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

DECLAN  TRISTIN  STEWART

Age

5

Birth Date

04/23/2002

Race

WHITE

Sex

M

HOME ADDRESS - No. - Street, City, State

2001 HARDY DRIVE, EDMOND, 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)

CHRISTY MEADOWS - EDMOND PD

DATE

08/12/2007

TIME

00:31

INJURED OR BECAME ILL AT (ADDRESS)

2001 HARDY DRIVE

CITY

EDMOND

COUNTY

OKLAHOMA

TYPE OF PREMISES

RESIDENCE

DATE

08/11/2007
TIME

18:00

LOCATION OF DEATH

OU CHILDRENS HOSPITAL

CITY

OKLAHOMA CITY

COUNTY

OKLAHOMA

TYPE OF PREMISES

HOSPITAL

DATE

08/12/2007

TIME

07:26

BODY VIEWED BY MEDICAL EXAMINER

901 N. STONEWALL

DESCRIPTION OF BODY RIGOR
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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

  MEDICAL EXAMINER 

ERIC  DUVAL D.O.

CITY

OKLAHOMA CITY

COUNTY

OKLAHOMA

TYPE OF PREMISES

MORGUE

DATE

08/13/2007

TIME

09:00

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.
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Probable Cause of Death:

Pupils:

ERIC  DUVAL D.O.

BLUNT FORCE HEAD TRAUMA

Other Significant Medical Conditions:
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Board of Medicolegal Investigations 

Office of the Chief Medical Examiner 
901 N. Stonewall 

Oklahoma City, Oklahoma  73117 

(405) 239-7141  Voice 

(405) 239-2430   Fax 
 

 

REPORT OF AUTOPSY 
 

 

Decedent Age Birth Date Race Sex         Autopsy No              Case No  

DECLAN TRISTIN STEWART 5  4/23/2002 WH M 686-07 0701974  
 

Type of  Death Means ID By  Authority for Autopsy 

Violent, unusual or unnatural       FAMILY ERIC DUVAL, D.O.   
 

Present at Autopsy 

JEFFERY GOFTON, M.D. 

 

PATHOLOGICAL DIAGNOSIS 
 

I. Head Trauma 

a. Cerebral edema (1130g) with right cingulate gyrus herniation 

b. Bilateral acute subdural and subarachnoid hemorrhage 

c. Acute right intracerebral hemorrhage, corpus callosum, cerebral cortex and subcortical white 

matter 

d. Acute right optic nerve and retinal hemorrhages 

e. Status-post right frontoparietal craniectomy and lobectomies 

f. Acute linear left occipital bone fracture, crosses midline, extending to foramen magnum, 5.5cm 

g. Left paramedian linear irregularity consistent with remote occipital bone fracture 

h. Right scalp laceration, vertical, 2.5cm with extensive right subgaleal hemorrhage 

i. Multiple contusions, left forehead, cheek, jaw, neck and chin 

j. Multiple abrasions, bridge of nose and chin 

k. Right mid/lateral tongue intramuscular contusion, 0.5cm 

 
 

 

Continued on Pathological Diagnosis Page 2 

 
 

CAUSE OF DEATH:   BLUNT FORCE HEAD TRAUMA 

   

   

   
   
 

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

 

     OCME Central Division 8/13/2007  9:00 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__________________________ 



 

PATHOLOGICAL DIAGNOSIS 

(Continued Page 2)  

 
AUTOPSY NO.  ML  686-07 CASE NO.  0701974 

 

II. Torso/pelvic trauma 

a. Lung, left lower lobe, 0.5cm subpleural hematoma 

b. Jejunum with multiple contusions and serosal lacerations, acute 

c. Transverse colon contusions, acute 

d. Pancreatic contusions, acute 

e. Sanguineous ascites, (100ml) 

f. Retroperitoneal and mesenteric hemorrhage confluent with femoral canals and left 

scrotum 

g. Contusions, right lateral chest and scapula 

h. Multiple abrasions, right lower abdomen, posterior shoulder, flank and left pubis 

 

III. Multiple arm and leg contusions 

 

IV. Heart with focal acute subendocardial hemorrhage and myocytolysis, left ventricle 
 

V. 10
th

 percentile for height and weight 

 

Comment:  This 5 year old male was discovered unresponsive in his bedroom on 8/11/07.  

Emergency medical personal were summoned at approximately 1809 and found the decedent to 

be unresponsive with an occipital laceration, spontaneous heart rate and irregular respirations.  

He was transported to a nearby hospital where he was intubated in the emergency department.  

An occipital scalp laceration and bruises were noted on the torso and extremities.  A CAT scan 

of the head showed a right subdural hematoma with right to left midline shift and herniation, and 

acute and remote occipital bone fractures.  A urine drug screen and blood cultures were negative.  

He was taken to surgery to evacuate the hematoma.  A right frontoparietal lobectomy was 

performed due to massive brain swelling.  He arrested during the procedure and was successfully 

resuscitated after approximately 30 minutes of cardiopulmonary resuscitation (CPR).  There was 

massive blood loss with coagulopathy.  He was transferred to intensive care where he remained 

clinically unstable.  He required multiple episodes of CPR and expired approximately 12 hours 

after admission. 

 

 The decedent had a history of multiple emergency department visits for injuries including 

occipital skull fracture (12/05) and genital contusions (1/06).  He was placed in Department of 

Human Services (DHS) custody in January 2006 after allegations of abuse (including sexual 

abuse) and/or neglect were made against his caregivers.  He was re-united with his mother in 

July of 2006. 

 

 

Continued on Pathological Diagnosis Page 2 

 
 

 

 

December 11, 2007  

ED/ns ERIC DUVAL, D.O. 



 

PATHOLOGICAL DIAGNOSIS 

(Continued Page 3)  

 

AUTOPSY NO.  ML  686-07 CASE NO.  0701974 

 

At autopsy there were recent surgical changes consistent with a right craniotomy and 

frontoparietal lobectomy.  There was a right occipital scalp laceration, acute and remote occipital 

bone fractures, brain swelling with herniation, subdural, subarachnoid, and intracerebral 

hemorrhages.  Retinal and optic nerve hemorrhages  were present in the right eye.  There were 

contusions and serosal tears in the transverse colon and proximal small bowel.  There were 

hemorrhages within the pancreas.  There were multiple contusions on the face, torso, and 

extremities.  Multiple medical interventions were observed including numerous needle punctures 

in the arms, wrists, and groin with vascular cut downs in the left groin and wrist.  Toxicologic 

analysis of hospital acquired blood dated 8/11/07 was negative for alcohol and screened drugs.  

A postmortem acylcarnitine profile was negative.  Postmortem total body x-rays showed no 

additional skeletal trauma. 

 

The cause of death is blunt force head trauma.  It was claimed that the decedent was attempting 

to retrieve a pair of binoculars from a shelf in his closet by climbing a clothes hamper when he 

reportedly fell backward, striking his head against the adjacent bed.  After thorough investigation 

of the circumstances surrounding this death, including visiting the scene, in combination with the 

autopsy findings, it is my opinion that the fatal head injury is not consistent with the proposed 

scenario.  The manner of death is considered homicide. 

 
 

 

 

 

December 11, 2007  

ED/ns ERIC DUVAL, D.O. 

 

 

 



EXTERNAL EXAMINATION 

 

AUTOPSY NO.  ML    686-07 CASE NO.    0701974 

 
 

DESCRIPTION 

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

 

41 in. 16 kg. HAZEL R 8 mm  L 7 mm  BLOND   Y 

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

 

COMPLETE RED-PURPLE, POSTERIOR, NOT FIXED COOL  

 

DESCRIPTION OF CLOTHING: 

 

The body is unclothed.  

 

EVIDENCE OF MEDICAL TREATMENT: 
 

The head is wrapped in a turban like fashion with white and tan gauze bandages. A nasogastric tube 

protrudes from the right naris. An endotracheal tube protrudes from the mouth. A Foley catheter is in 

place with no attached reservoir. Intravenous access is placed in the dorsum of the hands bilaterally, in 

left groin and in the dorsum of the right foot. Intra-arterial access is placed in the right groin. There are 

numerous needle punctures, some associated with ecchymoses in the antecubital fossae, anterior wrists, 

bilateral groin and in the dorsum of the feet. There is a 2.5 cm longitudinal sutured incision in the radial 

aspect of the left anterior wrist. Likewise there is a 3 cm longitudinal sutured incision in the left groin. 

There is a curvilinear sutured incision over the right scalp. Inserted within the rectum is a temperature 

monitor lead. A hospital identification bracelet bearing the decedent’s name is on the right ankle. 

 

EXTERNAL EXAMINATION: 
 

The body is that of an unembalmed, well developed, well nourished male appearing consistent with the 

reported age of 5 years. The hair from the entire right scalp has been previously shaved and the right scalp 

itself is edematous and boggy associated with the previously described sutured incision. There is a 

laceration to the right occipital scalp, which will be described in detail later. Otherwise the scalp is 

unremarkable. The right conjunctivae is edematous. The periorbital soft tissues on the right are swollen 

with purple ecchymoses. There are no petechial hemorrhages. The sclera are white. There are ecchymoses 

on the ears, which will be described in detail later. Otherwise the ears are normal. 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 and oral mucosa are intact with no evidence of injury. 

There is no foreign material in the oral cavity. There are superficial abrasions and contusions to the face 

and chin, which will be described in detail later. There are focal contusions and abrasions to the neck and 

torso, which will be described in detail later. Otherwise the neck and torso are unremarkable. The pelvis 

and anogenital region is intact. There are contusions to the upper and lower extremities, which will be 

described in detail later. Otherwise the upper and lower extremities are bilaterally symmetric and 

unremarkable.  

 

Body Measurements: 

 

Crown rump = 64 cm 

Head circumference = 51 cm 

Chest circumference = 52 cm 

Abdominal circumference = 46 cm 

Foot length = 14.5 cm 

 

Evidence of Injury on External Exam Page 2



EXTERNAL EXAM PAGE 2  CASE NO.   0701974 

 

EVIDENCE OF INJURY: 
 

Blunt force head trauma: 
 

Located in the right occipital scalp is a 2.5 x 0.7 cm full thickness ovoid laceration with a thin margin of 

marginal abrasion. At the superior and inferior aspects are tan abrasions, which extend beyond the limits 

of the laceration. The superior aspect of the laceration is split. On the posterior aspect of the right ear is an 

irregular 2 x 2 cm purple contusion. There is a 7 x 6 cm area of red-purple ecchymoses about the right ear 

anteriorly and inferiorly. There are areas of red ecchymoses on the free edge of the pinna of the left ear 

ranging in size from 0.5 to 2 cm in greatest dimension. There is a somewhat triangular 3.5 x 1 cm red-tan 

contusion over the lateral aspect of the left orbit / cheek. There is a 0.3 cm round green ecchymosis in the 

left mid cheek. There is a 1 cm round brown contusion over the angle of the left mandible. There is a 0.6 

cm red abrasion on the left lateral aspect of the bridge of the nose adjacent to the medial canthus. There is 

a 1.5 cm purple contusion on the right anterior chin. Adjacent to this is a cluster of superficial tan, 

punctate, linear and curvilinear abrasions ranging in size from 0.1 to 1 cm in greatest dimension. This 

cluster covers the left and anterior portions of the chin. Over the prominence of the left forehead there is a 

1 cm round red-brown contusion. There is an occipital skull fracture. There is cerebral edema with 

herniation, subdural, subarachnoid and intracerebral hemorrhage. There are right optic nerve and retinal 

hemorrhages.  

 

Blunt force neck trauma: 
 

There is a faint 0.5 cm round purple ecchymosis on the left lateral aspect of the neck.  

 

Blunt force trauma to torso: 
 

On the right lateral chest, there is a 1.5 cm purple-brown ecchymosis over the prominence of a rib. 

Located in the right lower quadrant of the abdomen is an array of transverse and slightly oblique parallel 

linear abrasions which measures approximately 3 cm in length and 0.5 cm in width. Located on the right 

upper back in the region of the posterior shoulder is a 2 cm superficial linear red scratch. Located over the 

prominence of the inferior angle of the right scapula is an approximately 2 cm purple contusion. Located 

on the right lateral back / flank is a 0.5 cm superficial linear scratch. Posterior dissection reveals a focus 

of dark purple hemorrhage measuring approximately 3 cm in greatest dimension on the lateral aspect of 

the right scapula and adjacent to the teres muscles.  Intraabdominal injuries consist of contusions to the 

transverse colon, proximal jejunum and pancreas with associated sanguineous ascites. There is moderate 

retroperitoneal and mesenteric hemorrhage, confluent with hemorrhage from the femoral canals.  

 

Blunt force trauma to pelvis: 
 

There is a 0.3 cm superficial red abrasion over the prominence of the left pubis at the base of the scrotum 

/ penis. 

 

Blunt force trauma to arms: 
 

Located on the ulnar aspect of the proximal right forearm is a 1 cm round purple contusion. Located on 

the posterolateral aspect of the left upper arm is a 4.5 x 3 cm ovoid red-purple contusion. Located on the 

radial aspect of the left proximal posterior forearm are two round purple-green contusions which measure 

1 and 2 cm in greatest dimension. Located on the ulnar aspect of the left posterior distal forearm is a 1.5 

cm round red-purple contusion. Located on the posterior aspect of the right elbow is a round, 2 cm purple 

contusion associated with a 0.2 cm superficial abrasion.  

Evidence of Injury continued on External Exam Page 3 



EXTERNAL EXAM PAGE 3  CASE NO.   0701974 
 

Blunt force trauma to legs: 
 

Located on the medial aspect of the right knee are two round red contusions which measure 1 and 2 cm in 

greatest dimension. Located on the medial aspect of the left knee is one ovoid and one round red-purple 

contusion, which measure 4 and 1.5 cm in greatest dimension, respectively. Located on the anterior aspect 

of the left distal shin is a round 1 cm purple contusion. There is a 1 cm purple-brown contusion over the 

anterolateral aspect of the distal right  thigh just superior to the knee. There is an approximately 6 x 1.5 

cm area of green ecchymosis over the superior lateral aspect of the left knee. There are two 0.5 cm purple 

round contusions over the anterolateral aspect of the left mid shin.  



 

GROSS EXAMINATION 

 

AUTOPSY NO.  ML   686-07 CASE NO.  0701974 
 

 

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 is at 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.  The peritoneal cavity contains 

approximately 100 ml of sanguineous fluid. There is moderate red-maroon retroperitoneal hemorrhage 

with extension into the small bowel mesentery and confluence with hemorrhage from the femoral canals.  

 

HEART: 
 

Weighs 88 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 significant atherosclerosis.  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 7.5 cm, pulmonic 5.0 cm, mitral 6.0 cm, and 

aortic 3.5 cm. There is multifocal, bright red subendocardial hemorrhage throughout the left ventricular 

chamber. Otherwise 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 0.3 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: 
 

Musculature is normal, rubbery, and maroon, and the organs are freely movable in a midline position.  

Posterior dissection of the neck reveals an approximately 2 cm area of  minimal, dark purple hemorrhage 

over the occipital protuberance with extension into the supraspinous ligament and superior portions of the 

semispinalis and rectus capitus muscles associated with underlying occipital skull fracture. There is no 

hemorrhage in the overlying scalp or skin of the neck. The tongue is intact and normally papillated, 

without evidence of tumor. In the right lateral tongue, at mid length is a 0.5 cm dark purple intramuscular 

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 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  



 

GROSS-2   CASE NO.   0701974 

 

 

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 13 gm and is grossly unremarkable.  

 

LUNGS: 
 

The right lung weighs 105 gm, and the left weighs 94 gm.  Visceral pleurae are smooth, glistening, and 

intact with no anthracosis or bleb formation. On the posterior superior aspect of the left lower lobe there 

is a 0.5 cm subpleural hematoma. The overall configuration is normal.  The distal trachea, major bronchi 

and bronchioles bilaterally contain variable amounts of non-occlusive to occlusive green-yellow mucoid 

material consistent with aspirated gastric contents. The parenchyma is uniformly spongy, varies from 

pink-tan to dark purple, and exudes minimal 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, which is focally hyperemic in the body, has an unremarkable wall and serosa, 

and contains approximately 40 ml of green-yellow mucus, which has passed to the duodenum.  The 

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

ulceration.  13 to 15 cm distal to the ligament of Treitz are two foci of dark purple, subserosal hemorrhage 

which measure up to 3 cm in greatest dimension. The distal most area of hemorrhage is associated with a 

2 cm serosal tear. The underlying mucosa is intact without evidence of ischemia. Approximately 28 cm 

distal to the ligament of Treitz are two serosal tears measuring 2 and 2.5 cm in greatest dimension, which 

are associated with a moderate amount of dark purple subserosal hemorrhage. The underlying mucosa is 

intact without evidence of ischemia. The jejunum and ileum are otherwise unremarkable and contain tan-

green to yellow mucoid material.  There is no Meckel’s diverticulum.  The ileocecal valve is intact and 

unremarkable.  The appendix is present. There are multifocal areas of scant dark purple subserosal 

hemorrhage measuring up to 2 cm in greatest dimension scattered across the transverse colon. Otherwise 

the colon, anus and rectum are unremarkable.  

 

LIVER: 
 

Weighs 630 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: 
 

Weighs 40 gm and lies in its normal position and shows a normal configuration. There is multifocal dark 

purple subserosal and intraparenchymal hemorrhage, most notable in the pancreatic tail and uncinate 

process. 

 

 



 

 

 

GROSS-3   CASE NO.   0701974 

 

SPLEEN: 
 

Weighs 65 gm.  The capsule is intact.  The organ is rubbery, maroon, and shows characteristic follicular 

pattern. 

 

ADRENALS: 
 

Collectively weigh 7 gm and lie in their usual location, show yellow cortices and tan to gray medullae. 

 

KIDNEYS: 
 

The right kidney weighs 43 gm and the left weighs 50 gm.  Both are configurated normally with no 

abnormality. 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 no 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 spermatic cord and investing membranes of the left testicle demonstrate 

minimal red-purple hemorrhage, which is contiguous with previously described retroperitoneal 

hemorrhage. 

 

BRAIN AND MENINGES: 
 

The scalp is opened through the customary intermastoid incision and shows extensive dark purple 

subgaleal hemorrhage over the entire right side of the cranium. There is an 11 x 7 cm surgically created  

ovoid cranial defect in the right side of the skull.  The brain weighs 1130 gm. There are surgical changes 

consistent with a recent right frontoparietal lobectomy. There is approximately 100 ml of dark purple 

clotted blood admixed with multiple surgical sponges filling the surgically created defect. Multifocally 

throughout the surgical bed are pinpoint to linear streaks of hemorrhage throughout the gray and white 

matter. There are non-compressive, multifocal, non-adherent purple blood clots in the subdural space over 

the bilateral hemispheric convexities and base of the skull.  There is bright red subarachnoid hemorrhage 

over the bilateral frontal lobes and medial aspects of the cerebral hemispheres. The sella turcica is filled 

with hemorrhage. Externally the brain is swollen with flattening of the gyri and narrowing of the sulci. 

There is notching of the right cingulate gyrus with obliteration of the basal cisterns. Apart from the 

previously described surgical changes, multiple serial sections of cerebral hemispheres, brainstem and 

cerebellum show no gross pathological change.  The ventricular system is obliterated.  There is an 

approximately 5.5 cm linear skull fracture in the occipital bone which spans from the posterior 

protuberance on the left, crosses the midline and ends at the foramen magnum. In the left paramedian 

occipital bone there is a somewhat linear irregularity consistent with a remote healed fracture. 

 

 

 

 

 



 

GROSS-4   CASE NO.   0701974 

 

RIBS: 
 

After stripping the parietal pleura, there is no evidence of trauma to the ribs.  

 

EYES: 

 

Red-purple hemorrhage is noted throughout the right optic nerve sheath extending to it’s insertion into the 

globe.  After formalin fixation, the eyes were serially sectioned to reveal multifocal punctuate retinal 

hemorrhages ranging from 0.1 – 0.2 cm clustered on the posterior (central) retina of the right eye.  The 

left eye was grossly unremarkable.   

 

PELVIS: 
 

Intact. Incision into the anterior femoral regions demonstrates abundant soft tissue hemorrhage associated 

with previously described needle punctures and left incision which tracks through the femoral ring into 

the retroperitoneum.  

 

VERTEBRAE: 
 

After removal and dissection of the cervical spinal cord, no gross pathological changes are appreciated.  

 

BONE MARROW: 
 

Moist and dark red.  Unremarkable 

 

BACK:  

 

Layer wise dissection of the posterior neck and back reveals previously described hemorrhage in the 

occiput and about the right scapula. No other traumatic  injuries are identified. Incisions into the buttocks 

reveal no traumatic injuries.  

 

SURGICAL SPECIMEN: 
 

Received at a later date, in formalin, labeled with the decedent’s name and “Brain”, are multiple 

previously sectioned fragments of cerebral cortex with subcortical white matter measuring approximately 

10 x 10 x 4 cm in aggregate, with a fresh weight of 106 gm (per pathology report).  There are multifocal 

punctuate to linear streaks of cortical hemorrhage at gyral crests and deep within sulci.  Hemorrhage is 

focally seen in the superficial white matter.  There is focal subarachnoid hemorrhage.  There are no 

separate clots of blood.  Accompanying the specimen were four paraffin tissue blocks and four H & E 

stained glass slides bearing the decedent’s name and surgical pathology specimen number. 



 

MICROSCOPIC EXAMINATION 

 

AUTOPSY NO.  ML  686-07 CASE NO.  0701974 

 

 

Representative sections of corpus callosum demonstrate multiple slit-shaped defects running 

parallel to axon fibers which are filled with acute hemorrhage.  The surrounding parenchyma is 

edematous.  There is no evidence of an inflammatory reaction or hemosiderin deposition.  No 

obvious retraction balls are identified. 

 

Representative sections of cerebral cortex demonstrate focal acute cortical perivascular and 

interstitial hemorrhage and edema with acute subarachnoid hemorrhage.  There is no evidence of 

acute inflammation, hemosiderin deposition, or cellular reaction. 

 

Representative section of periventricular white matter demonstrates focal acute hemorrhage and 

edema without evidence of acute inflammation, hemosiderin deposition or cellular reaction. 

 

Surgical pathology slides from OU Medical Center labeled with the decedent’s name and 

surgical accession number demonstrate representative sections of cerebral cortex and subcortical 

white matter showing multifocal perivascular and interstitial acute hemorrhage.  The 

microvasculature focally demonstrates early neutrophilic margination and extravasation in areas 

of acute hemorrhage.  Hemorrhage is largely present in the cortex with foci in the subcortical 

white matter and at the gray-white matter junction. In addition, there is focal acute subarachnoid 

hemorrhage.  The parenchyma is edematous in areas of greatest hemorrhage. 

 

Representative sections of remaining cerebrum, brainstem and cerebellum demonstrate focal 

relative neuronal pyknosis and loss of normal tinctorial qualities with edema. 

 

Representative sections of dura from the left posterior cranial fossa adjacent to the occipital skull 

fracture demonstrate acute dural hemorrhage consisting of intact and degenerating erythrocytes.  

There is a scant neutrophilic infiltrate most concentrated in the periosteal aspect.  There is no 

appreciable hemosiderin.  

 

Representative section of pituitary gland reveals acute extracapsular hemorrhage.  Otherwise, 

there are no significant microscopic abnormalities. 

 

Representative sections of right eye demonstrate acute interstitial hemorrhage surrounding the 

optic nerve at its insertion. There are scattered acute inflammatory cells.  There are multiple 

microscopic foci of acute intraretinal hemorrhage located centrally.  

 

Representative sections of left eye demonstrate no significant microscopic abnormalities. 

 

Representative section of right scalp laceration demonstrates scant acute hemorrhage largely 

limited to the subgaleal soft tissues with focal extension into the deep subcutis.  There is no 

appreciable inflammatory reaction or hemosiderin deposition. 

 

Representative sections of scalp and subgaleal soft tissues from the right side of the head 

demonstrate abundant acute hemorrhage largely limited to the subgalea with focal extension into 

the deep subcutis.  There is no appreciable inflammatory reaction or hemosiderin deposition. 

 

 



 

 

Microscopic – 2    Case  no.  0701974 

 

Representative section of right posterior ear demonstrates acute hemorrhage throughout the 

subcutis and reticular dermis with scattered neutrophils in the subcutis.  There is no appreciable 

hemosiderin.  

 

Representative section of left ear pinna demonstrates vascular congestion.   

 

Representative sections of soft tissues from the occiput immediately adjacent to occipital skull 

fracture demonstrate acute interstitial hemorrhage without appreciable inflammatory reaction or 

hemosiderin deposition. 

 

Representative sections of heart demonstrate focal acute subendocardial hemorrhage and 

myocytolosis. 

 

Representative sections of posterior/superior left lower lobe subpleural hematoma demonstrate 

an acute subpleural hematoma consisting of largely intact red and white blood cells.  There is 

and adjacent mixed inflammatory response. An adjacent small artery contains a non-occlusive, 

mural microcalcification.  The underlying parenchyma demonstrates variable acute intraalveolar 

hemorrhage.  Additional sections of lungs demonstrate pulmonary congestion with focal 

intraalveolar hemorrhage and atelectasis. 

 

Representative sections of pancreas demonstrate acute hemorrhage largely within fibrous septae 

and focally intraparenchymally.  There is no evidence of inflammatory reaction or hemosiderin 

deposition.  The pancreatic parenchyma demonstrates focal variable autolytic change. 

 

Representative sections of spleen demonstrate reactive white pulp. 

 

Representative sections of liver demonstrate congestion. 

 

Representative sections of jejunum demonstrate focal serosal disruption with extensive mural 

hemorrhage limited to the submucosa, muscularis propria and subserosal with sparing of the 

mucosa and lamina propria.  There is an associated neutrophilic infiltrate.  There is no evidence 

of hemosiderin deposition.   

 

Representative sections of transverse colon demonstrate acute hemorrhage in the submucosa 

with focal mucosal extension.  There is no evidence of acute inflammation or hemosiderin 

deposition. 

 

Representative sections of tongue demonstrate focal acute interstitial hemorrhage with scant 

perivascular neutrophils.  There is no evidence of hemosiderin deposition.   

 

Representative section of thymus demonstrates focal cystically dilated Hassall’s corpuscles and 

multifocal calcification. 

 

Representative sections of soft tissues from the right lateral scapula and inferior angle 

demonstrate focal interstitial acute hemorrhage.  There is a single microscopic focus equivocal 

for inflammation and consists of scant scattered neutrophils adjacent to a concentration of cells 

demonstrating pronounced crush artifact.  There is no evidence of hemosiderin deposition. 

 



 

Microscopic – 3    Case no.  0701974 

 

Representative sections of skin from the left upper arm contusion demonstrate hemorrhage in the 

deep dermis and superficial subcutis with diffusely scattered intact and degenerating 

inflammatory cells.  There is no evidence of hemosiderin deposition. 

 

Representative sections of skin from knee contusion, left, demonstrates hemorrhage in the deep 

dermis and subcutis with a diffusely scattered mixed inflammatory infiltrate composed of intact 

and degenerating neutrophils and mononuclear histiocytes.  There is no readily apparent 

hemosiderin deposition.   

 

Representative sections of esophagus, stomach, duodenum, appendix, kidneys, adrenals, testes, 

prostate, thyroid and rib demonstrate no significant microscopic abnormalities. 

 

 

 

 

 

 
October 5, 2007  
ED/al  ERIC DUVAL, D.O. 

 

 



BOARD OF MEDICOLEGAL INVESTIGATIONS

OFFICE OF THE CHIEF MEDICAL EXAMINER

REPORT OF LABORATORY ANALYSIS

901 N.Stonewall
Oklahoma City, Oklahoma   73117

OFFICE USE ONLY

Re. _____   Co. _____

I hereby certify that this is a true 

and correct copy of the original 

document.  Valid only when copy 
bear im-print by the office seal.

By  ______________________

Date  ____________________

ME CASE NUMBER: 0701974 LABORATORY NUMBER: 072676

MATERIAL SUBMITTE BLOOD, VITREOUS, LIVER, BRAIN, GASTRIC, 
HOSPITAL SPECIMENS, BILE

SUBMITTED BY: ERIC  DUVAL D.O.

HOLD STATUS: 5 YEARS

DATE RECEIVED: 08/14/2007DECEDENT'S NAME: DECLAN TRISTIN STEWART

NOTES:

Blood: NEGATIVE (HOSPITAL;  8-11-07)

Vitreous:

TESTS PERFORMED:

BLOOD EIA - Amphetamine, Methamphetamine, Cocaine, Opiates*, PCP, Barbiturates, Benzodiazepines*
*This test does not detect Oxycodone, Methadone, Lorazepam, or Nitrobenzodiazepines.

RESULTS:

NONE DETECTED

ETHYL ALCOHOL:

DATE

09/05/2007

MEDICAL EXAMINER: ERIC  DUVAL D.O.

Other:

CARBON MONOXIDE

Blood:

BYRON CURTIS, Ph.D., Deputy Chief Forensic Toxicologist














