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AUTOPSY REVIEW/EVALUATION REPORT1 

 
Date: June 13, 2011 
 
Name of Case:  RICKY VINCENT MEYI    Case Number: 2008-0054 [SOL08-010] 
 
 
Prevailing Forensic Scenario:  

A 50 year old African-American male who was found by passers-by lying supine on a field showing 
extensive thermal burns. He was pronounced dead at the scene.  

 
 
Assessment of Adequacy of Autopsy Report:  

UNREASONABLE 
 
 
Presence of Critical Flaws: 

THE AUTOPSY PROTOCOL IN THIS CASE WAS SUB-STANDARD [see comments] 
 
 
Comments:  
1. The coroner’s report states that the decedent was African-American, while the autopsy report states 

that he was Caucasian.  
2. The cause of death was determined to be complications of blunt force injuries. There are no reasonable 

evidentiary autopsy findings of trauma that would form the premise for a diagnosis of fatal traumatic 
injuries. There were no intracranial hemorrhages outside artifactual thermal epidural hemorrhages. 
However, the brain weighed 1640 grams, although the autopsy report described the brain to be normal. 
This is inaccurate. The weight of this brain indicates congestive brain swelling and diffuse cerebral 
parenchymal edema. This brain should have been saved in formalin and sent to a forensic 
neuropathologist for neurotrauma work-up. Amyloid Precursor Protein [APP] immunohistochemistry 
should have been performed on this brain looking for axonal spheroids, axonal bulbs and swollen, 
distorted axonal forms, which would have been indicative of traumatic axonal injury. This was not done. 
In a difficult case like this, the brain and spinal cord should have been fixed in formalin and examined by 
a forensic neuropathologist. In addition to the brain edema, there was pulmonary edema with pink 
frothy parenchymal fluid.  

3. No carboxyhemoglobin or blood cyanide levels were performed on toxicologic analysis especially when 
the livor mortis has a pinkish hue. Livor mortis develops a pinkish hue at blood carboxyhemoglobin 
saturation levels of about 20% and above.  

4. The pathologist should have visited the scene on this case and determined if the decedent was set 
ablaze at the scene or if the body was dumped at the site it was found. Findings at the scene should 
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have been documented in the autopsy report. Absent soot in the airways does not absolutely mean that 
the body was set on fire after death. In flame burns there is frequently no soot in the airways.  

5. The decedent was described to have suffered from cirrhosis, which was characterized to be 
macronodular. If this individual was a chronic consumer of ethanol, he would have been suffering from 
chronic alcoholic liver disease; however chronic alcoholic liver disease frequently culminates in 
micronodular cirrhosis and not macronodular cirrhosis. It is pertinent to note that the blood ethanol and 
urine ethanol levels were 0.18 grams% and 0.208 grams% respectively. Morphine was also detected in 
the blood [0.04 mg/L]. Levels of 6-monoacetylmorphine in the blood and urine, should have been 
requested to confirm if the decedent consumed Heroin.  

6. While the decedent suffered extensive burns, no parenchymal thermal effects were described in the 
internal thoracic and peritoneal viscerae including the brain.  

7. Hepatosplenomegaly was listed on page one of the autopsy report under the section ‘Autopsy Findings’; 
however the autopsy did not reveal any hepatosplenomegaly. The liver weighed 1700 grams and the 
spleen weighed 240 grams. These weights fall within the normal weight ranges for the liver and spleen.  

8. The decedent was lying supine at the scene; therefore extreme caution should be exercised in the 
interpretation of extravasated blood in the soft tissues of the back.  

9. There is no mention of any plain X-rays of the body to document the presence or absence of fractures, 
radiopaque projectiles or other radiopaque materials inside the body, which may not be identified by 
unguided prosection. It is always prudent, and a best-practice, to perform X-rays of the body in cases 
involving gunshot wounds, severe thermal burns, advanced decomposition, non-accidental trauma in a 
child etc. Plain X-rays would be invaluable in this case.  

10. Examination of the neck would have been critical in this case. Unfortunately there were no pictures of 
the neck dissection. The neck should have been dissected layer-by-layer and pictures of each dissected 
layer should have been taken. None of these were reported in the autopsy report. In fact the description 
of the entire neck in this case, where dissection of the neck was paramount, was only two lines on page 
three.  

11. According to the autopsy report, there was no hemothoraces, hemopericardium or hemoperitoneum. 
There was no fractured appendicular or axial fracture, yet the cause of death was determined to be 
blunt force trauma. No visceral parenchymal trauma was described. There are no evidentiary autopsy 
findings that would indicate forensically significant blunt force trauma.  

12. The autopsy report reaffirms that there was mild atherosclerosis of the coronary, cerebral and systemic 
arteries, yet the degree of luminal occlusion was neither evaluated nor reported. No histologic 
confirmation of the degree of occlusive atherosclerosis was performed.  

13. There was no reference to histology slides and microscopic tissue examination in the autopsy report. On 
page 4 of the autopsy report, it is stated under the heading ‘SPECIMENS FOR HISTOLOGY’, that 
‘Representative tissue sections of the major organs are submitted in 10% formalin.’ The report does not 
indicate whether tissue histology slides were made and examined microscopically. Comprehensive 
histologic tissue analysis of all organs and other tissues should have been performed in this case.  

14. Conclusion: In my opinion, this was a sub-standard autopsy protocol that was grossly deficient. Blunt 
force trauma was a convenient diagnosis especially following the second autopsy when alleged 
contusional hemorrhages of the back were described. Contusional hemorrhages of the back possess 
very limited lethal capacity without any internal injuries, not even fractures. This decedent suffered 
from end stage liver disease [cirrhosis] and was expected to have suffered from a coagulopathy due to 
deficiency of clotting factors I, II, IV, V, VI and VII, and other clotting dysfunctions. Individuals suffering 
from coagulopathy are more likely to bleed with lower levels of kinetic energy. There was no 
comprehensive evaluation, inculpation or exculpation, of asphyxiation. There was no mention of 
mucosal petechial hemorrhages in the digestive and respiratory mucosa or serosal surfaces. The 
frenulae of the lips were not evaluated. While this case may still be a homicide, there is no objective 
evidence that was elicited by the autopsy to reasonably propound a homicidal mechanism of death. A 
more meticulous autopsy may have affirmed the mechanisms and cascades of death.  
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