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REPORT OF AUTOPSY 
 

 

Decedent Age Birth Date Race Sex         Autopsy No              Case No  

ADREION RATZLAFF 2  8/8/2004 WH M 712-06 0601848  
 

Type of  Death Means ID By  Authority for Autopsy 

Violent, unusual or unnatural       TOE TAG ERIC DUVAL, D.O.   
 

Present at Autopsy 

JEFFERY GOFTON, M.D. 

 

PATHOLOGICAL DIAGNOSIS 
 

I. Head trauma 

a. Facial skin with multiple contusions 

b. Labial and gingival mucosal contusions  

c. Scalp with multiple contusions and acute interstitial hemorrhage microscopically 

d. Diffuse bilateral subdural hematomas, acute 

e. Focal acute subarachnoid hemorrhage 

f. Right anteromedial temporal lobe with acute cortical contusion 

g. Cerebellar tonsils with notching and acute cortical hemorrhage  

h. Pons and corpus callosum with subependymal- acute hemorrhage  

i. Right and left eyes with acute retinal, subhyloid, optic nerve and nerve sheath hemorrhages; left eye with 

probable retinoschisis  

 

II.  Neck trauma: 

a. Anterior neck with linear abrasion, petechial hemorrhages and contusion 

b. Left sternohyoid and sternothyroid muscles with focal acute hemorrhage  

 

III.  Torso blunt force trauma: 

a. Multiple contusions to the right shoulder anterior and left lateral abdomen, left anterior and right lateral 

pelvis and right upper back 

  

IV. Extremity, blunt force trauma: 

a. Multiple contusions, right thigh, knee and shin 

b. Multiple contusions, right and left dorsal forearms and dorsum of right hand 

 

V. Lungs with focal acute bronchiolitis and bronchopneumonia 

 

Comment on Pathological Diagnosis Page 2 
 

CAUSE OF DEATH:    

BLUNT FORCE TRAUMA TO HEAD 

     
 

The facts stated herein are true and correct to the best of my knowledge and belief. 

 

     OCME Central Division 8/19/2006  8:30 AM  
 

 

ERIC DUVAL, D.O. Forensic Pathologist  Location of Autopsy                                      Date and Time of Autopsy  
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CERTIFICATION 
I hereby certify that this document is a 

true and correct copy of the original 

document.  Valid only when copy 

bears imprint of the office seal. 

 

By____________________________ 

                                            

Date__________________________ 



EXTERNAL EXAMINATION 

 

AUTOPSY NO.  ML    712-06 CASE NO.    0601848 

 
DESCRIPTION 

 
Height Weight Eyes Pupils Opacities, Etc. Hair Beard Mustache Circumcised 

 

34.5 in. 15 kg. BLUE R 4 mm  L 4 mm  BLOND -- -- Y 

 
RIGOR (jaw, neck, back, legs, arm, chest, abd., complete) LIVOR (color, anterior, posterior, lateral, regional) Body Heat 

 

COMPLETE PURPLE-POSTERIOR, NOT FIXED  COOL  

 

EVIDENCE OF MEDICAL TREATMENT: 
 

A cervical collar is in place. A nasogastric tube is placed in the right external naris. It is attached to a 

syringe reservoir which contains approximately 20 cc of brown mucoid liquid. An endotracheal tube is in 

place, as is a Foley catheter. Two IV catheters are placed in the left groin. There are multiple needle 

punctures in the following sites: bilateral antecubital fossae, right anterior wrist, right groin and bilateral 

anterior tibias. There are multiple ECG monitor pads on the chest and abdomen.  

 

EXTERNAL EXAMINATION: 
 

The body is that of an unembalmed, well developed male appearing consistent with the stated age of 2 

years. The scalp demonstrates multiple contusions and will be described later. It is otherwise 

unremarkable. The conjunctivae are clear with no petechial hemorrhages. The sclera are white. The ears 

are normally formed. The patent ear canals contain no blood or fluid. The nose is intact with no 

hemorrhage or foreign material in the external nares. The teeth are natural and in good repair. The lips are 

intact with no evidence of injury. Contusions of the labial and gingival mucosa will be described later. 

There is no foreign material in the oral cavity. The neck, chest, back and abdomen shows multiple 

contusions, to be described later. Otherwise, these are unremarkable. There is no palpable adenopathy. 

The pelvis and anogenital region are intact. The upper and lower extremities are bilaterally symmetric.  

 

EVIDENCE OF INJURY: 
 

There are multiple green colored contusions about the right and left parietal, left temporal regions and left 

occipital regions measuring up to 5 cm in greatest dimension. There is a red-purple contusion on the left 

aspect of the occiput measuring 3 cm. There is a red-purple contusion on the superior aspect of the right 

helix of the ear measuring 2 cm. Likewise there is a 1.5 cm area of red-purple contusion on the interior 

aspect of the left superior helix. There are multiple red-purple contusions about the lateral and inferior 

aspects of the left orbit measuring up to 1 cm in greatest dimension. There are multiple green-yellow 

contusions over the left zygoma measuring up to 0.3 cm in greatest dimension. There is a green-yellow 

contusion on the left cheek measuring 1.5 cm. There is a 2.5 cm linear scar over the lateral aspect of the 

right eyebrow. The anterolateral aspect of the left maxillary gingival mucosa demonstrates a 2 cm red-

purple contusion. There is a 2 x 1 cm dark purple contusion on the anterolateral aspect of the left 

mandibular gingival and labial mucosa. The labial frenula are intact. There is a purple-green to yellow 

contusion with a suggestion of central clearing in the submental / submandibular region measuring 6 x 2 

cm. Superimposed on this contusion is a superficial red-purple abrasion under the chin measuring 

approximately 2 cm in greatest dimension. There is a round 0.5 cm purple contusion on the superior 

aspect of the anterior neck in the midline. On the right anterolateral aspect of the neck, there is a 5.5 cm 

tan-brown discontinuous linear abrasion, which is associated with multiple petechiae. Inferior to the 

midline neck contusion is a faint transverse line of petechiae measuring 1.5 cm. Slightly superior and 

lateral on the left neck is a cluster of petechial hemorrhages measuring 1.5 cm in greatest dimension. On 

the left anterolateral neck there is a 1.5 cm purple contusion.  There are multiple irregular to round brown-

purple contusions and contused abrasions about the right shoulder and supraclavicular area measuring up  
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to 2 cm in greatest dimension. There are three faint round purple contusions on the mid abdomen 

measuring up to 0.5 cm in greatest area of ecchymoses. There is an irregular brown-green contusion over 

the left anterior superior iliac spine measuring 4.5 cm in greatest dimension. There is a round greenish 

area of ecchymosis over the left pubis measuring 1 cm. There is a 3 x 2 cm red-purple area of ecchymosis 

over the right pubic region. There are two purple-brown contusions about the anteromedial aspect of the 

distal right thigh and knee measuring up to 2 cm in greatest dimension. There are multiple faint brown 

contusions over the anterior aspect of the right tibia measuring up to 2 cm in greatest dimension. There 

are two brown-yellow irregular contusions on the right upper aspect of the back and shoulder which 

measure up to 1.5 cm in greatest dimension. There are two round purple contusions on the left lateral 

aspect of the abdomen in the anterior axillary line, which together measure 1 cm. There is an irregular 

brown-yellow contusion over the right iliac crest measuring 3 cm in greatest dimension. There is a round 

green-yellow contusion over the dorsal aspect of the left mid forearm, which measures 2 cm in greatest 

dimension, and there is a faint greenish contusion on the dorsal aspect of the right distal forearm 

measuring 2 cm in greatest dimension. There is a faint purple contusion on the dorsum of the right hand. 

There is a focal acute hemorrhage in the left anterior strap muscles of the neck. There is acute intracranial 

hemorrhage and cerebrocortical injury with cerebral edema and herniation. There are bilateral retinal 

hemorrhages.   



 

GROSS EXAMINATION 

 

AUTOPSY NO.  ML   712-06 CASE NO.  0601848 
 

 

The body is opened through the customary “Y” shaped incision. 

 

Subcutaneous fat is normally distributed, moist, and bright yellow.  The musculature through the chest 

and abdomen is rubbery, maroon, and shows no gross abnormality. 

 

The sternum is removed in the customary fashion.  The organs of the chest and abdomen are in normal 

position and relationship.  The liver edge extends 5 cm below the right costal margin at the midclavicular 

line.  The diaphragms are intact bilaterally. 

 

PARIETAL PLEURA: 
 

Smooth, glistening intact membrane without associated adhesions or abnormal effusions.  

 

PERICARDIUM: 
 

Is a smooth, glistening, intact membrane, and the pericardial cavity, itself, contains the normal amount of 

clear, straw-colored fluid. 

 

PERITONEUM: 
 

Smooth, glistening membrane in both the abdominal and pelvic cavities. There is a small amount of 

retroperitoneal hemorrhage around the left iliac vessels and extending into the left lateral and posterior 

aspects of the true pelvis. The peritoneal cavity contains no abnormal fluid or adhesions. 

 

HEART: 
 

Weighs 63 gm.  It has a normal configuration and location.  There are no adhesions between the parietal 

and visceral pericardium, and the latter is a smooth, glistening, fat laden characteristic membrane.  The 

coronary arteries arise and distribute normally.  The coronary ostia are normally located and widely 

patent.  The chambers and atrial appendages are unremarkable.  The valves are normally formed and 

measure as follows:  tricuspid 6.0 cm, pulmonic 4.0 cm, mitral 5.0 cm, and aortic 3.5 cm.  The 

endocardium is a smooth, gray, glistening, translucent membrane uniformly.  The myocardium is intact, 

rubbery, and red-tan, with the left ventricle measuring 1.0 cm, the septum measuring 1.0 cm, and the right 

ventricle measuring 0.2 cm.  The papillary muscles and chordae tendineae are intact and unremarkable.  

The aorta (arch, thoracic and abdominal) and its major branches are unremarkable. The vena cava and 

major tributaries are widely patent.  

 

NECK ORGANS: 
 

There is fresh hemorrhage in the left inferolateral sternohyoid and sternothyroid muscles measuring up to 

2 cm in greatest dimension, otherwise the musculature is normal, rubbery, and maroon, and the organs are 

freely movable in a midline position.  The tongue is intact and normally papillated, without evidence of 

tumor or hemorrhage.  The hyoid bone is intact.  The cartilaginous structures forming the larynx are intact 

and without abnormality.  The thyroid gland is symmetric, rubbery, light tan to maroon, and in its normal 

position without evidence of neoplasm. The mucosa on the laryngeal aspect of the epiglottis is focally 

congested in an area measuring 0.5 cm consistent with endotracheal tube balloon irritation. Otherwise the 

epiglottis is a characteristic plate-like structure which shows no evidence of edema, trauma, or other gross 

pathology.  The larynx is comprised of unremarkable vocal cords and folds, is widely patent without  
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foreign material, and is lined by a smooth, glistening membrane.  There are no petechiae of the epiglottis, 

laryngeal mucosa, or thyroid capsule. 

 

THYMUS: 
 

Weighs 22 gm. There are no petechial hemorrhages in the capsule of the thymus. The organ is grossly 

unremarkable.  

 

LUNGS: 
 

The right lung weighs 186 gm, and the left weighs 150 gm.  Visceral pleurae are smooth, glistening, and 

intact with no significant anthracosis and no bleb formation. There is an area of subpleural hemorrhage on 

the lateral edge of the right middle lobe which measures 2 cm in greatest dimension and is not associated 

with underlying parenchymal hemorrhage. The overall configuration is normal.  The trachea is widely 

patent and lined by characteristic pink membrane.  Likewise, the major bronchi and bronchioles 

bilaterally are patent, normally formed, and contain no significant occlusive material.  The pulmonary 

arterial tree is free of emboli or thrombi.  The parenchyma is uniformly spongy, varies from pink-tan to 

dark purple, and exudes moderate amounts of blood and clear, frothy fluid from its cut surfaces.  There is 

no evidence of consolidation, granulomatous, or neoplastic disease.  Hilar lymph nodes are within normal 

limits with relation to size, color, and consistency. 

 

G.I. TRACT: 
 

The esophagus shows an unremarkable mucosa, a patent lumen, and no evidence of gross pathology.  The 

esophagogastric junction is unremarkable.  The stomach is of normal configuration, is lined by a smooth, 

glistening, intact mucosa, has an unremarkable wall and serosa, and contains approximately 30 mL of 

pasty white-tan material which has partially passed to the duodenum.  The duodenum, itself, is patent, 

shows an unremarkable mucosa and no evidence of acute or chronic ulceration. There is a focal area of 

hemorrhage at the root of the mesentery near the ligament of Treitz, which measures approximately 2.5 

cm in greatest dimension. There are no surrounding visceral injuries. Jejunum and ileum are 

unremarkable and contain soft brown fecal material.  There is no Meckel’s diverticulum.  The ileocecal 

valve is intact and unremarkable.  The appendix is present. The colon is examined segmentally and shows 

no evidence of neoplasm or trauma.  There are no diverticula.  Anus and rectum are unremarkable.  

 

LIVER: 
 

Weighs 530 gm.  It is of normal configuration, rubbery, tan, and intact.  Cut surface shows no pathology. 

 

GALLBLADDER: 
 

Lies in its usual position, contains liquid bile, no calculi, and shows a normal mucosa.  The biliary tree is 

intact and patent without evidence of neoplasm or calculi. 

 

PANCREAS: 
 

Lies in its normal position, shows a normal configuration, and is pink-tan and characteristically lobulated 

with no apparent gross pathology. 
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SPLEEN: 
 

Weighs 49 gm.  The capsule is intact.  The organ is rubbery, maroon, and shows a characteristic follicular 

pattern. 

 

ADRENALS: 
 

Lie in their usual location, show yellow cortices and tan to gray medullae. 

 

KIDNEYS: 
 

The right kidney weighs 38 gm and the left weighs 44 gm.  Both are configurated normally with no 

abnormality. The remnants of fetal lobulation are apparent. The capsules strip with ease bilaterally and 

the subcapsular surfaces are smooth. Sections show the organs to be moderately congested with 

unremarkable cortices, medullae, calyces and pelves.  Ureters and blood vessels are patent and 

unremarkable.  

 

URINARY BLADDER: 
 

Contains approximately 20 mL of clear, pale yellow urine.  Its serosa and mucosa are unremarkable.  

 

MALE GENITALIA: 
 

The prostate is symmetric, rubbery, gray-tan, and of normal size. The seminal vesicles are unremarkable. 

The prostatic urethra is unremarkable.  The testes are bilaterally present and show no evidence of tumor, 

trauma, or inflammation.  The investing membranes are unremarkable as is the epididymis. 

 

BRAIN AND MENINGES: 
 

The scalp is opened through the customary intermastoid incision and shows purple hemorrhage associated 

with the previously described scalp contusions. The calvarium is removed through the use of an 

oscillating saw and is intact without evidence of osseous disease.  The brain weighs 1130 gm.  There are 

bilateral subdural hematomas consisting of diffuse layers of thin red blood over the convexities of the 

hemispheres with scattered foci of thicker non-adherent, soft, red-black blood clots. Cranial nerves and 

circle of Willis arise and distribute normally and show no significant pathology.  Externally there is 

flattening of the gyri and narrowing of the sulci. There is notching of the cerebellar tonsils as well as the 

uncus on the right. Over the left frontal pole, there is an area of subarachnoid hemorrhage which measures 

2 x 1.5 cm. Multiple serial sections of the cerebral hemispheres demonstrate a cortical contusion on the 

anteromedial aspect of the right temporal lobe measuring approximately 1 cm in greatest dimension. 

Sections of the brainstem and cerebellum show no gross pathologic change. The ventricular system is 

slightly obliterated.  The base of the skull is intact without osseous abnormality. 

 

EYES: 

 

Right eye: The globe is intact. Externally there is no evidence of trauma. There is no apparent nerve 

sheath hemorrhage. Sectioning reveals central retinal hemorrhage at the insertion of the optic nerve 

measuring approximately 0.5 x 0.5 cm. There is an adjacent area of retinal hemorrhage measuring 0.1 cm 

in greatest dimension. There are numerous peripheral retinal hemorrhages ranging in size from 0.1 to 0.2 

cm in greatest dimension.  

 

Left eye: The globe is intact. There is no external evidence of trauma. There is no apparent nerve sheath 

hemorrhage. Sectioning reveals central retinal hemorrhage at the insertion of the optic nerve measuring  
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0.5 x 0.5 cm. There are numerous peripheral retinal hemorrhages ranging in size from 0.1 to 0.5 cm. 

There is peripheral folding of the retinal membrane.  

 

RIBS: 
 

Intact. 

 

PELVIS: 
 

Intact. 

 

VERTEBRAE: 
 

Intact. 

 

BONE MARROW: 
 

Moist and dark red.  Unremarkable 



 

MICROSCOPIC EXAMINATION 

 

AUTOPSY NO.  ML    712-06 CASE NO.  0601848 

 

Sections of the right frontoparietal and occipital scalp demonstrate acute interstitial hemorrhage 

with no significant neutrophilic infiltrate or hemosiderin deposition. 

 

Sections of dura demonstrate non-adherent acute hemorrhage in the subdural space consisting of 

erythrocytes, scattered leukocytes and fibrin. A rare spindle cell is observed. There is no 

significant neutrophilic infiltrate or hemosiderin deposition.  

 

Sections of the left frontal lobe cortex demonstrate acute hemorrhage in the subarachnoid space. 

There is no significant neutrophilic infiltrate or hemosiderin deposition. 

 

Sections of the right anteromedial temporal lobe demonstrate acute perivascular and focal 

cortical parenchymal hemorrhage. There is no significant neutrophilic infiltrate or hemosiderin 

deposition.  

 

Sections of the cerebellar tonsils demonstrate acute cortical parenchymal hemorrhage and acute 

hemorrhage in the subarachnoid space. There was no significant neutrophilic infiltrate or 

hemosiderin deposition.  

 

Sections of the corpus callosum and pons demonstrate microscopic foci of subependymal acute 

hemorrhage. There is no significant neutrophilic infiltrate or hemosiderin deposition. 

 

Sections of the basal ganglia, hippocampus, thalamus, midbrain, medullae and spinal cord reveal 

no significant microscopic abnormalities. 

 

Sections of the right and left eyes demonstrate foci of acute optic nerve and nerve sheath 

hemorrhage. There are acute central and peripheral retinal and subhyloid hemorrhages. The left 

eye demonstrates a suggestion of retinoschisis peripherally. There is no significant neutrophilic 

infiltrate or hemosiderin deposition.  

 

Sections of the lung demonstrate focal, acute bronchiolitis and bronchopneumonia.  

 

Sections of the heart, liver, spleen, pancreas, kidneys, adrenals, esophagus, stomach, colon, 

appendix, lymph node, testes, prostate, diaphragm, thymus, small intestine, bladder, and bone 

marrow demonstrate no significant microscopic abnormalities.  

 

 

 

 

 

October 24, 2006  

ED/ns ERIC DUVAL, D.O. 
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