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Coronavirus disease 19 (COVID‑19), caused by severe acute respiratory syndrome coronavirus 2 
(SARS‑CoV‑2), has become a global pandemic with significant mortality. Accurate information on 
the specific circumstances of death and whether patients died from or with SARS‑CoV‑2 is scarce. To 
distinguish COVID‑19 from non‑COVID‑19 deaths, we performed a systematic review of 735 SARS‑
CoV‑2‑associated deaths in Hamburg, Germany, from March to December 2020, using conventional 
autopsy, ultrasound‑guided minimally invasive autopsy, postmortem computed tomography and 
medical records. Statistical analyses including multiple logistic regression were used to compare both 
cohorts. 84.1% (n = 618) were classified as COVID‑19 deaths, 6.4% (n = 47) as non‑COVID‑19 deaths, 
9.5% (n = 70) remained unclear. Median age of COVID‑19 deaths was 83.0 years, 54.4% were male. In 
the autopsy group (n = 283), the majority died of pneumonia and/or diffuse alveolar damage (73.6%; 
n = 187). Thromboses were found in 39.2% (n = 62/158 cases), pulmonary embolism in 22.1% (n = 56/253 
cases). In 2020, annual mortality in Hamburg was about 5.5% higher than in the previous 20 years, 
of which 3.4% (n = 618) represented COVID‑19 deaths. Our study highlights the need for mortality 
surveillance and postmortem examinations. The vast majority of individuals who died directly from 
SARS‑CoV‑2 infection were of advanced age and had multiple comorbidities.

Severe acute respiratory distress syndrome-associated coronavirus-2 (SARS-CoV-2), the causative agent of coro-
navirus disease 2019 (COVID-19), was first identified in December 2019 in Wuhan, Hubei Province,  China1 
and was declared a pandemic by the World Health Organization (WHO) in March  20202. As of May 18th, 2021, 
the outbreak of SARS-CoV-2 has spread to all continents, with about 164 million confirmed cases and over 3.4 
million fatalities worldwide after contracting the respiratory  virus3,4.

Internationally, the COVID-19 pandemic demonstrates that recording of total mortality in a dynamic infec-
tion event represents a particular challenge for harmonization and comparability of infection and case fatality 
figures. For this purpose, a systematic SARS-CoV-2 mortality monitoring has been established at the Institute of 
Legal Medicine (ILM) of the University Medical Center Hamburg-Eppendorf, Germany (UKE) in March 2020. 
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At that time, there was little knowledge about the causes of death in such fatalities and the question was raised 
whether the patients died from or with SARS-CoV-2.

Considering the possible effects of SARS-CoV-2 on various organs, detailed knowledge of the organotropism 
of the virus, the identification of risk factors and the underlying ultimate causes of death were of particularly high 
clinical  relevance5–8. Therefore, systematic investigations of SARS-CoV-2 associated deaths, defined as fatalities 
associated with a positive SARS-CoV-2 PCR test, deemed necessary to provide evidence for epidemiological 
clusters and patient cohorts underlying particular hazards for fatal courses of the disease.

The aim of this systematic postmortem evaluation was to classify all known SARS-CoV-2 associated deaths 
in the city of Hamburg, Germany, as COVID-19 or as non-COVID-19 deaths and to compare both groups, with 
respect to demographic, anthropometric and medical characteristics.

Results
Overall characteristic of the study. A total of 735 SARS-CoV-2 associated deaths were analyzed. Con-
ventional autopsies were performed in 38.5% (n = 283). 5.6% (n = 41) of deaths were investigated by usMIA. In 
total, 55.9% (n = 411) received a PMCT and 35.9% (n = 264) were classified by medical record review only. In 
34.6% (n = 254) several examinations were performed consecutively. CA was able to assign a definite cause of 
death in 99.3% of cases (281/283), followed by usMIA at 90.2% (37/41), isolated PMCT at about 87.9% (138/157) 
and medical record alone at about 83.0% (219/264) (see Supplemental Table S1).

A total of 618 cases (84.1%) were classified as COVID-19-related, including 254 (41.1%) by CA. The remain-
ing 15.9% (n = 117) were divided into non-COVID-19 deaths and unclear causes of death (9.5%; n = 70). Unclear 
cause of death was the most frequent (64.3%) in cases limited to medical record review only due to insufficient 
data and/or missing consent to postmortem examination.

Overall (COVID-19 and non-COVID-19 death in total), 6.2% (n = 41) of patients died at home and 24.4% 
(n = 162) in nursing homes. The majority of 68.4% (n = 445) died in hospital, of which 38.9% (n = 259) died on 
the normal ward, 29.2% (n = 194) in the intensive care unit and 0.3% (n = 2) in the emergency room. In 7 cases, 
there was no or unclear information. The overall proportion of nursing home residents of all deaths (N = 735) 
investigated was 52.9% (n = 389). Regarding the survival time of the whole collective, we found a substantially 
longer time interval of first positively confirmed swab PCR test until date of death of hospitalized patients from 
May 2020 on (p = 0.011; median 6 days [March–April] versus 11 days [May–December]), but no comparable 
increase in outpatients (p = 0.328; median 8 days for both periods). Tables 1 and 2  show the distribution of the 
reported cases within the defined pandemic waves.

Table 1.  Baseline characteristics of COVID-19 deaths and non-COVID-19 deaths (total N = 665; all unclear 
cases excluded). This table displays patient characteristics and demographics of COVID-19 and non-
COVID-19 deaths. IQR interquartile range, CI confidence interval. a Number (%), bmedian (range), cmean 
(standard deviation). Statistically significant p values are highlighted in bold (*p < 0.05), the remaining values 
stayed non-significant.

COVID-19 death Non-COVID-19 death

1st wave 2nd wave

p value

Total

p value(n = 235) (n = 383) (n = 618) (n = 47)

Sex

0.645 0.199Malea 125 (53.2%) 211 (55.1%) 336 (54.4%) 21 (44.7%)

Femalea 110 (46.8%) 172 (44.9%) 282 (45.6%) 26 (55.3%)

Age, years

0.117 0.456

Medianb 82.0 (31.0–99.0) 83.0 (29.0–100.0) 83.0 (29.0–100.0) 84.0 (36.0–102.0)

IQR 75.0–87.0 77.0–89.0 76.0–88.0 78.0–90.0

Meanc 80.0 (10.8) 81.3 (10.6) 80.8 (10.6) 81.8 (11.7)

95% CI 75.0–87.0 80.3–82.4 80.0–81.8 78.4–85.3

Male, years

0.041* 0.515

Medianb 80.0 (31.0–99.0) 82.0 (46.0–99.0) 81 (31.0–99.0) 81.0 (56.0–91.0)

IQR 71.5–86.0 76.0–88.0 74.0–87.0 73.0–84.5

Meanc 77.1 (11.4) 80.4 (10.3) 79.4 (10.8) 87.2 (9.5)

95% CI 75.8–79.9 79.0–81.8 87.3–80.6 73.9–82.6

Female, years

0.750 0.128

Medianb 84.0 (49.0–99.0) 84.0 (29.0–100.0) 84.0 (29.0–100.0) 87.0 (36.0–102.0)

IQR 78.0–89.0 78.0–90.0 78.0–89.0 78.8–92.0

Meanc 82.4 (9.4) 82.4 (10.8) 82.4 (10.3) 84.7 (12.7)

95% CI 80.6–84.2 80.8–84.0 81.2–83.6 79.6–89.2
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COVID‑19 deaths. 54.4% (n = 336) of the COVID-19 death group were men. The median age was 83.0 years 
(IQR 76.0–88.0) with a higher age of women compared to men (median 84.0 [IQR 78.0–89.0] versus 81 [IQR 
74.0–87.0] years), see Table 1. Only seven deceased were younger than 50 years.

28.5% (n = 176) died in the outpatient and 70.6% (n = 436) in the hospital setting, with more patients died on 
normal ward (n = 244; 39.5%) than in the ICU (n = 190; 30.7%).

82.8% (n = 322) nursing home residents were defined as COVID-19 deaths representing 52.1% of all COVID-
19 deaths (n = 618) in our cohort (Table 2). Supplemental Table S2 shows the results of the multiple logistic 
regression of the COVID-19 death group.

Non‑COVID‑19 death. 47 cases (6.4%; 44.7% men) were defined as non-COVID-19 deaths (Table  1). 
Deceased men were younger with a median age of 81.0 years (IQR 73.0–84.5) than women at a median age of 
87.0 years (IQR 78.8–92.0). Most of the deceased with an alternating cause of death died in the outpatient setting 
(59.6% versus 28.8%, p < 0.001; Table 1). Tables 1 and 2  lists patients’ characteristics and demographics factors.

Autopsy cohort. In total 283 CA were performed. Table 3  shows demographic factors and place of death 
in detail for the autopsy group. Of the 254 COVID-19 deaths in the autopsy group, most patients died of pneu-
monia and/or diffuse alveolar damage (73.6%; n = 187), whereas cardiac associated fatalities were strongly repre-
sented in the non-COVID-19 group (70.4%, n = 19), see Table 4.

Further, thromboembolic complications (9.4%, n = 24) and other organ failures led to death in the autopsy 
group. In 158 (62.2%) COVID-19 cases and in 11 (40.7%) non-COVID-19 cases detailed preparation of the lower 
extremities took place. In this subcohort, thromboses were found in 39.2% (n = 62) of 158 cases and likewise 
pulmonary embolisms were found in 22.1% (n = 56) of 253 cases (Table 5).

Comorbidities were recorded from morphological findings at autopsy and available clinical data. The most 
common diagnoses were cardiovascular comorbidities with 89.0% (n = 226) (Table 4). Among these, there was 
a significantly increased probability that they also had a previous neurological disease (p = 0.015; Supplemental 
Table S2). On average, COVID-19 decedents had 2.9 preexisting conditions. The patients who died in hospital 
had more pre-existing conditions overall (p = 0.006).

The median BMI evaluated in 204 cases was 24.7 kg/m2 (IQR 20.4–28.8). In 50 CA cases BMI calculation 
was deferred because of severe edema or body weight or height was missing. 21.1% (n = 43) of the deceased were 
obese with no difference compared to non-COVID-19 deaths (p = 0.194), see Table 4. Combined lung weight was 
higher in COVID-19 deaths compared to the non-COVID-19 deaths, respectively (p = 0.009; median 1425.0 g 
[IQR 1110.0–1872.5] versus 1080.0 g [IQR 815.0–1485.0]), see Table 5.

Supplemental Table S2 shows the results of the multiple logistic regression in the CA collective of the COVID-
19 death group.

Table 2.  Place of death of COVID-19 deaths and non-COVID-19 deaths (total N = 665; all unclear cases 
excluded). This table displays place of death of COVID-19 and non-COVID-19 deaths. In addition, the place 
of death of home residents is displayed. ICU intensive care unit. a Number (%). Statistically significant p values 
are highlighted in bold (*p < 0.05; **p < 0.001), the remaining values stayed non-significant.

COVID-19 death Non-COVID-19 death

1st wave 2nd wave

p value

Total

p value(n = 235) (n = 383) (n = 618) (n = 47)

Place of death 0.034*  < 0.001**

Outpatienta 62 (26.4%) 114 (29.8%) 176 (28.5%) 28 (59.6%)

 At home 13 (5.5%) 22 (5.7%) 35 (5.7%) 6 (12.7%)

 Retirement 49 (20.9%) 92 (24.2%) 141 (22.8%) 21 (44.7%)

 Other – – – 1 (2.1%)

Hospitala 169 (71.9%) 267 (69.7%) 436 (70.6%) 19 (40.4%)

 ICU 85 (36.2%) 105 (27.4%) 190 (30.7%) 4 (8.5%)

 Normal ward 82 (34.9%) 162 (42.3%) 244 (39.5%) 15 (31.9%)

 Emergency department 2 (0.9%) – 2 (0.3%) –

No  informationa 4 (1.7%) 2 (0.5%) 6 (1.0%) –

Place of death of retirement residents 0.006* 0.005*

Proportion of retirement  residentsa 103 (43.8%) 219 (57.2%) 322 (52.1%) 26 (55.3%)

 Retirement 47 (45.6%) 90 (41.1%) 137 (42.5%) 20 (76.9%)

 Hospital

53 (51.5%) 127 (58.0%) 180 (55.9%) 6 (23.1%)

25 (24.3%) 34 (15.5%) 59 (18.3%) –

27 (26.2%) 93 (42.5%) 120 (37.3%) 6 (23.1%)

1 (1.0%) – 1 (0.3%) –

 No information 3 (2.9%) 2 (0.9%) 5 (1.6%)
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Comparison to official numbers showed minor deviations in total numbers but similar curve 
shapes and an excess mortality in 2020. In contrast to the ILM reported death cases by the date of 
death, the death cases reported by the Robert-Koch-Institute (RKI), the German government’s central scientific 
institution in the field of biomedicine, show a higher peak mostly at the beginning of the weeks depending on 
the official reports (Fig. 1). Overall, the 618 COVID-19 deaths reported to Hamburg’s health authority in 2020 
resulted in a difference of 14 cases (618 vs. 632 cases) compared to the SARS-CoV-2-associated deaths in Ham-
burg reported by the  RKI9.

Between 2000 and 2019, an average of 17,461 people died in Hamburg each year. Given the 18,417 deaths 
in 2020 in  Hamburg10,11 this corresponds to an increase in deaths of about 5.5% for 2020 alone, of which 3.4% 
(n = 618) represent COVID-19 deaths (Fig. 2).

Discussion
Our main results show that the majority of deaths associated with SARS-CoV-2 positivity died due to COVID-
19 (84.1%), which is consistent with previous  reports7,12,13. Most of the COVID-19 deaths were male with a high 
median age of 83.0 years. Our data confirm that the mortality rate is increased in patients over 60 years of age 
suffering from COVID-1914,15. In contrast, WHO and RKI figures on confirmed non-fatal COVID-19 cases 
show an increase in the 20–60 age group compared to the 60 + age  group4,9. Patients under 60 years of age tend 
to have less severe symptoms and higher recovery rates than older  patients15, which is consistent with our data 
on fatal cases decreasing with age (1% of the sample < 50 years)15. Epidemiologically, men have a higher risk 
of severe COVID-19 sequelae than  women16. The number of confirmed positive cases is roughly equal in men 

Table 3.  Baseline characteristics of the autopsy cohort. This table displays patient characteristics and place of 
death of COVID-19 and non-COVID-19 deaths of the autopsy cohort. ICU intensive care unit, CI confidence 
interval. a Number (%), bmedian (range), cmean (standard deviation). Statistically significant p values are 
highlighted in bold (*p < 0.05), the remaining values stayed non-significant.

COVID-19 death Non-COVID-19 death

p value(n = 254) (n = 27)

Sex

0.921Malea 139 (54.7%) 14 (51.9%)

Femalea 115 (45.3%) 13 (48.2%)

Age, years

0.643

Medianb 82.0 (29.0–100.0) 83.0 (36.0–96.0)

IQR 75.0–87.0 73.0–90.0

Meanc 79.4 (12.0) 79.7 (13.5)

95% CI 77.9–80.4 74.4–85.0

Male

0.683

Medianb 80.0 (31.0–99.0) 78.5 (56.0–91.0)

IQR 71.0–85.0 73.0–84.0

Meanc 77.2 (12.0) 76.4 (11.0)

95% CI 75.2–79.2 70.0–82.7

Female

0.262

Medianb 85.0 (29.0–100.0) 86.0 (36.0–96.0)

IQR 77.0–89.0 82.0–92.0

Meanc 82.0 (11.4) 83.3 (15.3)

95% CI 79.9–84.1 74.0–92.6

Below 50 years

Numbera 6 (2.4%) 1 (3.7%)

Malea 4 (66.7%) –

Femalea 2 (33.3%) 1 (100.0%)

Place of death

0.001*

Outpatienta 87 (34.3%) 18 (66.7%)

 At home 21 (8.3%) 5 (18.5%)

 Retirement 66 (26.0%) 12 (44.4%)

 Other – 1 (3.7%)

Hospitala 166 (65.4%) 9 (33.3%)

 Normal ward 100 (39.4%) 7 (25.9%)

 ICU 64 (25.2%) 2 (7.4%)

 Emergency department 2 (0.8%)

No  informationa 1 (0.4%)
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and  women4,9,17, but the male-dominated sex ratio in COVID-19 deaths has been confirmed in our study and 
 worldwide18,19.

The deceased in our autopsy group suffered from many pre-existing conditions, especially of cardiovascular 
origin. The autopsy group of COVID-19 deaths had an average of 2.9 comorbidities. In contrast, Rommel et al.20 
described fewer comorbidities, an average of 1.6 for the German population, figures that were related to reported 
deaths by the RKI.

However, these data were evaluated purely anamnestically; a post-mortem examination was not carried out. 
Previous studies have also reported that obesity is a relevant pre-existing  condition21–23. Here, our results show 
a heterogeneous distribution between BMI values. Interestingly, only 21% of the COVID-19 death group were 
obese. This roughly corresponds to the national average for Germany, as about 22% of the German population 
had a BMI ≥ 30 in 2017 (most recent data)24. It should be noted that older patients in general, especially in our 
cohort of nursing home residents, are more prone to cachexia, malnutrition or underweight, which may also be 
an underestimated risk factor.

Our data confirm the above studies that age, gender and comorbidities are risk factors for fatal  outcome20. 
Although women in the COVID-19 death group were older than men, there were no differences in sex, age 
or type of comorbidity when comparing the COVID-19 to the non-COVID-19 death group, highlighting the 

Table 4.  Comorbidities of the autopsy cohort. This table displays comorbidities of COVID-19 and non-
COVID-19 deaths of the autopsy cohort. BMI body mass index, IQR interquartile range, CI confidence 
interval. # Comorbidities were counted by macroscopic findings and available clinical data, anumber (%), 
bmedian (range), cmean (standard deviation), dmultiple inclusions of one patient in the various categories 
possible. p values stayed non-significant within this table.

COVID-19 death Non-COVID-19 death

p value(n = 254) (n = 27)

Comorbidities#

0.689

Cardiovasculara
,
d 226 (89.0%) 25 (92.6%)

Pulmonarya
,
d 124 (48.8%) 18 (66.7%)

Neurologicala
,
d 119 (47.0%) 7 (25.9%)

Renala
,
d 94 (37.0%) 9 (33.3%)

Endocrinea
,
d 71 (28.6%) 7 (25.9%)

Oncologica
,
d 53 (20.9%) 3 (11.1%)

Liver  aa
,
d 17 (6.7%) 1 (3.7%)

Pancreatica
,
d 4 (1.6%) –

Immunologicala
,
d 12 (4.7%) –

Psychologicala
,
d 5 (2.0%) –

Chronic  inflammationa
,
d 4 (1.6%) –

Othera
,
d 16 (6.3%) 1 (3.7%)

Numbers of pre-existing condition

Average 2.9 2.6

0a 3 (1.2%) –

1a 29 (11.5%) 3 (11.1%)

2a 61 (24.1%) 12 (44.4%)

3a 85 (33.6%) 7 (25.9%)

4a 48 (19.0%) 3 (11.1%)

5a 20 (7.9%) 1 (3.7%)

6a 7 (2.8%) 1 (3.7%)

BMI, kg/m2

0.194

Numbera 204 (80.3%) 18 (66.7%)

Medianb 24.7 (12.4–53.3) 21.8 (11.4–43.6)

IQR 20.4–28.8 19.3–25.5

Meanc 25.5 (7.3) 23.1 (7.3)

95% CI 24.5–26.5 19.5–26.7

Underweighta 30 (14.7%) 3 (16.7%)

Normal  weighta 76 (37.3%) 9 (50.0%)

Pre-obesitya 55 (26.7%) 4 (22.2%)

Obesity class  Ia 22 (10.8%) 1 (5.6%)

Obesity class  IIa 8 (3.9%) 1 (5.6%)

Obesity class  IIIa 13 (6.4%) –
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influence of underlying risk factors for fatal disease outcome in older patients. Notably, pre-existing neurological 
conditions were common in the hospitalized COVID-19 death group.

The main cause of death in our cohort and others was SARS-CoV-2 induced lung  injury18,25,26. The virus 
infects airway epithelial  cells27, leading to diffuse alveolar damage, edema and a marked increase in lung weight 
in our COVID-19 autopsy group, as previously  reported7,28. It is noteworthy that the histological changes in the 
lungs were heterogeneously distributed, corresponding with our radiological findings of patchy dullness opacities, 
which most likely indicate a diffuse spread of the virus in the respiratory  tract28,29. In addition, multi-site organ 
tropism has been reported to be favored in tissues with high expression of the angiotensin converting enzyme 
2  receptor6,30–36. As venous thromboembolism was increasingly seen as a complication, since the beginning of 
May 2020, adapted anticoagulation has also been used in intensive care in  Hamburg7,28. Although pulmonary 
emboli and deep vein thrombosis of the lower extremities were still diagnosed in some of the autopsies. The 
survival time of hospitalized patients increased from May 2020 onwards.

Notwithstanding the important role of pathology in clarifying the cause of death in clinical cases, our results 
show the high importance of forensic autopsy in the context of  pandemics26,37. 28.5% of COVID-19 deaths died 
in the outpatient setting, which underlines the need for close cooperation between the disciplines involved. The 
RKI figures show a comparable distribution of places of death as in our cohort, with about 25% of deaths occur-
ring outside the  hospital10,38. It was notable that many cases in the non-COVID-19 death group occurred in the 
outpatient setting, mostly due to minor or non-specific symptoms of disease.

Interestingly, Hamburg had a slightly increased excess mortality rate of about 4.4% compared to 2016–2019 
and 5.5% compared to the last two decades in  20209,10,39.

Compared to Hamburg, excess mortality was also found nationwide, consistent with the number of people 
who died from or with SARS-CoV-2 by the end of September  202020. About 3/4 of these higher numbers can be 
explained by the number of COVID-19 deaths in  202020. Other indirect effects such as threshold increases for 
the utilization of outpatient treatment or hospitalizations due to other diseases may have additionally influenced 
the total number.

Reliable information on mortality is therefore of paramount importance to establish sound public health poli-
cies and to literally fight the pathogens of emerging infections. Previous and ongoing pandemics have shown that 

Table 5.  Autopsy characteristics of the autopsy cohort. This table displays autopsy characteristics of COVID-
19 and non-COVID-19 deaths of the autopsy cohort. PMI postmortem interval, CI confidence interval, DAD 
diffuse alveolar damage. a Number (%), bmedian (range), cmean (standard deviation), dpreparation of the lower 
extremities was performed in 158 COVID-19 and 11 non-COVID-19 cases, eno information was available in 
one case. Statistically significant p values are highlighted in bold (*p < 0.05), the remaining values stayed non-
significant.

COVID-19 death Non-COVID-19 death

p value(n = 254) (n = 27)

PMI, days

Numbera 245 (96.5%) 25 (92.6%)

Medianb 4.0 (0.0–36.0) 5.0 (1.0–24.0)

IQR 2.0–7.0 3.0–9.5

Meanc 5.4 (4.8) 7.1 (6.0)

95% CI 4.8–6.0 4.6–9.5

Cause of deatha

 < 0.001**

Pneumonia, DAD 187 (73.6%) 1 (3.7%)

Thrombembolism 24 (9.4%) –

Cardial 15 (5.9%) 19 (70.4%)

Inflammatory 13 (5.1%) 4 (14.8%)

Organ dysfunction 5 (2.0%) –

Oncologic 2 (0.8%) 1 (3.7%)

Thrombosisa

Numberd 158 (62.2%) 11 (40.7%)

Present at autopsy 62 (39.2%) 0 (0.0%)

Embolisma

Numbere 253 (99.6%) 27 (100.0%)

Present at autopsy 56 (22.1%) 2 (7.4%)

Combined lung weight, g

0.009*

Numbera 225 (88.6%) 23 (85.2%)

Medianb 1425.0 (1110.0–1872.5) 1080.0 (815.0–1485.0)

Meanc 1508.3 (533.5) 1213.9 (456.8)

95% CI 1438.2–1578.4 1016.4–1411.4
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autopsy is a powerful tool to understand the underlying pathology of a  disease27,40,41. The need for a standardized, 
nationwide recording method is illustrated by a difference of 14 cases between RKI and ILM of Hamburg deaths 
by the end of 2020 (632 vs. 618 cases)9,10.

Accurate postmortem diagnosis during the initial phase of an emerging epidemic represents an improvement 
in the identification of the specific etiological agent, which has significant implications for disease surveillance. 
Although our data show that CA is the most accurate way to assess the cause and manner of death, autopsy 
rates worldwide have declined significantly in recent decades and are below 5% in  Germany42–46. Compared to 
this percentage, the autopsy rate of 38.5% reported in this study appears exceptionally high. Interestingly, the 
autopsy cohort did not have any variables that were statistically different from the overall cohort. It is therefore 
conceivable that due to the high autopsy rate in our study, the findings made for CA, e.g., on comorbidities and 
BMI, are transferable to the overall cohort of COVID-19 deaths.

To further increase the number of morphology-based postmortem examinations, usMIA was implemented 
as an alternative to CA. Other imaging modalities, including CT, MRI and/or robotic biopsy collection, can 
only be performed in centers of excellence and require significant budgets and  infrastructure47–49. In contrast, 
usMIA is flexible, less expensive and has also been tested with promising results and own  experience50–55. This 
methodology represents a research method that can be useful, especially in countries where mortality data are 
not available, to counteract the loss of numbers from CA in one’s own  setting50–54,56,57. Notwithstanding the 
advantages of minimally invasive autopsy, there are diagnostic limitations of this approach, particularly due to 
the accuracy in localizing pathological findings to ensure representative sampling. Further studies are needed 
to demonstrate concordance between CA and MIA and thus to verify the reliability of MIA.

Limitations
Firstly, only part of the cohort was subjected to CA. A relevant part of the assessment was based only on the evalu-
ation of medical records and available documents. Secondly, a shorter PMI (72 h) was assumed as a prerequisite 
for performing a CA or usMIA (procedural putrefactive gas inclusions with lower informative value by usMIA) 
during follow-up for organ samples and further laboratory approaches. Unfortunately, numerous cases did not 
fulfil this qualitative preselection because they were reported too late to the ILM or were not known. Thirdly, 
the diagnostic efficiency of a combined usMIA/PMCT as an evaluation method needs to be compared with CA 
in further studies. Finally, slight differences in individual assessment may have occurred due to interindividual 
perception and subjective interpretation of the morphological findings.

Conclusion
Accurate information on the specific causes of death in patients dying from emerging infections in particular is 
scarce, which is why the question of whether patients died from or with SARS-CoV-2 has arisen since the start 
of the pandemic in 2020.

We show here that the vast majority died directly from SARS-CoV-2 infection as COVID-19 deaths, had 
advanced age and multiple comorbidities.

The multimodal "Hamburg Way", i.e., a systematic evaluation of all SARS-CoV-2-associated deaths in the city 
of Hamburg, only became possible through close cooperation with the Department of Social Affairs and Health, 
which led to an adjustment of the medical treatment of COVID-19 patients in the early phase of the pandemic. 
In addition, the systematic recording of non-clinical deaths led to a comprehensive population-based recording 
and evaluation of deaths. However, such an evaluation would not have been possible without the consent of 
the relatives to the scientific evaluation and the direct networking with the local health offices and special legal 
foundations in Hamburg.
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Materials and methods
Study design, organizational structure and study cohort. All reported SARS-CoV-2-associated 
deaths (defined as ante- and/or post-mortem confirmed SARS-CoV-2 infection of a person at any point in time) 
of Hamburg citizens were evaluated at ILM Hamburg in collaboration with the health authorities in the period 
from mid-March 2020 to 30th September (first wave) and 1st October to 31st December 2020 (second wave).

To scrutinize the reports and in order not to overlook any unknown cases, all deceased admitted to ILM were 
screened for viral SARS-CoV-2 RNA using a throat swab followed by immediate RT-qPCR at the Institute of 
Microbiology, Virology and Hygiene, UKE as previously  described58. Figure 3 displays the practical process of 
reports, orders, investigations and process chains between local and national authorities involved.

Demographic (place of death, age, sex), and medical characteristics (cause of death) were collected for the 
overall collective. Further anthropometric (BMI) and medical/autopsy characteristics (survival time, comor-
bidities, combined lung weight, postmortem interval, thromboses and embolisms) were added for the autopsy 
sub-group.

Institutional review board approval from the independent ethics committee of the Hamburg Chamber of 
Physicians was obtained for this study (reference numbers 2020-10353-BO-ff and PV7311). The study complied 
with the tenets of the Declaration of Helsinki. Informed consent was obtained from a next of kin or legal repre-
sentatives and authorities for the death case evaluation. All data were pseudonymized according to the guidelines 
from the central ethics commission of the federal medical association.
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Evaluation methods. Depending on the order and the consent of the relatives, a four-step concept was 
established to determine the underlying cause of death and thus categorize the individual cases into COVID-
19 and non-COVID-19 deaths. The final categorization of each case was done by consensus with a supervisor’s 
decision.

The evaluation was based on individual case decisions in descending order, dependent from the level of 
consent with

1 conventional autopsy (CA) through opening of all three body cavities.
2 ultrasound-guided minimally invasive autopsy through ultrasound-guided needle puncture of the organs 

(usMIA; LOGIQe 5417728-100, GE Medical Systems Ultrasound and Primary, USA).
3 postmortem computed tomography (PMCT) of the whole body (Philips Brilliance 16-slice multidetector 

scanner, Hamburg, Germany; full-body scan: slice thickness 1 mm; pitch, 1.5; 120 kV; 230–250 mA; in addi-
tion thorax scan with higher resolution) in accordance with an established  protocol48.

4 an assessment of medical records, laboratory results, patient history and death certificate information to 
determine the most plausible cause of death.

Using the above-mentioned diagnostic tools, the cases were evaluated and classified into categories adapted 
to Edler et al.8.

Until autopsy, pmCT or usMIA the bodies were stored at 4 °C after death constantly. In case of short PMI 
(< 72 h) a standardized and extended tissue sampling was performed (see Supplemental Table S3, S4). Therefore, 
samples were fixed in buffered 4% formaldehyde for histopathological assessment or were made accessible for 
further laboratory examination methods by cryopreservation. In those cases with consent for further neuro-
pathological examinations, the brain was examined at the Institute of Neuropathology of the  UKE30 after being 
fixed in toto in 4% formaldehyde, as well.

For the medical record evaluation only, COVID-19 death was assessed, if COVID-19 has already been clini-
cally assumed to be the cause of death and this has been substantiated by imaging, clinical investigations, typical 
symptoms and laboratory results.

On PMCT, evidence of peripheral or disseminated ground-glass opacities with bilateral ground dense nodules, 
areas of consolidations and crazy paving patterns led to classification as COVID-19  death28.

In usMIA, the combination of medical records, ultrasound and computed tomographic findings, as well as 
histology findings led to the classification of COVID-19 death. Typical findings on ultrasonography were consist-
ent with general evidence of pneumonia, such as consolidations, enhanced B-lines (multifocal, confluent), an 
aerobronchogram and thickened pleural lines. In some cases, there were also subpleural indentations, as seen 
in peripheral pulmonary infarcts. Histological criteria of COVID-19 included diffuse alveolar damage (DAD), 
especially hyaline membranes, and activated pneumocytes, squamous metaplasia or organizing pneumonia.

At CA, a COVID-19 death was defined if the cause of death was found macroscopically within the pulmonary 
vasculature, in terms of embolism, or in the lungs as pneumonia and DAD. The cause of death was determined 
by postmortem examination, taking into account the medical history, if available, and any additional examina-
tions in accordance with the guidelines of the German Society of Legal Medicine in its current  version59. A high 
standard of diagnosis is ensured by many years of extensive experience in post-mortem and autopsy diagnosis. 
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Figure 3.  Flow chart of SARS-CoV-2 associated death evaluation at the ILM. This flow chart depicts processes 
and steps for the evaluation of 735 SARS-CoV-2 associated deaths in cooperation with the Hamburg public 
health authority. After the evaluation process based on medical report, postmortem computed tomography 
(PMCT), ultrasound-guided minimally invasive autopsy (usMIA) and conventional autopsy, 618 deaths were 
classified as COVID-19 deaths, 47 deaths were non-COVID-19 deaths and 70 deaths remained unclear. am 
antemortem, pm postmortem, ILM Institute of Legal Medicine, RKI Robert Koch Institute; a multiple inclusion 
of one patient in the various categories possible.
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The diagnosis of a COVID-19 death required evidence of severe and fatal lung injury or other serious complica-
tions related to COVID-19 and excluded a competing cause of death, see Table 6.

Non-COVID-19 death were determined as acute and independently life-threatening conditions, such as 
pericardial tamponade.

If no definite lung changes were found by any of the examination procedures or data was inconclusive, and 
no other manifest cause of death was apparent, the cases were classified as “unclear”.

Statistical analysis. This was an exploratory hypotheses-generating study. Therefore, no confirmatory 
analyses were conducted. The p values were therefore not adjusted for multiplicity and are used exclusively as 
descriptive measures. The assumption of a normal distribution was checked graphically using range (IQR) and 
compared by the Mann–Whitney U test. Categorical variables are summarized as counts and percentages and 
compared by the chi-square test or Fisher’s exact test, as appropriate.

Special attention was paid to the CA collective. In addition to above mentioned basic data, pre-existing medi-
cal conditions, body mass index (BMI) and autopsy findings were evaluated descriptively.

Furthermore, a multiple logistic regression analysis was performed with COVID-19 death versus non-
COVID-19 death as dependent variable, separately for the whole collective and the CA collective. The inde-
pendent variables were age, sex and place of death, and for the CA collective, additionally, pre-existing medical 
conditions and BMI.

Finally, the COVID-19 deaths in Hamburg identified by the ILM were correlated with the total number of 
SARS-CoV-2 infections in Hamburg and the number of deaths presented by the  RKI11, as well as with the number 
of deaths in general in Hamburg in the past years (2000–2019) and per month (for the period 2016–2019)10.

Statistical analysis and graphical presentation of the results were done using the statistical software SAS 
(v9.4, SAS Institute Inc., Cary, NC, USA), GraphPad Prism® (v8.0, GraphPad Software Inc., La Jolla, USA), SPSS® 
(v10.0, SPSS Inc., New York, USA) and Microsoft Excel (version 16.16, Microsoft Corporation, Redmond, USA).

Data availability
The datasets generated and analyzed during the current study are available from the corresponding author on 
reasonable request.

Received: 30 June 2021; Accepted: 8 September 2021

References
 1. Zhu, N. et al. A novel coronavirus from patients with pneumonia in China. N. Engl. J. Med. 382(8), 727–733 (2020).
 2. World Health Organization. WHO Director-General’s Opening Remarks at the Media Briefing on COVID-19 https:// www. who. int/ 

direc tor- gener al/ speec hes/ detail/ who- direc tor- gener al-s- openi ng- remar ks- at- the- media- briefi ng- on- covid- 19--- 11- march- 2020 
(2020).

 3. Johns Hopkins University. Coronavirus Resource Center. COVID-19 Dashboard by the Center for Systems Science and Engineering 
(CSSE) at Johns Hopkins University (JHU) https:// coron avirus. jhu. edu/ map. html (2021).

 4. World Health Organization. WHO Coronavirus (COVID-19) Dashboard https:// covid 19. who. int/ (2021).
 5. Robert Koch Institut. Empfehlungen zum Umgang mit SARS-CoV-2-infizierten Verstorbenen https:// www. rki. de/ DE/ Conte nt/ 

InfAZ/N/ Neuar tiges_ Coron avirus/ Verst orbene. html (2021).
 6. Puelles, V. G. et al. Multiorgan and renal tropism of SARS-CoV-2. N. Engl. J. Med. 383(6), 590–592 (2020).
 7. Wichmann, D. et al. Autopsy findings and venous thromboembolism in patients with COVID-19: A prospective cohort study. 

Ann. Intern. Med. 173(4), 268–277 (2020).
 8. Edler, C. et al. Dying with SARS-CoV-2 infection-an autopsy study of the first consecutive 80 cases in Hamburg, Germany. Int. J. 

Legal Med. 134(4), 1275–1284 (2020).
 9. Robert Koch Institut. COVID-19-Dashboard. https:// exper ience. arcgis. com/ exper ience/ 47822 0a4c4 54480 e823b 17327 b2bf1 d4/ 

page/ page_0/ (2021).
 10. Statistisches Bundesamt Deutschland. Sterbefälle - Fallzahlen nach Tagen, Wochen, Monaten, Altersgruppen, Geschlecht und Bun-

desländern für Deutschland 2016–2021. https:// www. desta tis. de/ DE/ Themen/ Gesel lscha ft- Umwelt/ Bevoe lkeru ng/ Sterb efael le- 
Leben serwa rtung/ Tabel len/ sonde rausw ertung- sterb efael le. html (2021).

 11. Statista Research Department. Anzahl der Sterbefälle in Hamburg von 1991 bis 2020. https:// de. stati sta. com/ stati stik/ daten/ studie/ 
589257/ umfra ge/ anzahl- der- sterb efael le- in- hambu rg/ (2021).

 12. Fitzek, A. et al. Evidence for systematic autopsies in COVID-19 positive deceased: Case report of the first German investigated 
COVID-19 death. Rechtsmedizin 30(3), 184–189 (2020).

 13. Sperhake, J. P. Autopsies of COVID-19 deceased? Absolutely!. Leg Med. 47, 101769 (2020).

Table 6.  Categorization of COVID-19 deaths using a adapted categorization of Edler et al.8. This table displays 
the established categorization of COVID-19 and non-COVID-19 death at the Institute of Legal Medicine, 
which was used to clarify all evaluated death cases corresponding to a RT-qPCR positive pre- or postmortem 
SARS-CoV-2 test. ARDS  acute respiratory distress syndrome.

Category Explanation

COVID-19 death Autoptic pneumonia and/or ARDS and/or pulmonary embolism and/or infectious progress linked to COVID-19 
as definite/probable/possible cause of death

Non-COVID-19 death SARS-CoV-2 detection with cause of death not associated to COVID-19 (e.g. brain mass hemorrhage in hyperten-
sion, acute myocardial infarction in coronary thrombosis)

Unclear cases The cause of death remains unknown, not evaluable

https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020
https://coronavirus.jhu.edu/map.html
https://covid19.who.int/
https://www.rki.de/DE/Content/InfAZ/N/Neuartiges_Coronavirus/Verstorbene.html
https://www.rki.de/DE/Content/InfAZ/N/Neuartiges_Coronavirus/Verstorbene.html
https://experience.arcgis.com/experience/478220a4c454480e823b17327b2bf1d4/page/page_0/
https://experience.arcgis.com/experience/478220a4c454480e823b17327b2bf1d4/page/page_0/
https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Bevoelkerung/Sterbefaelle-Lebenserwartung/Tabellen/sonderauswertung-sterbefaelle.html
https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Bevoelkerung/Sterbefaelle-Lebenserwartung/Tabellen/sonderauswertung-sterbefaelle.html
https://de.statista.com/statistik/daten/studie/589257/umfrage/anzahl-der-sterbefaelle-in-hamburg/
https://de.statista.com/statistik/daten/studie/589257/umfrage/anzahl-der-sterbefaelle-in-hamburg/


11

Vol.:(0123456789)

Scientific Reports |        (2021) 11:19342  | https://doi.org/10.1038/s41598-021-98499-3

www.nature.com/scientificreports/

 14. Yang, X. et al. Clinical course and outcomes of critically ill patients with SARS-CoV-2 pneumonia in Wuhan, China: A single-
centered, retrospective, observational study. Lancet Respir. Med. 8(5), 475–481 (2020).

 15. Liu, Y. et al. Association between age and clinical characteristics and outcomes of COVID-19. Eur. Respir. J. 55(5), 2001112 (2020).
 16. Klein, S. L. et al. Biological sex impacts COVID-19 outcomes. PLoS Pathog. 16(6), e1008570 (2020).
 17. Gebhard, C. et al. Impact of sex and gender on COVID-19 outcomes in Europe. Biol. Sex. Differ. 11(1), 29 (2020).
 18. Chen, T. et al. Clinical characteristics of 113 deceased patients with coronavirus disease 2019: Retrospective study. BMJ 368, m1091 

(2020).
 19. Borghesi, A. et al. Radiographic severity index in COVID-19 pneumonia: Relationship to age and sex in 783 Italian patients. Radiol. 

Med. 125(5), 461–464 (2020).
 20. Rommel, A. et al. The COVID-19 disease burden in Germany in 2020. Dtsch. Arztebl. Int. 118, 145–151 (2021).
 21. Stefan, N., Birkenfeld, L., Schulze, M. B. & Ludwig, D. S. Obesity and impaired metabolic health in patients with COVID-19. Nat. 

Rev. Endocrinol. 16(7), 341–342 (2020).
 22. Petrilli, C. M. et al. Factors associated with hospital admission and critical illness among 5279 people with coronavirus disease 

2019 in New York City: Prospective cohort study. BMJ 369, m1966 (2020).
 23. Simonnet, A. et al. High prevalence of obesity in severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) requiring invasive 

mechanical ventilation. Obesity 28(7), 1195–1199 (2020).
 24. World Health Organization. Prevalence of obesity among adults, BMI ≥ 30. https:// www. who. int/ data/ gho/ indic ator- metad ata- regis 

try/ imr- detai ls/ 2389 (2021).
 25. Lax, S. F. et al. Pulmonary arterial thrombosis in COVID-19 with fatal outcome: Results from a prospective, single-center, clin-

icopathologic case series. Ann. Intern. Med. 173(5), 350–361 (2020).
 26. Elezkurtaj, S. et al. Causes of death and comorbidities in hospitalized patients with COVID-19. Sci. Rep. 11(1), 4263 (2021).
 27. Sungnak, W. et al. SARS-CoV-2 entry factors are highly expressed in nasal epithelial cells together with innate immune genes. Nat. 

Med. 26(5), 681–687 (2020).
 28. Elsoukkary, S. S. et al. Autopsy findings in 32 patients with COVID-19: A single-institution experience. Pathobiology 88(1), 56–68 

(2021).
 29. Kniep, I. et al. Postmortem imaging of the lung in cases of COVID-19 deaths. Radiologe 60(10), 927–933 (2020).
 30. Matschke, J. et al. Neuropathology of patients with COVID-19 in Germany: A post-mortem case series. Lancet Neurol. 19(11), 

919–929 (2020).
 31. Lindner, D. et al. Association of cardiac infection with SARS-CoV-2 in confirmed COVID-19 autopsy cases. JAMA Cardiol. 5(11), 

1281–1285 (2020).
 32. Kaltschmidt, B. et al. Hepatic vasculopathy and regenerative responses of the liver in fatal cases of COVID-19. Clin. Gastroenterol. 

Hepatol. 19(8), 1726-1729.e3 (2021).
 33. Renu, K., Prasanna, P. L. & ValsalaGopalakrishnan, A. Coronaviruses pathogenesis, comorbidities and multi-organ damage—a 

review. Life Sci. 255, 117839 (2020).
 34. Braun, F. et al. SARS-CoV-2 renal tropism associates with acute kidney injury. Lancet 396(10251), 597–598 (2020).
 35. Casagrande, M. et al. Detection of SARS-CoV-2 genomic and subgenomic RNA in retina and optic nerve of patients with COVID-

19. Br. J. Ophthalmol. https:// doi. org/ 10. 1136/ bjoph thalm ol- 2020- 318618 (2021).
 36. Casagrande, M. et al. Presence of SARS-CoV-2 RNA in the cornea of viremic patients with COVID-19. JAMA Ophthalmol. 139(4), 

383–388 (2021).
 37. Püschel, K. et al. New developments and possibilities in the field of post-mortem medicine—mortui vivos docent. Rechtsmedizin 

30, 425–429 (2020).
 38. Busse, R. N. & Nimptsch, U. COVID-19-pandemie: Historisch niedrige Bettenauslastung. Dtsch Arztebl. 118(10), A-504/B-426 

(2020).
 39. Statistisches Bundesamt Deutschland. Bevölkerungspyramide: Altersstruktur Deutschlands 1950 bis 2060. https:// servi ce. desta tis. 

de/ bevoe lkeru ngspy ramid e/# !y= 2029&a= 20,80&g (2021).
 40. Püschel, K. & Aepfelbacher, M. Umgang mit Corona-Toten: Obduktionen sind keinesfalls obsolet. Dtsch Arztebl Int. 117(20), 

A-1058/B-892 (2020).
 41. Kommoss, F. K. F. et al. The pathology of severe COVID-19-related lung damage. Dtsch. Arztebl Int. 117(29–30), 500–506 (2020).
 42. Shojania, K. G. & Burton, E. C. The vanishing nonforensic autopsy. N. Engl. J. Med. 358(9), 873–875 (2008).
 43. Turnbull, A., Osborn, M. & Nicholas, N. Hospital autopsy: Endangered or extinct?. J. Clin. Pathol. 68(8), 601–604 (2015).
 44. Burton, J. L. & Underwood, J. Clinical, educational, and epidemiological value of autopsy. Lancet 369(9571), 1471–1480 (2007).
 45. Blokker, B. M., Weustink, A. C., Hunink, M. G. M. & Oosterhuis, J. W. Autopsy rates in the Netherlands: 35 years of decline. 

PLoS One 12(6), e0178200 (2017).
 46. Roberts, W. C. The autopsy: Its decline and a suggestion for its revival. N. Engl. J. Med. 299(7), 332–338 (1978).
 47. Roberts, I. S. et al. Post-mortem imaging as an alternative to autopsy in the diagnosis of adult deaths: A validation study. Lancet 

379(9811), 136–142 (2012).
 48. Westphal, S. E. et al. Virtual CT autopsy in clinical pathology: Feasibility in clinical autopsies. Virchows Arch. 461(2), 211–219 

(2012).
 49. Wichmann, D. et al. Virtual autopsy as an alternative to traditional medical autopsy in the intensive care unit: A prospective cohort 

study. Ann. Intern Med. 156(2), 123–130 (2012).
 50. Cox, J. A. et al. Needle autopsy to establish the cause of death in HIV-infected hospitalized adults in Uganda: A comparison to 

complete autopsy. J. Acquir. Immune Defic. Syndr. 67(2), 169–176 (2014).
 51. Castillo, P. et al. Pathological methods applied to the investigation of causes of death in developing countries: Minimally invasive 

autopsy approach. PLoS One 10(6), e0132057 (2015).
 52. Martínez, M. J. et al. Infectious cause of death determination using minimally invasive autopsies in developing countries. Diagn. 

Microbiol. Infect. Dis. 84(1), 80–86 (2016).
 53. Castillo, P. et al. Validity of a minimally invasive autopsy for cause of death determination in adults in Mozambique: An observa-

tional study. PLoS Med. 13(11), e1002171 (2016).
 54. Bassat, Q. et al. Validity of a minimally invasive autopsy tool for cause of death determination in pediatric deaths in Mozambique: 

An observational study. PLoS Med. 14(6), e1002317 (2017).
 55. Fariña, J. et al. Ultrasonographic autopsy (echopsy): A new autopsy technique. Virchows Arch. 440(6), 635–639 (2002).
 56. Castillo, P. et al. Validity of a minimally invasive autopsy for cause of death determination in maternal deaths in Mozambique: An 

observational study. PLoS Med. 14(11), e1002431 (2017).
 57. Bassat, Q. et al. Development of a post-mortem procedure to reduce the uncertainty regarding causes of death in developing 

countries. Lancet Glob. Health 1(3), e125–e126 (2013).
 58. Pfefferle, S., Reucher, S., Nörz, D. & Lütgehetmann, M. Evaluation of a quantitative RT-PCR assay for the detection of the emerging 

coronavirus SARS-CoV-2 using a high throughput system. Euro Surveill. 25(9), 2000152 (2020).
 59. Deutsche Gesellschaft für Rechtsmedizin. Die rechtsmedizinische Leichenöffnung. https:// www. awmf. org/ uploa ds/ tx_ szlei tlini en/ 

054- 001l_ S1_ Die- recht smedi zinis che_ Leich enoeff nung_ 2018- 02. pdf (2017).

https://www.who.int/data/gho/indicator-metadata-registry/imr-details/2389
https://www.who.int/data/gho/indicator-metadata-registry/imr-details/2389
https://doi.org/10.1136/bjophthalmol-2020-318618
https://service.destatis.de/bevoelkerungspyramide/#!y=2029&a=20,80&g
https://service.destatis.de/bevoelkerungspyramide/#!y=2029&a=20,80&g
https://www.awmf.org/uploads/tx_szleitlinien/054-001l_S1_Die-rechtsmedizinische_Leichenoeffnung_2018-02.pdf
https://www.awmf.org/uploads/tx_szleitlinien/054-001l_S1_Die-rechtsmedizinische_Leichenoeffnung_2018-02.pdf


12

Vol:.(1234567890)

Scientific Reports |        (2021) 11:19342  | https://doi.org/10.1038/s41598-021-98499-3

www.nature.com/scientificreports/

Author contributions
A.F., J.S. and B.O. designed the study, created the figures and wrote the manuscript. A.F., J.S., B.O., F.H., C.E., A.Z. 
analyzed the data. A.F., J.S., B.O., E.D., A.R. did the literature research. B.O., M.G., M.A., S.S. supervised. A.F., J.S., 
E.D., A.R., M.G., A.L.K., L.L., C.F., D.M., H.G., A.L.G., A.S.S., J.P.S., A.K., D.F., H.M., S.W., S.A., I.K., F.H., F.L., 
K.M., P.L., A.Z., K.P., A.H., M.G., J.M., M.A., M.L., S.S., C.T., C.E., B.O. collected data and verified underlying 
data. All authors reviewed the manuscript. A.F., J.S., E.D., A.R. are contributed equally, shared first authorship. 
C.E., B.O. are contributed equally, shared last authorship. J.S., B.O. are corresponding authors.

Funding
Open Access funding enabled and organized by Projekt DEAL.  This work was supported by a Grant from the 
Authorities for Social Welfare, Hamburg, Germany to the Institute of Legal Medicine Hamburg, Germany. 
This publication was produced as part of the DEFEAT PANDEMIcs project, which was funded by the German 
Federal Ministry of Education and Research (BMBF) under Grant number 01KX2021. The Authority for Social 
Welfare, Hamburg and the German Federal Ministry of Education and Research (BMBF) had no role in the 
study’s design, conduct and reporting.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https:// doi. org/ 
10. 1038/ s41598- 021- 98499-3.

Correspondence and requests for materials should be addressed to J.S. or B.O.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2021

https://doi.org/10.1038/s41598-021-98499-3
https://doi.org/10.1038/s41598-021-98499-3
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Prospective postmortem evaluation of 735 consecutive SARS-CoV-2-associated death cases
	Results
	Overall characteristic of the study. 
	COVID-19 deaths. 
	Non-COVID-19 death. 
	Autopsy cohort. 
	Comparison to official numbers showed minor deviations in total numbers but similar curve shapes and an excess mortality in 2020. 

	Discussion
	Limitations
	Conclusion
	Materials and methods
	Study design, organizational structure and study cohort. 
	Evaluation methods. 
	Statistical analysis. 

	References


