
DECEDENT First-Middle-Last Names (Please avoid use of initials)

TIANNA    O'NEAL

Age

1

Birth Date

3/19/2007

Race

BLACK

Sex

F

HOME ADDRESS - No. - Street, City, State

2270 S. 90TH EAST AVE., TULSA, OK

DRIVER PASSENGER PEDESTRIANIF MOTOR VEHICLE ACCIDENT:

AUTOMOBILE LIGHT TRUCK HEAVY TRUCK BICYCLE MOTORCYCLETYPE OF VEHICLE:

EXAMINER NOTIFIED BY - NAME - TITLE (AGENCY, INSTITUTION, OR ADDRESS)

TULSA COUNTY SHERIFF'S DEPARTMENT

DATE

5/18/2007

TIME

14:30

INJURED OR BECAME ILL AT (ADDRESS)

13202 SOUTH 117TH EAST AVE.

CITY

BROKEN ARROW

COUNTY

TULSA

TYPE OF PREMISES

RESIDENCE

DATE

5/17/2007
TIME

LOCATION OF DEATH

ST. FRANCIS HOSPITAL

CITY

TULSA

COUNTY

TULSA

TYPE OF PREMISES

RESIDENCE

DATE

5/18/2007

TIME

14:28

BODY VIEWED BY MEDICAL EXAMINER

901 N. STONEWALL

DESCRIPTION OF BODY RIGOR

EXTERNAL
PHYSICAL
EXAMINATION
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Significant observations and injury documentations - (Please use space below)

SEE AUTOPSY PROTOCOL

Natural

Manner of Death:

Suicide

Unknown

Accident

Homicide

Pending

Autopsy

Case disposition:

NoYes

Authorized by

Pathologist

Not a medical examiner case

JEFFERY  GOFTON M.D.

JEFFERY  GOFTON M.D.

CITY

OKLAHOMA CITY

COUNTY

OKLAHOMA

TYPE OF PREMISES

MORGUE

DATE

5/20/2007

TIME

10:30

Name, Address and Telephone No.

I hereby state that, after receiving notice of the death described herein, I
conducted an investigation as to the cause and manner of death, as required by
law, and that the facts contained herein regarding such death are true and correct
to the best of my knowledge.

Signature of Medical Examiner Date

OTHER

OFFICE OF THE CHIEF MEDICAL EXAMINER

BOARD OF MEDICOLEGAL INVESTIGATIONS

REPORT OF INVESTIGATION BY MEDICAL EXAMINER

Central Office
901 N. Stonewall

Oklahoma City, Oklahoma  73117

(405) 239-7141    Fax (405) 239-2430

Eastern Division

1115 West 17th
Tulsa, Oklahoma    74107

(918) 582-0985     Fax (918) 585-1549

OFFICE USE ONLY

Re Co

I hereby certify that this is a true
and correct copy of the original 

document.  Valid only when copy

bears imprint of the office seal.

By

Date

Unknown

MEDICAL EXAMINER:
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CME-1 (REV 7-98)

Computer generated report

Probable Cause of Death:

Pupils:

JEFFERY  GOFTON M.D.

CLOSED HEAD TRAUMA

Other Significant Medical Conditions:

OTHER:
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            Board of Medicolegal Investigations 

                Office of the Chief Medical Examiner 
                                                                                             901 N. Stonewall 
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REPORT OF AUTOPSY 
 

 

Decedent Age Birth Date Race Sex         Autopsy No              Case No  

TIANNA O'NEAL 1 M 3/19/2007 BL F 461-07 0701220  
 

Type of  Death Means ID By  Authority for Autopsy 

Violent, unusual or unnatural   CHILD MALTREATMENT   TOE TAG JEFFERY GOFTON, M.D.  
 

Present at Autopsy 

JASON SNIDER 

 

PATHOLOGICAL DIAGNOSIS 
 

I. Head: 

A. Left parietal-temporal scalp with hematoma  

B. Left parietal-temporal skull with fracture 

C. Left parietal-temporal epidural hematoma, small  

D. Bilateral subdural hematomas, acute  

E. Global cerebral edema with changes consistent with anoxic encephalopathy 

 

II.  Eyes with no evidence of traumatic injury 

 

III.  Right shoulder with contusion 

 

IV.  Left shoulder with abraded contusion and adjacent contusion at the left upper arm; associated underlying soft 

tissue (fat) crush injury and hemorrhage approximately 1.5 cm deep 

 

V.  Left lateral buttock with cluster of two contusions; approximately 1 cm deep each 

 

VI.  Right buttock with contusion with associated soft tissue hemorrhage and subcutaneous fat crush injury 

 

VII.  Lungs: 

A. Focal atelectasis  

B. Patchy acute bronchopneumonia 

C. Focal acute and chronic bronchiolitis 

 

Continued on Pathological Diagnosis Page 2 
 

CAUSE OF DEATH:   CLOSED HEAD TRAUMA 

   

   

   
   
 

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

 

     OCME Central Division 5/20/2007  10:30 AM  
 

 

JEFFERY GOFTON, M.D. Pathologist  Location of Autopsy                                      Date and Time of Autopsy  

 
CME-2     Page 1 

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    461-07 CASE NO.    0701220 

 

 
DESCRIPTION 

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

 

19.75 in. 5 kg. BROWN R 3 mm  L 3 mm  BLACK  

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

 

COMPLETE PURPLE-POSTERIOR  COOL  

 

 

The body is that of an infant female who is clad only in a clean and dry diaper. There are multiple signs of 

medical intervention. There is endotracheal intubation through the mouth. There is an oral gastric tube 

placed through the mouth. There is an IV line placed at the ventral left forearm, where the arm is noted to 

be taped to an arm board. There is a Foley catheter in place. There is a needle puncture mark noted at the 

right pretibial region. There is an IV line in the right lateral neck. There is an IV line placed at the anterior 

fontanel.  

 

The head appears normocephalic. There appears to be slight to mild facial edema, but no obvious facial 

injuries. The eyes are clear with pale, slightly edematous conjunctivae. There are no petechial 

hemorrhages seen at the palpebral or scleral conjunctivae. The ears, nose and mouth are intact. There is 

no evidence of oral trauma. There are no teeth present. 

 

At the right shoulder there is an indistinct dark gray area of skin discoloration measuring 4 x 4 cm. At the 

left shoulder region, extending to the lateral left upper arm are several injuries. One of the injuries 

consists of a tan to purple scalloped, circular, discontinuous abrasion with an overall dimension of 4 x 4 

cm. This defect demonstrates central purple-dark gray discoloration consistent with a contusion. At the 

lateral left upper arm is a separate, indistinct dark gray contusion measuring 4 cm in diameter. At the 

posterior aspect of the left shoulder is a curved brown abrasion measuring 2.5 x 0.5 cm. At the lateral 

right upper back is a pink abrasion measuring 1 x 0.3 cm. Inferior to this abrasion, also at the right upper 

back is a purple irregular abrasion measuring 2 x 0.5 cm. At the right elbow is a single circular pink 

abrasion measuring 1 cm in diameter. There is a dark gray skin discoloration extending across the upper 

buttocks across the midline to involve both the left and right buttocks, as well as the sacral region of the 

back. This spot is consistent with a Mongolian spot measuring 8 x 5 cm. Contained within the Mongolian 

spot region is a patchy, crusted brown, irregular excoriated appearing area with an overall dimension of 3 

x 1 cm.  

 

The neck, chest and abdomen appear to be intact and without trauma. The hands, legs and feet appear to 

be intact and without evidence of trauma.  



 

GROSS EXAMINATION 

 

AUTOPSY NO.  ML   461-07 CASE NO.  0701220 
 

 

The body is opened through the customary “Y” shaped incision. Subcutaneous fat is normally distributed, 

moist, and bright yellow in the chest and abdominal regions.  The musculature through the chest and 

abdominal region is rubbery, maroon, and shows no gross abnormality. An extended “Y” shaped incision 

is made from the upper arms, across the back to the lumbar back region. The incision is connected to the 

anterior “Y” shaped incision. Reflection of the skin shows circumferential, subcutaneous tissue 

hemorrhage at the left upper arm in association with subcutaneous fat maceration at least 1.5 cm deep to 

the skeletal muscle. There is slight pink-red hemorrhage into the subcutaneous fat at the right upper back 

region measuring approximately 0.3 cm deep in association with an overlying abrasion. The posterior “Y” 

incision is extended across the buttocks and down the posterior aspect of the legs. This incision reveals 

focal subcutaneous, superficial hemorrhage at the lateral left buttock with at least two areas of 

subcutaneous hemorrhage extending 1 cm deep from the overlying skin. This area shows no deep soft 

tissue hemorrhage. The lateral right buttock shows brown-yellow to dark purple subcutaneous tissue 

hemorrhage in association with maceration of the deep subcutaneous fat overlying the gluteus muscle. 

This area measures at least 4 x 3 cm and extends at least 1 cm thick. 

 

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 2 cm below the right costal margin at the midclavicular 

line.  The diaphragms are intact bilaterally. 

 

PARIETAL PLEURA: 
 

Smooth, glistening membrane without associated adhesions or abnormal effusions. The entire parietal 

pleura is stripped, bilaterally, from the thoracic wall. There is no evidence of underlying subpleural 

hemorrhage and no evidence of hemorrhage into any of the ribs, either anterior, lateral or posterior. 

 

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.  The peritoneal cavity contains 

no abnormal fluid or adhesions. 

 

HEART: 
 

Weighs 22 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 with no congenital abnormalities.  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 4.0 cm, pulmonic 2.1 cm, mitral 3.3 cm, and 

aortic 2.0 cm.  The endocardium is a smooth, gray, glistening, translucent membrane uniformly.  The 

myocardium is intact, rubbery, and red-tan, with the left ventricle measuring 0.6 cm, the septum 

measuring 0.6 cm, and the right ventricle measuring 0.2 cm.  The papillary muscles and chordae 

tendineae are intact and unremarkable.  The arch of the aorta is classically formed with no congenital 

abnormality.  Other great vessels also arise and distribute normally and are widely patent. 

 

 

 



 

GROSS-2   CASE NO.   0701220 

 

NECK ORGANS: 
 

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 thyroid cartilage is intact and without abnormality.  The thyroid gland is symmetric, 

rubbery, light tan to maroon, and in its normal position without evidence of neoplasm.  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 foreign material, 

and is lined by a smooth, glistening membrane.  There are no petechiae of the epiglottis, laryngeal 

mucosa, or thyroid capsule. 

 

THYMUS: 
 

Weighs 17 gm. It is of normal configuration, soft-rubbery, pale gray and intact. The cut surface shows no 

pathology. 

 

LUNGS: 
 

The right lung weighs 48 gm, and the left weighs 39 gm.  Visceral pleurae are smooth, glistening, and 

intact with no petechial hemorrhages and no congenital malformations.  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 of the left lung is 

uniformly spongy, varies from pink to dark purple, and exudes a moderate amount of edema fluid from its 

cut surfaces. The parenchyma of the right lung is spongy to slightly rubbery, varies from red to dark 

purple, and exudes a moderate amount of blood and edema fluid from the cut surface. There is no 

evidence of granulomatous or neoplastic disease.  Hilar lymph nodes are within normal limits with 

relation to size, color, and consistency. 

 

G.I. TRACT: 
 

The entire gastrointestinal system appears to be normally formed and without evidence of congenital 

abnormality or malrotation. 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 a scant amount of cloudy gray mucoid material which has passed to the duodenum.  The 

duodenum, itself, is patent, shows an unremarkable mucosa and no evidence of acute or chronic 

ulceration.  Jejunum and ileum are unremarkable and contain soft yellow fecal material.  There is no 

Meckel’s diverticulum.  The ileocecal valve is intact and unremarkable.  The appendix is present and 

unremarkable. The colon is examined segmentally and shows no evidence of neoplasm or trauma.  There 

are no diverticula.  Anus and rectum are unremarkable.  

 

LIVER: 
 

Weighs 150 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. 

 

 

 



 

GROSS-3   CASE NO.   0701220 

 

PANCREAS: 
 

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

with no apparent gross pathology. 

 

SPLEEN: 
 

Weighs 14 gm.  The capsule is intact.  The organ is rubbery, maroon, and shows characteristic follicular 

pattern. 

 

ADRENALS: 
 

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

 

KIDNEYS: 
 

The right kidney weighs 15 gm and the left weighs 18 gm.  Both are configurated normally with no 

abnormality. Sections show the organs to be moderately congested with unremarkable cortices, medullae 

and pelves.  Ureters and blood vessels are patent and unremarkable.  

 

URINARY BLADDER: 
 

Contains no urine.  Its serosa and mucosa are unremarkable.  

 

FEMALE GENITALIA: 
 

The vagina is intact and shows no gross pathology.  The cervix, uterus, fallopian tubes and ovaries are 

intact, atraumatic and infantile appearing.  
 

BRAIN AND MENINGES: 
 

The scalp is opened through the customary intermastoid incision and shows a single focus of red-pink, 

sub-scalpular hemorrhage in a curved fashion overlying the left parietal-temporal region measuring 4.5 

cm in length and 1 cm wide. There are no other areas of scalp bruising identified.  The calvarium is 

removed through the use of an oscillating saw and shows an irregular, curvilinear fracture at the left 

parietal-temporal region measuring 5.5 cm in length radiating anteriorly from the left occipital suture line. 

At this point in the examination, after making the initial circumferential saw cut, the brain matter is noted 

to almost instantaneously extrude from the saw cut line. The brain weighs 1540 gm (fixed weight 1580 

gm). The dura matter is intact, but shows slight red epidural hemorrhage at the area of left calvarial 

fracture. There are bilateral subdural hemorrhages. The right subdural hematoma consists of dark purple 

liquid blood and loose coagulum overlying the right cerebral convexity measuring 10 x 6 cm and ranging 

from 0.1 to 0.2 cm thick. The left subdural hematoma also consists of loose blood coagulum, overlying 

the left parietal region measuring 6 x 5 cm and approximately 0.1 to 0.2 cm thick. The left subdural 

hematoma focally extends to the superior aspect of the left tentorium. The brain is immediately 

submerged in formalin for fixation, as the brain is noted to be exceedingly edematous and soft. After 

fixation, the brain is re-examined. Multiple serial sections are made through the cerebrum, midbrain, 

pons, medulla and cerebellum. After fixation, the brain is still noted to be exceedingly soft and friable. 

There is no evidence of white matter hemorrhage. There is no evidence of interventricular hemorrhage.  

 

The eyes are removed through removal of the orbital plates, bilaterally. The soft tissues surrounding each 

of the eyes show no evidence of hemorrhage. The eyes are submerged in formalin for fixation and 

subsequent examination. After fixation, the eyes are re-examined. There is no evidence of acute 

hemorrhage involving the surrounding soft tissues for each eye and no evidence of hemorrhage into the  



 

GROSS-4   CASE NO.   0701220 

 
optic nerve sheath. Each of the eyes are transected in a parasagittal plane to examine the anterior. There is 

no evidence of vitreal or retinal hemorrhage seen in either of the eyes.  

 

RIBS: 
 

Intact. Close examination of all aspects reveals no evidence of acute hemorrhage. There is no apparent 

callous formation on any of the ribs. 

 

PELVIS: 
 

Intact. 

 

VERTEBRAE: 
 

Intact. 

 

BONE MARROW: 
 

Moist and dark red.  Unremarkable.  



 .    

MICROSCOPIC EXAMINATION 

 

AUTOPSY NO.  ML   461-07 CASE NO.  0701220 

 

Representative tissue section from the left upper arm contusion shows extensive deep 

subcutaneous tissue hemorrhage with extensive extravasation of acute hemorrhage around 

bundles of fat and hemorrhage into fibroconnective tissue. There is focal infiltration of the 

hemorrhage by macrophages. A Prussian blue stain of this tissue section shows a moderate 

number of histiocytes with blue pigment stained intracellular inclusions, consistent with iron 

deposits.  

 

A representative section of the right buttock contusion (cassette D) also shows deep acute 

hemorrhage into the subcutaneous fat and fibroconnective tissue. Focally, the hemorrhage 

appears to be infiltrated by macrophages. A Prussian blue section of this tissue shows histiocytes 

containing blue pigment consistent with iron associated with the soft tissue hemorrhage.  

 

A representative tissue section from the posterior right shoulder contusion (cassette E) shows 

extensive acute hemorrhage into the subcutaneous fat and fibroconnective tissue. The 

fibroconnective tissue in this section appears focally disrupted and edematous with focal 

infiltration of the hemorrhagic sites with macrophages. A Prussian blue stain section of this 

tissue shows a moderate number of histiocytes containing blue stained pigment consistent with 

iron in association with the soft tissue hemorrhage.  

 

Representative sections from the left and right eyes show vascular congestion. There is no 

evidence of acute retinal hemorrhages in the sections examined.  

 

Representative sections of the left parietal dura matter show acute subdural hemorrhage without 

evidence of organization. A Prussian blue stain for iron shows rare, intracellular deposits of blue 

stained pigment consistent with iron.  

 

Multiple sections of the central nervous system are examined. There is diffuse cortical spongiosis 

and cerebrovascular congestion. The cerebrovasculature demonstrates focal, endothelial 

swelling. There are swollen oligodendroglia, and neuropil vacuolization consistent with diffuse 

hypoxic neuronal damage. There is eosinophilic change involving the cytoplasm of neurons 

which is most significantly seen in the section of cerebellum. Sections containing the 

leptomeninges demonstrate vascular congestion and edema. There is no evidence of acute or 

chronic inflammation involving the leptomeninges or brain tissue. There is no evidence of 

intracerebral hemorrhage. 

 

Multiple sections of the heart demonstrate the usual overall architecture. There is no evidence of 

acute hemorrhage or an inflammatory process involving the myocardium. The myocardial 

vessels appear to be intact and with no pathologic change.  

 

 

Continued on External Exam Page 2 



 .    

External Exam Page 2 Case No.   0701220  

 

Multiple sections of lung tissue are examined. There is diffuse pulmonary vascular congestion. 

There is patchy, acute inflammatory exudate noted within the alveolar airspaces of multiple 

tissue sections. This acute neutrophilic inflammatory exudate is interspersed with macrophages. 

The acute inflammatory exudate appears to extend into the lumen of terminal bronchioles. Some 

of the bronchioles demonstrate chronic and acute inflammation extending through the mucosa 

and muscular layers. The areas of lung demonstrate acute bronchopneumonia do not show 

evidence of fibrin deposition or organization. There is focal lung atelectasis. 

 

Representative section of liver demonstrates the usual overall architecture. There is sinusoidal 

congestion. There is no evidence of acute or chronic inflammation. There is no evidence of 

hepatic necrosis. 

 

Representative sections of the kidneys demonstrate diffuse vascular congestion. The overall 

architecture of the kidneys is preserved. There is no significant inflammatory process involving 

the kidneys. There is focal renal tubular autolysis. Polarization of the tissue section demonstrates 

no tubular crystalline deposits.  

 

Representative sections of the thymus, adrenals, gastrointestinal tract, genitourinary tract, thyroid 

gland, tongue, bone marrow and spleen show varying degrees of vascular congestion and tissue 

autolysis, but otherwise are non-contributory.  

 

 

 

 

 

 

 

December 20, 2007  

JJG/ns  JEFFERY GOFTON, M.D. 



 .    

PATHOLOGICAL DIAGNOSIS 

(Continued)  

 
AUTOPSY NO.  ML   461-07 CASE NO.  0701220 

 

This nearly 2 month old infant had no known reported past medical history, was initially reported 

to have been put to sleep for a nap and subsequently found unresponsive. Upon presentation to 

an area hospital, it was discovered this child had multiple injuries and was placed in Pediatric 

Intensive Care where this child died less than 24 hours after initial presentation.  

 

The autopsy showed multiple traumatic injuries. There were deep and extensive crushing 

injuries, especially to the left upper arm and right buttock region. Additional areas of bruising 

were noted at the left buttock, right shoulder, and right upper back. 

 

The most significant finding at autopsy was that of a left scalp hematoma, and associated 

underlying left skull fracture. There were bilateral acute subdural hemorrhages without evidence 

of organization. The brain was noted to be extremely soft and swollen, consistent with a hypoxic 

brain injury. The eyes demonstrated no evidence of retinal tearing or retinal hemorrhage. 

 

Additional microscopic examination revealed only patchy acute bronchopneumonia, which is felt 

to be a result and complication of intubation and life support. 

 

The injuries seen in this case indicate multiple blunt force impact. There is at least one blow to 

the head with resultant skull fracture and intracranial hemorrhage. The changes of which are 

considered to be acute and demonstrate no evidence of organization, and only rare hemosiderin 

deposits. The other impacts involve the arms, back and buttocks. The changes seen in association 

with these injuries suggest that these wounds were received prior to the traumatic head injury 

since the contusions to the right buttock and left arm demonstrated a moderate amount of 

hemosiderin deposition and the subdural hemorrhage demonstrates only rare deposits of 

hemosiderin. The bruising shows no specific pattern, but the abraded contusion to the left upper 

shoulder suggests a bite mark. No definite hand print could be identified. 

 

Toxicology was negative for ethyl alcohol. Extensive additional testing was performed and only 

Phenobarbital was identified, which was given during hospitalization. No other drugs were 

found. 

 

The cause of death in this case is felt to be due to closed head trauma. The manner of death is 

regarded to be a homicide.  

 

 

 

 

 

 

December 20, 2007  

JJG/ns JEFFERY GOFTON, M.D. 
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