries.” BMJ
373(8295): n1137. doi:10.1136/bmj.n1137.

Kaczorowski, J. and Del Grande, C. (2021). Beyond the tip of the iceberg: Direct and
indirect effects of COVID-19. The Lancet Digital Health 3(4): e205–206.
doi:10.1016/S2589-7500(21)00024-8.

Karanikolos, M. and McKee, M. (2020). How comparable is COVID-19 mortality across
countries? Cross-country analysis. (COVID-19 Health System Response
Monitor). Retrieved January 23, 2023 https://analysis.covid19healthsystem.org/
index.php/2020/06/04/how-comparable-is-covid-19-mortality-across-countries/.

Karlinsky, A. and Kobak, D. (2021). Tracking excess mortality across countries during
the COVID-19 pandemic with the world mortality dataset. eLife 10: e69336.
doi:10.7554/eLife.69336.

Kepp, K.P., Björk, J., Kontis, V., Parks, R.M., Bæk, K.T., Emilsson, L., and Lallukka, T.
(2022). Estimates of excess mortality for the five Nordic countries during the
COVID-19 pandemic 2020−2021. International Journal of Epidemiology 51(6):
1722–1732. doi:10.1093/ije/dyac204.

Kobak, D. (2021). Excess mortality reveals COVID’s true toll in Russia. Significance
18(1): 16–19. doi:10.1111/1740-9713.01486.

https://doi.org/10.1101/2020.04.29.20084335
https://doi.org/10.1101/2020.04.29.20084335
https://doi.org/10.2139/ssrn.3702595
https://doi.org/10.1093/ageing/afaa207
https://doi.org/10.1093/eurpub/ckaa150
https://doi.org/10.1136/bmj.n1137
https://doi.org/10.1016/S2589-7500(21)00024-8
https://analysis.covid19healthsystem.org/index.php/2020/06/04/how-comparable-is-covid-19-mortality-across-countries/
https://analysis.covid19healthsystem.org/index.php/2020/06/04/how-comparable-is-covid-19-mortality-across-countries/
https://doi.org/10.7554/eLife.69336
https://doi.org/10.1093/ije/dyac204
https://doi.org/10.1111/1740-9713.01486


Mussino et al.: Lives saved, lives lost, and under-reported COVID-19 deaths in Sweden

26 https://www.demographic-research.org

Kolk, M., Drefahl, S., Wallace, M., and Andersson, G. (2022). Excess mortality and
COVID-19 in Sweden in 2020: A demographic account. Vienna Yearbook of
Population Research 2022: 317–348. doi:10.1553/populationyearbook2022.
res2.2.

Konstantinoudis, G., Cameletti, M., Gómez-Rubio, V., León Gómez, I., Pirani, M., Baio,
G., Larrauri, A., Riou, J., Egger, M., Vineis, P., and Blangiardo, M. (2022).
Regional excess mortality during the 2020 COVID-19 pandemic in five European
countries. Nature Communications 13(1): 482. doi:10.1038/s41467-022-28157-3.

Kontis, V., Bennett, J.E., Rashid, T., Parks, R.M., Pearson-Stuttard, J., Guillot, M.,
Asaria, P., Zhou, B., Battaglini, M., Corsetti, G., McKee, M., Di Cesare, M.,
Mathers, C.D., and Ezzati, M. (2020). Magnitude, demographics and dynamics of
the effect of the first wave of the COVID-19 pandemic on all-cause mortality in
21 industrialized countries. Nature Medicine 26(12): 1919–1928. doi:10.1038/
s41591-020-1112-0.

Kung, S., Doppen, M., Black, M., Hills, T., and Kearns, N. (2021). Reduced mortality in
New Zealand during the COVID-19 pandemic. The Lancet 397(10268): 25.
doi:10.1016/S0140-6736(20)32647-7.

Kupek, E. (2021). How many more? Under‐reporting of the COVID‐19 deaths in Brazil
in 2020. Tropical Medicine and International Health 26(9): 1019–1028.
doi:10.1111/tmi.13628.

Lau, H., Khosrawipour, T., Kocbach, P., Ichii, H., Bania, J., and Khosrawipour, V.
(2021). Evaluating the massive underreporting and undertesting of COVID-19
cases in multiple global epicenters. Pulmonology 27(2): 110–115. doi:10.1016/
j.pulmoe.2020.05.015.

Li, X., Xu, S., Yu, M., Wang, K., Tao, Y., Zhou, Y., Shi, J., Zhou, M., Wu, B., Yang, Z.,
Zhang, C., Yue, J., Zhang, Z., Renz, H., Liu, X., Xie, J., Xie, M., and Zhao, J.
(2020). Risk factors for severity and mortality in adult COVID-19 inpatients in
Wuhan. Journal of Allergy and Clinical Immunology 146(1): 110–118.
doi:10.1016/j.jaci.2020.04.006.

Li, Y., Fang, F., and He, M. (2020). RESEARCHFactors associated with nursing homesʼ
late participation in COVID‐19 reporting. Journal of the American Geriatrics
Society 68(11): 2468–2469. doi:10.1111/jgs.16810.

Milken Institute (2018). Ascertainment of the estimated excess mortality from hurricane
Maria in Puerto Rico. Milken Institute School of Public Health.

https://doi.org/10.1553/populationyearbook2022.res2.2
https://doi.org/10.1553/populationyearbook2022.res2.2
https://doi.org/10.1038/s41467-022-28157-3
https://doi.org/10.1038/s41591-020-1112-0
https://doi.org/10.1038/s41591-020-1112-0
https://doi.org/10.1016/S0140-6736(20)32647-7
https://doi.org/10.1111/tmi.13628
https://doi.org/10.1016/j.pulmoe.2020.05.015
https://doi.org/10.1016/j.pulmoe.2020.05.015
https://doi.org/10.1016/j.jaci.2020.04.006
https://doi.org/10.1111/jgs.16810


Demographic Research: Volume 50, Article 1

https://www.demographic-research.org 27

Modi, C, Böhm, V., Ferraro, S., Stein, G., and Seljak, U. (2021). Estimating COVID-19
mortality in Italy early in the COVID-19 pandemic. Nature Communications
12(1): 2729. doi:10.1038/s41467-021-22944-0.

Modig, K., Lambe, M., Ahlbom, A., and Ebeling, M. (2021). Excess mortality for men
and women above age 70 according to level of care during the first wave of
COVID-19 pandemic in Sweden: A population-based study. The Lancet Regional
Health – Europe 4(100072). doi:10.1016/j.lanepe.2021.100072.

Msemburi, W., Karlinsky, A., Knutson, V., Aleshin-Guendel, S., Chatterji, S., and
Wakefield, J. (2023). The WHO estimates of excess mortality associated with the
COVID-19 pandemic. Nature 613(7942): 130–137. doi:10.1038/s41586-022-
05522-2.

Mungmunpuntipantip, R. and Wiwanitkit, V. (2021). The COVID-19 pandemic and
traffic accidents. South African Medical Journal 111(3): 192. doi:10.7196/
SAMJ.2021.v111i3.15531.

Murray, C.J.L., Lopez, A.D., Chin, B., Feehan, D., and Hill, K.H. (2006). Estimation of
potential global pandemic influenza mortality on the basis of vital registry data
from the 1918–20 pandemic: A quantitative analysis. The Lancet 368(9554):
2211–2218. doi:10.1016/S0140-6736(06)69895-4.

National Center for Statistics and Analysis (2021, May).Early estimate of motor vehicle
traffic fatalities in 2020. (Crash•Stats Brief Statistical Summary. Report DOT HS
813 115). National Highway Traffic Safety Administration.

Nepomuceno, M.R., Klimkin, I., Jdanov, D.A., Alustiza‐Galarza, A., and Shkolnikov,
V.M. (2022). Sensitivity analysis of excess mortality due to the COVID‐19
pandemic. Population and Development Review 48(2): 279–302. doi:10.1111/
padr.12475.

Remund, A., Camarda, C.G., and Riffe, T. (2018). A cause-of-death decomposition of
young adult excess mortality. Demography 55(3): 957–978. doi:10.1007/s13524-
018-0680-9.

Riffe, T., Acosta, E., and the COVerAGE-DB team (2021). Data resource profile:
COVerAGE-DB: A global demographic database of COVID-19 cases and deaths.
International Journal of Epidemiology 50(2): 390–390f. doi:10.1093/ije/dyab027.

Rizzi, S., Søgaard, J., and Vaupel, J.W. (2022). High excess deaths in Sweden during the
first wave of COVID-19: Policy deficiencies or ‘dry tinder’? Scandinavian
Journal of Public Health 50(1): 33–37. doi:10.1177/14034948211027818.

https://doi.org/10.1038/s41467-021-22944-0
https://doi.org/10.1016/j.lanepe.2021.100072
https://doi.org/10.1038/s41586-022-05522-2
https://doi.org/10.1038/s41586-022-05522-2
https://doi.org/10.7196/SAMJ.2021.v111i3.15531
https://doi.org/10.7196/SAMJ.2021.v111i3.15531
https://doi.org/10.1016/S0140-6736(06)69895-4
https://doi.org/10.1111/padr.12475
https://doi.org/10.1111/padr.12475
https://doi.org/10.1007/s13524-018-0680-9
https://doi.org/10.1007/s13524-018-0680-9
https://doi.org/10.1093/ije/dyab027
https://doi.org/10.1177/14034948211027818


Mussino et al.: Lives saved, lives lost, and under-reported COVID-19 deaths in Sweden

28 https://www.demographic-research.org

Rizzi, S., Strozza, C., and Zarulli, V. (2022). Sex-differences in excess death risk during
the COVID-19 pandemic: An analysis of the first wave across Italian regions.
What have we learned? Genus 78(1): 24. doi:10.1186/s41118-022-00172-8.

Rostila, M., Cederström, A., Wallace, M., Brandén, M., Malmberg, B., and Andersson,
G. (2021). Disparities in COVID-19 deaths by country of birth in Stockholm,
Sweden: A total population based cohort study. American Journal of
Epidemiology 190(8): 1510–1518. doi:10.1093/aje/kwab057.

Rozenfeld, M., Peleg, K., Givon, A., Bala, M., Shaked, G., Bahouth, H., and Bodas, M.
(2021). COVID-19 changed the injury patterns of hospitalized patients.
Prehospital and Disaster Medicine 36(3): 251–259. doi:10.1017/S1049023X2
1000285.

Salottolo, K., Caiafa, R., Mueller, J., Tanner, A., Carrick, M.M. Lieser, M., Berg, G., and
Bar-Or, D. (2021). Multicenter study of US trauma centers examining the effect
of the COVID-19 pandemic on injury causes, diagnoses and procedures. Trauma
Surgery and Acute Care Open 6(1): e000655. doi:10.1136/tsaco-2020-000655.

Sanmarchi, F., Golinelli, D., Lenzi, J., Esposito, F., Capodici, A., Reno, C., and
Gibertoni, D. (2021). Exploring the gap between excess mortality and COVID-19
deaths in 67 countries. JAMA Network Open 4(7): e2117359. doi:10.1001/jamanet
workopen.2021.17359.

SCB (2020a). Excess mortality in Sweden is followed by mortality deficit. Stockholm:
Statistics Sweden. Retrieved January 23, 2023 https://www.scb.se/en/About-
us/news-and-press-releases/excess-mortality-in-sweden-is-followed-by-
mortality-deficit/.

SCB (2020b). The future population of Sweden 2020–2070. BE 18 SM 2001. Stockholm:
Statistics Sweden.

Schwarz, V., Mahfoud, F., Lauder, L., Reith, W., Behnke, S., Smola, S., Rissland, J.,
Pfuhl, T., Scheller, B., Böhm, M., and Ewen, S. (2020). Decline of emergency
admissions for cardiovascular and cerebrovascular events after the outbreak of
COVID-19. Clinical Research in Cardiology 109(12): 1500–1506. doi:10.1007/
s00392-020-01688-9.

Scortichini, M., Schneider dos Santos, R., De’ Donato, F., De Sario, M., Michelozzi, P.,
Davoli, M., Masselot, P., Sera, F., and Gasparrini, A. (2021). Excess mortality
during the COVID-19 outbreak in Italy: A two-stage interrupted time-series
analysis. International Journal of Epidemiology 49(6): 1909–1917.
doi:10.1093/ije/dyaa169.

https://doi.org/10.1186/s41118-022-00172-8
https://doi.org/10.1093/aje/kwab057
https://doi.org/10.1017/S1049023X21000285
https://doi.org/10.1017/S1049023X21000285
https://doi.org/10.1136/tsaco-2020-000655
https://doi.org/10.1001/jamanetworkopen.2021.17359
https://doi.org/10.1001/jamanetworkopen.2021.17359
https://www.scb.se/en/About-us/news-and-press-releases/excess-mortality-in-sweden-is-followed-by-mortality-deficit/
https://www.scb.se/en/About-us/news-and-press-releases/excess-mortality-in-sweden-is-followed-by-mortality-deficit/
https://www.scb.se/en/About-us/news-and-press-releases/excess-mortality-in-sweden-is-followed-by-mortality-deficit/
https://doi.org/10.1007/s00392-020-01688-9
https://doi.org/10.1007/s00392-020-01688-9
https://doi.org/10.1093/ije/dyaa169


Demographic Research: Volume 50, Article 1

https://www.demographic-research.org 29

Shilling, F. and Waetjen, D. (2020). Special Report(Update): Impact of COVID19
mitigation on numbers and costs of California traffic crashes. UC Davis: Road
Ecology Center.

Simonsen, L., Spreeuwenberg, P., Lustig, R., Taylor, R.J., Fleming, D.M., Kroneman,
M., Van Kerkhove, M.D., Mounts, A.W., Paget, W.J., and the GLaMOR
Collaborating Teams (2013). Global mortality estimates for the 2009 influenza
pandemic from the GLaMOR project: A modeling study. PLoS Medicine 10(11):
e1001558. doi:10.1371/journal.pmed.1001558.

Spiegelhalter, D. (2020). Coronavirus deaths: How does Britain compare with other
countries? The Guardian April 30.

Stang, A., Standl, F., Kowall, B., Brune, B., Böttcher, J., Brinkmann, M., Dittmer, U.,
and Jöckel, K.-H. (2020). Excess mortality due to COVID-19 in Germany.
Journal of Infection 81(5): 797–801. doi:10.1016/j.jinf.2020.09.012.

Stokes, A.C., Lundberg, D.J., Elo, I.T., Hempstead, K., Bor, J., and Preston, S.H. (2021).
COVID-19 and excess mortality in the United States: A county-level analysis.
PLOS Medicine 18(5): e1003571. doi:10.1371/journal.pmed.1003571.

The Lancet (2020). Editorial – The gendered dimensions of COVID-19. The Lancet
395(10231): 1168. doi:10.1016/S0140-6736(20)30823-0.

Varkey, S., Kandpal, E., and Neelsen, S. (2022). Why addressing inequality must be
central to pandemic preparedness. BMJ Global Health 7(9): e010453.
doi:10.1136/bmjgh-2022-010453.

Vestergaard, L.S., Nielsen, J., Richter, L., Schmid, D., Bustos, N., Braeye, T., Denissov,
G., Veideman, T., Luomala, O., Möttönen, T., Fouillet, A., Caserio-Schönemann,
C., an der Heiden, M., Uphoff, H., Lytras, T., Gkolfinopoulou, K., Paldy, A.,
Domegan, L., O’Donnell, J., de’ Donato, F., Noccioli, F., Hoffmann, P., Velez,
T., England, K., van Asten, L., White, R.A., Tønnessen, R., da Silva, S.P.,
Rodrigues, A.P., Larrauri, A., Delgado-Sanz, C., Farah, A., Galanis, I., Junker, C.,
Perisa, D., Sinnathamby, M., Andrews, N., O’Doherty, M., Marquess, D.F.P.,
Kennedy, S., Olsen, S.J., Pebody, R., ECDC Public Health Emergency Team for
COVID-19, Krause, T.G., and Mølbak, K. (2020). Excess all-cause mortality
during the COVID-19 pandemic in Europe – Preliminary pooled estimates from
the EuroMOMO Network, March to April 2020. Eurosurveillance 25(26).
doi:10.2807/1560-7917.ES.2020.25.26.2001214.

Viboud, C., Grais, R.F., Lafont, B.A.P., Miller, M.A., Simonsen, L., and Multinational
Influenza Seasonal Mortality Study Group (2005). Multinational impact of the

https://doi.org/10.1371/journal.pmed.1001558
https://doi.org/10.1016/j.jinf.2020.09.012
https://doi.org/10.1371/journal.pmed.1003571
https://doi.org/10.1016/S0140-6736(20)30823-0
https://doi.org/10.1136/bmjgh-2022-010453
https://doi.org/10.2807/1560-7917.ES.2020.25.26.2001214


Mussino et al.: Lives saved, lives lost, and under-reported COVID-19 deaths in Sweden

30 https://www.demographic-research.org

1968 Hong Kong influenza pandemic: Evidence for a smoldering pandemic. The
Journal of Infectious Diseases 192(2): 233–248. doi:10.1086/431150.

Viboud, C., Simonsen, L., Fuentes, R., Flores, J., Miller, M.A., and Chowell, G. (2016).
Global mortality impact of the 1957–1959 influenza pandemic. Journal of
Infectious Diseases 213(5): 738–745. doi:10.1093/infdis/jiv534.

Vos, T., Lim, S.S., Abbafati, C., Abbas, K.M., Abbasi, M., Abbasifard, M., Abbasi-
Kangevari, M., Abbastabar, H., Abd-Allah, F., Abdelalim, A., Abdollahi, M.,
Abdollahpour, I., Abolhassani, H., Aboyans, V., Abrams, E.M., Guimarães
Abreu, L., Abrigo, M.R.M., Abu-Raddad, L.J., Abushouk, A.I., Acebedo, A.,
Ackerman, I.N., Adabi, M., Adamu, A.A., Adebayo, O.M., Adekanmbi, V.,
Adelson, J.D., Adetokunboh, DavoO.O., Adham, D., Afshari, M., Afshin, A.,
Agardh, E.E., Agarwal, G., Agesa, K.M., Aghaali, M., Aghamir, S.M.K.,
Agrawal, A., Ahmad, T., Ahmadi, A., Ahmadi, M., Ahmadieh, H., Ahmadpour,
E., Akalu, T.Y., Akinyemi, R.O., Akinyemiju, T., Akombi, B., Al-Aly, Z., Alam,
K., Alam, N., Alam, S., Alam, T., Alanzi, T.M., Albertson, S.B., Alcalde-Rabanal,
J.E., Alema, N.M., Ali, M., and Ali, S. (2020). Global burden of 369 diseases and
injuries in 204 countries and territories, 1990–2019: A systematic analysis for the
Global Burden of Disease Study 2019. The Lancet 396(10258): 1204–1222.
doi:10.1016/S0140-6736(20)30925-9.

Wallace, M. and Kulu, H. (2014). Low immigrant mortality in England and Wales: A
data artefact? Social Science and Medicine 120: 100–109. doi:10.1016/j.socsci
med.2014.08.032.

Wallace, M. and Wilson, B. (2019). Migrant mortality advantage versus origin and the
selection hypothesis. Population and Development Review 45(4): 767–794.
doi:10.1111/padr.12298.

Wang, H., Paulson, K.R., Pease, S.A., Watson, S., Comfort, H., Zheng, P., Aravkin, A.Y.,
Bisignano, C., Barber, R.M., Alam, T., Fuller, J.E., May, E.A., Phan Jones, D.,
Frisch, M.E., Abbafati, C., Adolph, C., Allorant, A., Amlag, J.O., Bang-Jensen,
B., Bertolacci, G.J., Bloom, S.S., Carter, A., Castro, E., Chakrabarti, S.,
Chattopadhyay, J., Cogen, R.M., Collins, J.K., Cooperrider, K., Dai, X., Dangel,
W.J., Daoud, F., Dapper, C., Deen, A., Duncan, B.B., Erickson, M., Ewald, S.B.,
Fedosseeva, T., Ferrari, A.J., Frostad, J.J., Fullman, N., Gallagher, J.,
Gamkrelidze, A., Guo, G., He, J., Helak, M., Henry, N.J., Hulland, E.N., Huntley,
B.M., Kereselidze, M., Lazzar-Atwood, A., LeGrand, K.E., Lindstrom, A.,
Linebarger, E., Lotufo, P.A., Lozano, R., Magistro, B., Carvalho Malta, D.,
Månsson, J., Mantilla Herrera, A.M., Marinho, F., Mirkuzie, A.H., Misganaw,
A.T., Monasta, L., Naik, P., Nomura, S., O’Brien, E.G., O’Halloran, J.K., Olana,

https://doi.org/10.1086/431150
https://doi.org/10.1093/infdis/jiv534
https://doi.org/10.1016/S0140-6736(20)30925-9
https://doi.org/10.1016/j.socscimed.2014.08.032
https://doi.org/10.1016/j.socscimed.2014.08.032
https://doi.org/10.1111/padr.12298


Demographic Research: Volume 50, Article 1

https://www.demographic-research.org 31

L.T., Ostroff, S.M., Penberthy, L., Reiner Jr, R.C., Reinke, G., Ribeiro, A.L.P.,
Santomauro, D.F., Schmidt, M.I., Shaw, D.H., Sheena, B.S., Sholokhov, A.,
Skhvitaridze, N., Sorensen, R.J.D., Spurlock, E.E., Syailendrawati, R., Topor-
Madry, R., Troeger, C.E., Walcott, R., Walker, A., Wiysonge, C.S., Worku, N.A.,
Zigler, B., Pigott, D.M., Naghavi, M., Mokdad, A.H., Lim, S.S., Hay, S.I.,
Gakidou, E., and Murray, C.J.L. (2022). Estimating excess mortality due to the
COVID-19 pandemic: A systematic analysis of COVID-19-related mortality,
2020–21. The Lancet 399(10334): 1513–1536. doi:10.1016/S0140-6736(21)027
96-3.

Weinberger, D.M., Chen, J., Cohen, T., Crawford, F.W., Mostashari, F., Olson, D.,
Pitzer, V.E., Reich, N.G., Russi, M., Simonsen, L., Watkins, A., and Viboud, C.
(2020). Estimation of excess deaths associated with the COVID-19 pandemic in
the United States, March to May 2020. JAMA Internal Medicine 180(10): 1336.
doi:10.1001/jamainternmed.2020.3391.

WHO (2020). The true death toll of COVID-19: Estimating global excess mortality.
Retrieved January 23, 2023 https://www.who.int/data/stories/the-true-death-toll-
of-covid-19-estimating-global-excess-mortality.

WHO (2023). WHO Coronavirus (COVID-19) Dashboard. Retrieved January 23, 2023
https://covid19.who.int.

Williamson, E.J., Walker, A.J., Bhaskaran, K., Bacon, S., Bates, C., Morton, C.E., Curtis,
H.J., Mehrkar, A., Evans, D., Inglesby, P., Cockburn, J., McDonald, H.I.,
MacKenna, B., Tomlinson, L., Douglas, I.J., Rentsch, C.T., Mathur, R., Wong,
A.Y.S., Grieve, R., Harrison, D., Forbes, H., Schultze, A., Croker, R., Parry, J.,
Hester, F., Harper, S., Perera, R., Evans, S.J.W., Smeeth, L., and Goldacre, B.
(2020). Factors associated with COVID-19-related death using OpenSAFELY.
Nature 584(7821): 430–436. doi:10.1038/s41586-020-2521-4.

Woolf, S.H., Chapman, D.A., Sabo, R.T., Weinberger, D.M., and Hill, L. (2020a). Excess
deaths from COVID-19 and other causes, March–April 2020. JAMA 324(5): 510.
doi:10.1001/jama.2020.11787.

Woolf, S.H., Chapman, D.A., Sabo, R.T., Weinberger, D.M., Hill, L., and Taylor, D.D.H.
(2020b). Excess deaths from COVID-19 and other causes, March–July 2020.
JAMA 324(15): 1562. doi:10.1001/jama.2020.19545.

Yasin, Y.J., Grivna, M., and Abu-Zidan, F.M. (2021). Global impact of COVID-19
pandemic on road traffic collisions. World Journal of Emergency Surgery 16(1):
51. doi:10.1186/s13017-021-00395-8.

https://doi.org/10.1016/S0140-6736(21)02796-3
https://doi.org/10.1016/S0140-6736(21)02796-3
https://doi.org/10.1001/jamainternmed.2020.3391
https://www.who.int/data/stories/the-true-death-toll-of-covid-19-estimating-global-excess-mortality
https://www.who.int/data/stories/the-true-death-toll-of-covid-19-estimating-global-excess-mortality
https://covid19.who.int/
https://doi.org/10.1038/s41586-020-2521-4
https://doi.org/10.1001/jama.2020.11787
https://doi.org/10.1001/jama.2020.19545
https://doi.org/10.1186/s13017-021-00395-8


Mussino et al.: Lives saved, lives lost, and under-reported COVID-19 deaths in Sweden

32 https://www.demographic-research.org

Zubiri, L., Rosovsky, R.P., Mooradian, M.J., Piper-Vallillo, A.J., Gainor, J.F., Sullivan,
R.J., Marte, D., Boland, G.M., Gao, X., Hochberg, E.P., Ryan, D.P., McEwen, C.,
Mai, M., Sharova, T., Soumerai, T.E., Bardia, A., and Reynolds, K.L. (2021).
Temporal trends in inpatient oncology census before and during the COVID-19
pandemic and rates of nosocomial COVID-19 among patients with cancer at a
large academic center. The Oncologist 26(8): e1427–1433. doi:10.1002/onco.
13807.

https://doi.org/10.1002/onco.13807
https://doi.org/10.1002/onco.13807


Demographic Research: Volume 50, Article 1

https://www.demographic-research.org 33

Appendix

Figure A-1: (Lack of) Excess risk of dying in 2020 as compared to 2019 with
COVID-19 mortality (purple bar) and without COVID-19 mortality
(orange bar)

A WAVE 1
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Figure A-1: (Continued)

B WAVE 2

Note: - refers to non-married / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born
in Sweden.
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Figure A-2: Excess risk of dying in 2020 as compared to 2019 with COVID-19
mortality (purple bar) and without COVID-19 mortality (orange
bar)

A WAVE 1
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Figure A-2: (Continued)

B WAVE 2

Note: - refers to non-married / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born
in Sweden.
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Figure A-3: Excess risk of dying in 2020 as compared to 2019 with COVID-19
mortality (purple bar) and without COVID-19 mortality (orange
bar)

A WAVE 1
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Figure A-3: (Continued)
B WAVE 2

Note: - refers to non-married / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born
in Sweden.
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Table A-1: Absolute risk of dying in 2019 and 2020 (with and without COVID-
19) and their 95% confidence intervals (CI)

Characteristics Mortality rates

Sex Age Married Educ. Origins 2019 2020 with COVID-19 2020 without COVID-19

♂ 21–64 - 🎓 LMIC 1.34 (95% CI: 1.16, 1.55) 1.56 (95% CI: 1.42, 1.72) 1.28 (95% CI: 1.15, 1.42)
♂ 21–64 - 🎓 HIC 2.62 (95% CI: 2.25, 3.06) 2.95 (95% CI: 2.65, 3.27) 2.76 (95% CI: 2.47, 3.08)
♂ 21–64 - 🎓 SE 1.95 (95% CI: 1.86, 2.03) 2.01 (95% CI: 1.95, 2.07) 1.90 (95% CI: 1.84, 1.96)
♂ 21–64 - - LMIC 1.55 (95% CI: 1.23, 1.96) 2.24 (95% CI: 1.96, 2.56) 2.01 (95% CI: 1.74, 2.32)
♂ 21–64 - - HIC 5.76 (95% CI: 4.41, 7.52) 5.46 (95% CI: 4.49, 6.65) 4.81 (95% CI: 3.90, 5.93)
♂ 21–64 - - SE 5.36 (95% CI: 4.98, 5.76) 5.51 (95% CI: 5.24, 5.79) 5.29 (95% CI: 5.02, 5.57)
♂ 21–64 💍 🎓 LMIC 1.11 (95% CI: 0.95, 1.30) 1.73 (95% CI: 1.58, 1.89) 1.25 (95% CI: 1.12, 1.39)
♂ 21–64 💍 🎓 HIC 2.22 (95% CI: 1.84, 2.68) 1.99 (95% CI: 1.73, 2.30) 1.78 (95% CI: 1.53, 2.07)
♂ 21–64 💍 🎓 SE 1.38 (95% CI: 1.29, 1.49) 1.50 (95% CI: 1.43, 1.58) 1.44 (95% CI: 1.37, 1.51)
♂ 21–64 💍 - LMIC 1.34 (95% CI: 1.05, 1.72) 2.34 (95% CI: 2.04, 2.67) 1.70 (95% CI: 1.45, 1.99)
♂ 21–64 💍 - HIC 3.49 (95% CI: 2.20, 5.53) 2.91 (95% CI: 2.01, 4.21) 2.70 (95% CI: 1.84, 3.96)
♂ 21–64 💍 - SE 3.15 (95% CI: 2.71, 3.65) 3.10 (95% CI: 2.78, 3.46) 2.98 (95% CI: 2.67, 3.34)
♀ 21–64 - 🎓 LMIC 0.78 (95% CI: 0.64, 0.96) 0.82 (95% CI: 0.72, 0.95) 0.76 (95% CI: 0.66, 0.88)
♀ 21–64 - 🎓 HIC 1.44 (95% CI: 1.18, 1.77) 1.50 (95% CI: 1.30, 1.74) 1.40 (95% CI: 1.21, 1.63)
♀ 21–64 - 🎓 SE 1.25 (95% CI: 1.18, 1.32) 1.20 (95% CI: 1.15, 1.25) 1.15 (95% CI: 1.11, 1.20)
♀ 21–64 - - LMIC 1.58 (95% CI: 1.23, 2.03) 1.48 (95% CI: 1.24, 1.77) 1.31 (95% CI: 1.09, 1.59)
♀ 21–64 - - HIC 3.64 (95% CI: 2.44, 5.44) 5.64 (95% CI: 4.48, 7.11) 5.64 (95% CI: 4.48, 7.11)
♀ 21–64 - - SE 4.74 (95% CI: 4.28, 5.25) 4.42 (95% CI: 4.10, 4.76) 4.18 (95% CI: 3.88, 4.51)
♀ 21–64 💍 🎓 LMIC 0.72 (95% CI: 0.60, 0.87) 0.61 (95% CI: 0.52, 0.70) 0.55 (95% CI: 0.48, 0.64)
♀ 21–64 💍 🎓 HIC 1.31 (95% CI: 1.04, 1.65) 1.12 (95% CI: 0.94, 1.34) 1.08 (95% CI: 0.90, 1.30)
♀ 21–64 💍 🎓 SE 1.24 (95% CI: 1.16, 1.33) 1.10 (95% CI: 1.04, 1.16) 1.05 (95% CI: 1.00, 1.11)
♀ 21–64 💍 - LMIC 0.76 (95% CI: 0.55, 1.05) 1.20 (95% CI: 1.00, 1.44) 1.00 (95% CI: 0.82, 1.22)
♀ 21–64 💍 - HIC 3.83 (95% CI: 2.35, 6.26) 2.36 (95% CI: 1.49, 3.75) 2.10 (95% CI: 1.29, 3.43)
♀ 21–64 💍 - SE 2.84 (95% CI: 2.32, 3.48) 3.03 (95% CI: 2.62, 3.50) 2.80 (95% CI: 2.41, 3.25)
♂ 65+ - 🎓 LMIC 25.56 (95% CI: 22.35, 29.23) 32.89 (95% CI: 30.42, 35.57) 25.64 (95% CI: 23.47, 28.02)
♂ 65+ - 🎓 HIC 48.18 (95% CI: 44.81, 51.81) 55.72 (95% CI: 53.22, 58.33) 45.37 (95% CI: 43.12, 47.73)
♂ 65+ - 🎓 SE 47.02 (95% CI: 45.96, 48.11) 50.10 (95% CI: 49.36, 50.86) 42.90 (95% CI: 42.21, 43.60)
♂ 65+ - - LMIC 42.87 (95% CI: 36.15, 50.85) 50.45 (95% CI: 45.45, 56.01) 36.98 (95% CI: 32.73, 41.78)
♂ 65+ - - HIC 73.06 (95% CI: 67.18, 79.45) 79.80 (95% CI: 75.53, 84.31) 64.97 (95% CI: 61.13, 69.05)
♂ 65+ - - SE 75.31 (95% CI: 73.52, 77.15) 79.05 (95% CI: 77.79, 80.34) 68.36 (95% CI: 67.18, 69.55)
♂ 65+ 💍 🎓 LMIC 19.46 (95% CI: 17.39, 21.79) 27.55 (95% CI: 25.86, 29.35) 20.01 (95% CI: 18.58, 21.56)
♂ 65+ 💍 🎓 HIC 32.02 (95% CI: 29.73, 34.48) 33.95 (95% CI: 32.30, 35.69) 27.82 (95% CI: 26.33, 29.40)
♂ 65+ 💍 🎓 SE 26.09 (95% CI: 25.50, 26.70) 28.62 (95% CI: 28.19, 29.05) 24.68 (95% CI: 24.28, 25.09)
♂ 65+ 💍 - LMIC 28.69 (95% CI: 24.90, 33.07) 41.94 (95% CI: 38.75, 45.40) 27.28 (95% CI: 24.72, 30.09)
♂ 65+ 💍 - HIC 42.83 (95% CI: 38.72, 47.36) 51.28 (95% CI: 48.08, 54.69) 41.42 (95% CI: 38.55, 44.50)
♂ 65+ 💍 - SE 43.68 (95% CI: 42.48, 44.91) 47.97 (95% CI: 47.08, 48.87) 42.30 (95% CI: 41.47, 43.15)
♀ 65+ - 🎓 LMIC 17.79 (95% CI: 15.26, 20.75) 19.48 (95% CI: 17.68, 21.46) 15.87 (95% CI: 14.25, 17.66)
♀ 65+ - 🎓 HIC 39.31 (95% CI: 37.14, 41.61) 44.79 (95% CI: 43.19, 46.44) 37.67 (95% CI: 36.21, 39.19)
♀ 65+ - 🎓 SE 40.67 (95% CI: 39.90, 41.45) 42.85 (95% CI: 42.31, 43.40) 37.20 (95% CI: 36.70, 37.71)
♀ 65+ - - LMIC 35.33 (95% CI: 31.37, 39.80) 37.00 (95% CI: 34.22, 40.00) 29.39 (95% CI: 26.92, 32.07)
♀ 65+ - - HIC 76.18 (95% CI: 71.92, 80.69) 80.77 (95% CI: 77.71, 83.95) 67.36 (95% CI: 64.58, 70.27)
♀ 65+ - - SE 91.15 (95% CI: 89.50, 92.83) 93.32 (95% CI: 92.16, 94.49) 81.53 (95% CI: 80.45, 82.63)
♀ 65+ 💍 🎓 LMIC 8.48 (95% CI: 6.67, 10.80) 10.36 (95% CI: 8.96, 11.98) 8.54 (95% CI: 7.27, 10.02)
♀ 65+ 💍 🎓 HIC 14.89 (95% CI: 13.36, 16.60) 18.63 (95% CI: 17.42, 19.93) 16.40 (95% CI: 15.27, 17.62)
♀ 65+ 💍 🎓 SE 13.98 (95% CI: 13.53, 14.44) 15.26 (95% CI: 14.94, 15.60) 13.89 (95% CI: 13.58, 14.21)
♀ 65+ 💍 - LMIC 17.48 (95% CI: 14.48, 21.09) 21.25 (95% CI: 18.93, 23.85) 16.82 (95% CI: 14.78, 19.16)
♀ 65+ 💍 - HIC 27.13 (95% CI: 23.86, 30.84) 32.38 (95% CI: 29.79, 35.20) 27.34 (95% CI: 24.96, 29.93)
♀ 65+ 💍 - SE 27.56 (95% CI: 26.45, 28.72) 31.15 (95% CI: 30.31, 32.03) 27.82 (95% CI: 27.02, 28.64)

Note: - refers to non-married / primary education; LMIC = low and middle-income countries, HIC = high-income countries; SE = born
in Sweden.
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