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Summary  

• The statistics and data we have on the virus outbreak are mostly not what they appear 
to be and can be hugely misleading.  

• I sincerely hope that policy makers are not using the published data to inform their 
actions.  

• The ‘cases’ data (of confirmed positive tests) is all but meaningless.  
• Without knowing who is being tested, the number of total and negative tests and 

population size the number of cases is just a number. A crude number says very little 
about the infection rate in an area or the impact on services. 

• The lack of clarity about the government’s testing rationale (for analytical or operational 
reasons) and how the testing is changing over time, undermines the value of the data.  

• In most countries, low case numbers does not imply virus-free – they simply don’t have 
the test kits or administrative structures that allow them to test. 

• The most frequently used rate in the covid-19 era is a very misleading one – deaths 
divided by positive tests. This case fatality ratio is not the mortality rate. 

• Deaths from covid-19 are measured bizarrely in the UK – deaths at home are excluded 
yet a car crash victim who tested positive on arrival at A&E would be included.  

• There is no internationally agreed standard for defining cause of death so the figures are 
not comparable between countries.  

• The age, sex and other basic demographics of the aggregate numbers of deaths and 
positive test cases figures should not be secret.  

• The “Patients recovered” on the PHE website is probably the most wrong of all the 
published UK figures and the most shamefully pessimistic – it should be withdrawn.  

• Perhaps the greatest data gap is the lack of official estimates for the proportion of 
people who get covid-19 but show no symptoms.  

• The wide ranges of predicted outcomes from the models, and their inaccessibility, 
renders them of limited use to anyone trying to grasp what might be happening.  

• Not only are policy makers flying blind but ordinary folk have been fed a low quality diet 
of poor data dressed up as pretty pictures. 

• Data portals and responsible media should curtail their publication of the dodgy data.  
• There is a need to marshal new data sources and use more data more wisely with public 

and private sectors working together.  
• If the independent arm’s length bodies won’t step up to the mark it is time for ministers 

to take control and bang heads together.  
• The failings must lead to a new political focus on data – a Minister for Data, new laws 

and a new parliamentary committee.  
• The epidemiologists at the government’s top table of decision makers should be 

supplemented with other professionals offering economic and societal context. Only 
then will data get a hearing.   

• Statisticians and other numerate professionals should campaign for better data.   
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So what do the numbers tell us?  
 
Cases 
 
One readily available dataset is the number of cases, that is the number of people who have 
tested positive for covid-19. The number is rising as the little chart shows, trebling in a week in 
the UK. But what is the conclusion to draw from that rise? Are more tests being carried out (we 
know that’s happening) and thereby finding more people who are already infected or is the 
virus spreading?  
 

The image examples of data I 
give are from The Times of 28 
March but they are the same in 
all media. Any criticism of the 
media is not directed only at The 
Times.  
 
The breathless headlines are in 
no doubt: the rising number of 
cases, up from 1,000 a week ago 
to 3,000 now, shows that the 
epidemic is getting a grip. It 
probably is spreading but these 
numbers do not show it. If the 
number of tests had risen in the 
last week from 2,000 to 10,000, 
the percentage of tests that 
delivered positive would have 
fallen. That could mean that the 
epidemic was receding. The trend 
data needs to be defined on a 
consistent basis to have 
meaning. 
 
We don’t have access to the 
total test numbers (or negative 
tests) on the same basis as we do 

for positive cases. This is true nationally and for the regions and towns of the UK. Some 
numbers are released by DHSC1 but there is no obvious way to see a time series. The total tests 
numbers have been used to compile international comparisons (for example, ‘Our world in 
data’2) but they are not official sources or always up to date.  
 
The crude number of cases is also meaningless for comparison between areas, within or 
between countries. For example, in the list above the number of cases by local authority (LA) is 
pretty meaningless without knowing the size of the LA. Gloucester and Leeds have similar 

 
1 https://www.gov.uk/guidance/coronavirus-covid-19-information-for-the-public#number-of-cases 
2 https://ourworldindata.org/coronavirus-testing-source-data 
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number of cases but Leeds has 6 or 7 times the population. The impact of the rise on medical 
services and the community is likely to be felt more in the former. We need the actual numbers 
to be set in some context to have meaning.  
 
Some countries seem to draw a distinction between testing positive and being ‘clinically 
identified’, ‘diagnosed’ or ‘suspected’. It is not clear if that is significant or just a matter of 
terminology. The February WHO report3, explains the Chinese category of ‘suspected’ cases4.  
 
 
The motivation for testing 
 
One major policy weakness in every country is that there is no obvious statement saying why 
the people who have been tested were chosen and whether that method of choosing has 
changed over time. In other words, governments seem to be unclear about the rationale and 
system of testing, damaging the value of the data.   
 
The difference in the number of cases (positive tests) between nations will reflect national 
choices and practices. One country might be looking to find cases perhaps by testing mainly or 
only people who are in hospital with covid-19 symptoms, thereby boosting the proportion of 
cases. Another might be doing random tests around the country seeking to understand the 
progression of the infection. As we don’t know who is being tested or the population numbers 
we can say nothing about the genuine infection rate in the area with only the cases number. 
There’s an argument for doing either type of testing but to do what can look like aimless testing 
limits the analytical value of the results. It would also be legitimate to test front line staff so that 
they can work while virus-free and be isolated when not. But using tests systematically for 
operational rather than analytical reasons seems not to be happening either. Some countries 
just don’t have the financial or logistical means to test seriously.  
 
 
Uncertainties about testing and classifying  
 
The monthly release of the Chinese “Notifiable Infectious Diseases Reports”5 indicates just how 
inaccurate the identified cases might be. Its January report showed 1.4m identified cases of all 
disease, of which 980,000 were for influenza and under 12,000 for covid-19. It is surely easy to 
imagine – given there was not universal testing for the virus among those notified as having 
inlfuenza that many more were in fact with covid-19. And many more people would have just 
not notified as having any illness. The fact that under 0.1% of the population had flu during 
January, as the official figures indicate, might seem low.  
 
It is a shame that governments seem not to have been open about the cost of testing and 
limitations on the number of tests that they can or will carry out. Is it logistics, buying the test 
kits, processing tests or the cost?  
 
The virus is clearly widely embedded in society and any notion of tracking its progress, which 
seemed a good idea a few weeks ago, now sounds out of step. As antibody tests become 

 
3 https://www.who.int/docs/default-source/coronaviruse/who-china-joint-mission-on-covid-19-final-report.pdf 
4 http://weekly.chinacdc.cn/en/article/id/e53946e2-c6c4-41e9-9a9b-fea8db1a8f51 
5 http://weekly.chinacdc.cn/en/article/id/db88ff80-80dd-4d7d-9210-4e097b9e9591 
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available to see who has had the virus, testing for live infection becomes less pressing for any 
analytical purpose but could still be useful for operational reasons, for example, seeing if front 
line staff are OK to work if they have mild symptoms.  
 
 
Rates  
 
Rightly unhappy with just the bare figure for cases, many people calculate rates. Such ratios, 
percentages or probabilities are formed from two numbers – the bit on top (numerator) and the 
bit underneath (denominator). They are created to simplify and make comparisons fairer.  
 
While generally a good idea we need to be wary as rates can used selectively to make a point. 
For example, to play down the dangers of the virus it can be said that in China it has killed only 
one in 425,000 of its people. (Assuming a population of just above 1.4 billion, and 3,292 deaths.) 
Covid-19 deaths in China, as counted, have so far been less than 1% of the deaths likely to occur 
in the country in a typical year. In contrast, Italy’s 10% rate (roughly 9,000 deaths from 86,000 
cases) suggests altogether more scarily that one in ten people who get it die. These numbers 
being bandied around are all sort of true in that the calculations are accurate and from real (if 
misleading) numbers but give very different messages.   
 
The most frequently used rate in the covid-19 era is a very misleading one. As shown in the 
image, the rate is simply the number of deaths divided by the number of recorded cases. This is 
normally referred to as the Case Fatality Ratio and is not to be confused with the genuine 
Mortality Rate. The latter is the one we are interested in and is the number of deaths divided by 
the actual number of people (currently unknown) who have been infected by the disease. 
 
There is an important if subtle and technical issue of timing to note. Generally percentages are 
used when looking at a part of the whole. For example, you score 50% in an exam if you get 10 
out of 20 questions right, or you have done 25% of the journey if you have covered two of the 
eight miles. Yet in this case the percentage is not really a percentage. The ‘deaths’ are not a part 

of the ‘cases’ in that some of those tested will 
become a death in due course. Using the journey 
example above, it would be odd to say after two 
miles that you’d done 25% of the journey if you 
didn’t know how far you had to go.  
 
The issue of timing creates a wedge between the 
Case Fatality Ratio and the mortality rate but it’s 
unclear how much difference this makes. Clearly 
it is possible at the start of a rapidly transmitting 
virus to have hundreds or thousands of cases but 
no deaths as it normally takes some time to die 
from the point of first being positive. Only some 
weeks after a person has been infected is it 
possible to say if they died or survived. It’s fair 
enough to look at the cases and deaths in rough 
proportion to each other but the precision of an 
exact percentage is deeply misleading.  
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Deaths  
 
It might be thought that the figures for deaths – the numerator in the published rate – might 
be accurate but they are not. There are no standards when it comes to ascribing a death being 
due to covid-19 or not. Simply put: are ‘deaths due to covid-19’ counting those people who die 
who had a positive test or people who die directly as a result of having it? There are rumours – 
and I don’t know the truth – that Italy (at the top of the league table) is among those counting 
along the lines of the former while Germany (much lower down) is along the lines of the latter.  
 
It doesn’t seem to me that the Public Health England – coordinators of the UK figures – have got 
the definition in line with how most people would expect. Their rules for counting deaths6 are: 
“Deaths outside NHS services are not included. Deaths of people who have had a positive test 
for COVID-19 could in some cases be due to a different cause.” These were, it says, “developed 
with advice from the UK Statistics Authority”.  
 
That means that if you die at home directly of covid-19, you will not be counted as a virus 
death. At the same time, in extreme, a motorbike accident fatality that tests positive on their 
death bed in A&E will count, as will a cancer sufferer with a terminal diagnosis and on 
palliative care, who also tested positive. This hardly seems reasonable – you can have the 
virus without it killing you. It was not the cause of their death. 
 
It seems to be the case that the clear majority of people dying were already suffering from two 
or more life threatening illnesses, notably diabetes, cancer, or respiratory and/or circulatory 
problems, or had a terminal diagnosis before contracting covid-19. In such cases, it is hard to 
decide how to classify the death. As there are no internationally agreed standards the differing 
practices render the comparison between countries inappropriate. It’s not comparing apples 
with apples. It is also entirely possible that the covid-19 deaths started sooner in Europe than 
currently thought as any occurring before testing started would not be counted.   
 
The ONS announced on 31 March7 8 that it had improved its publication of weekly deaths9. (See 
my blog10 for a fuller description.) From 31 March, the weekly publication of the provisional 
number of deaths registered in England and Wales includes a separate count of deaths involving 
coronavirus. On the flip side, the ONS are woefully out of date: that release showed just 108 
deaths in the latest data (published 31 March covering the period to 20 March). In contrast, the 
NHS data shows that as of 5pm on 29 March 2020, 1,408 patients in the UK who tested positive 
for coronavirus have died. Whatever their merits no one taking a close look at the virus will use 
the ONS data. 
 
In due course, when the virus is largely worked its way through, the ONS figures are likely to be 
higher than the NHS data as they add in two additional groups of people: 

• deaths that happened anywhere in England and Wales, for example some might be in 
care homes: the NHS/GOV.UK figures are only those that were recorded in hospital. 

 
6 https://www.arcgis.com/apps/opsdashboard/index.html#/f94c3c90da5b4e9f9a0b19484dd4bb14 
 Click on “about the data”  
7 https://blog.ons.gov.uk/2020/03/31/counting-deaths-involving-the-coronavirus-covid-19/ 
8 https://www.ons.gov.uk/news/statementsandletters/deathsrelatingtothecoronaviruscovid19 
9 
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/weeklyprovisionalfiguresondeathsregiste
redinenglandandwales 
10 https://simonbriscoeblog.wordpress.com/2020/03/31/a-new-way-to-present-death-statistics-ons/ 
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• all deaths where COVID-19 was mentioned on the death certificate, even if 
only suspected: the GOV.UK figures are only those deaths where the patient had a 
positive test result. 

 
The first of these is an improvement as the omission of non-NHS deaths was a weakness. The 
second is questionable – it will be easy and open for those involved in the process of 
registration to add in deaths that are not justified. Indeed, as explained above, it is probably 
already the case that many deaths are being registered as being due to covid-19 when it just 
happened that the dead person had contracted the virus. 
 
It is a shame that ONS has not corrected for that as it means, as things stand, that the UK will 
never have an accurate count of covid-19 deaths.  
 
While these definitional issues are complex, it would be a trivial task for the data managers to 
give some breakdown of the data. The age, sex and other basic demographics of the aggregate 
numbers of deaths and positive test cases figures should not be secret. Instead we have to go 
to unofficial sources11. There is other data12 that might affect susceptibility such as blood group 
or genotype and it would be good to have that too. Instead we have only WHO-produced13 
macro figures for likely symptoms based on the Chinese experience.  
 
It would also be valuable to have the weekly covid-19 deaths put in a context. 100 is more 
than 10 but if it’s 100 out of 1 million it sounds less than if the 10 is out of 20. An interesting 
article14 (based on the ONS weekly deaths data) showed that up to 2,000 deaths a week from 
respiratory disease is par for the course in England and Wales. This year it has been running at 
around 300 a week lower. Could it be that hand washing and a bit more attention to our life 
styles is already paying off or is it just that some of the deaths saved in recent weeks were just 
pushed off to now?  
 
So the rates figure is a number derived by dividing one dodgy number by another. Two 
wrongs do not make a right and the case fatality rate is a terrible number for offering insight.  
 
Other subtleties of interpretation become clear in the lower parts of the table above, where 
countries are ranked by number of deaths. National desire and ability to test are important. 
Consider Saudi Arabia which has 3 reported deaths having found 1,100 positive tests. That 
contrasts with, say, Bangladesh that has 5 deaths and 48 positive tests. We know nothing about 
the ability or willingness of countries to test but comparing the 0.3% rate in Saudi with 
Bangladesh’s 10.4% rate allows no conclusion to be drawn. These rates are absolutely not a 
reliable, accurate or meaningful measure of how prevalent the virus is.  
 
There are any number of other issues. Some are technical, such as the comparability of testing 
kits and their respective measures of reliability. And some are more fundamental: are countries 
being honest? It’s not hard to imagine incentives that some feel to make the situation look 
good. Is the data supporting the ‘rapidly improving’ situation in China accurate? Is it any more 
reliable than their at time highly questionable economic and social data I have worked with over 
the years?  

 
11 https://www.worldometers.info/coronavirus/coronavirus-age-sex-demographics/ 
12 https://www.medrxiv.org/content/10.1101/2020.03.11.20031096v1.full.pdf 
13 https://www.who.int/docs/default-source/coronaviruse/who-china-joint-mission-on-covid-19-final-report.pdf 
14 https://www.spectator.co.uk/article/could-measures-we-ve-taken-to-stop-covid-19-already-be-saving-lives? 
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Good people have spent time and filled thousands of column inches trying to explain away the 
difference between countries with wildly differing rates. There are differences of course (stage 
of the virus, demographics, medical facilities and so forth) but these can’t be deduced from the 
table of rates. By far the biggest factor determining the difference in rates between countries 
is going to be the data – there are no common standards and thus no attempt to compare like 
with like. It’s bad enough for the cases and deaths numbers and even worse when the two are 
combined in a rate.  
 
 
Data sources 
 
The most widely attributed source for data used in the media is the John Hopkins University 
“Coronavirus Resource Center”15. In a sense it is just a portal as they get the data from many 
national and international sources (as explained in their footnotes).   
 
The dashboard publishes numbers and near real time charts that look good even if the data are, 
as discussed, of little analytical use. It’s a classic example of a data set that is in some technical 
sense accurate but actually meaningless.  
 
The best illustration of this is that part of the dataset that shows a figure for “recovered”. At 
least we are mostly spared this figure by British media, though the chart for Spain popped into 
this edition of The Times.  
 

In Italy the figures show that the number 
recovered is 10,950, set against the 9,134 
deaths. This gives the impression that you 
are only just a touch more likely to survive 
than die if you get the virus. Obviously that 
is not an accurate impression, so it begs the 
question as to why JHU publishes it, and 
does so without huge warning signs? In 
Germany there have been over 6,000 
‘recoveries’ and fewer than 400 deaths at 
the same point in time. These numbers are 
wildly different and have prompted page 
after page of speculation about the quality 
of health services and the extent of air 
pollution.   

 
This data set is really misleading and unhelpful pretty much in its entirety. An article 
describing the background to it is on The Lancet site16. The notes describe the recovery data 
thus: “Recovered cases ….. are estimates based on local media reports, and may be substantially 
lower than the true number.” “May be”? Is anyone taking bets?  
 

 
15 https://coronavirus.jhu.edu/map.html 
 
16 https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30120-1/fulltext 
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Criticism of the data is not to undermine the effort of the people who put it together but they 
could have – or surely someone at John Hopkins could have – had the good sense to explain the 
limitations of the data. That article has few such mentions. Indeed, the authors said that they 
believe that their “efforts are crucial to help inform modelling efforts and control measures 
during the earliest stages of the outbreak.” Indeed, the opposite could be true – the data tell a 
story but not one that is true and not one that’s comparable between countries. I sincerely 
hope that policy makers are not using the published data.  
 
It’s not obvious why the researchers might think that the data is “crucial”. I can understand that 
there is merit in collecting every piece of data but that does not mean it is all useful. Anyone 
who has worked with data will have had the experience of putting a lot of effort into collecting 
figures only to realise they are of little use. It’s better to own up than misrepresent. Perhaps 
the problem is that it was the JHU engineering department (it seems) that collated the data. 
They have, no doubt many skills but they might not be in statistics or epidemiology, or using 
data for policy formation. The data base would be useful to show how poor the data is and as 
a basis to campaign for better data.  
 
The data is broadly consistent with the WHO data17, the other often quoted source.  
 
The main data source in the UK is Public Health England. Their web page is replicated below. 
The “Patients recovered”18 is probably the most wrong of all the figures PHE publishes and the 
most shamefully pessimistic. Unfortunately it is the figure in the largest font. Does anyone 
really believe that the UK has had 17,000 cases, over 1,000 deaths and just 135 patients 
recovered? I hope no one believes it. That begs the question as to why PHE still publish the data. 
The notes on its website say: “A new process for collecting numbers of recovered patients is in 
development”. It seems that they realise something is not right. Just remove it.  
 

 
17 https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200324-sitrep-64-covid-19.pdf?sfvrsn=723b221e_2 
18 https://www.gov.uk/government/publications/covid-19-track-coronavirus-cases 
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PHE says19: “We have one single aim: to motivate and support millions more people to make 
and sustain changes that will improve their health.” And one of the six ways it claims to do this 
is: “Researching, collecting and analysing data to improve our understanding of health.” I do not 
think that its web page achieves this. Given its remit, pivotal role, impressive board and 
£4billion annual budget it ought to do better.  
 
Perhaps the greatest data hole is the lack of official estimates for the proportion of people 
who get covid-19 but show no symptoms. There are plenty of estimates floating around 
(example20 and example21) and they mostly point to the fraction being non-negligible at around 
(wide margin of error) about a quarter.  
 
 
New (high frequency) data? 
 
In one of the televised government presentations on 30 March, it became clear that the policy 
makers were using unpublished data to make claims about the success of government policy. 
The (low-quality) screen shots taken from a BBC news programme on that day show daily data 
was being used to quantify the extent of the lockdown.  
 
On the same day, probably relying on the same data, Professor Neil Ferguson was quoted on the 
BBC Radio 4 Today programme: “In the UK we can see some early signs of slowing in some 
indicators — less so deaths, because deaths are lagged by a long time from when measures 
come in force. But if we look at the numbers of new hospital admissions, that does appear to be 
slowing down a little bit now. It has not yet plateaued, so still the numbers can be increasing 
each day, but the rate of that increase has slowed”.  
 

 
19 https://campaignresources.phe.gov.uk/resources/about_us 
20 https://www.ijidonline.com/article/S1201-9712(20)30139-9/pdf 
21 https://www.forbes.com/sites/brucelee/2020/03/18/what-percentage-have-covid-19-coronavirus-but-do-not-know-it/#622c7a297e90 
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It is right that the government is tracking these and reassuring that they have dug them out, 
but the data ought to be in the public domain so that everyone/anyone can see them and 
make their assessment.  
 
This is an important point. The ‘orderly release of data’ features in the UKSA Code of Practice22 
and asks the public sector to “commit to releasing their statistics in an open and transparent 
manner that promotes public confidence”. Section T3.8 of the Code says: “Policy, press or 
ministerial statements referring to regular or ad hoc official statistics should be issued 
separately from, and contain a prominent link to, the source statistics.” (I have written to UKSA 
asking for their views on this breach of the code.)   
 

 
 
 

 
 
 

 
22 https://www.statisticsauthority.gov.uk/code-of-practice/the-code/trustworthiness/t3-orderly-release/ 
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Models 
 
If the data are useless – and they pretty much are – there is a temptation to turn to experts, and 
their models.  
 
I think the UK did the right thing by presenting the Prime Minister alongside the government’s 
medical and scientific experts. It’s good to acknowledge that politicians cannot be experts in all 
fields in which they need to make judgments. Unfortunately, I always think of sausages when I 
see someone billed as an ‘expert’. Sausages can be one the greatest foods (succulent, burnt on 
the outside, moist inside, barbequed in the sun, consumed in the good times with friends) but 
it’s best not to think about what’s inside them. (All the bits of meat that no one wants, the hoof, 
organs, fat and grizzle mixed in with lots of stuff that’s not even ‘meat’.)   
 

And so it is with experts. Yes, we and they know that a 
true expert really does know more on their topic than 
virtually all other people. But we also need to be clear 
about other features of experts which might include 
their fallibility, the narrow nature of expertise and that 
even they do not know the unknown. Some might also 
have motivations that are not entirely altruistic: 
‘academic’ is no longer a byword for impartial 
independence.  
 
So, we must approach these models armed with a 
large pinch of salt and the knowledge that the 
professors who are flavour of the day are not usually 
very much better than a number of other experts.   
 
Turning to the front page of The Times on 28 March 
(see image) we see the write up of the what looks 
quite extraordinary to a layman. The ‘statisticians’ 
from Imperial College London who just a few weeks 
ago (the paper was published on 16 March23) got the 
headlines for predicting 510,000 virus related deaths 
in the UK if no action was taken, are now saying the 
figure is more likely to be 5,700. I oversimplify but it’s 
almost too amazing to be true that in not much over a 
week we have gone from (a sort of) worst case 
scenario to best case scenario. Oh, and then the news 
in the same paper on 30 March (see image) is that the 
expert thinks the 5,700 was too low!  
 
We can say two things with certainty. First, any reader 
will be confused about the numbers and what the 
experts think. Second, the experts will almost certainly 
be able to claim success as they have chosen to 

 
23 https://spiral.imperial.ac.uk:8443/bitstream/10044/1/77482/5/Imperial%20College%20COVID19%20NPI%20modelling%2016-03-2020.pdf 
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highlight one very large number and one very small one, and then settled on something in the 
middle. The eventual number of deaths – already over 1,500 and rising at 250 a day – clearly 
looks set to hit 5,000. You don’t need a PhD or a model to work that one out. If the number is a 
lot higher then, well, they’ve forecast a whopping number already and can blame poor 
implementation of measures for any variation.  
 
 

 
 
In the last week or so other, sort of competing, studies were produced. One from UCL24 got 
wide press coverage and suggested that the “UK strategy (is) likely to cause 35,000-70,000 
excess deaths”. Another from Oxford25 attracted attention26 as it suggested that a significant 
proportion of the UK population had already been exposed to the virus. And if you want to 
model it yourself there are plenty of online options (for example27).  
 
Take your choice. The problem of course is that the models can only model, not know or mirror, 
the future actions of people. And the key parameters – like how infectious the virus is and how 
it transmits – are still largely unknown. The models are very sensitive it seems to small changes 
in some of the variables especially given the paucity of data. The models do have a value but the 
wide ranges of predicted outcomes and the inaccessibility of the models renders them of 
limited use to anyone trying to grasp what might be happening.  
 

 
24 https://www.ucl.ac.uk/news/2020/mar/new-estimates-excess-mortality-covid-19-suggest-stronger-suppression-measures-needed 
25 https://www.medrxiv.org/content/10.1101/2020.03.24.20042291v1.full.pdf 
26 https://www.theguardian.com/commentisfree/2020/mar/26/virus-infection-data-coronavirus-modelling 
27 https://alhill.shinyapps.io/COVID19seir/ 
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Conclusion 
 
So what might someone in Britain learn about the progress of covid-19 if they rely on the 
media?  
 
Some people will be happy with the narratives. These might be cheery ones about community 
initiatives, acts of great sacrifice, new ventures and so forth. Others prefer to lose themselves in 
heart wrenching video clips ‘from the front line’ showing tired staff or ill patients. Yet these 
vignettes, part true part acted, all worthy of fact-checking, provide therapy, confirmation or 
diversion but no real enlightenment.  
 
Others turn to political stories. Sadly these generally boil down the usual split between those 
who bash Boris regardless of what he does, and those who think he’s doing as good a job as 
anyone in very difficult times. In most cases, you see the by-line or choose the radio progamme 
and you know what’s coming. Just like Brexit, this story shows that the media’s traditional 
dividing line between reporting and commentary has now disappeared. Most of these stories 
shed no more light than the narratives.   
 
I tend to look less at the world of narratives, politics/media and experts and more to the world 
of data. As a kid I yearned for Christmas as it would bring another ‘Bumper Book of Facts’ and 
another volume of world records. The data buried therein was the prism through which I got a 
handle on the world. Who needed fiction or drama when the world as reflected in those tables 
had every twist and turn you could desire? And the story was all the more powerful as it had 
happened to people.  
 
I feel that the world’s data crunchers have let people down. We are in the position that those 
taking the decisions (about health services, societal restrictions, ruination of people’s economic 
lives and mental health, and public finances) do not have the data that allows them to grasp 
how the virus is progressing. And ordinary folk have a low quality diet of poor data dressed up 
as pretty pictures.  
 
What should those in positions of power and influence – that’s producers, regulators, funders 
and publishers of data – be doing? Consider:  

• Collect good data – or tell those who can, to collect good data. Or campaign for it.  
• Make it freely and clearly available.  
• Explain the shortcomings of any information published.  
• And, if the shortcomings are significant, stop the data being published.  
• Point out that policy would be better if a good evidence base existed.  

 
In a later post, I’ll sketch out what the ideal database might look like. But most people want to 
know what the government’s best guess is about the path of the virus through society over 
time. Imagine a single chart. On the left is the ‘Before’ bar representing the (roughly) 60 million 
population of the UK. We were all unaffected once. It might be dated end of 2019?  
 
On the right will be another bar showing ‘After’. That one will show the 60m split into three 
groups: those who had the virus and survived, the ‘not had it’ group, and the dead (which in 
turn could be divided into deaths due to the virus and those otherwise attributed). The bar at 
the current moment would have the same three elements as the end point bar, but using 
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estimates. It would also have a fourth bar, the currently affected, which could be split according 
to very unwell, slightly unwell or basically unaffected. Such an image will trace the path from 
the known (on the left), through the present (data and models), to the expected outcome. Of 
course, it will be require an element of guestimate to do the weekly bars showing where we are 
on that journey from left to right across the page but much of the content must be in or easily 
derived from the models the government has. The government should publish that and be open 
to debate about the assumptions, and trends.  
 
On top of that (fairly basic) data, explaining where we are now on the journey, there is a need 
to look to the future (be that weeks, months or years) to see how we can use more data more 
wisely and have public and private sectors working together. The government has been able to 
get some new high frequency data but will have to use the legal frameworks to ensure that 
much more key private sector data is available for public sector use in future. Data and 
modelling needs to be much more open – not disclosive facts attributable to a person of course 
– but more open. Much of this development will hopefully come in time for future crises. This 
will require a strong lead from politicians.  
 
If the independent arm’s length bodies won’t step up to the mark it is time for ministers to 
take control and bang heads together. NHS Digital, UK Statistics Authority, Public Health 
England, HMRC, Care Quality Commission and many other bodies28 are not under ministerial 
control and perhaps they need to be on a tighter rein? At the very least there needs to be a 
government department (more powerful or active than DCMS where the National Data 
Strategy29 currently sits) to coordinate, probably under a Minister for Data. Parliament needs a 
joint Commons/Lords committee on data as has been recommended by PACAC30 in October 
2019 to drive the action.  
 
It is amazing that the British government has made so little progress with using new data 
sources. There’s no plan and no new legislation of great impact or importance. A trawl around 
the initiatives in other countries ought to be commissioned by government. The need to run 
public services more efficiently – genuinely providing more for less – and save what public 
spending can be saved while improving services should be an incentive. There is also a chance to 
provide better data for citizen use while improving the lot of the policy maker. A typical call for 
action is that from govlab31.  
 
The epidemiology model builders are well represented in government decision making and 
there needs to be a clearer role for the analytical professions such as economists, statisticians, 
psychologists and sociologists. There is a need to ensure that the broad economic and social 
consequences of the virus, and the resulting policy, are brought together and play a real role in 
government thinking, and that, as feared by some, the cure does not cause more harm than the 
virus.  
 
There are various metrics that could be explored. In normal times the NHS and regulator NICE 
would look at Quality Adjusted Life Years gained as a result of an intervention. Treatments 

 
28 https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/786952/6.5040_CO_PublicBodies2018-
19.PDF 
29 https://www.gov.uk/guidance/national-data-strategy 
30 https://publications.parliament.uk/pa/cm201719/cmselect/cmpubadm/2658/265808.htm#_idTextAnchor021 
31 http://www.thegovlab.org/static/files/publications/ACallForActionCOVID19.pdf 
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generally get approval if they cost less than, say, £30,000 per year of quality life gained32. Such 
analysis seems not to be happening with covid-19. It’s understandable why valuing lives might 
be seen to be in bad taste but it’s going on in government and in private – and in A&E – so 
perhaps some honesty of debate would be good. The internet shows plenty of people doing 
their back of the envelope calculations and somewhere between £¼ and 1 million per year of 
QALY gained might be of the right order for covid-19. It’s mind blowingly expensive.  
 
Other numbers and perspectives can provide context. One number that seems helpful to know 
is the total number of deaths a year in the UK, at around 600,000. This translates to about 1,600 
a day on average. It was 616,000 in 2018, the latest for which data are published33. The figures 
are presented by age at death and the age at which most deaths occurred was 87, and the 
number was over 23,000. Most deaths are of elderly people, roughly 80% of deaths are people 
over 70.  
 
Another is the estimate from the ONS of so-called excess winter deaths34. This charts the extent 
to which there are more deaths in winter than the rest of the year. The number is usually 
around 20-30,000 (23,000 in 2018-19). The leading cause of death is respiratory diseases and 
most of these deaths are of old and not very well people. These deaths, equivalent to 250 a day 
if spread over there months, do not cause a fuss each year when the figures are presented. 
Perhaps they should? Perhaps some of them are avoidable too?  
 
The media should stop peddling useless numbers. “A pretty picture, an infographic!” – I can 
hear the editors shouting. It obviously doesn’t matter what it shows or if it shows nothing. Or 
even, it seems, if it misleads. “We need something to fill the page NOW.” And an interactive 
infographic too.  
 
So that’s what the world has - poor data, which is deeply misleading. Alongside a series of 
conflicting semi-secret models, from academic experts who have no accountability, presented 
through the prism of a click-chasing scare-mongering media. It’s no wonder that many people 
are panicking and stressed about it all. Or just despairing about the failure to have decent 
information.  
 
I’m not a natural conspiracy theorist but all the ingredients are here for those who want to think 
that way. Do you think that the government is publishing that falsely high death rate (roughly 
7% when comparing cases to deaths) to scare us? It must be a con as surely they can see the 
numbers aren’t right? Thankfully, it might not be that bad, as explained by Timandra Harkness in 
a recent article35 looking at how gullible we are: “We don’t take information (or instructions) at 
face value. We’re constantly weighing up what’s going on. Who is telling me this? Why are they 
saying it? How far should I trust them? How much weight should I put on my new beliefs?” 
That’s why we need data.  
 

 
32 https://www.kingsfund.org.uk/publications/articles/ministers-not-nhs-england-should-decide-affordability-of-treatments 
33 
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/deathregistrationssummarytablesenglan
dandwalesdeathsbysingleyearofagetables 
34 
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/excesswintermortalityinenglandandwale
s/2018to2019provisionaland2017to2018final 
35 https://unherd.com/2020/03/who-are-you-calling-gullible/ 
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The social and economic consequences of the government policies to counter the virus will 
change the way we lead our lives forever. The publication of good data would remove the 
vacuum that allows conspiracy to breed. I have little doubt that the woefully low government 
forecasts of migration in the 2000s and the refusal to collect immigration data, once 
immigration starting rising, gave rascism and xenophobia a boost.  
 
So will the government learn? I know no one really knows what’s going on and decisions are 
being made fast. Many people and many organizations are responding amazingly and are hugely 
busy, and I support the government in their efforts. Even so, some are not. Is it too much to ask 
for important people in power to argue for decent data presented fairly?  
 
 
 
 
Further reading: 
 
A Swiss doctor on covid-19 (with many useful links)36  
“How much ‘normal’ risk does Covid represent?”37, David Spiegelhalter 
 
 

 
36 https://swprs.org/a-swiss-doctor-on-covid-19/ 
37 https://medium.com/wintoncentre/how-much-normal-risk-does-covid-represent-4539118e1196 


