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CASE SUMMARY
« York

REPORT
Case Number: 20-
Pathologist: Nadia A, Granger, MD

Pronounced: Mar 30 20290 B:22PM
ME
CountyIOrigin: Monroe Co,

Name; Daniel T, Pruda

Manner of

Date of Birth: 08/20/1978
Cause

Death: Homicide Age: 41 Years
of Death: Complications of asphyxia in the setting of physical restraint
Excited delirium

Acute phencyeliding intoxication

Pneumonia.
© Myocarditis.
c, respiratory acidosis {ctinical history),
d. Profound giobal hypoxic i injury (clinical history),
L. Cersbral edema.
T o~— Subfalcine and transtentorial hemiation,
€. History of physical restraint i Prone position (incident report),
. Excited delirium:



AUTOPSY
REPORT
Case Number: 20-00902
Pathologist: Nadia A, Granger, MD
ME Case
County/Origin: Maonroe Co.

'Office of the Medical Examiner
Monroe County
New York

F AL | : Evidence of meadical intervention includes a tripie-

lumen catheter in the lateral right neck (secured with clear adhasive); five electrocardiograph patches attached to leads on
the bilateral and mid back; intravenous catheters in the bilatera! antecubital fossae (secured with clear adhesiva); ventral
right forearm (secured with clear adhesive) and the ventral right wrist (secured with clear adhesive and tubing secured by
a brace to the right hand and dorsal right upper arm); and a pulse oximeter lead on the laft indax finger tip.

On internal examination, there is hemorrhage into the right neck muscies surrounding the Intravenous catheter and
hemorrhage into the oropharyngeal mucosa, censistent with intubation.

EVID F Y/RECENT

DESCRIPTION OF BLUNT FORCE INJURIES:

HEAD AND NECK: On the forehead are muitiple scabbed abrasions, up to 2 % inches. There is a % inch diameter black
scabbed abrasion on the right cheek. On the left cheek isa 1% x 1inch scabbed abrasion.

On internal examination, there is patchy subgaleal and subscalpular hemorrhage lining the frontal scalp,

THORAX AND ABDOMEN: On the left upper back Is a 1 % inch scabbed abrasion. There is a % inch L-shaped red
abrasion of the left lower back.

UPPER EXTREMITIES: On the dorsal right forearm is a % inch red-yellow abrasion. Scattered scabbed abrasions, up to
1inch, are present on the dorsal right forearm. On the dorsal left upper am are scattered scabbed red-yellow to black

abrasions, up to 3 3 inches in greatest dimension.

LOWER EXTREMITIES: On the anterior surfaces of the bilateral legs are scattered scabbed abrasions, up to 1 % Inches
in greatest dimension. On the medial left heal ls a 2 % X 1 % inch green contusion.

INTERNAL EXAMINATION;

diffuse duliing of the gray-white junction. The cerebral ventricles are of normal caliber. Sections through the brainstem
and cerebellum show hemorrhage into the brainstem, consistent with transtentorial herniation.

ECK: Except as described in the "EVIDENCE OF RECENT MEDICAL/SURGICAL INTERVENTION" section,
examination of the soft tissues of the neck, including strap muscles and large vessels, reveals no abnormalities. The
hyoid bone and farynx are intact. Special examination of the tongue Is unremarkable.
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Subfalcine Herniation
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Subfalcine herniation is the most common type of cerebral
herniation. In this image, the left brain has herniated under
the free edge of the falx cerebri (arrow) because hemorrhage
from an infarct in the middle cerebral artery has increased
intracerebral pressure.

@ 2017 Elliot K. Fishman, MD.



Brain herniation
Increased intracranial pressure sometimes causes protrusion (herniation) of brain tissue through one of the rigid intracranial
barriers (tentorial notch, falx cerebri. foramen magnum).
Brain herniation is classified based on the structure through which tissue is herniated:
* Transtentorial (uncal) herniation: The medial temporal lobe is squeszed by a unilateral mass across and under the
tentlike tentorium that supports the temporal lobe.

* Subfalcine herniation: The cingulate gyrus is pushed under the falx cerebri by an expanding mass high in 3 cerebral
hemisphere.

* Central herniation: Both temporal lobes herniate through the tentorial notch because of bilateral mass effects or diffuse
brain edema.

* Upward transtentorial herniation: This type can occur when an infratenterial mass (eg, tumor in the posterior fossa.
cerebellar hemerrhage) compresses the brain stem, kinking it and causing patchy brain stem ischemia.

* Tonsillar herniation: Usually, the cause is an expanding infratentorial mass (eg, cerebellar hemorrhage), forcing the
cerebellar tonsils, through the foramen magnum.

Falx cerebri Subdural hematoma
Skull
Temporal lobe Tentorium
3rd cranial nerve
Brain stem Cerebelum
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Subfalcine Herniation

.

Transtentorial herniation



The medial temporal lobe is squeezed by a unilateral mass across and under the tentlike
tentorium that supports the temporal lobe. The herniating lobe compresses the following
structures:

o Ipsilateral 3rd cranial nerve (often first) and posterior cerebral artery

e As herniation progresses, the ipsilateral cerebral peduncle

« In about 5% of patients, the contralateral 3rd cranial nerve and cerebral peduncle
o Eventually, the upper brain stem and the area in or around the thalamus

Subfalcine herniation

The cingulate gyrus is pushed under the falx cerebri by an expanding mass high in a cerebral
hemisphere. In this process, one or both anterior cerebral arteries become trapped, causing
infarction of the paramedian cortex. As the infarcted area expands, patients are at risk of
transtentorial herniation, central herniation, or both.

Central herniation

Both temporal lobes herniate through the tentorial notch because of bilateral mass effects or
diffuse brain edema. Ultimately, brain death occurs.

Upward transtentorial herniation

Upward transtentorial herniation can occur when an infratentorial mass (eg, tumor in the
posterior fossa, cerebellar hemorrhage) compresses the brain stem, kinking it and causing patchy
brain stem ischemia. The posterior 3rd ventricle becomes compressed. Upward herniation also
distorts the mesencephalon vasculature, compresses the veins of Galen and Rosenthal, and
causes superior cerebellar infarction due to occlusion of the superior cerebellar arteries.

Tonsillar herniation

Usually, tonsillar herniation is caused by an expanding infratentorial mass (eg, cerebellar
hemorrhage). The cerebellar tonsils, forced through the foramen magnum, compress the brain
stem and obstruct cerebrospinal fluid (CSF) flow.

Etiology

Brain herniation is a complication of a disorder that causes increased intracranial pressure (ICP).
Increased intracranial pressure may be caused by

e Space-occupying lesions (eg, brain tumor, edema, or abscess; contusions; hematomas)
o Generalized swelling or edema of the brain (eg, due to acute liver failure or hypertensive
encephalopathy)



e Increased venous pressure (eg, due to heart failure, obstruction of superior mediastinal or
jugular veins, or venous sinus thrombosis)
e Obstruction of the CSF flow (eg, due to hydrocephalus or extensive meningeal disease)



