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 COVID-19 statistics are dynamic. The purpose of this study was to use 

COVID-19 data to examine the spread of COVID-19 in the continent of 

Asia by the end of September 2022 and compare it to the global spread. 

Online data on COVID-19 statistics were extracted from the 

"Worldometer" website. As of October 1, 2022, Asia has recorded 

189,808,651 confirmed cases of COVID-19 (30.5% of cases worldwide) 

and 257,630 deaths (22.6%). Among the six continents, Asia was least 

affected after Africa based on the number of deaths per million. COVID-

19 statistics have not been consistent across the continent; West Asia 

was most affected based on cases per million and deaths per million. At 

the same time, the largest number of tests per population was performed 

in West Asia. In contrast, East Asia had the lowest number of deaths per 

million, the lowest tests per population, and the lowest case-fatality rate. 

The mean of case-fatality rates across Asia is 1.4%. Furthermore, 

COVID-19 statistics change over time; for example, cases and deaths 

rose dramatically in 2021 in some countries, such as Vietnam, Thailand, 

and Cambodia. COVID-19 statistics vary significantly, and over time, 

between countries and across the continent, suggesting considerable 

uncertainty over these statistics. The most important reason for this 

variability is the difference between countries in terms of the definition 

of suspected cases, testing strategies, reporting methods, and the 

capacity to perform testing. Looking forward, it is important to work to 

reduce such differences across countries to have fair management of any 

coming epidemic. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. Introduction 

Globally, 2020 was an exceptional year not seen since the Spanish flu pandemic 100 years earlier. A series 

of pneumonia cases of unknown etiology emerged in Wuhan, China, with clinical presentations greatly 

resembling viral pneumonia. The first cases appeared in late 2019, but the cause was not recognized until 

January 2020 [1]. Deep microbiological investigations indicated a novel coronavirus, which was named 

severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) whereas the infectious disease was called 

coronavirus disease 2019 (COVID-19) [2]. During January and February 2020, China recorded tens of 

thousands of cases, and specifically by the end of February, China had recorded nearly 80,000 COVID-19 
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cases and 3,000 deaths attributable to COVID-19, as the "Worldometer" website indicates [3]. Meanwhile, 

while China was on its way to controlling the spread of the virus, cases started to appear around the world; 

countries such as Italy, Iran, and Spain suffered first. Because of the appearance of cases in most countries, 

the World Health Organization (WHO) on March 11, 2020, declared COVID-19 as a pandemic [4]. 

 

The spectrum of COVID-19 symptoms is wide. The symptomatic infection ranges from mild to critical, but 

most infections are mild [5]. COVID-19 can often present as a common cold [4]. On the other hand, 

pneumonia is considered the most frequent serious manifestation of infection characterized primarily by 

fever, cough, dyspnea, and bilateral infiltrates on chest imaging [4,5]. However, as with other viruses, the 

diagnosis of COVID-19 cannot be established without microbiologic testing [6]. Furthermore, 

asymptomatic SARS-CoV-2 infections are not uncommon [5], [7], [8]. One meta-analysis found that 40.5% 

of SARS-CoV-2-infected individuals were asymptomatic [8]. So, for public health surveillance, a 

confirmed case of COVID-19 does not require the criteria for a suspect case to be met, but simply a positive 

RNA (reverse-transcriptase polymerase chain reaction) test [9]. 

 

Asia is the largest and most populous continent. It covers about 30% of Earth's total land area and its 4.7 

billion people constitute roughly 60% of the world's population [10]. For statistical convenience, Asia is 

divided by the United Nations into five regions: East Asia, South-Eastern Asia, Central Asia, South Asia, 

and Western Asia [11]. Given its size and diversity, Asia varies greatly across and within its regions with 

regard to cultures, environments, economics, government systems, and healthcare services. Specifically, 

South Asian countries share similar socioeconomic backgrounds with poor health systems [12]. Similarly, 

the Southeast Asia region is characterized by much diversity, as well as public health challenges [13]. 

 

The pandemic started in Asia, but the continent most affected was Europe. Contrary to initial expectations, 

Africa has suffered less from the pandemic [14]. Over the 33-month period, COVID-19 statistics have not 

been consistent across the world and may change dramatically over time [14]. Several factors may influence 

COVID-19 statistics between countries, some of which are the capacity to perform COVID-19 tests and the 

demographic characteristics [14], [15]. 

 

The purpose of this study was to use COVID-19 statistics to examine the spread of COVID-19 in the 

continent of Asia by the end of September 2022 and compare it to the global spread. 

 

2. Methods 

Unless otherwise specified, the primary data were taken from the "Worldometer" website [3]. The data were 

copied at the end of 2020, 2021, and September 2022. Then, the data were stored in Excel files. The data 

used in this analysis consists of the cumulative incidence (confirmed cases) of COVID-19, the cumulative 

number of deaths, and the total number of tests performed. 

 

Additionally, the case-fatality rate (CFR) was calculated by dividing the number of COVID-19 deaths by 

the total number of infected people. A CFR is generally expressed as a percentage [16]. However, the CFRs 

do not reflect the true burden of disease/infection; the reason is that the CFRs measure the number of deaths 

among the number of diagnosed cases only, regardless of the total population [17]. Therefore, the mortality 

rate is also used to measure the relative number of deaths from COVID-19 within the general population at 

a given time. In pandemics, the number of specific deaths per one million population (the whole population) 

is usually used. Thus, in addition to the absolute numbers, the "Worldometer" website nicely presents the 

statistics per million population: the number of cases per million population, the number of deaths per 

million population (D/M), and the number of tests per million population. This helped us when comparing 
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countries/continents because they differ greatly in terms of population. 

 

To better compare COVID-19 across the continent, the Asian countries were also classified into five groups 

based on their geographic location. The current study adopted the United Nations classification for Asia 

[11]. Statistical analysis was carried out using Statistical Package for Social Sciences (SPSS, version 26). 

The Spearman correlation coefficient was used to determine the relationship between CFRs, number of 

tests, and median age with other variables across Asia. The median age for the year 2021 was extracted 

from the United Nations website [18]. Ethical approval from an Institutional Review Board was not 

required due to the secondary analysis of publicly available data. 

 

3. Results 

According to "Worldometer", the continent of Asia comprises 50 countries/territories. Turkmenistan, a 

country in Central Asia, is not included in "Worldometer" data since no cases of SARS-CoV-2 infections 

were reported so far. By the end of 2020, the number of COVID-19 cases worldwide had reached about 83 

million, the deaths were about 1.8 million, and more than 1.2 billion tests for COVID-19 had been 

performed. Asia accounted for about 25% of the number of cases, and 18.5% of the deaths. India was the 

country most affected in terms of absolute numbers, but based on the number of deaths per million, 

Armenia was the worst affected, followed by Iran and Georgia (see Table 1). 

 

Table 1: The fifteen Asian countries most affected by COVID-19 based on the number of deaths by the end 

of 2020. 

 No. of cases No. of deaths CFR* D/M* No. of tests Population# 

India 10,286,329 149,018 1.45% 107 172,049,274 1,386,752,881 

Iran 1,225,142 55,223 4.51% 653 7,566,946 84,526,463 

Indonesia 743,198 22,138 2.98% 81 7,355,174 274,961,437 

Turkey 2,208,652 20,881 0.95% 246 24,504,567 84,790,149 

Iraq 595,291 12,813 2.15% 315 4,547,545 40,666,947 

Pakistan 479,715 10,105 2.11% 45 6,696,068 223,009,642 

Philippines 474,064 9,244 1.95% 84 6,755,879 110,304,583 

Bangladesh 513,510 7,559 1.47% 46 3,227,598 165,505,409 

Saudi Arabia 362,741 6,223 1.72% 177 11,010,384 35,082,343 

China 87,052 4,634 5.32% 3 160,000,000 1,439,323,776 

Jordan 294,494 3,834 1.30% 374 3,175,555 10,253,512 

Japan 230,304 3,414 1.48% 27 4,851,937 126,282,091 

Israel 423,262 3,325 0.79% 362 7,997,114 9,197,590 

Armenia 159,409 2,823 1.77% 952 593,903 2,966,014 

Myanmar 124,630 2,682 2.15% 49 1,818,260 54,591,653 

           * CFR: Case-fatality rate, D/M: The number of deaths per million. 

                  # as of July 1 of 2020. 

 

By the end of 2021, the number of cases and the number of deaths had nearly tripled globally compared to 

the end of 2020, and the number of tests had doubled 4 times. While in the first nine months of 2022, nearly 

335 million cases were recorded worldwide, representing around 54% of all cases recorded since the 

pandemic's beginning. As of October 1, 2022, the continent of Asia has registered 30.5% of all cases 

recorded globally and 22.6% of all deaths. However, Asia was the least affected continent based on the 

number of deaths per million after Africa, as shown in Table 2. 

 

Table 2: COVID-19 statistics for the six continents by the end of September 2022 (sorted according to the 
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number of deaths per million). 

 No. of cases No. of deaths CFR* D/M* No. of tests Tests/pop. Population 

S. America 64,097,241 1,329,506 2.07% 3,038 235,878,345 0.54 437,694,443 

N. America# 116,410,782 1,539,589 1.32% 2,574 1,250,647,687 2.09 598,140,916 

Europe 227,357,565 1,920,474 0.84% 2,569 2,750,979,135 3.68 747,543,837 

Oceania 12,394,406 20,957 0.17% 482 88,289,654 2.03 43,469,030 

Asia 189,808,651 1,479,995 0.78% 314 2,279,960,938 0.48 4,711,356,783 

Africa 12,647,710 257,630 2.04% 183 108,425,550 0.08 1,406,728,744 

All  622,716,355 6,548,151 1.05% 824 6,714,181,309 0.85 7,944,933,753 

    * CFR: Case-fatality rate, D/M: The number of deaths per million. 

       # North America includes Mexico and Caribbean countries. 

 

Table 3 shows COVID-19 statistics for Asia after classifying the countries into five groups based on their 

geographic locations. It appears that West Asia was most affected based on the number of cases per million 

and the number of deaths per million, while in West Asia the largest number of tests per population (almost 

doubled) was performed. In contrast, East Asia had the lowest number of deaths per million, the lowest tests 

per population, and the lowest CFR. However, East Asia has the highest median age (39.5 years). The mean 

of CFRs across Asia is 1.4%, ranging from near zero (in North Korea) to 18.07% (in Yemen). 

 

Table 3: COVID-19 statistics for Asia by regions by the end of September 2022. 

 Eastern Asia 

(N= 8) 

Southeast 

Asia (N=11) 

South Asia 

(N=9) 

Central Asia 

(N=4) 

West Asia 

(N=18) 

Median age 39.5 29.8 26.4 25.3 29.2 

No. of cases 60,268,686 

(31.8%) 

34,515,127 

(18.2%) 

57,851,716 

(30.5%) 

1,861,625 

(1%) 

35,311,497 

(18.6%) 

No. of deaths 101,894  

(6.9%) 

358,601 

(24.2%) 

769,942 

(52%) 

18,443 

(1.2%) 

231,115 

(16.6%) 

Case-fatality rate 0.17% 1.04% 1.19% 0.99% 0.67% 

Cases/million 35,727 50,646 29,160 26,491 122,285 

Deaths/million 60 526 388  262 800 

No. of tests 336,456,192 

(14.8%) 

347,974,832 

(15.3%) 

1,011,912,862 

(44.4%) 

14,860,122 

(0.7%) 

568,756,930 

(25%) 

Tests/population 0.2 0.51 0.51 0.25 1.97 

Population 1,686,915,278 

(35.8%) 

681,491,526 

(14.5%) 

1,983,914,034 

(42.1%) 

70,272,862 

(1.5%) 

288,763,083 

(6.1%) 

 

Tables 4-8 show COVID-19 statistics by country based on the five geographic locations. India, the second 

most populous country, was the most affected Asian country based on the absolute numbers: the number of 

cases and the number of deaths. Also, India performed the largest number of COVID-19 tests in Asia. 

However, India has registered less number of deaths per million and fewer cases per million than the mean 

(the mean of deaths/million for Asia is 657, and the mean of cases/million is 138,324), and performed fewer 

tests per million than the mean (about 1.8 million). In contrast, the United Arab Emirates (UEA) was the 

country that performed tests the most in relation to its population, testing nearly 19 times more than its 

population. 

 

Table 4: COVID-19 statistics for countries of East Asia by the end of September 2022 (sorted according to 

the number of deaths per million). 

 No. of cases No. of deaths CFR* D/M* No. of tests Population 

Hong Kong 1,765,404 10,161 0.58% 1,336 54,352,132 7,604,299 
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Mongolia 982,864 2,179 0.22% 645 4,030,048 3,378,078 

S. Korea 24,769,101 28,406 0.11% 553 15,804,065 51,329,899 

Taiwan 6,461,400 11,053 0.17% 463 26,060,690 23,888,595 

Japan 21265862 44,789 0.21% 357 76,201,407 125,584,838 

Macao 793 6 0.76% 9 7,850 667,490 

China 250,449 5,226 2.09% 4 160,000,000# 1,448,471,400 

N. Korea 4,772,813 74 0.00% 3 Not available 25,990,679 

               * CFR: Case-fatality rate, D/M: The number of deaths per million.  

                       # The number has not been updated since the end of 2020. 

 

Table 5: COVID-19 statistics for countries of Southeast Asia by the end of September 2022 (sorted 

according to the number of deaths per million). 

 No. of cases No. of deaths CFR* D/M* No. of tests Population 

Malaysia 4,840,879 36,374 0.75% 1,096 64,636,273 33,181,072 

Indonesia 6,431,624 158,112 2.46% 566 108,723,455 279,134,505 

Philippines 3,948,040 62,947 1.59% 559 32,817,225 112,508,994 

Brunei 226,237 225 0.10% 505 717,784 445,431 

Thailand 4,681,309 32,767 0.70% 468 17,270,775 70,078,203 

Vietnam 11,479,356 43,148 0.38% 436 85,826,548 98,953,541 

Myanmar 622,802 19,458 3.12% 352 9,056,450 55,227,143 

Singapore 1,907,907 1,618 0.08% 272 24,345,019 5,943,546 

Cambodia 137,877 3,056 2.22% 178 3,069,567 17,168,639 

Laos 215,843 758 0.35% 101 1,233,207 7,481,023 

Timor-Leste 23,253 138 0.59% 101 278,529 1,369,429 

* CFR: Case-fatality rate, D/M: The number of deaths per million. 

 

Table 6: COVID-19 statistics for countries of South Asia by the end of September 2022 (sorted according 

to the number of deaths per million). 

 No. of cases No. of deaths CFR* D/M* No. of tests Population 

Iran 7,548,648 144,426 1.91% 1,679 54,095,556 86,022,837 

Sri Lanka 670,773 16,761 2.50% 777 6,486,117 21,575,842 

Maldives 185,042 308 0.17% 569 2,213,831 540,985 

Nepal 999,742 12,018 1.20% 398 5,937,643 30,225,582 

India 44,588,798 528,629 1.19% 376 894,416,853 1,406,631,776 

Afghanistan 199,188 7,800 3.92% 191 1,104,589 40,754,388 

Bangladesh 2,025,197 29,363 1.45% 175 14,877,088 167,885,689 

Pakistan 1,572,598 30,616 1.95% 133 30,477,451 229,488,994 

Bhutan 61,730 21 0.03% 27 2,303,734 787,941 

* CFR: Case-fatality rate, D/M: The number of deaths per million.  

 

Table 7: COVID-19 statistics for countries of West Asia by the end of September 2022 (sorted according to 

the number of deaths per million). 

 No. of cases No. of deaths CFR* D/M* No. of tests Population 

Georgia 1,780,691 16,900 0.95% 4,258 16,920,079 3,968,738 

Armenia 442,875 8,683 1.96% 2,922 3,210,961 2,971,966 

Lebanon 1,215,805 10,676 0.88% 1,597 4,795,578 6,684,849 

Jordan 1,746,997 14,122 0.81% 1,371 17,201,885 10,300,869 

Israel 4,662,579 11,698 0.25% 1,254 41,373,364 9,326,000 

Turkey 16,873,793 101,139 0.60% 1,182 162,743,369 85,561,976 

Palestine 620,548 5,403 0.87% 1,011 3,078,533 5,345,541 
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Cyprus 585,313 1,180 0.20% 965 9,640,118 1,223,387 

Azerbaijan 821,440 9,917 1.21% 963 7,245,111 10,300,205 

Bahrain 680,559 1,520 0.22% 852 10,379,786 1,783,983 

Oman 397,993 4,260 1.07% 800 25,000,000 5,323,993 

Iraq 2,459,982 25,355 1.03% 601 19,239,264 42,164,965 

Kuwait 658,520 2,563 0.39% 585 8,365,279 4,380,326 

Saudi Arabia 816,498 9,352 1.15% 261 44,327,763 35,844,909 

UAE 1,027,502 2,345 0.23% 233 190,805,464 10,081,785 

Qatar 451,168 682 0.15% 229 3,954,515 2,979,915 

Syria 57,299 3,163 5.52% 163 146,269 19,364,809 

Yemen 11,935 2,157 18.07% 69 329,592 31,154,867 

              *  CFR: Case-fatality rate, D/M: The number of deaths per million. 

 

Table 8: COVID-19 statistics for countries of Central Asia by the end of September 2022 (sorted according 

to the number of deaths per million). 

 No. of cases No. of deaths CFR# D/M# No. of tests Population 

Kazakhstan 1,393,557 13,690 0.98% 713 11,575,012 19,205,043 

Kyrgyzstan 206,083 2,991 1.45% 445 1,907,195 6,728,271 

Uzbekistan 244,199 1,637 0.67% 48 1,377,915 34,382,084 

Tajikistan 17,786 125 0.70% 13 Not available 9,957,464 

                * Turkmenistan is not included in "Worldometer" data. 

                # CFR: Case-fatality rate, D/M: The number of deaths per million.  

 

Across Asia, there was a significant positive correlation between the number of cases and the number of 

tests and between the number of deaths and the number of tests, as shown in Table 9. The median age was 

significantly proportional to the number of cases per million and the number of tests per million. On the 

other hand, the CFRs correlated negatively with the median age. 

 

Table 9: The correlations of CFRs, number of tests, and median age with other variables. 

No. of 

cases 

No. of 

deaths 

 
CFRs 

Cases/ 

million 

Deaths/ 

million 

No. of 

tests 

Tests/ 

million 

Median 

age 

CFRs Pearson Correlation -.117- -.007- 1 -.328-* -.112- -.051- -.214- -.373-** 

Sig. (2-tailed) .420 .960 
 

.020 .439 .730 .145 .008 

N 50 50 50 50 50 48 48 50 

No. of 

tests 

Pearson Correlation .792** .921** -.051- -.116- -.063- 1 .094 .048 

Sig. (2-tailed) .000 .000 .730 .434 .670 
 

.526 .746 

N 48 48 48 48 48 48 48 48 

Median 

age 

Pearson Correlation .210 -.029- -.373-** .439** .184 .048 .297* 1 

Sig. (2-tailed) .144 .844 .008 .001 .201 .746 .040 
 

N 50 50 50 50 50 48 48 50 

** Correlation is significant at the 0.01 level (2-tailed). 

* Correlation is significant at the 0.05 level (2-tailed). 

 

4. Discussion 

It has been nearly 33 months since the start of the pandemic; however, there is a discrepancy in the 

distribution of cases and deaths across the world. Africa was the least continent affected, and this is 

consistent with other studies [14], [15]. In the first year (2020), the world witnessed about 1.8 million 
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deaths, but the number of cases and deaths almost tripled in the following year. Specifically, some countries 

suddenly recorded a rapid increase in COVID-19 statistics in Asia. Brunei, Cambodia, Laos, Sri Lanka, 

Thailand, Vietnam, Timor-Leste, Taiwan, Mongolia, and Malaysia were among the countries where the 

number of cases and deaths increased more than 10 times in 2021 compared to 2020; most of these 

countries are in Southeast Asia. In some, the numbers multiplied more than 300 times. For example, at the 

end of 2020, Vietnam recorded only 35 deaths, but by the end of 2021, the number became 32,394; the 

number multiplied 925 times, while the number of cases doubled more than 1182 times to reach about 1.7 

million cases. Similarly, the cases in Thailand increased from 6,884 at the end of 2020 to 2,234,430 at the 

end of 2021, and the deaths rose dramatically from 61 to 21,698; the numbers multiplied almost more than 

300 times. 

 

There is no logical justification for this sudden rise, but it can be explained in part by the large and sudden 

increase in the number of tests. For example, in Vietnam, about 1.4 million tests were performed in 2020, 

but the number became 75 million at the end of 2021 (multiplied 52 times). On the other hand, one Thai 

study suggests that public health (test and quarantine) and social measures (physical distancing, hand 

hygiene, generalized restriction of traveling) which were fully applied in Thailand in the first wave of 

COVID-19 led to favorable results; there was no local transmission after 25 May 2020 until December 2020 

[19]. However, Thailand suffered more later, specifically, in the next waves that occurred in 2021. In 2021, 

health authorities in Thailand increased testing 14 times. Cambodia, another country located in Southeast 

Asia, with a population of 16.9 million, had not been affected by the pandemic in the first year, where only 

366 cases were documented with a record free of deaths (i.e., zero deaths). By the end of 2021, however, 

Cambodia performed eight times more tests than in 2020, resulting in 120,493 cases, while 3,012 deaths 

were recorded. 

 

Despite the huge increase in the number of cases worldwide in the first nine months of 2022, there was 

generally no significant increase in the number of cases in Asia compared to the end of 2021 except in some 

countries. Among these, which recorded a more than 10 times increase in the number of cases compared to 

2021, are Bhutan, Brunei, South Korea, North Korea, Japan, Hong Kong, Macao, and Taiwan. Most are in 

East Asia. One amazing thing is that North Korea did not record any cases of COVID-19 until May 2022, 

and in just two months, it recorded about 4.7 million cases with 74 deaths [20]. Fortunately, North Korea 

has announced the recovery of all COVID-19 cases, and so far no, new cases have been reported. However, 

due to the extremely limited testing capacity, North Korean health authorities have deemed anyone who has 

a fever a case of COVID-19 since the country confirmed its first Covid-19 infections [20]. Of course, not all 

cases of fever are caused by COVID-19, nor are all cases of COVID-19 characterized by fever. On the other 

hand, Turkmenistan is the only country that has not reported any cases of COVID-19 [21]. There were no 

daily updates and barely any testing [22]. The last two examples show some skepticism about COVID-19 

statistics and suggest that politics may play a hidden role [22], [23]. 

 

Furthermore, COVID-19 statistics were not consistent across Asia. Approximately two-thirds of cases 

occurred in East Asia and South Asia, but these two regions have 78% of the continent's population. 

However, looking at the numbers as a proportion of the population, West Asia was the worst. Moreover, in 

West Asia, the number of COVID-19 tests performed was almost twice the region's population. On the 

other hand, the median age was not significantly correlated with the number of deaths per million, and this 

is inconsistent with one study that examined the data in Africa [14]. 

 

Globally, the number of COVID-19 cases/deaths/tests varies significantly between countries, and over time. 

Many studies support such differences [14], [15], [17], [24]. The reason for this difference is due to several 
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factors, the most important of which is the difference between countries in terms of the definition of 

suspected cases, testing strategies, the criteria for when a result is considered positive, and the capacity to 

perform testing. Among the South Asia countries, Bangladesh was criticized for testing a maximum of 

15,000 tests for a population of 165 million [25]. Therefore, fewer cases and fewer deaths have been 

recorded in relation to its population. There is a significant gap in the capacity of testing centers to serve 

more populated districts [26]. It is clear that the greater the number of tests, the greater the number of cases 

detected and the greater the number of deaths attributed to COVID-19 [14]. 

 

Likewise, the CFRs do not reflect the true burden of COVID-19, as many studies show highly variable 

CFRs across the world and over time [14], [17], [24]. The CFRs are most often used for discrete, limited-

time diseases, such as acute infections. However, it is clear that the current pandemic follows previous 

epidemics: initial CFRs start high and then decrease over time [24]. For example, across Asia, the CFR at 

the end of 2020 was 1.9%, but it decreased to 1.4% in October 2022. For instance, some countries 

experienced very high CFRs. In 2020, Yemen and Syria had the highest CFRs 29% and 6.22%, 

respectively. Although the CFRs were decreasing over time, they are still the highest by the end of 

September 2022. Because of the limitation in the testing capacity, people with severe symptoms were only 

examined (selection bias), resulting in ignorance of asymptomatic infections and mild-moderate conditions. 

Unlike the high-income countries, both countries tested the equivalent of 1% of their population. Therefore, 

CFRs should not be relied upon to compare countries. 

 

To overcome the limitations of CFR, the number of specific deaths per population is a better parameter to 

measure the fatality of the pandemic. However, differences in how deaths are attributed to SARS-CoV-2: 

dying with the infection (association) is not the same as dying from the disease (causation), could 

complicate the matter [24]. Furthermore, the low capacity for testing in some countries may lead to the 

underestimation of COVID-19 deaths. Therefore, excess mortality is another parameter that refers to the 

number of deaths from all causes during a pandemic above and beyond what we would have expected to see 

under normal conditions. In the current pandemic, the number of deaths from all causes during the COVID-

19 pandemic is compared to the deaths we would have expected had the pandemic not occurred — an 

important quantity that cannot be known but can be estimated in several ways, since not all countries have 

the infrastructure and capacity to register and report all deaths [27]. The WHO published estimates of the 

number of excess deaths of about 14 million globally. These estimates cover the period from the start of 

2020 to the end of 2021 [28]. In contrast, about 5.4 million deaths were registered in the first two years — 

i.e., around 9 million deaths were not documented. Nevertheless, this is only an estimate of excess 

mortality. 

 

Although the number of tests affects the statistics of COVID-19, there is another factor that may contribute 

to the difference in the statistics, which is known as the positivity rate (number of confirmed cases/number 

of tests in a given period). The number of cases may rise at some point even though the number of tests 

remains stable because a greater proportion of tests yields positive (e.g., 20% instead of less than 5%). The 

positivity rate is an important indicator because it can provide insight into whether a community is doing 

enough testing to find cases. If a community's positivity is high, this suggests that that community may be 

testing significantly more sick patients and may miss mild or asymptomatic cases [29]. Additionally, the 

criteria, by which laboratories considered the test positive, are universally not standardized [30]. For 

example, the choice of a high cycle threshold in an RT-PCR assay can raise questions about the 

epidemiological significance or contagiousness [31]. In fact, all molecular tests have the inherent limitation 

of only detecting the presence or absence of the targeted nucleic acid [31]. Therefore, the PCR positivity 

does not distinguish between nucleic acid detected of live, dead, or cell-free nucleic acid present in the 
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sample and thus may confound test interpretation [31]. In contrast, low positivity may indicate that the 

community includes patients with mild symptoms or no symptoms in its testing. The WHO said that in 

countries that have conducted extensive testing for COVID-19, the positivity rate should remain at 5% or 

less for at least 14 days [29]. 

 

It is important to point out that some countries have stopped reporting the daily number of tests or 

significantly scaled down their testing reports. For example, the number of tests in China has not been 

updated since 2020, although China reported cases and deaths in 2021 and 2022, as shown in Tables 1 and 

4. Regardless, based on the available data from the "Worldometer" website, there is a big difference across 

the world regarding the rate of positive COVID-19 tests. For example, at the end of September 2022, the 

percentage of positive tests in South America was 27%, while it was 8.6% in Europe; South America did 

less testing than Europe, as shown in Table 2; this is probably due to less capacity in South America — i.e., 

the tests were limited to patients with more severe conditions. Moreover, the rate of positive COVID-19 

tests might significantly change over time in the same country. For example, the percentage of positive tests 

in India reached the highest forever on 9/5/2021 (22.6%) but it declined in June to less than 5%, and it rose 

again in January 2022, reaching 16.6% on January 23 [29]. 

 

Finally, the quality of the obtained information is dependent on the quality of the primary data. Not all 

countries were reporting COVID-19 statistics at the same frequency and quality. Even in the same country, 

there are some variations. For example, U.S. states and territories, since the start of the pandemic, have used 

different approaches to reporting data about COVID-19 cases, deaths, and tests. The lack of uniformity has 

complicated efforts to track the pandemic in near real-time [32]. Another limitation of this study is that the 

effect of vaccination on the course of the pandemic was not taken into account. 

 

5. Conclusions 

Although Asia recorded the second-largest number of COVID-19 cases and the third-largest number of 

deaths among the six continents, given its huge population, Asia was least affected by the pandemic after 

Africa. Moreover, COVID-19 statistics across the continent have been disproportionate; West Asia was 

most affected based on cases per million and deaths per million. At the same time, the largest number of 

tests per population was performed in West Asia. In contrast, East Asia had the lowest number of deaths per 

million, the lowest tests per population, and the lowest CFR. However, East Asia has the highest median 

age (39.5 years). The mean of CFRs across Asia is 1.4%, ranging from near zero to 18.07%. 

 

Furthermore, COVID-19 statistics may change over time, as happened in 2021 when cases and deaths rose 

dramatically in some countries, such as Vietnam, Thailand, and Cambodia. So, COVID-19 statistics vary 

significantly and over time, between countries and across the continent, suggesting considerable uncertainty 

over these statistics. The most important reason for this variability is the difference between countries in 

terms of the definition of suspected cases, testing strategies, the criteria for when a result is considered 

positive, the capacity to perform testing, and reporting methods. Looking forward, the definition of 

suspected cases, testing strategies, and the criteria for a positive result should be universally standardized. 
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