Personal Data - Privacy Act 4+ (PL 93-579) Printed da..: U1 May 2003@1556

Page: 1
RADIOLOGIC EXAMINATION REPORT
Patient:¥®* I FMP/SsN: (PO
R | DIAGNOSTIC RADIOLOGY |
Procedure: C-SPINE (2) Exam Date: 12 Apr 2003@0827
Requested by: [P®2 | Status: COMPLETE
Ward/Clinic: WARD 5 FWD STBD (i@ Exam #:
Pregnant:

Reason for Order:
ADDITIONAL VIEW

Order Comment:

Result Code: SEE RADIOLOGIST'S REPORT

Report:

Three views were obtained. The vertebrae and alignment are normal. There is
no evidence of fracture, subluxation, or other acute abnormality.

IMPRESSION: Normal Cervical Spine

Transcription Date/Time: 12 Apr 2003@1310

Interpreted by:rw©q CDR,MC, USN
Supervised by: .
Approved by:[®®? , CDR,MC,USN 12 Apr 2003@1849
Supervised by
OB BE-4 T T T e e
[ FOREIGN CIVILIAN

] 10 Apr 2003 / MALE H: W:
Reg #: Loc: CASREC MAIN Room-Bed:

Spon; (G- r Rank: D:

SF519-B Unit: RR:

MEDCOM - 5972



Personal Data - Privacy Act 4 (PL 93-579) Printed da..: 01 May 2003@1557

Page: 1
RADIOLOGIC EXAMINATION REPORT
)64 b)(6)-4
Patient:[® FMP/SSN:
R | DIAGNOSTIC RADIOLOGY
Procedure: CHEST, AP (PORTABLE) Exam Date: 10 Apr 2003@
Requested by: [P®?2 | Status: COMPLETE
Ward/Clinic: CASREC MAIN - Exam #:
: Pregnant:

Reason for Order:
R/0 INFILTRATES

Order Comment:

Result Code: SEE RADIOLOGIST'S REPORT
Report:
AP Portable view of chest shows motion artifact and Tow Tung volumes.

Apparaent increase lung in density is probably due to film technique.Repeat
exam is recommended.

Transcription Date/Time: 10 Apr 2003@1404

Interpreted by: P©2 CDR,MC, USN

Supervised by:

Approved by: P®2 | COR,MC,USN 10 Apr 2003@1407
Supervised by:

b)(6)-4 )1 s
© e ] FOREIGN CIVILIAN
10 Apr 2003 / MALE H: W:
Reg #: Loc: CASREC MAIN Room-Bed:
Spon: [PE-4 Rank: D:
SF519-B Unit: RR:

MEDCOM - 5973



Printed date. 22 Apr 2003@0247

ta - Privacy Act - (PL 93-579)
Page: 1
RADIOLOGIC EXAMINATION REPORT
b)(6)-
b)(6)-4 FMP/SSN:rx®4
=il | COMPUTED TOMOGR
CT._ABD/PELVIS W/CONTRAST Exam Date: 21 Apr 200361720
y: DO2 =G Status: TRANSCRIBED
ic: WARD 4 FwD STEU Exam #:0©-4
Pregnant:

r order:
ON VS INTESTINAL LEAK VS REACCUMULATION OF BILOMA. PLEASE CONSIDER
QuS DRAINAGE OF ANY COLLECTIONS. HAS DRAINS IN RIGHT GUTTER AND

C SPACE

s of abdomen and pelvis were acquired at 10mm
nd oral contrast were administered.

amination is compared to a similar study from 16

ht basilar atelectasis and a right pleural effusion.
Jarge fluid collection over the dome of the

:on with marked decrease in the size
i 1so a drain in the right

jE:  Axial CT image
tion. Intravenous a

S: The current ex
003. There is rig
S re—accumu]ation of a

A drain is in
fluid collection i

. Also smaller are severa
A collection beneath the anterior a

g. The ga11b1adder is relatively decomp
but tess than on the previous study. The ga
collections have enhancing walls, unchanged from the prior s
and spleen are normal in attenuation. pancreas has 2 stable
-ance. The adrenal glands and kidneys are normal in appearance. The

/s enhance symmetrica11y and there is no evidence of hydronephrosis.
noted is a 3cm lobulated mass in the cecum which measures -59HU and
represen teric and para—aortic Tymph nodes are

t a lipoma. small mesen
nged and do not meet CT criteria nlargement. Fluid is
ing the right colon. recent

Midline ab
ploration. N

bdominal wall has also decreased
ressed with surrounding fluid

11bladder and a1l of the
tudy. The

o extravasation of ga

***************

***"""‘*"‘**ATTENTION**""**‘***
IS PENDING APPROVAL BY'RADIOLOGY AND ¥

BE INTERPRETED AS THE FINAL REPORT. *

**********************ﬁ***********

*************

+ THIS REPORT
£ SHOULD NOT
*****************
e T g
o4 | [pe- FOREIGN NATIONAL - pOW/INTERN
: W:

ek

b6 10 Apr 2003 } MALE H:
)6)-4 Loc: CASREC MAIN Room-Bed:

spon: 2@ | Rank: D:
19-8 Unit: RR:

MEDCOM - 5974



Personal Data - Privacy Act /4 (PL 93-579) Printed da.e: 22 Apr 2003@0247
Page: 2
RADIOLOGIC EXAMINATION REPORT

Patient:| FMP/SSN: [P0

IMPRESSION:

1. Interval placement of two drains, as above with decreasing size of all
fluid collections except the collection over the dome of the liver which has
increased in size; this collection is amenable to percutaneous drainage.

2. 3cm fat-containing cecal mass, as described above;

3. No evidence of extravasation of contast;

4. Post-operative changes.

Discussed with Dr.Fm@Q

Transcription Date/Time: 21 Apr 2003@2107
|(b) ©)-2

Interpreted by: |CDR,MC,USN

Supervised by:

Approved by:
Supervised by:

**********************ATTENTION#**********************

* THIS REPORT IS PENDING APPROVAL BY RADIOLOGY AND *
*  SHOULD NOT BE INTERPRETED AS THE FINAL REPORT. *

******************************************************

b)(6)-4 .
FOREIGN NATIONAL - POW/INTERN
bY@ U Apr Z0U3 / MALE H: W:

C#: : CASREC MATN om-Bed :
o il | Lo i o et
SF519-B Unit: RR: '

MEDCOM - 5975



Personal Data - Privacy Act .4 (PL 93-579) Printed da.e: 22 Apr 2003@0246

, Page: 1
RADIOLOGIC EXAMINATION REPORT
. b)(6)-4

Patient: [ FMP/SSN
R | COMPUTED TOMOGRAPHY
Procedure: (T, o RAST Exam Date: 21 Apr 2003@1640
Requested by: , oL StatUS'b)(s)_4
Ward/Clinic: WARD 4 FWD STBD Exam #

Pregnant:

Reason for Orderﬁ
OBSTRUTION VS INTESTINAL LEAK VS REACCUMULATION OF BILOMA. PLEASE CONSIDER

PERCUTANEOUS DRAINAGE OF ANY COLLECTIONS. HAS DRAINS IN RIGHT GUTTER AND
SUBHEPATIC SPACE

Order Comment:

Result Code: SEE RADIOLOGIST'S REPORT

Report:
AAS cf AAS of 4/15/03.

Chest: Right hemidiaphragm again elevated. A sliver of left sided
subdiaphragmatic free air is noted on the current film. Question recent
prior surgery? Otherwise consider other causes of free intraabdominal air
such as perforation. Bibasilar atelectasis and low lung volumes.

Drain over the right flank, new. Air collections scattered throughout the
small bowel and gasless colon consistent with ileus but not suggesting
obstrucion at this point. Oval densities over the left UQ most Tikely pill
Tfrags in the bowel.

Study otherwise negative.

Transcription Date/Time: 21 Apr 2003@1640

Interpreted by: P®2 |CAPT ,MC, USN
Supervised by:

Approved by:|‘t’)‘6)'2 JCAPT,MC,USN 21 Apr 2003@1648
Supervised by:

Amended Result Code: ABNORMALITY, ATTN. NEEDED

(e | pe3 FOREIGN NATIONAL - POW/INTERN
10 Apr 2003 / MALE H: W:

Reg #:@®4 Loc: CASREC MAIN Room-Bed :
Spon: BE-4 | Rank: D:

SF519-8 Unit: RR:

MEDCOM - 5976



Personal Data - Privacy Act «4 (PL 93-579) Printed da.e: 22 Apr 2003@0246
Page: 2
RADIOLOGIC EXAMINATION REPORT

. B)(6)-
Patient: 7" FMP/SSN:[ O

Amended:
Though this exam was for CT of the abdomen/pelvis, the Acute Abdominal Series

exam # was inadvertantly dictated onto this CT report instead of the
CT. The will be reported on a separate dictation after being re-ordered.

Transcribed Date/time: 21 Apr 2003@1715

Interpreted by: @©7 CAPT,MC, USN
Supervised by:
Approved by: Fm©2 CAPT,MC,USN 21 Apr 2003@1719

Supervised by:

5) -
e | pe | FOREIGN NATIONAL - POW/INTERN
T 10 Apr 2003 / MALE H: W:
Reg #: Loc: CASREC MAIN Room-Bed:
Spon : (BE-4 | Rank: D:
SF519-B Unit: RR:

MEDCOM - 5977



b)(3)-1

17 A -u03@0614 Page 1
Personal Data - Privacy Act of 1974 (PL 93-579)

PATIENT LAB INQUIRY
Far: 14 Apr 03 - 17 Apr 03

B0)(©6)2

Report requested by:

I(b)(s)"' I "b)(e)*‘ M/7d Reg #: @

Ph: MiTlitary Unit: UNKNOWN
16 Apr 03 @ 2129 (ColT) ' SERUM
Order comment: PRE-OP
NA+ . . . . . L. L. 136 L (137-145) mmo1/L
K. . ... ... .. 3.9 ‘ (3.6-5.0) mmo1/L
CL- . . . . « ... 100 (97-107) mmol /L
co2 . ... ... ... 33 H (22-31) mmo1/L
BUN . . . . . . . . .. 5 L (9-21) mg/dL
GLUCOSE . . . . . . . 122 H (76-110) mg/dL
CREAT . e e e . 0.6 L (0.8-1.5) mg/dL
CA. . . . .« . ... 8.5 L (8.8-10.4) mg/dL
PHOSPHORUS. . . . . . . 4.9 H (2.5-4.5) mg/dL
URIC ACID . . . . 4.6 (3.3-8.4) mg/dL
PROTEIN TOTAL . 6.3 (6.3-8.3) g/dL
ALBUMIN . P e e e e 2.7 L (3.5-5.0) g/dL
AST . . . . . . . . . . 28 (15-46) u/L
ALT . . . . . . . . .. 37 (11-66) u/L
IDH . . . . . . . .. 694 H (313-618) u/L
ALK PHOS. . . . . . . 287 H (70-250) u/L
TBILT . . . . . . . . . 0.6 L (1.0-10.5) mg/dL
GCGT . . . . . .. .. 104 H (8-78) u/L
K. v o o o000 42 : (0-203) u/L
MG. . . . . . . ... 2.0 (1.7-2.2) mg/dL
Interpretations:
16 Apr 03 @ 2129 (Coll) BLOOD
Order comment: PRE-OP
wecC . . .. ... ... 13.4 H (4.8-10.8) K/UL
RBC . . . . . . .. .. 4.6 L (4.7-6.1) 1X10 6/UL
HGB . . . . . . . . . . 12.5 L (14.0-18.0) g/dL
HCT . . . .. .. .. . 37.8 L (42-52) %
MOV . .. .. ... .. 83.1 (80-94) fL
MCH . . . . . « « . . . 27.5 (27-32) bg
MCHC. . . . . . . . . . 33.1 (31-37) g/dL
RDW . . .. .. ... . 15.9 H (12-14) %
PLT ONT . . . . . . . 827 H (150-450) 1x10 3/UL
Result Comment: NOTIFIED ENSP®Z e 222900
MPV . . . . ... oL 7.9 (7.4-10.4) FL
NEUT/100 WBC. . . . . . 46.7 %
NEUT% . . . . . . . .. 6.3 1x10 3/UL
LYMPHS /100 WBC. 38.3 %
LY# . . . . . . . . .. 5.1 1x10 3/UL
MONO/100 WBC. . . . . . 15.0 %

L=Lo H=Hi *=Critical R=Resist S=Susc MS=Mod Susc I=Intermed
[J=Uncert /A=Amended Comments= (0)rder, (I)nterpretations, (R)esult

MEDCOM - 5978



Fm@y1

17 A, .v03@0614 Page 2

Personal Dat. - Privacy Act of 1974 (PL 93-579)

PATIENT LAB INQUIRY

For: 14 Apr 03 - 17 Apr 03

Report requested by: [2©?

rb><6)-4 o

Ph:
16 Apr 03 @ 2129 (Coll)
MO# . . . « . « . . . . 2.0
BAS#. . . . . . . . .. <0.2
16 Apr 03 @ 1617 (Coll)
WBC . . . . ... .. 135
RBC . . . . . . . . . 1225
COLOR . . . . . . « . . BROWN
APPEARANCE. . . . . . . CLoUDY
MN CELL . . . . . . . . 23
PMN CELLS . . . . . . . 77
16 Apr 03 @ 1354 (Coll)
PROTEIN TOTAL . . . . . 3.2
Order comment: ascites fluid
ALBUMIN . . . . . . . . 1.1
Order comment: ascites
TBILI . . . . . . . . . 12.6

15 Apr 03 @ 1515 (Col1)

Bacteriology Result:
no salmonella or shigella noted

STOOL CU: Final Report

M/7d Reg #:

Military Unit: UNKNOWN

BLOOD
1x10 3/UL
1x10 3/UL

BODY FLUID
MM3
MM3
MM3
MM3
SERUM
(6.3-8.3) g/dL
(3.5-5.0) g/dL
(1.0-10.5) mg/dL
STOOL (FECES)

L=Lo H=Hi *=Critical R=Resist S=Susc

MS=Mod Susc I=Intermed

[J=Uncert /A=Amended Comments= (0)rder, (I)nterpretations, (R)esult

MEDCOM - 5979
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' . TIME GIVIEN:
NNMC 6320/16 (05/91) OIHER:
RECOVERY ROOM RECORD - -
NAVMED 6320/16 (REV. 11-77) S/K_0105=LF-206-3281 _ \OM'&J\/‘S’SO (; ,,»72
OPERATION PERFORMED AGENTS AND TECHNICS OF ANESTHESIA ' T OXYGEN THERAPY | T -
ngw\n—\ Crry . ov§ g——‘-—}\-‘\e\i'\/‘- ROUTE ™ | % | oN [oFF
' - ) , ¢ L
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Spinal. L 1-%—1—-—-2-‘-@--0‘-5{;--4-}——-!-1-——;——3—!- -L-!----"-J}—'-—ﬁ—].——%—‘w VENTILAT.
Level: 200 |4+ i N I I iy ]
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v % : : B 4 - li A< 'l‘ : I ‘ —1 WARD PRE-OP 8P \ '/ (Bmig
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NUMBERS ' L . T4 ™
FOR REMARKS& | i o %3 | ), e} | V! ! il |y T CMOVAC TN /'
ADMISSION ' . ’ DISCHARGE MR , PNU URINARY QUTPUT, m :
Fnouuoam?uov . g TOWARD ﬁt} 5: < nve | AV [\ 4 P >~
. DATE k 3 HRS oare XA S e | & | A e
- £ B 4 TOTAL » A
DRESSINGS! LOCATIONS Sla A e —
status: OX)- T STATUS: | s'/A J 4
—
REMARKS fAS NUMBERED] AND PERTINENT PATIENT PROGRESS NOTES
- ] N BN6r2
EN?‘:NEAL TUBE - ORAL OR NASAL }& 1) AW from MR od by (7
ves 0 Ko - OYEs 0 - <
- - . v~ S w2 3 ke Nowg -
ARwaY_/ERERTH SONDG 7 B O~everis Vo G §“° T

O PLAST

@a
AIRWAY

D OBSTRUCTS EASILY

STATUS:

oLenk.

Nero: S vics/ o~

Pa;r(e@\b Action: r@okc»wwﬂ«

. POST-ANESTHESIA RECOVERY SCORE
{ALDRETE SCORE)

v

T 0 S,

Other: ‘Yoo L\ ‘(}er'\_m

_“9&\—0\/
Cedet’ v\

Able to move 4 extremities voluntarily

-Dyspnes or limitéd breathing

. BP250% of pr

-Arpusable on calling

.".‘zl_mpoﬂdim

or on command
Able 10 move 2 uucmi(in'volunmilv
or on command
Able to move 0 extremities volununlv
o on command

Activity

™~ ¥ {CONT'D'ON REVERSE)

) DYES-’IIJ(SGTIMES

NAUSEA AND VOMITING:

Able 10 deep breathe and cough freely
Respiration

Apneic: ~v

Syt e

.CAUDAL. SPfNAL on EPIDURAL BLOCK
MOVEMENT PRESENT AY
E ESENT AT

HRS
- HRS

BP220% of preanesthetic level

BP1£20-50% of preanesthetic levet Circutation

S

CONDITION ON row:ﬂ'cboo G FAIR " ‘D POOK O CRITICAL

hetic fevel

Fully awake

Consciousness

. PAVUENT'S IDENTIFICATION: "= . | vt

RECOVERY: v

SRR

D)(6)-4

Color

0 = N0 = Njo - o « e

Pdc dusky, blolchv uund-ced other

Cyanotic:™ v

O  COMPLICATED

" TOTALS

N | v

SIGNATURE OF b)(6)-2

RECEIVING AND
. AELEASING
°: OFFICERS

TOW [b)(Er2
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TON Note: Naro:

Pain: YEE.@ k:tncn

_BG Rythm: s

S Lunes  ALEARE To BUSOALTAT N

lnruer

V: Pariur £
B YesffD)

o: & 5,

ok

De to void: H\M i N

Oolar of urine: ~&—

Tow . T_m_o 1))

ot

IN_ sl Ly .
Repart called to: &{SW

@J: Faley Y@ﬁﬁ)
Instructions/Interventians in PACU: r  Tow

A‘\ b)(6)-2

b)(6)-2

AKX

. Tond to:

*U.8. Government Pifiting Office: 1 J
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T T R b
REN TR S 5 EaZ1E

506-111

DOCTOR’S OF

MEDICAL RECORD ‘i (Sign all orders
DATEANDTIME . | DOCTOR'S . NURSE'S
; "Ry | _ RUG ORDERS i ? :
START | ~57oP 5 RX | D SIGNATURE ' SIGNATURE

ANESTHESIA PACU ORDERYS |

15/4/%05 an

) Admito PACU
SN T S— — : (562
: 123 I AII ) . P iy g Y
| h’ ergies: YA : b)(6)-2
3/ Vital signs per PACU protocol. . g OlOE E—
Warl = E—
‘ @/ Oz __FM@IOLPM, __ % Blowby, & NP @ — LPM.;C_____
: al ; > o 7 I
i 'é/ IVFE: A at cc/hr -
i A . N
(6/ Onward: 02@2-3 LPMviaNC: YES @9
: A ‘
: {7 ) i Pain medication: —
| ' -
i g2 maxrPe nsider U-Z-0° kg
i P / _ ] T
g MSOs _ &~ mglV q_Z minpm; max dosel /7~ mg
-
' e y i ;max ddse ___meg_
coceT : ith-sip of w,
Other: V"me’m« aé’w[ 7 X / W/ Sﬁuw)r-j
1/\\‘
8. Antlemetlcs | - '
/ L
Ondansetron “ mg IVP, may repeat x1 in 15 min (0.1mg/kg; max 4 mg)
o d%etmpramldc IV X1 (943 meskg; max l:D mg) —
— Droper !V xTdos @M—
' ) : ; 4 vanllﬁ;lc b‘ort ad;mscrat@,% /
Other
w i Clear liquids as tolerated: /¥ @9 NO -
— b)(3)-1
@. Notify Anesthesi for airway issues, pain, nausea/vomiting ~———
] | not responsive to above orders or other patient problems/concermns
. per PACU protocol. [P©?2 —
i i (rev; 3/2002) , (OVERY—]
! : ]
B on reverse side} .
PATIENT'S IDENTIFICATION (For typed or written entries give: t, first, REGISTER NO. :
e grage e v sespratormzaca ey N fwnes

b)(6)-4
‘ )6)-2 \§ WDOCTOR’S ORDERS
B ( N Medical Record
\
STANDARD FORM 508 {Rev. 3-04)

Prescained by GSA.ICMR. FIRMR (41 CFA) 201-9.202-1
L g

MEDCOM - 5982



MEDICAL RECORD !

DOCTOR'S ORDERS

(Sign all orders)

T | DOCTOR'S NURSE'S
S‘II'D:;TE A’!\JD ;“;A;p— 1 AX ; DRUG ORDERS SIGNATURE SIGNATURE
: — i ANESTHESTA PACU ORDERS -- CONTINUED
IKMA’; [’420 l/\\ 5)(6)-2

L’

" R
Discharge pafient from PACU per protocol: (YEJ NO

— ]

:\/
P

When epidural/spinal patients meet discharge cri

teria per PACU protodol,

discharge to ward. On ward: bedrest pending fu

I recovery of sensory

motor function; progress to ambulation with asst

stance.

FOR PACU KEEP PATIENTS ONLY

Release patient from anesthesia care to KEEP status when patient meet

172]

anesthesia discharge criteria: YES NO

Notify anesthesia (1506) for airway managémen

and: (circle if applicable)

a. Pain management
i b Fluid management
i a !
Pl e Other E

TOW patient to ward in a.m. if patient meets dis

charge criteria:

YES NO

b)6)-2

b)(6)-2

Signature

~

w

\ /\/W'?

~N NV

MEDCOM - 5983

STANDARD FORM 305 iRev. 3-241 3AC



P aiad

g

. Pre / PﬁSt—aﬁesthenc Summary M E20/2TY (Dec 10}
, Proposed 0pmmon Age Weight Height | ASA Status Allergies
kg) (im) |
?LJ/J cbodbucscqn S0 | M0 | Y |1@3 4 s | NEA
H/H- PT- $ Wa
Tecth - AN o ,7L
Platelets - INR - Airway -MP 1 / F
WBCs FIT- , (FROMD__FBO,____FBHM
Cofigh: %‘N: Seizure;
Sputum: CAD: CVA: ‘
Asthma: Mi: LoC:
COPD: CHF: Newro:
Recent URI: VHD: Muscle:
TB: Amythmias: Skeletal:
5 Exercise Tolerance: - R ;
Lung Exam: C I.' Cardiac M % : b
CXR: ' ECG:
Previvus Anesthetics. Current Medications: . ication
HMRS ocbp Kok 9501 000
Family Hx: - N o |
0 Jv y) ﬂﬂdf! XA f/ﬂ BP: 1z 0 -  Reviewed / patient examined - .
HR: 7 » 1 benefits £ options discussed, with paucnt
Jawh 3 S A t answered:
651'\/}?[; // o bf Resp: I 4 . m&% mo:llsgua:d:an understands and accepts risks
AsA- Tems: fler. clears, ______solids
: . '| 77'/’/ Plan: 64 '
M- e | ag | Ce o
s Evalﬁ)‘(gy‘pgnanue Date %M% : Date & Time
p _ p b)(6)2 5AR 2T

Patient identification
b)(6)-4

Posi-operative ote

shih+ e, ¢l
m’@'arent ancs/l{iuc complications WT]

MEDCOM - 5984
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ANESTHESIA RECOR

e
«savom

Wi (ke) - 70

Ht (ln) - "75¢

ﬂh gie:s UKM

Procedure

E ﬁ/éo/qﬁw

Anesthe{D)(6)}-2

Surgeon

B)(6F2

OR # 5

. See Page
inR i N0 Surg. End Ancs. Envd i A ) { 0
Dm[{ﬂﬂz Amlsgug n oc;m ’1 q| A urg IL a ’j:.ndnﬁm Page of I ne
Time 1400 z s oo
0,
NI 2 ——¢d ?lﬂm/ e
(nojas M uction ﬂ}(zchmc Consent éj/
fvas Halo/ Iso, / Des ﬁ D’( B/B/
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Epid, Lido / Bupiv T Kopiv W. 20 G LB hama Wrist /@ AC EJ
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Tube taped @ cm @ lips / teeth / nares Trauma Y/N FOB / LW IBlmd IMA# DLT F L/R
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ixtubation - Smooth Reversed SV vss Full T4 / Head lift / Sustained tetanus___ Suctioned Awake / Deep .
dispasition - PACU/ ICU SV vss Awake /sleepy  Extubated / intubated [Eree Regionat Repional Comments / Drugs:
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BX6r4

O Betadine prep x 3

O Needie guagc
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516-108 S ANEN7520-00-632-4156
MEDICAL RECORD Wfp"3 6")'}4 #‘3. OPERATION REPORT

PREOPERATIVE DIAGNOSIS

R/o

Canece,

SURGEON W)_z FIRST ASSISTANT SECO:%SSISTANT

v v
b2 ANEST_"I'))(E)'E Time BEGAN: J & e
T @2 , TIME ENDED:
¢l b){6)-2 H’tJ CRUB NURS E)( = TIME OPE?AT(ON BEGAN ;'L"£$£§ERAT'°N CoOM-
x S8
f —,l I~/ /2 1456
[s]

DRAINS (Kind and number)

SPONG
ATCIE\):ZmATION ’) W &‘/{M 74~/ W

MATERIAL FORWARDEZ TO L
OPERATION PERFORMED

) Colrves e’y
) g6) :

DESCRIPTIO N (Type(s) of suture used, gross findings, ete,) PROSTHETIC DEVICES DATAOF OPERAX ION
bX6)-2 (Lot no.)
by - Comrtle/ Tl @ 1 2 /8 /03

T om
Cv’//’y'/bt‘f/7 ‘1"0 (."/_CUM’] V’ﬂ/"’"‘/ 027(@%7//%7 0//6/1/14/\?1%%,‘/
o Dllrisg T sotore niltd o mees of gt S/e. ;

ééo b -'“7;’:4///7[}/;3 //ﬁ&&éa/b;\ ha/ry\,,/: ":”‘[/éz;) f‘ﬂ’é/éq_‘ :
[ gl

SIGNATURE OF SURG b)(6)-2 DATE

PATIENT'S IDENTIFICATTON (For typed or written entries give: Name - last, first, middle; REGISTER/I.D. NO, WAR#

grade; date; hospitai or medical facility)

b)(6)-4
_— OPERATION REPORT
7 ) Medical Record
M b)(6)-4
YIS, GOVERNMENT PRINTING OFFICH: 1990—2-59»—:401 T Wi STANDARD FORM 516 (REV. 5-83) ‘

Prescribed by GSA and ICMR, FPMR 101-1 1.806-8
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)31

P

ative Plan Of Care & Nursing

Patient Assessment For Surgery - Potential For Injury - Outcome: Patient is free from 1 signs and symptoms of injury 0 Yes ONo

Trauma# or ‘ :
Patient # Diagnosig: [2'[0 C“'V"Lw Planned Procedure: E ( l> , Co l MUJ"WF\I
_ - BYEr2 ' /Side: DN/A DORight O Left
Date: 4 I \l\f/ 03 Arrival Time: |3 99 Interviewer: o A— Age:  HT, WT:
From: . Transport Via: Patient ID: Blood Ordered: Surgical/Anesthesia Gonsent Verified:
1 CASKEC L&tiney O Trauma card 0 Comments: | O Procedure J
JIeu O Litter 0 Verbal OYes 0O Consent O Consent complete, dated, signed
%sz' 0 Ambulated art 0O T/C #Units G Emergent case; no consent, MD note
JOTHER: O Wheelchair CeArtiband O T/H #Units
D Other O Other
Preop Labs (HCG, etc): Drug/Latex Allergies: Present On Admission: Past Medical History: Cultural Needs Addressed:
lofie O Yes ONKDA ON/A O None known OYes ONo
Test/Results: Allergy/Reacsibn: 0 Oxygen () Smoker ppd/yrs __/ List: } /
.\ D’% Site: #%%“D ETOH O Asthma A v%J/
MY #2 OHTN O CAD L 77
! O Foley "DGERD O CBR exposure
O Endotrachial Tube 0 Other:
Pre-Op Pain: O Arterial Line Site: Past Surgical History: é‘”f-ﬁ PO Iﬁg‘e‘:‘ ?}ate/time)

No 0 Draings) O None kgown ohid:

YesLevel _____ (0-10) 0 Chest(Tube(s) O Yes kzg“’-'ﬂ M’b Liquid: __$¢// 3
Action Taken: List: X= bty pend ‘
—ocation/type: O See RN Note # ae,

{n Chart: Skin Condition: Limitationd: * Personal Items:
V‘Ig;nﬂ Yes ONo O Intact ON/A 0 Auditory O None isposition
JEKG OYes ONo QOther: G twrwilt om  boser &-L-.qu 0 Language 0 Visual O Military gea
ICXR O Yes ONo D Gy " | oMobitity P/ OProsthesis | O Glasses
1 Other: v’ D Other: O Dent
0 Jeyrelry/wallet
{ OOther

Potential For Anxiety — Outcome:

Patent demonstrates knowledgg of psychological responses to an invasive procedure 0 Yes I No

Viental/Emotional StT.tus:
J Alert/Oriented

1 Disoriented

1 Anxious .

1 Appropriate for age
] Other

0 Calm
O Sedated
O Unresponsive

Comfort Measures Implemented:

O Clear, concise expl

00 Communicated pa
members

D Remain with p;

S to other staff

#€nt during induction

Pre-op Teaching Includgd:
ON/A due to patient conkdj
0 Physical layout of O
O Personnel present
1se, temperature, etc.)

O Post-op expefation (PACU, drains, etc.)

Potential For Impaired Skin Integrity Related To Surgical Procedure — Outcome: Patient is injury free O Yes O No
dperative Position: Positional Aids: Comments:
1 Supine O Beach chair 0 Airplane O Axillary roll 0 Bean Bag
JProne D Sitti 0O Arms <90 O Fracture Table O Gel Pad O Gel donut
3 Jackknife O%agi /R Armboard: OL OR (] Hand Table 0O Leg Holder Ghillows RSD
1 Lithotomy Tucked: OL OR O Stirrups O Tape 0 Wilson Frame
] Other: O Other:
iSU# DVT Prevention: Tourniquet:

‘ad Site: SCDusedONo DYR OAmh DlLeg
'ad Lot # Pressure: @O O Right DLeft ORight
site Clear at end of edse? O No 0 Yes Teds: O No DO Ye 0 webril applied
f No, see RN not€ # Bair Hugger used/1No 0 Yes
lipolar: __ Max Cut__ Coag Other warming/fechniques: t { /'D", in:
+ { -
BY6r4 7

rst

Comments:

-Tb)(sH

——

PeriOperative Plan Of Care & Nursing Note

Page 1 of 2
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Potential For Infe :n ”!utcome Appropriate Actions Takentc ~ ~ " Tnfection O Yes [ No
Nound Classification: Shave Prep: ‘| Skin Prep: Solutiv..e ations:
11 1 I o O Shave O Clipper O Betadine Scrub 0 Normal sa....¢ O Other:
Area: : O Hibiclens O Sterile water
O Duraprep OLocal __
Y /z O Other: /\m/ ] A}%ﬁc’s
)rains/Packing: ONone Dressing: Location: ]
| Foley FR: o O ABD O Cervical Collar  OKling O Steri-strips 0 Benzoin
1JP #1 Fr ___ Location% g #2Fr___ Location: O Ace 00 Coban 0 Immobilizer OTape - O Mastisol
| Hemovac: Size __- “Location O Bias O Drip Pad .0 Plains O Webril O Bacitracin
} Chest tube: Location V| A, 0 Band-Aid(s) O Fluffs . O Sling 0 Xeroform
Size H20 Pressure: (] 0 Cast O Kerlix O Splint O Other:
| Packing: type/location: /\) )9
I See RN Note # for comments :
Miscellaneous
-ounts: (initials) Xray: .o Skin Integrity:
crub: RFJ: - . Correct? O None D Other: O Clear & Intact (other than incision)
3 ﬁ / ~ Sharps OYes ONo ODN/A | O Portable Comments: vt ¢
F LTS Sponges [Yes ONo ON/A | OC-Am
N S Instruments O Yes ONo O N/A /\) /
See RN note # for addmonal comments - - 7? O See RN note # ___for additional comments.
nplants: S
em/ Lot # / Exp Date: MDV}"Q L . N,
See RN note #  for additional comments. .
Discharge from Operating Room . -
omplications: M Trapsport From OR: Transfefred To:
None Comments: / W ‘ Dﬁurﬂ;y w/ siderails up ACU Report by:
: O Litter w/ safety strap in place oIcu 00 Anesthesia provider O RN
0w/ Oxygen O Medivac .
O w/ Monitor OWard
See RN note # ____ for additional comments 0 Other: 0 cher )

urgical Procedure Performed:

G/W W2, />

A)TX Y [epete e

N Note: (number each note to corresponding area a/ove)

() Sho PﬂW Fv?ﬁ%vm

Initial/Name Box: (please print)

—5)®)2

I Signature Date

%/M/A“/O)

Relief OR RN Signature

Date/Time

/

USNS COMFORT (T-AH 20) PeriOperative Plan Of Care & Nursing Note
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Personal Data - Privacy Act 1974 (PL 93-579) Printed date: 12 Apr 2003@1254

Page: 1
RADIOLOGIC EXAMINATION REPORT
Patient: " | - FMP/ssN: PO
o | DIAGNOSTIC RADIOLOGY

Procedure: CHFQ%Q PA/I AT (NTPPILE MARKERS) Exam Date: 11 Apr 2003@0948
Requested by:¥ [ Status:

Ward/Clinic: WARD 5 FWD STBD P& y Exam #:[®®

Pregnant:

Reason for Order:
gsw R/0 INFILTRATE

Order Comment:

Result Code: SEE RADIOLOGIST'S REPORT

Report:
PA and lat cxr cf port ap from 4/10 @ 1325:

Repeat film shows diffuse patchy infiltrates obscuring the heart obrders
bilaterally c/w pneumonia, despite the increased lung volumes due to better
inspiration. Atelectatic component also Tikely. No significant effusions
noted on the lateral. Bones and soft tissues are unremarkable. Pulmonary
vessels normal in size ruling out failure as cause for infiltrates.

Transcription Date/Time: 11 Apr 2003@1020

Interpreted by: 7?2 | CAPT, MC, USN
Supervised by:

Approved by: PO | CAPT,MC,USN 11 Apr 2003@1025
Supervised by:

MEDCOM - 5989



’ Fm@4

@6)-4
b)(6)-4
Reg #:

SF519-B

10 Apr 200>  4ALE

Loc: C
Spon: b)(6)-4

Unit:

FOREIGN M NAL - POW/INTERN

H: W:
Room-Bed: _
Rank: D:
RR:

Personal Data - Privacy Act 1974 (PL 93-579) Printed date: 12 Apr 2003@1254

Patient:

(b)(6)-4

’(b)(3)-1

Page: 1

RADIOLOGIC EXAMINATION REPORT

Procedure: ABDOMEN SERIES, ACUTE
Requested by: (P®©-2

_ |
Ward/Clinic: WARD 5 FWD STBD (P®-

FMP/SSN: [P@-4

DIAGNOSTIC RADICLOGY
Exam Date: 11 Apr 2003@1457
Status: COMPLETE

Reason for Order:

ABD MASS

Order. Comment:

Result Code:

Report:

Exam #: [D©-4

SEE RADIOLOGIST'S REPORT

Pregnant:

CXR shows Tow lung volumes but no gross abnormalities.
Abdomen films show Targe amount stool but no dilated large or small bowel, or

free gas.

No abnormal calcifications.
Transcription Date/Time:

Interpreted by:

Supervised

Approved byzpﬁéa

Supervised

by:

5)©)-2

Bones normatl.

11 Apr 2003@1814

CDR,MC,USN

‘CDR,MC,USN

by~

11 Apr 2003@1816

MEDCOM - 5990
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WM L\ 25
NAVMED 6550/8 (REV. 8-74) SN 0105-Lr-216-5581
MEDICAL RECORD MEDICATION ADMINISTRATION RECORD
; DATES
SCHEDULED DRUGS MONTH A’FR 19_2903 GIVEN
MEDICATION- DOSAGE- FREQUENCY )
0522 ROUTE OF ADMINISTRATION HOURS 25 126 272 2y i‘} }D l
: ; - o~ Xb)(6)-2
lir | FSd T b Po TED otoo PO el s
o L)©-2 | . Be-2 |
{700 ' —~
) b)(6)-2
4l | Fovie aeto 4 me, Po 4d I
4lig | MU b 7O 40l o700
q ﬁx' LOVENOX 20 Mo 5T 912h D402
. . " Ql 00
| | L1 | .
{p> | ZAUTAC 15O 4y P> BID D20° -
N
(rgo N
) v T T U
)
INITIAL CODE
INTIAL FULL SYGNATURE & TITLE INITIAL FULL SIGNATURE & TITLE INITIAL FULL SIGNATURE & TITLE
- ) 6)-2 X )©)-2
b)(6)-2 b)(6)-2 b fis b)(6)-2 b)(©) b)(6)-2 b
1% b)(6)-2 I —
- - - I _Q‘QL.L—
”- h

ADDRESSOGRAPH PLATE WARD NO.
54 Injection Site Code ‘
k _ = LeftButtock () = Leftleg

Right Buttock () = Rightleg SINGLE DOSE,
Rack¥ 3%

= Left Deltoid @ = Lettarm PRE- OP PRN

& VARIARLE
= Right Deltoid = RightArm DOSE ORDERS

@ = Abdomen SEE REVERSE
1 D’(/ 7/ "
MEDCOM - 5994

®eeoo



MEDICATION ADMINISTRATION RECORD (Back) S/N 0105-LF-216-5581

o : SINGLE ORDERS - PRE-OPERATIVE
R . MEDICATION- DOSAGE GIVEN MEDICATION- DOSAGE GIVEN
A TE OF ADMINIS : e————
; 7 ROUTE O TRATION DATE TIME | _inmiar | ROUTE OF ADMINIS:I'RATION DATE TIME | INITIAL

‘ TW ’ MGDMX@ | /f 10360 o e

sash

PRN AND VARIABLE DOSE MEDICATIONS

MEDICATION-DOSAGE
ORDER FREQUENCY DOSES GIVEN

DATE ROUTE OF ADMINISTRATION

Yo [tereccct oare |P/gal4 [ | 5/71S[2]

Q4nbs FO e | JONN 1500724 700

G3° PRQ DOSE 2 < 1L 17

)(6)-2
INIT.

i | Feneded| 95ma] osre e [Yod

00 AY° PRI | e B0 bons

DOSE ﬁ [ 2d

)62 | =
INIT.

DATE

TME |

DOSE

INIT.

DATE

TIME

DOSE

INIT.

DATE

TIME

DOSE

INIT.

DATE

TIME

DOSE

INIT,

DATE

TIME

DOSE

INIT.

MEDCOM - 5995



NAVMED 6550/8 (REV. 4-74) S/N 0105-LF-216-5581

MEDICAL RECORD MEDICATION ADMINISTRATION RECORD
SCHEDULED DRUGS MONTHI”H;Y FLe3 E?VTEE:
onore] mepicamionoosncr raauency 'L o | 2] ¢
— : BX6r2
/18| FeSoe T rak PO _TiD 070 Refly
/100
, [700
Ny | Baic sem 7 7F R gd | 700 b
‘z‘//g’ MV 7 tab P S i O 700 b);w'
e | Lovsox @3& g /2h 0560 —
2/00
S £ _ b)(6}-2
: 7722 ZHrATrC. LS2ne P B os f
= /703 T
AR s
INITIAL CODE
INITIAL FULL SIGNATURE & TITLE INITIAL FULL SIGNATURE & TITLE INITIAL FULL SIGNATURE & TITLE

ADDRESSOGRAPH PLATE
b)(6)-4

LI 2

MEDCOM - 5996

Injection Site Code
@ = Left Buttock (B = Left Leg
® = Right Buttock @ = Right Leg
@ = Left Deltoid (@ = Left Arm
@ = Right Deltold = Right Arm
® = Abdomen

WARD NO.

SINGLE DOSE,
PRE-OP PRN
& VARIABLE
DOSE ORDERS
SEE REVERSE



Recopied i ¥

NAVMED 6550/8 (REV. 4-748) S/N 0105-.r-216-5581

MEDICAL RECORD MEDICATION ADMINISTRATION RECORD
SCHEDULED DRUGS montr_4Pr 4 02 VR
oRDER e OUTE OF AOMISTRATION s |G [ 10|20 |20 |22 |23 | 2y
— - b)(6}-2 - b)(6)-2
g | A Porom, tin 250mg O C',dtuli 09°% © 74— 74 - _
Hhday, |== 74“')(6}742 L L <
g Bepan~ Sooousq 1D Q506 oo
M 200 [/ s tqreren
- D)6)2
_‘ll\x RSD\J‘T\"AQ gS 1 3. 0. C7p0 A\ / |
ML © Y L
_ 1710 O N\ i
Ng W\ AidTmg pe gd  [Dloo [T I
d s | M T b pv o d Oow 4}
v o f v o b)(6)-2
yjn | MeFoMin TEu vV @80y a0 1><<| )
b boges 1boD A f S R
j P N\
T [ Zrvrke. B0uey v 9F° b N A7 SN L
leoo |L/\{d | o
7113 |Loverox 30 mg S& al3h Joaod [N/ /X "
= 2100 | AN[ZN™
22 Thdamsn 30 3ied o 9 | A1 H4=>< bl | DD ———
Yfaa | Zontac 150 mg po BID 10400 |\ /IN/ 1IN/ N/ N/
: R VAN EANANAN AN
- INITIAL CODE
b)I(NGI;ﬂZAL b)(s) > FULL SIGNATURE & TITLE INITIAL FULL SIGNATURE.&TH'LE INITIAL b)(s) 3 FULL SIGNATURE & TITLE
r - % = ) b2 : VR
v b)(6)-2
b)(g)‘?gRESSOGKAPH PLATE injection Site Code | WARD NO.
(@ = LeftButtock ® = Lefileg
:H:- @ = RightButtock (8 = RightLeg SINGLE DOSE,
@ = LeftDehoid @ = tettarm PRE- OP PRN
(CL Q'\C/ % @ = Right Deitold = Right Arm ::;R;::us
Q a PJ{ ,2. ’j @ = Abdomen SEE REVERSE
2
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MEDICATION ADMINISTRATION RECORD (Back) S/N 0105-LF-216-5581
' SINGLE ORDERS - PRE-OPERATIVE

MEDICATION~ DOSAGE GIVEN MEDICATION- DOSAGE GIVEN
ROUTE OF ADMINISTRATION DATE TIME INITIAL ROUTE OF ADMINISTRATION DATE TIME INTTIAL
. ———————

PRN AND VARIABLE DOSE MEDICATIONS

ORDER MEDICATION-DOSAGE
FREQUENCY DOSES GIVEN
DATE ROUTE OF ADMINISTRATION
Yho |MSby 3-5m¢ pate [ffre
}
¢ c £ T TIME  S20
l 3 . : [
> A DOSE
II’C\ b){(8)-2

INIT.

'“\\\ Ol ferout % =0 DATE L’y 22 L’h'ﬁ

‘D\ < Ebef"\ TIME 5'{&(§1ALS
U DOSE @ X

4 bX6)-2
INIT,

i

V

o Ilire) sy | o

i
a‘i‘L

PD C;LLO PR TIME |

DOSE

INIT.

lag | Berncdiml 25me | oare |4,

PR ¢ WA PN e o

7 DOSE Q“

b
b)(8)-2 R
INIT. o

l‘”-lké P\'\uq{()q.«\ 26 V| oate

(N o TIME

DOSE

INIT.

DATE

TIME

DQSE

INIT,

DATE

l
% d TIME
f

et
-‘\ - DOSE

L INIT.
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b)(3)-1 .
, Late of ~dmission: 4710/2003

b)(6)-4
CHCS Name: Date of Transfer:

l‘_b)(s)'4_ EPW Age: Gender: M
History:

GSW to abdomen. X-lap and oversew of small and large bowel injuries. Peritoneal implants suggestive of cancer or
granulomatous disease noted. Transferred here, tolerating diet. Hx of COPD;

Hospital Course:
Poor appetite led to CT scan and above procedures. Once drained, eating and feehng well.

Diagnoses:
s/p GSWto abdomen;, Bilious ascites,

Surgeries/Treatment:

EGD neg. Colonoscopy showed inflammation at GSW site, hepatic flexure.  X-lap(17Apr) for washout and drainage of
loculated bilous ascites. Dense adhesions precluding complete exam. No leak noted., Percutaneous drain placement
right

subphrenic space for drainage of collection of bile.(21Ap).,

Recommendations:
Local wound care to midline abdominal incision; Drains out enytay

Special Needs:

Pfognosis: Good

Physician: ](b) ©)-2

LCDR Dept of General Surgery 4/24/2003
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».DICAL RECORD - ICU FLOWSHEET

SIGE] ‘ SECTION I - PATIENT ASSESSMENT DATA
PATIENT NAME: DATE: & 7-07%
DIAGNOSIS: - PATIENT ACUITY: HOSPITAL DAY: POST OP DAY:
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SECTION I - PATIENT ASSESSMENT DATA
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ICAL RECORD - ICU FLOWSH.,

rd
SIGE] SECTIO:: u1 - PATIENT ASSESSMENT DATA - REVIEW OF 8101 EMS &/~ — = .5 =
PATIENT NAME: DATE: 9/?0 :
i (b)(6)-2
NEUROLOGICAL TME: f FO INITIALS:74,/) ”7‘9,0 INITIA

Alert and Oriented to time, place and name;
Responds appropriately; Communication is
adequate to express needs; Pupils equal and
reactive to light.

At x 3
Pepl Lot
Aeeds N e

Ztaﬁ iz

CARDIOVASCULAR

Age appropriate Rate, Rhythm, and Pulses;
Capillary refill <3 sec; No dependent edema.
Nailbeds and mucous membranes pink. No
calf tenderness. Pressure monitoring

/7’e4~%-*)4/{£ &WM
77 . Zeee
ez

tee

PULMONARY

Respirations within normal limits for age;
Breath sounds quiet and regular; Depth is
regular; No dyspnea; No cough; Suction;
Secretions; Oxygen; ETT; Trach

o fe /W /o
Wa// # cf//V/” 2ol
s _’ % /’

e BT ! 0

o

insp Ma% Whepzeo T rer
4 Mug Ix. /WM (abned.

O moyk ¢
0252, 72/ .

G.L

Abdomen soft and non-distended; Bowel
sounds active in all quadrants; No difficulty’
chewing or swallowing; No abdominal pain;
Frequency and type of stool; No diarrhea;
No constipation; No N/V; NG Tube
placement; Type of secretions

tnbpua) Wkl St
ol }Z%xf sodA A,
/ / a/ 7 el
//)o b a// }5444//%7/

T2 gy
Aol B pishndod
Om . MC pep dan) - oyl -

G.U.
Voiding; Catheters; Urine clear yellow/amber]
No odor, discharge, frequency, urgency,
nocturia

a ot bl
/;j;ﬂ yod &zzf/ﬁé/

Ue dag cor .
DNV s anae

MUSCULOSKELETAL:

Normal muscle mass and development for
age; No deformities; No assistive devices
needed; Normal movement and tone;
Normal active ROM without pain; No joint
swelling, tenderness, weakness, or
paresthesia

! Lo s al

kI /S -
FHerss 4 to My Y

VY /K/M%ﬂé{,

~

SKIN

Color; warm; dry; Intact; Turgor; No
Wounds; lesions; rashes, inflammation,
ulcers, breaks in skin; No redness, blanching,
irritation, over bony prominences; Mucous
membranes moist; Wounds — focation,
condition, drainage, dressing

ﬂ«} %/MW

PAIN
No complaints of pain/discomfort;
Note Location; Duration; Intensity

mild pete & A

PSYCHOSOCIAL:

Behavior is appropriate to the situation;
Anxiety is controlled or mild and
appropriate to the situation; Interacts
appropriately with others

MEDCOM - 6040
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nEpmuEs ‘9D FORM 602 i
- PREVIOUS -EDITIONS ARE :
E DD FORM BI2, 1ar OC: :
ELABENTS SONT L

DD %%, 02

QU S §PO 'IBDZ{HB'G?B

PATIENT EVACUATION TAG — FICHE D* éVACUATION DE PATIENT
(Tie this tag to patient — Attacher cette fiche su patiant)

FROM (Mrical ireatment facillly)

ORIGINE (Installation de n]mﬂ . |

NAME{ st st foffl]

Nonn(l\.rmu,le;.m.n.-.pmnln;mmm-—mlrld‘q_4 s ko) J : : .
= ’

SERVICE RANK/RATING/ CATEGURY OF PERSONNEI. (Scrrice ar employer and
NUMERO MATRICULE | GRADE Mhnlld"ly}
CATEGORIE DE PERSONNEL {Service ou emplaycur er
—

— | nationalité) o D

DIAGNOSIS
DIAGNOSTIC :
: :
¢l —CLASSE 'DISEASE umsmm:rv INJURY -4
LASS Ft MALADIE _mwmm BLESSURE |
1A D¢ ) i :
8 w S
o : cuwon COMPARTMENT NO. BUNK NUMBER
NO cABlNEOUcOMPAHTIMENY NUMERD . L T - r
3 ) COUCHETTE : L . e o e -
vs} . - . T
YRES GRAY. MAL.

BAGGAGE TAG NUMBER(S)

Y3 No NUMEROS ETIQUETTES BAGAGE :
Qul Non

OESTINATIONN3H SHIPIAC (Numbv:lhypr)

OESTINATIO NAVIRE/AVION (Matriculéliype *

TREATMENT aecowsunsg EN ROUTE (1f no reatshént i requiredl « notaion to this .-/7«. is madc)

TRAIVEMENT ROUTE (Indiquer sl aucun west

SIGNATURE OF MEDICAL OFFICER DATE

SIGNATURE DU MEDECIN . DATE

REGULAR DIET SPECIAL DIET (Describe}

REGIME NORMAL REGIME SPECIAL (Description

SHIP'S RECORD OFFICE TAB —~ FICHE POUR ARCHIVES TRANS}’OHTS .

e m e e e AR S - o e, - -~ - -

FROM (Medical treatment facility)
ORIGINE (I nstallation de treftement médical] «

NAME (Last  first—middle [nitlal) . .
NOM (Nom de Jumille—ptemier prénom—initiale deuxieme prénom) . . H

SERVICE NUMBER | RANK/RATING/ORADE CATEGDRY QF PERSONNEL .

NUMERG MATRICULE | GRADE CATEGORIE DE PERSONNEI. -
. '

BAGGAGE TAG NUMBER(S} DATE OF GHIPMENT

NUMEROS ETIDUETTES BAGAGES DATE DEPART .

DESTINATION ARRIVAL DATE :

DESTINATION DATE ARAIVEE }

EMBARKATION TAB — FICHE D'EMBARQUEMENT ;

MEDCOM - 6043



DD ‘%% 502

QU S. gFO‘ 1562+ 313470

A PATIENT EVACUATION TAG FICHE D’ EVACUATION DE PATIENT
{Tie this tag to patient ~ Attacher cotte fiche su patisnt]

FROM (Mcfical ln:alm:nl/ﬂ(l"lﬂ
ORIGINE (installation de fb)EN1

NAME {Fast-fiest-middle ATkl

NOM {Num ric Jamille -premier ks dultiala dacidimn ualosset
SERVICE NUMBER | RANK/RATING/GRADE 'CATEGGRY OF PERSONNEL. (Smk:- ot emplayer and
NUMERO MATRICULE { QRADE nationality)

. CATEGORIE DE (Service ou emplayeur et

—— - natlonalité) O [
DIAGNQOSIS
DIAGNOSTIC
CLASS-CLASEE BISEASE [BATTLE CASUALTY [INUURY
LASE, MALADIE . lmiess AU COMBAT| BLESSURE
1A ¥ :
L] n
TGNV WO —
e {cas COMPARTMENT NO. BUNK NUMBER
NO.CABINE OU COMPARTIMENT  |niumERo

3 4 : CQUCHETTE
vs) '
TRES G"‘;" MAL. " BAGGAGE EAG NUMBER(S)

L] M 1

bivt DNon NUMEROS €TIQUETTES BAGAGE

DESTINATIOfB)(EH SHIP/AC (Numberitype) _ o
DESTINATIO! NAVIRE/AV(ON (Matriculeltype) o

THEATMENT HECDMMENDE? EN ROUTE (If no treagmént (i vequired & notation to Ihu ‘cffect ls made)
TRAITEMENT RECOMMANDE EN ROUTE (indiquer sf ancun traitrment n'ess nécessalre)

SIGNATURE OF MEDICAL OFFICER ) DATE
SIGNATURE OU MEDECIN . DATE
REGULAR DIET SPECIAL DIET (Describe)

REGIME NORMAL AEGIME GPECIAL (Ducripllan)

SHIP’S RECORD OFFICE TAB — FICHE POUR ARCHIVES TRANéPOHTS_ .

M = e e e m gt -, E e e o = — = -~ o o

FROM (edical treatment factlity)
ORIGINE (lnstallation de trsitament medical) <.

NAME (lLat first—middle Initlal)
NOM (Nom de [amille—pramicr prénom—initiale dewxlime prénom)

["sERVICE NUMBER | RANK/RATING/GRADE CAT GORV OF PERSONNEL
NUMERO MATRIGULE | GRADE [CATI GORII og PERSONNEL

BAGGAGE TAG NUMBER(S) DATE OF SHIPMENT
NUMEROS ETIQUETTES BAGAGES DATE DEPART
OEETINATION ARRIVAL DATE
DESTINAYION DATE ARAIVER

EMBARKATION TAB — FICHE D'EMBARQUEMENT
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Standard Form 308

- CLINICAL RECORD

DOCTOR'S ORDERS
{(Sign all orders)

TR RO ORDERS et el i di .
gz R ggfgg;“{ig:gg.%:gi:;':':::.Li :2::::..::'.(':, may be admmaered |  DOCTORS SicNATRe SronAToRE
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. )} us-w A 414, Q3O e A 4 Yo (2(°
1 Aetuity: Rad st o
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DN Mossig: s MG Ao(TIL 005 i
. "F-é/t-’v?b&;. ‘ﬁ‘gmw{:,— -.;Vo‘/'lfr Dv- nere A ne
b)(6)-2

" g_“:g_ dlz dv(SSth A\\'ll‘#

i€ LJ;QE < Beall

s Mok PT dies pot g‘oalJ—

E’ ]Ic‘

-

Weor vol o exdubstrs

o -.(-.p_wu'f‘hm-—-.'ﬂu’fe. ¢ m—h‘w»; - e Afoflizy

&la%wv@m

<729, |
“D'f' Qhold Lo e Aull

Dt MP?

an {4
..& redlel &!Se

T NS5 bt -(cli,r

O} podse  Cefoyifon Lo TV 869 ¢ Y Aeren #e._ Dle 5
Ly (S g 30 p oo

ASoy S-fovs Tv Q Y peey Tl haCal 2 T2
V2 (3-8 25.q TV  pro /«r v

_ .

@ 'M&Y!‘- ﬁ“"‘l’y t )‘Q"urnl'y b)(6)-2
_ mD
(Contmus on reverse side)
PATIENT'S IDENTIFICATION (For typed or ‘written entries give Name—last, first, middie, | "EGISTER NO WARD NO

grade, date, hospial or medieal facihity)

DLAAT /v, p>

b)(3)-1

b)(6)-4

/1—(0}"5

2G it O 2
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CLINICAL RECORD

DOCTOR'S ORDERS

(Sign all erders)

DATE AND TIME

START stor

&

DRUG ORDERS
{Ancther brand of a gencrically equivalent product, identical in dos.
age form and conieat of acuve ingredient(s), may be admimstered
-UNLESS checked here)

DOCTOR'S SIGNATURE

NURSE'S
SIGNATURE

Y. R

I

. @M ted 'Sé-#f“d; "

Ac A 30 TV 65y lvolte JEEDS

-

s |

bl UBe £ he

“fb)6)-2

% GPO : 1984 O - 461-~275 (290)
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(Reverse)



. Standard Form %08

{7/'/:8,(»00 P obe>

CLINICAL RECORD

L (Sign j; o?fl"l)

b iho Tt DRUG ORDERS . | _ |
R L@ﬁﬁ"{igjzg.:ﬂ:';zzziz*.2:::::.:";.(5;“.::; enicalin dorg | pocrors seamuee | SIS
Par-o3 |- T4 whAxie RSt |
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Zme B | Ve ot [ 1916 i e sadis? mmﬁ- Vot

———

?A%;)ﬁ/ ()mhluﬂ.

)

Sufb

_/)er e - -

Vediltory sugpe(4e st 3 -TVJ’(U

/EEfsj Fr,
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U7 v?/{afpwi e - VPG

P>t 2 4

MMWM Dl quL e%c

Jost )

( [cwq CA o Q‘FP/&»JE» o pars

Seodh-

Vof ae .

BX6Y2

A D

(Contsnue on reverse side)

PATIENT'S IDENTIFICATION (For typed or ‘written entries give Name—last, first, middle,
grade, date, hospiral or medical faciluy)

REGISTER NO

WARD NO
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VIEDICAL RECORD | ) DOCTOR’S ORDERS
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DATE AND TIME
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Trauma Resuscitétién Form

hmarst

.

Initiel sssessmaent

=
; : Circulation
[ Date end tme of iy Dete and time of am Skin/mucous membrane color:
25 Vo 575 24 NMary Pk [ Floshed
Chiel compisint: _ B Zlpsie T Jsundiced
Sfp ¢ bago s/ Mg (-F%Ss) (7 Ashen [ Cysnotic
"Pre-hoapital Information Skin tampersture: '
Mechanism of injury: - @(w-m ] Hat {3 Cool
wound [ stsbbing O sum | Skin moisture:
[ Other; - ‘m; «
Procedures before arrivel ] Carotid Radisi Femoral
O Akrway: type sice @ R L R L R L
doa Limin via Nemat [ D% X o O
U] Va: locstion and # Bonding (J [ - OO0 0O
(O chest tude: lozation see ¢ " Wesk O . 0o0g goag o
3 Spints: Typs Mt 0 OO OO0 O
3 Medications:_ Disabiity
{J Chemicai cesustly: Glasgow Coma Scals (cirale appropriats scores):
(T Oscentamination datatioms: 1. Eye opaning: Score:
Decage Datafime Spontensevs '
(] Asrcpine: To veios 3
Te pain 2
. Nene .
0 2ema: 2. Vst
Ovianted : s
T over: Confused 4
O Ower procedures: Inappropriste words 3
——— Incompiste wonis 2
AMPLE history None 1
Allorgies: 3. Motor: ‘
Medications: Obeys commands ()
Localtzes to pain 5
Past Bnesses: Headn Jwwie 7 cofld Withdrawle to pain 4
7 : Flexion 3
Last meat: Last Tetanus: Extension 2
Events: None 1
Initial asnssement Tots! GCS
Aleway "+ Puplliary response
[ Patent T Obetructed Pupll reaction: : Right Lot
O Normal O Labored Conetricted O O
[ symmetrical [ Asymmatrical Skaogish O -
Treches midiine? O Yes O e _ Diated O O
Brouth sounds: Right Lot Nonreactive ) O
" Present O O Ska e
Choer ] O
Oworessed a ]
Aot 4 O 1.10:.¢.s's’7°l°
RefonMMonchi O 0
| Croplts: Oy O
Page 1 of 4

March-Aprnil 1987

MEDCOM - 6049

15




) ﬁ(‘l!\

16

LN -

e

Trauma Resuscufta' Za) Form

Physical examinatios: -

Age (years):
Hoaad, eyss, ears, nose. throat:

- Tintldad fedatrd
KCTM ﬂ/ ZLW\AJ YABLLY @V\ug—u BV STPN aé
Back: Q ) .

CarvicalThoracic/Lumbar spine: &/)

M: v\)\\&)u.w_, LM.,D%W#TV\»‘? ;V~ccam~/ ﬂLCé’ &SUD

Parineumn and rectum:

Extromity: @ RQM,EU\«W\ 'GS\,C)

.. J/\ﬂ-w:—r_miﬁﬁ pﬂmﬁ%

Height (inches): _____ Waight {kg's):

. Lacsration
Abrasion

. Hematoma

. Contusion
Deformity
Fracture

. GSW(s)

. Slab wound(s)
Pain

. Cold injury
11. Edema

12. Amputation
13, Awuision

14, Bum

15. Other (Describe)

-
o

memnl.wrmuw. ARt Deming RH. Bume. In: G-—auu.wmv,ou-«n,
Snd Zatenock GB. ede  Surgery. Scientiic Principles and Practios, Phisdwiphia, J8 Lis: Comoery, 1983

Page 2 of 4
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Trauma Resuscitation Form

Procedures performed by trsuma . Medications
Time: Procedure: Time: {  Dwuy: Dosagas: Roufs:
Zlma] Y 2L
AD22 VO RO O g T | TIME
!
Jenk 2%
N &CT
AR\
v bas ’ Traumms tid svmmmcilies dots _.
2, 0% Eotimuatod inktisi postivurn IV fuid requiremact Resuncltiion area Niiid intale snd eutput
'.NMO’M:LMWIM. [T R Oupioet:
(Use tha follswing equations) LR —_—mi | Blood mi
2. Total fuks requirement (TFR): ) .
TFR-‘Mng:):%M(Z’“J‘) PRAC mi | Usine ]
TFR = (4x x )= cc PP ml | NG tube mi
3. Estimaled fiuid requirement 1EC @ hours poat burw:
Platelnts ml | Chest kibe mi
(OFR2) = oc
4, mummﬁmmm: Other sl | Othar ml
ia: 1 oc Votad i | Totsd m
Time: 202%
p e Byap
A 7707 [ Puse: Wr'o
‘/1()/040 Temp: a
Resp:
GCS:
Notes:
Impression:
Pan:
Signature:
M—_mnmc&wumr an Traums, Aok d Traums Lifs Supp Studant Manual, 1983 sddion §
Page d of 4
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1cedures parformed by trauma team

s e Prosedu.é. _Mimé Crug: Cosage: Route | ‘I
(7%, T‘ﬁﬂfm Cafl D7 Fnich Ij?m\ Seel el X
Vi W.- 7%}7-, o DA a5 _r

7 e L N T ENTPUR = ]
- { -'F@JVUTG )I:;Z(‘ Y1 [O0m TV
- Trauma fuld resuscitation data
-Estimated initlal poatbum iv nuld requirement Resuscitation area fiuld Intake and output
1. ¥V Ruid ol'd\olee Lactated Ringer's soiution. Intake: Qutpyt:
(Use the fallowing-equations) R [SLO __ mi| Bicod i
2. . Total fluid requirement (TFR):; ) . S,
‘ - TFR = 4 i x wt (kg's) x % bum (2° and 39 PRBC —_—mi rin'e / o ml
TFR = (4 x x )= cc FEP mi NG:ubeﬂ fE’_“‘T
3. Estimated fiuid requirement 1% 8 hours post burn;:
. Platelets mi

Chest tub ml

(TFR)=___ cc

Tota} mi

g
- ME]

Vital signs . ﬂ ( /7_7_ P
Time: . > f 4
BP: ( — ‘
Pulse: » _ *)
Temp: PV -
Resp: ornfed W N L
GGS: i . T
| Notes: 22 41 r&wn 0/"D 5= /N SUCK: tefon AN o, b,/au_,;/,,.}_ n

o~

bacle /o P o po . (&

Impression: rl/:—S(A/ ,h‘n P UL AZD X(Yl
' vnwfzad SN ool Ja lvm/ ﬁ/@) 7’7”?‘0144\

Plan: i - ?so,a { Wﬁ‘hm a9 o/ W(ﬂmmf £ N
PeH 2 i
08 4 4, £ Nl n(/m/mk.r 2zié- o9 4) - w2 .
YT V2SS jnafe. aada ;r-h-' ¥ 19 (el Ve :
J 7 JeEr2 L7 ez
b)(3)1
(With i from the A Collegs of Surgeons Commiies on Trauma| nual, 1993 e
Page 4 of 4
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‘ v . Clrzutaton
njury: i Date anrj tlme qf arrvgl: S}:.n[ mus membrane
Z?M g3 1./ “G _(,M& a Q],PI/MNF__‘_] Fiushed
Chmfuax xplalnt. T Drae T aundiced
(S'W o o ﬁ Arhan [ 1 Avanntie
Pre-hospitnl infarmation . Skin lempernture
Mechanism of Injury: _ Warm  [J Hat 3 coer
#hot woung {77 stabbing O Bum | Skin moisture: ) _
(3 Chemical casualty L Q’-m Bry ] Mais
[ Other Pulses:
: o Procedures bafore arrival o Carotid Radial Femaral
O Airway: yps size #
Ooe ——L/min via, Noms! WD/W
(¥s: location and # A Bunding 0 O O O @O C
O] chest wbe: oca ' size # Waak O O0Oao oo c
{=-spiints: Tmﬁ HMM,W/ Absent O OO0 oo C
O Medications;_— Disabliity
{J chemical casuatty: Glasgow Coma Scale (circle Sppropriate scares):
3 Decontamination datenime: 1. Eye opening: Score:
Dosage Date/time Spontaneous @
3 Atropine: ) . To voice 3
; To paimn 7
—Neone— 4
3 2-pam: 2. Verbal: . —
Orientad -1
[ Other Confused (Y
3 other procedures: Inappropriats words
k ‘ Incomplate wards 2
AMPLE history B None 1
Allergies;  © 3. Motor:
Medications: ¢ Qbeys commands @
. Localizas to pain 5
Past jinesses: ¢ Wihdrawis to pain 4
Last meak < Last Tolanus: ¢ Extension 2
_Events: I/V Il T0]) (//2}"7 None 1
Initial aszessment Total Gc§/ ﬁ s
Alrway Pupillary response
M (7 obstructed Pup# reaction: Right Len
m/ Breathing Brisk Q/
Nomal © [ Lebored Constricted O )]
3 symmetricar 3 Asymmetrical Sluggish | O
Trachsa midline? O ne " Diated O O
Breath sounds: Right _: Lep Nonreactive a a
Present Size —mm  _ mm
Clear O (|
Decreased (] (] ‘
Absent O O 102030 .0 ;@ s.‘:.a
~RalssRhanchi . (- &l
Crepitus: - . -7 ves [ 5
Page 1 of 4
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“.ﬁ Head, syes, sais, nase, throat NNM /.Q/ M Y;;, 3 .
s Sepde, 2 """‘L’e‘ TYD @Fﬁﬂ(/w\ !
Chest: C\/Q-QV\K Cp*(\t’\/"‘"b\ :
. Back: @ "N'Wyv\ Lo q —D\p ll
CervicaVThéracitiLiimbar spine: {ﬂw @ S W dz/)

[ Qg UG 2tct, Sobfgpleatentt

Perineum and rectum: Ale 5(]/ s,{ 5{ Vv & o D Nt

Exremiy rL(/b,. Lfe o 5Ww€ (acle
.Skh:(LQQO\'v QI’\WVCL

Neurclogic: (_\g /_S-s\“{

~Other-
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ARMED FORCES INSTITUTE OF PATHOLOGY
Office of the Armed Forces Medical Examiner
1413 Research Blvd ., Bldg. 102
Rockville, MD 20850
1-800-944-7912

FINAL AUTOPSY EXAMINATION REPORT

Name{P®4 | Autopsy No.: ME 04-100
SSAN[P@ ! AFIP No.: 2917546

Date of Birth: BTB 1943 Rank: Iraqi Civilian

Date of Death: 8 FEB 2004 Place of Death: Tikrit, Iraq

Date of Autopsy: 28 FEB 2004 Place of Autopsy: BIAP Mortuary
Date of Report: 29 JUN 2004 Baghdad Airport, Iraq

Circumstances of Death: This believed to be 61 year old male Iragi civilian was a
detainee of the U.S. Armed Forces at the Detention Central Collection Facility, Tikrit,
Iraq when he was discovered deceased in his bed when he failed to report to the morning
head count procedure. The decedent reported a medical history of diabetes and renal
disease at the time of his capture.,

Authorization for Autepsy: Office of the Armed Forces Medical Examiner, IAW 10
USC 1471,

Identification: Identification is established by visual examination by CID agents. DNA
testing was performed and is on file for comparison should exemplars become available.

CAUSE OF DEATH: Atherosclerotic Cardiovascular Disease

MANNER OF DEATH: Natural

MEDCOM - 6060



AUTOPSY REPORT ME04-100 2

b)(6)-4

FINAL AUTOPSY DIAGNOSES:

L. Atherosclerotic Cardiovascular Disease

1. Moderate calcified atherosclerosis of the right coronary artery
(50% stenosis), the left circumflex (50% stenosis) and left
anterior descending branches of the left coronary artery (50-
75% stenosis).

2. Moderate aortic atherosclerosis with bilateral renal artery take-
off stenosis.

3. Bilateral renal atrophy with intraparenchymal artetiole
atherosclerosis and marked arterionephrosclerosis and cortical
cysts.

4. Cranial artery atherosclerosis of the vertebral, basilar, posterior
communicating and middle cerebral arteries.

1I. Mild to moderate decomposition.

IH.  Toxicology is positive for ethanol, acetone, 1-propanol and acetaldehyde
(urine only) in the blood and urine. Drugs of abuse were not detected.
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EXTERNAL EXAMINATION
The body is that of a cachetic male Iragi national. The body weighs approximately 130
pounds, is 69 %; inches in length and appears the reported age of 61 years. The body
temperature is ambient. Rigor is present to an equal degree in all extremities. Lividity is
ifficult to assess because of dark skin pigmentation but is present and fixed on the posterior
surface of the body, except in areas exposed to pressure. There is mild to moderate
decomposition of the body with areas of skin slippage on the posterior scalp, the right wrist
and anterior right lower leg and marbling of the skin of the back, buttocks, posterior surface
of the arms and legs, palms of the hands and the abdomen.

The scalp hair is black and gray and the decedent has frontal baldness. Facial hair consists
of a full gray and black beard and mustache. The irides are brown. The corneae are sli ghtly
cloudy. The conjunctivae are free of injuries and hemorrhages. The sclerae are free of
hemorrhages. The external auditory canals, external nares and oral cavity are free of foreign
material and abnormal secretions. The nasal septum and skeleton is palpably intact. The
lips are without evident injury. The teeth are natural and poor condition with multiple
unrepaired caries. Examination of the neck reveals no evidence of injury. The hyoid bone
and thyroid cartilage are intact.

The chest is free of injuries and deformities. A 3.3 x 1.2 cm oval scar is on the anterior left
costal margin and a 3.2 x 2.3 cm oval scar is in the left upper quadrant of the abdomen. No
injury of the ribs or sternum is evident externally. The abdomen is flat and free of palpable
masses. The external genitalia are those of a normal circumcised adult male with bilateral
descended testes. The testes are free of palpable masses. The buttocks and anus are
unremarkable.

The extremities show injuries that will be described below. The fingernails are intact. An
11.5 x 4.5 cm area and an area of 7.0 x 3.0 cm of non-descript black ink writing is on the
medial surface and lateral surface of the left knee, respectively. There is a paper
identification tag affixed to the right wrist and right second toe.

The back has a 2.5 x 2.0 cm scar immediately right of midline in the thoracic region and a
2.5 x 2.0 cm oval scar immediately below the scar just described.

CLOTHING AND PERSONAL EFFECTS
The following clothing items and personal effects are present on the body at the time of
autopsy:
A blue shirt, a green sweater, a white linen undergarment, and two white socks.
MEDICAL INTERVENTION
There is no medical intervention.

RADIOGRAPHS
Full body postmortem radiographs are obtained and demonstrates the following:
1. No long bone fractures
2. No foreign bodies
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EVIDENCE OF INJURY
The ordering of the following injuries is for descriptive purposes only, and is not
intended to imply order of infliction or relative severity. All wound pathways are given
relative to standard anatomic position.

A 2.4 x 1.4 cm crusted abrasion and a 1.5 x 1.4 cm crusted abrasion are on the forehead.
A 1.0 x 0.5 cm abrasion is on the nose.

On the volar surface of the right forearm are multiple oval purple contusions that average
1.0 cm in diameter. A 1.5 x 0.4 cm crusted abrasion and a 1.2 x 1.2 c¢m crusted abrasion
are on the medial and the lateral surface of the left forearm, respectively.

On the posterior surface of the left hand are a 2.5 x 1.5 cm purple contusion and a 1.5 x
1.0 cm purple contusion. There is a 1.8 x 1.7 cm crusted abrasion with surrounding
contusion on the lateral surface of the left knee and a 1.5 x 1.0 cm crusted abrasion
immediately below the left patella.

Over the spinous processes of the lumbar spine is 2 1.8 x 1.1 cm contusion.

INTERNAL EXAMINATION

HEAD:

The galeal and subgaleal soft tissues of the scalp are free of injury, The calvarium is
intact, as is the dura mater beneath it. There is congestion and pooling of blood over the
posterior aspect of the brain from livor mortis. Clear cerebrospinal fluid surrounds the
1325 gm brain, which has unremarkable gyri and sulci. The brain parenchyma is soft and
pink/red from refrigeration. Coronal sections demonstrate sharp demarcation between
white and grey matter, without hemorrhage or contusive injury. The ventricles are of
normal size. The basal ganglia, brainstem, cerebellum, and arterial systems are free of
injury or other abnormalities. There are no skull fractures. The atlanto-occipital joint is
stable, There is atherosclerosis of the vertebral, basilar and middle cerebral arteries.

NECK:

The anterior strap muscles of the neck are homogenous and red-brown, without
hemorrhage. The thyroid cartilage and hyoid bone are intact. The larynx is lined by
intact gray/white mucosa. The thyroid gland is symmetric and red-brown, without cystic
or nodular change. The tongue is free of bite marks, hemorrhage, or other injuries.

BODY CAVITIES:

The ribs, sternum, and vertebral bodies are visibly and palpably intact. 50 ml of
serosanguineous fluid are in each hemithorax. No excess fluid is in the pericardial or
peritoneal cavities. The organs occupy their usual anatomic positions.

RESPIRATORY SYSTEM:

The right and left lungs weigh 750 and 725 gm, respectively. The external surfaces are
smooth and deep red-purple. The pulmonary parenchyma is diffusely congested and
edematous. No mass lesions or areas of consolidation are present.
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CARDIOVASCULAR SYSTEM:

The 390 gm heart is contained in an intact pericardial sac. The epicardial surface is
smooth, with minimal fat investment. The coronary arteries are present in a normal
distribution, with a right-dominant pattern. Cross sections of the vessels show moderate
calcified atherosclerosis of the right coronary artery (50% stenosis), the left circumflex
(50% stenosis) and left anterior descending branch of the left coronary artery (50-75%
stenosis). The myocardium is homogenous, red-brown, and firm. The valve leaflets are
thin and mobile. The walls of the left and right ventricles are 1.3 and 0.4 cm thick,
respectively. The endocardium is smooth and glistening. The aorta gives rise to three
intact and patent arch vessels. The renal arteries have moderate stenosis of their ori gins
at the aorta from aortic atherosclerosis. The mesenteric vessels are unremarkable.

LIVER & BILIARY SYSTEM:

The 1125 gm liver has an intact, smooth capsule and a sharp anterior border. The
parenchyma is tan-brown and congested, with the usual lobular architecture. No mass
lesions or other abnormalities are seen. The gallbladder contains about 4 ml of green-
black bile and no stones. The gallbladder mucosal surface is green and velvety. The
extrahepatic biliary tree is patent.

SPLEEN:
The 80 gm spleen has a smooth, intact, red-purple capsule. The parenchyma is maroon
and congested, with distinct Malpighian corpuscles.

PANCREAS:

The pancreas is soft and yellow-tan, with the usual lobular architecture. No mass lesions
or other abnormalities are seen.

ADRENALS:

The right and left adrenal glands are symmetric, with bright yellow cortices and grey
medullae. No masses or areas of hemorrhage are identified.

GENITOURINARY SYSTEM:

The right and left kidneys weigh 55 and 60 gm, respectively. The external surfaces are
coarsely granular with multiple renal cortical cysts, ranging from 0.3 —1.0 cm in
diameter. The cut surfaces are dark red-tan and congested, with uniformly thick cortices
and sharp corticomedullary junctions. There is marked intra-renal atherosclerosis of the
arterioles of the renal parenchyma. The pelves are unremarkable and the ureters are
normal in course and caliber, White bladder mucosa overlies an intact bladder wall. The
bladder contains approximately 100 ml of cloudy yellow urine, The prostate is normal in
size, with lobular, yellow-tan parenchyma. The seminal vesicles are unremarkable. The
testes are free of mass lesions, contusions, or other abnormalities.

GASTROINTESTINAL TRACT:
The esophagus is intact and lined by smooth, grey-white mucosa. The stomach contains
approximately 500 ml of brown fluid and rare food particles. The gastric wall is intact.
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The greater curve of the stomach is densely adherent to the duodenum. The duodenum,
loops of small bowel, and colon are otherwise unremarkable. The appendix is present.

ADDITIONAL PROCEDURES
¢ Documentary photographs are taken by OAFME photographer.
* Specimens retained for toxicologic testing and/or DNA identification are: blood,
urine, spleen, liver, lung, kidney, brain, bile, gastric contents, and psoas muscle.
e The dissected organs are forwarded with body.
» Personal effects are released to the appropriate mortuary operations
representatives.

MICROSCOPIC EXAMINATION
Selected portions of organs are retained in formalin, without preparation of histologic
slides.
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OPINION

This believed to be 61 year old Iraqi male died from atherosclerotic cardiovascular
disease. The mechanism of death is often cardiac arrhythmia secondary to the diseased
myocardium and conduction system. The presence of systemic atherosclerosis and the
marked renal changes, including renal atrophy, is suggestive of the decedent having
diabetes mellitus. The manner of death is natural.
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ARMED FORCES INSTITUTE OF PATHOLOGY
Office of the Armed Forces Medical Examiner
1413 Research Blvd., Bldg. 102
Rockville, MD 20850
1-800-944-7912

FINAL AUTOPSY REPORT
Name{P©-4 ‘ Autopsy No.: ME 04-309
Alternate spellings:[® | AFIP No.: 2924040
Date of Birth: unknown ~  Rank: Civilian, Iraqi National
Date of Death: 5 April 2004 Place of Death: Mosul, Iraq
Date of Autopsy: 26 April 2004 Place of Autopsy: Mosul, Iraq

Date of Report: 22 November 2004

Circumstances of Death: This approximately 27 year-old male civilian, presumed Iragi
national, died in US custody approximately 72 hours after being apprehended. By report,
physical force was required during his initial apprehension during a raid. During his
confinement, he was hooded, sleep deprived, and subjected to hot and cold environmental
conditions, including the use of cold water on his body and hood.

Authorization for Autopsy: Office of the Armed Forces Medical Examiner, IAW 10
USC 1471

Identification: Visual, per detention facility records; postmortem fingerprints and DNA
profile obtained

CAUSE OF DEATH: Undetermined

MANNER OF DEATH: Undetermined
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FINAL AUTOPSY DIAGNOSES:

L

II.

118

Evidence of restraint
a. White plastic “Flexcuffs” around each wrist

b. Abrasions and contusions around wrists

Evidence of injury

Minor abrasions and contusions of extremities

Laceration above right eyebrow, 1 cm

Contusion of right side of neck

Minor abrasions of left side of forehead

Subgaleal hemorrhage of bilateral frontal regions of scalp
Intramuscular hemorrhage of anterior aspect of right shoulder
No internal evidence of trauma

e o o

No evidence of significant natural disease within the limitations of the
examination
a. Cardiovascular System: No specific pathologic changes (AFIP
Cardiovascular Pathology consultation)
i. Heart weight, 450 gm
ii. Histologically, left ventricular myocyte hypertrophy with focal
mild subendocardial interstitial fibrosis
iii. Contraction band necrosis, anterior right ventricle
iv. Mildly thickened intramural coronary arteries
v. Mild medial thickening of the sinus nodal artery
vi. Focal mild dysplasia of penetrating branches of the AV nodal
artery without increased fibrosis in the crest of the ventricular
septum
b. Neuropathology System: (AFIP Neuropathology Consultation)
1. Cerebral edema, brain 1400 gm
1i. Early acute neuronal injury
c. Liver (AFIP Hepatic Pathology Consultation)
1. Microvesicular steatosis, etiology undetermined
1i. Marked congestion, likely agonal
d. Pulmonary edema; right lung 700 gm, left lung 900 gm

Early to moderate decomposition
a. Green discoloration of abdomen
b. Focal skin slippage

Evidence of medical intervention

Endotracheal tube in place

Intravenous catheter in the left antecubital fossa
Intravenous catheter in the right inguinal region
Three adhesive EKG tabs on anterior torso
Pulse oximeter on left index finger

a0 o
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f. Curvilinear abrasion on upper chest, consistent with defibrillation
g Fractures of anterior aspect of left 3™ rib and right 2"-4" and 6™ ribs,
consistent with CPR efforts
VI.  Toxicology (AFIP)
a. Volatiles: Mixed volatiles consistent with postmortem production; mg/dL
i. Blood: acetone 20, 2-propanol 7
1i. Urine: acetone 67, 2-propanol 3
b. Drugs: Consistent with resuscitation efforts
i. Lidocaine detected in the urine
ii. Urine negative for other screened medications and drugs of abuse
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EXTERNAL EXAMINATION

The body is that of an unclad well-developed, well-nourished male. The body weighs
approximately 190 pounds, is 72” in height and appears compatible with the reported age of
27 years. The body temperature is cold, that of the refrigeration unit. Rigor has dissipated,
and the body is flaccid. Lividity is present and fixed on the postetior surface of the body,

except in areas exposed to pressure.

There is early to moderate decomposition consisting of focal skin slippage of the arms,
green discoloration of the abdomen, and early comeal clouding.

The scalp is covered with dark brown hair averaging 7 cm in length. Facial hair consists of
a dark mustache and dark facial stubble. The irides are brown, and the corneae are slightly
cloudy. The sclerae and conjunctivae are pale and free of petechiae. The earlobes are not
pierced. The external auditory canals, external nares and oral cavity are free of foreign
material and abnormal secretions. The nasal skeleton is palpably intact. The lips are
without evident injury. The teeth are natural and in good condition.

The neck is straight and the trachea is midline and mobile, The chest is symmetric and well
developed. No injury of the ribs or sternum is evident exterally. The abdomen is flat and
soft. Healed surgical scars are not noted. The extremities are well developed with normal
range of motion. The fingemails are intact. Tattoos are not noted, and needle tracks are not
observed. The external genitalia are those of a normal adult circumcised male. The testes
are descended and free of masses. The pubic hair is shaved but is present in a normal
distribution. The buttocks and anus are unremarkable.

A tag with the name of the decedent is secured to the right first toe,

EVIDENCE OF THERAPY

There is an endotracheal tube in place, and there are three adhesive EKG tabs on the body,
two on the upper chest and one on the lower left side of the abdomen. There is an
intravenous catheter in the left antecubital fossa, and there is an intravenous catheter in the
right inguinal region. There is a 12 x 6 cm oval curvilinear abrasion on the upper right side
of the chest, consist with defibrillation attempts. There is a pulse oximeter taped over the
end of the left index finger. There are fractures of the anterior aspect of the right 3" rib and
left 2"-4™ and 6 ribs, consistent with CPR efforts.

EVIDENCE OF INJURY
The ordering of the following injuries is for descriptive purposes only and is not intended
to imply order of infliction or relative severity. All wound pathways are given relative to

standard anatomic position.

There is bilateral periorbital ecchymosis, more pronounced over the lower lids and
slightly more prominent on the left side. On the left side of the forehead, there are two
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diagonally oriented parallel, linear abrasions. The medial one measures 4 x 0.2 ¢m and
the lateral one is 3 x 0.1 cm. There are multiple small, ill-defined areas of excoriation and
superficial abrasion over the central forehead and bridge of the nose. There is a 1 cm
laceration just above the lateral aspect of the right eyebrow. There is a 6 X 6 cm red
brown contusion on the right lateral aspect of the neck, just below the angle of the

mandible.

Upon reflecting the scalp, there is bilateral frontal subgaleal scalp hemorrhage. The most
prominent area is 3 x 2 cm, surrounding the laceration near the left eyebrow.

There is an 8 x 1 cm faint abrasion of the anterior aspect of the right shoulder, and there
is a faint 3 x 3 cm red contusion of the anterior aspect of the left shoulder. There is a 9 x
0.2 em curved linear abrasion just to the left of the umbilicus. Thereisa 1 x 0.3 cm
abrasion of the lower left aspect of the abdomen.

Upon opening the chest, there is intramuscular hemorrhage of the anterior aspect of the
right shoulder.

There is a 12 x 8 cm area of contusion and faint abrasion on the anterior lateral aspect of

the right upper arm. There is a 6 x 2 cm red contusion on the anterior medial aspect of the
right upper arm. There are three ill-defined bands of erythema and red contusion over the
back of the left wrist, 7 x 3 cm in aggregate.

INTERNAL EXAMINATION

BODY CAVITIES:

The body is opened by the usual thoraco-abdominal incision and the chest plate is removed.
No adhesions are present in any of the body cavities. There is 100 ml of serosanguinous
fluid in each pleural space. There is no significant pericardial or peritoneal fluid. All body
organs are present in the normal anatomical position. The vertebral bodies are visibly and
palpably intact. The subcutaneous fat layer of the abdominal wall is 2 cm thick. There is no
internal evidence of blunt force or penetrating injury to the abdominal region.

HEAD: (CENTRAL NERVOUS SYSTEM)

The scalp is reflected, and no skull fractures are found. The calvarium of the skull is
removed. The dura mater and falx cerebri are intact. There is no epidural or subdural
hemorrhage present. The leptomeninges are thin and delicate. The cerebrospinal fluid is
clear. The cerebral hemispheres are symmetrical. The structures at the base of the brain,
including cranial nerves and blood vessels, are intact. Coronal sections through the cerebral
hemispheres revealed no lesions, and there is no evidence of infection, tumor, or trauma.
The ventricles are of normal size. Transverse sections through the brain stem and
cerebellum are unremarkable. The dura is stripped from the basilar skull, and no fractures
are found. The atlanto-occipital joint is stable. The brain weilghs 1400 grams.
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NECK:
Examination of the soft tissues of the neck, including strap muscles, thyroid gland and large

vessels, reveals no abnommalities. The anterior strap muscles of the neck are homogeneous
and red-brown, without hemorrhage. The thyroid cartilage and hyoid bone are intact. The
larynx is lined by intact white mucosa and is unobstructed. The thyroid gland is symmetric
and red-brown, without cystic or nodular change. There is no evidence of infection, tumor,
or trauma, and the airway is patent. Incision and dissection of the posterior neck
demonstrates no deep paracervical muscular injury, hemorrhage, or fractures of the dorsal

Spinous processes.

CARDIOVASCULAR SYSTEM:

The pericardial surfaces are smooth, glistening and unremarkable; the pericardial sac is free
of significant fluid and adhesions. A moderate amount of epicardial fat is present, The
coronary arteries arise normally, follow the usual distribution and are widely patent, without
evidence of significant atherosclerosis or thrombosis. The chambers and valves exhibit the
usual size-position relationship and are unremarkable. The myocardium is dark red-brown,
firm and unremarkable; the atrial and ventricular septa are intact. The left ventricle is 1.3
cm in thickness and the right ventricle is 0.4 cm in thickness. The aorta and its major
branches arise normally, follow the usual course and are widely patent, free of significant
atherosclerosis and other abnormality. The venae cavae and their major tributaries return to
the heart in the usual distribution and are free of thrombi. The heart weighs 450 grams. See
“Cardiovascular Pathology Report” below.

RESPIRATORY SYSTEM:
‘The upper airway is clear of debris and foreign material; the mucosal surfaces are smooth,

yellow-tan and unremarkable. The pleural surfaces are smooth, glistening and
unremarkable bilaterally. The pulmonary parenchyma is red-purple, exuding moderate
amounts of bleody fluid; no focal lesions are noted. The pulmonary arteries are normally
developed, patent and without thrombus or embolus. The right lung weighs 700 grams; the
left 900 grams.

LIVER & BILIARY SYSTEM:

The hepatic capsule is smooth, glistening and intact, covering dark red-brown, moderately
congested parenchyma with no focal lesions noted. The gallbladder contains 10 ml of
green-brown, mucoid bile; the mucosa is velvety and unremarkable. The extrahepatic
biliary tree is patent, without evidence of calculi. The liver weighs 1450 grams.

ALIMENTARY TRACT:

The tongue is free of bite marks, hemorrhage, or other injuries. The esophagus is lined by
gray-white, smooth mucosa. The gastric mucosa is arranged in the usual rugal folds and the
lumen is essentially empty with only a film of mucous. The small and large bowel are
unremarkable. The pancreas has a normal pink-tan lobulated appearance and the ducts are
clear. The appendix is present and is unremarkable.
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GENITQURINARY SYSTEM:
The renal capsules are smooth and thin, semi-transparent and strip with ease from the

underlying smooth, red-brown cortical surfaces. The cortices are sharply delineated from
the medullary pyramids, which are red-purple to tan and unremarkable. The calyces, pelves
and ureters are unremarkable. White bladder mucosa overlies an intact bladder wall. The
urinary bladder contains 200 ml of clear, yellow urine. The prostate gland is normal in size,
with lobular, yellow-tan parenchyma. The seminal vesicles are unremarkable. The testes are
free of mass lesions, contusions, or other abnormalities. The right kidney weighs 150 grams;

the left 160 grams.

RETICULOENDOTHELIAIL SYSTEM:
The spleen has a smooth, intact capsule covering red-purple, moderately firm parenchyma;
the lymphoid follicles are unremarkable. The regional lymph nodes appear normal. The

spleen weighs 160 grams.

ENDOCRINE SYSTEM:
The pituitary, thyroid and adrenal glands are unremarkable.

MUSCULOSKELETAL SYSTEM:
Muscle development is normal. No bone or joint abnormalities are noted.

MICROSCOPIC EXAMINATION

HEART: See “Cardiovascular Pathology Report” below.

LUNGS: The alveolar spaces and small air passages are expanded and contain no
significant inflammatory component or edema fluid. The alveolar walls are thin and
shghtly congested. The arterial and venous vascular systems are normal. The
peribronchial lymphatics are unremarkable.

LIVER: The hepatic architecture is intact. The portal areas show no increased

inflammatory component or fibrous tissue. The hepatic parenchymal cells are well-
preserved with no evidence of cholestasis or sinusoidal abnormalities. See “Hepatic

Pathology Report” below.

SPLEEN: The capsule and white pulp are unremarkable. There is minimal congestion of
the red pulp.

TESTES: Unremarkable.
THYROID GLAND: Unremarkable.

ADRENALS: The cortical zones are distinctive, and the medullae are not remarkable.
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KIDNEYS: There is moderate autolysis. The subcapsular zones are unremarkable, and
the glomeruli are mildly congested without cellular proliferation, mesangial prominence,
or sclerosis. There is no interstitial fibrosis or significant inflammation. There is no
thickening of the walls of the arterioles or small arterial channels.

BRAIN: See “Neuropathology Report” below.
CARDIOVASCULAR PATHOLOGY REPORT

Department of Cardiovascular Pathology, AFIP:
“AFIP DIAGNOSIS: ME-04-309 No specific pathologic changes

History: Arab male detainee, death in custody

Heart: 450 grams; normal epicardial fat; closed foramen ovale; normal cardiac chamber
dimensions: left ventricular cavity diameter 30 mm, left ventricular free wall thickness 13
mm, ventricular septum thickness 15 mm; right ventricular dilatation: right ventricle
thickness 4 mm, without gross scars or abnormal fat infiltrates; grossly normal valves and
endocardium; no gross myocardial fibrosis or necrosis; histologic sections show left
ventricular myocyte hypertrophy with focal mild subendocardial interstitial fibrosis;
contraction band necrosis, anterior right ventricle; mildly thickened intramural coronary

arteries

Coronary arteries: Normal ostia; right dominance; no gross atherosclerosis

Conduction system: The sinoatrial node is histologically unremarkable, but there is mild
medial thickening of the sinus nodal artery. The compact atrioventricular (AV) node
shows mild fragmentation (Mahaim fibers) within the central fibrous body, but is
otherwise unremarkable. The penetrating bundle is centrally located without
inflammation, increased fat, vascularity or proteoglycan. The proximal bundle branches
are intact and unremarkable, There is focal mild dysplasia of penetrating branches of the
AV nodal artery, but no significantly increased fibrosis in the crest of the ventricular

sepilum.

Comment: The heart weight of 450 grams may reflect some degree of left ventricular
hypertrophy, depending on the subject’s body weight.”

NEUROPATHOLOGY REPORT
Department of Neuropathology and Ophthamic Pathology, AFIP;
“Neuropathology consult (2924040-01; ME04-309): We reviewed the five H&E stained
microscopic sections submitted in reference to this case.

Microscopic sections demonstrate multiple sections of grey and white matter, cerebellum
and spinal cord/medulla. Sections show widened pericellular and perivascular spaces and
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scattered neurons with cytoplasmic eosinophilia and shrunken, pyknotic nuclei, most
prominent in the dentate nucleus and cerebellum. These morphologic features represent
cerebral edema and early acute neuronal injury.

This material was reviewed in conference by the staff of the Department of
Neuropathology and Ophthalmic Pathology.”

HEPATIC PATHOLOGY REPORT

Division of Hepatic Pathology, AFIP:

“Liver: (1) Microvesicular steatosis, etiology undetermined
(2) Marked congestion

Some toxins can cause microvesicular fat, usually associated with profound metabolic
disturbances, but it can also be stress-related. There is no way to distinguish between
these by histology alone. The congestion is presumably agonal. There is some lipofuscin
pigment in centrilobular hepatocytes, but no bile stasis. The Masson stain shows no
fibrosis to suggest underlying chronic liver disease. The PASD and iron stains show no
lipofuscin or hemosiderin laden macrophages to suggest hepatocellular necrosis.”

ADDITIONAL PROCEDURES

- Documentary photographs are taken by OAFME photographers

- Specimens retained for toxicologic testing and/or DNA identification are: vitreous
fluid, heart biood, urine, bile, spleen, liver, lung, brain, kidney, and psoas muscle

- The dissected organs are forwarded with the body
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OPINION

Based on available investigation and complete autopsy examination, no definitive cause
of death for this approximately 27 year-old male Iraqi civilian in US custody in Irag
could be determined. There is evidence of multiple minor injuries; however, there is no
definitive evidence of any trauma significant enough to explain the death. The injuries
include bilateral periorbital ecchymoses (“blackeyes™); abrasions and contusions of the
face, torso, and extremities; contusion of the side of the neck; and subgaleal hemorrhage

of the scalp.

There is evidence of restraint, consisting of “flexicuffs” around the wrists with associated
minor contusions, and asphyxia from various means cannot be completely excluded in a
restrained individual.

There are non-specific cardiac findings, including mild medial thickening of the sinus
nodal artery and focal mild dysplasia of the penetrating branches of the atrioventricular
nodal artery. However, there is no associated increased septal fibrosis, which can be a
potential substrate for cardiac arrhythmia. There is no gross evidence of atherosclerosis
of the coronary arteries. A cardiac arrhythmia related to various ion channelopathies or
coronary vasospasm cannot be excluded.

The decedent was also subjected to cold and wet conditions, and hypothermia may have
contributed to his death.

Therefore, the cause of death is best classified as undetermined, and the manner of death
is undetermined.
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ARMED FORCES INSTITUTE OF PATHOLOGY
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1413 Research Blvd., Bldg. 102
Rockville, MD 20850
1-800-944-7912

FINAL AUTOPSY REPORT

Name: ®®* | Autopsy No.: ME 04- 357

US Detainee #: [*© AFIP No.: 2929205

Date of Birth:01 JAN 1960 Rank: Iraqi National

Date of Death: 28 APR 2004 Place of Death: Baghdad, Iraq
Date of Autopsy: 18 MAY 2004 Place of Autopsy: LSA Anaconda
Date of Report: 18 JUN 2004 Mortuary, Balad Iraq

Circumstances of Death: This 44 year old male, an Iraqi National, was apprehended by
US Forces in Kirkuk, Iraq after he and two accomplices fired on coalition forces with
rocket propelled grenades and small arms fire on 10 April 2004.P®4  Isustained
gunshot wounds during the firefight and was transported to the [P@-1 |
o)1 |for medical treatment. He was later transported to the Central Baghdad
Detainee Facility (Abu Ghraib) where he died on 28 April 2004.

Authorization for Autopsy: Office of the Armed Forces Medical Examiner, [AW 10
USC 1471

Identification: Presumptive identification accomplished by comparison to photographs
and reports supplied by the investigative agency (P

et [Iraq)

CAUSE OF DEATH: Multiple Gunshot Wounds with Complications

MANNER OF DEATH: Homicide
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FINAL AUTOPSY DIAGNOSES:

L

Multiple Gunshot Wounds (5)
A. Gunshot Wound of the Left Axilla
a. Entrance: Left axilla with no evidence of close range
discharge of a fire arm on the surrounding skin
b. Wound Path: Skin, subcutis and muscle of the left axilla,
inferior to left clavicle, soft tissue of the left lateral side of the
lateral neck
c. No Exit
d. Recovered: a portion of copper celored, medium caliber
jacket and a portion of metal projectile core
¢. Wound Direction: Front to back, left to right and upward
Associated Injuries: hemorrhage of the soft tissues of the
chest and neck

™

B. Gunshot Wound of the Left Hip

a. Entrance: Left hip with ne evidence of close range discharge
of a firearm on the surrounding skin

b. Wound Path: Skin, subcutis and muscle of the left lateral hip,
left iliac bone, deep muscles of the pelvis

c. No exit

d. Recovered: a deformed irregular portion of copper colored
projectile jacket

e. Wound Direction: Left to right with minimal front to back or
vertical direction

f. Associated Injuries: Comminuted (shattered) fractures of the
left iliac bone, hemorrhage of the pelvic muscles and
contusions of the sigmoid colon -

C. Graze Gunshot Wound of the Left Ankle and Foot
a. No evidence of close range discharge of a firearm on the
surrounding skin
b. Direction undetermined
c. Associated open fracture of the left 5 metatarsal bone

D. Graze Gunshot Wound of the Left Arm
a. No evidence of close range discharge of a firearm on the
surrounding skin
b. Direction undetermined

E. Graze Gunshot Wound of the Left Forearm
a. No evidence of close range discharge of a firearm on the
surrounding skin
b. Direction undetermined
¢. Associated fracture of the left radius
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IL Moderate decomposition
III.  Status post Exploratory Laporatomy and Cricothyrotomy
IV. Severe pulmonary congestion; pnenmonia by clinical history

V.  Toxicology: positive for mixed volatiles consistent with postmortem
decomposition; negative for drugs of abuse (see page 7)

EXTERNAL EXAMINATION
The body is that of a well-developed, well-nourished 69-inch tall, 170 pounds (estimated)
Caucasian male whose appearance is consistent with the reported age of 44 years.
Lividity is obscured by changes of moderate decomposition, which include green
discoloration of the skin of the anterior and posterior torso and prominent, diffuse skin
slippage of the posterior torso. There is a moderate collection of purge fluid on the
posterior aspects of the torso and lower extremities. On the left side of the lower
abdomen and thigh are areas of prominent skin slippage and splitting of the soft tissues.
Rigor has passed, and the temperature of the decedent is cold, that of the refrigeration

unit.

The scalp is covered with dark brown hair in a normal distribution. Posterior scalp
slippage secondary to decomposition is noted. There is prominent clouding of the cornea
however the irides are brown and the pupils appear equal. The external auditory canals
are free of abnormal secretions and blood. The external ears are unremarkable. The
nares are patent and the lips are atraumatic. The nose and maxillae are palpably stable.
Facial hair consists of a full, dark brown beard.

The neck is straight, and the trachea is midline and mobile. The chest is symmetric. The
abdomen is flat. The genitalia are those of a normal adult circumcised male. The testes
are descended and free of masses. Pubic hair is present in a normal distribution. The
buttocks and anus are unremarkable.

The upper and lower extremities are symmetric and without clubbing or edema. Injuries
to the torso and extremities will be described below in the evidence of injury section,
There are no significant identifying body marks such as tattoos and significant scars are
not present. A toe tag is affixed to the right great toe and is inscribed Abu Ghraib

CLOTHING AND PERSONAL EFFECTS
The deceased is unclad. There are no clothing items or personal effects accompanying
the body at the time of autopsy.
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MEDICAL INTERVENTION
e A l-inch, midline cricothyrotomy incision is located in the midline of the anterior
neck situated over cricothyroid cartilage
Electrocardiogram monitoring pads are on the anterior chest and abdomen
A vertical 6-inch sutured incision is on the mid abdomen extending from the
umbilicus to the pubic symphysis
A blue plaster cast covers the left mid arm and forearm
A 3 x 2-inch area of ecchymosis with small puncture marks is on the right
antecubital fossa consistent with previous intravenous therapy

RADIOGRAPHS
Postmortem radiographs are obtained and reflect the injuries as described in the autopsy
report. Projectile fragments are visualized in the soft tissues of the left side of the neck

and the left hip,

EVIDENCE OF INJURY
The ordering of the following injuries is for descriptive purposes only, and is not
intended to imply order of infliction or relative severity. All wound pathways are given

relative to standard anatomic position.

L Multiple Gunshot wounds
A. Gunshot Wound of the Left Axilla

There is a gunshot entrance wound.on the left axilla situated 15-inches below the top of
the head and 8-inches left of the anterior midline. The wound is a % x Y%-inch lacerated
defect. The external appearance of the gunshot wound is altered by moderate
decomposition of the tissue surrounding the entrance wound. There is no evidence of
close range discharge of a firearm on the surrounding skin. The bullet perforates the
skin, subcutaneous tissue and muscle of the lateral aspect of the left side of the chest and
passes under the left clavicle into the soft tissue of the left side of the neck. Injury to vital
structures of the neck and chest are not demonstrated. Recovered from the deep strap
muscles of the left side of the neck is a %2-inch portion of irregularly shaped, copper-
colored projectile jacket and a V-inch irregularly shaped core fragment. The wound
direction is front to back, left to right, and upward. Associated with the wound path is
extensive soft tissue hemorrhage of the muscles of the left chest wall and soft tissues of
the left side of the neck.

B. Gunshot Wound of the Left hip
There is a gunshot entrance wound on the left side of the hip situated 30-inches below the
top of the head and 6 “2-inches left of the anterior midline. The wound is an oval % x %-
inch defect. Moderate decomposition of the tissues surrounding the entrance wound
precludes determination of additional characteristics of the entrance wound. There is no
evidence of close range discharge of a firearm on the surrounding skin. The bullet
perforates the sin, subcutaneous tissue, and muscle of the left hip and perforates the
anterior aspect of the left iliac bone, resulting in shattered fractures. The projectile
continues into the deep muscles of the pelvis and left psoas muscle where a Y-inch
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portion of irregularly shaped, copper-colored projectile jacket is recovered. The wound
direction is from left to right with minimal back to front or vertical deviation. Associated
injuries include scattered contusions of the sigmoid colon.

C. Grazed Gunshot Wound of the Left Ankle
On the dorsal aspect of the left ankle extending to the dorsal-lateral aspect of the distal
footisa 5 x 1 Ye-inch grazing defect. The projectile causes injury to the skin and
subcutaneous tissue of the ankle and foot and causes fractures the left 5™ metatarsal bone.
No bullet or bullet fragments are recovered from within the wound. The wound direction
is undetermined. There is no evidence of close range discharge of a firearm on the
surrounding skin.

D. Graze Gunshot Wound of the Left Arm
There is a graze gunshot wound of the anterior-medial aspect of the mid left arm situated
7-inches below the top of the left shoulder. The wound is an oblique 4 x 1-inch grazing
laceration. There is no evidence of close range discharge of a firearm on the surrounding
skin and directionality is undetermined. Injuries to vital structures of the arm are not
demonstrated. The location and characteristics of the graze gunshot wound to the left arm
make it likely that a single projectile grazed the arm and re-entered the axilla (GSW A).

E. Graze Gunshot Wound of the Left Forearm
There is a graze gunshot wound on the anterior-lateral aspect of the left forearm situated
17- inches below the top of the shoulder. The wound is a 2 x 1-inch lacerated defect.
There 1s no evidence of close range discharge of a firearm on the surrounding skin and
directionality of the wound path is undetermined. Associated with wound is fracture of
the radius. The location and characteristics of the graze wound to the left forearm make it
likely that a single projectile grazed the forearm and reentered the left hip (GSW B).

INTERNAL EXAMINATION

HEAD:

The galeal and subgaleal soft tissues of the scalp are free of injury. The calvarium is
intact, as is the dura mater beneath it. The brain weighs 1450 gm and has unremarkable
gyri and sulci. The brain parenchyma is extremely soft secondary to decomposition
however; coronal sections demonstrate no hemorrhage or contusive injury. The
ventricles are of normal size. The basal ganglia, brainstem, cerebelium, and arteria}
systems are free of injury or other abnormalities. There are no skull fractures. The
atlanto-occipital joint is stable.

NECK:
Injuries to the neck have been described. Otherwise, the anterior strap muscles of the
neck are red-brown and unremarkable. The thyroid cartilage and hyoid bone are intact.
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The larynx is lined by unremarkable mucosa. The thyroid gland is symmetric and red-
brown. The tongue is free of bite marks, hemorrhage, or other injuries.

BODY CAVITIES:
The ribs, sternum, and vertebral bodies are visibly and palpably intact. There are 40 ml

of the decomposition fluid in each pleural cavity. The pericardial and peritoneal cavities
are unremarkable. The organs occupy their usual anatomic positions.

RESPIRATORY SYSTEM:

The right and left lungs weigh 800 and 700 gm, respectively. There are bilateral pleural
adhesions. The external surfaces of the lungs are deep red-purple. The pulmonary
parenchyma is markedly edematous. No mass lesions or areas of consolidation are

present.

CARDIOVASCULAR SYSTEM:

The 300 gm heart is contained in an intact pericardial sac. The epicardial surface is
smooth, with minimal fat investment. The coronary arteries are present in a normal
distribution, with a right-dominant pattern. Cross sections of the vessels show minimal
atherosclerosis. The myocardium is homogenous, red-brown, and firm. The valve
leaflets are thin and mobile. The walls of the left and right ventricles are 1.3 and 0.4-cm
thick, respectively. The endocardium is smooth and glistening. The aorta gives rise to
three intact and patent arch vessels. The renal and mesenteric vessels are unremarkable.

LIVER & BILIARY SYSTEM:

The 1400 gm liver has an intact, smooth capsule and a sharp anterior border. The
parenchyma is brown and congested, with the usual lobular architecture. No mass lesions
or other abnormalities are seen. The gallbladder contains 5 ml of green-black bile and no
stones. The mucosal surface is green and velvety. The extrahepatic biliary tree is patent.

SPLEEN:
The 200 gm spleen has a smooth, intact, red-purple capsule. The parenchyma is

markedly softened secondary to decomposition.

PANCREAS:
The pancreas has undergone marked autolytic change, however the lobular architecture is

maintained. No mass lesions or other abnormalities are seen.

ADRENALS GLANDS:
The right and left adrenal glands are symmetric, with yellow cortices and grey medullae.

No masses or areas of hemorrhage are identified.

GENITOURINARY SYSTEM:
The right and left kidneys weigh 160 and 170 gm, respectively. The external surfaces are
intact and smooth. The cut surfaces are brown and congested, with uniformly thick
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cortices and sharp corticomedullary junctions. The pelves are unremarkable and the
ureters are normal in course and caliber. White bladder mucosa overlies an intact bladder
wall. The bladder is empty. The prostate is normal in size, with lobular, yellow-tan
parenchyma. The seminal vesicles are unremarkable. The testes are free of mass lesions,
contusions, or other abnormalities.

GASTROINTESTINAL TRACT:

Injury to the sigmoid colon has been described. The esophagus is intact and lined by grey
mucosa. The stomach is empty. The gastric wall is intact. The duodenum, loops of
small bowel, and colon are unremarkable. The appendix is present.

ADDITIONAL PROCEDURES
Documentary photographs are taken bAF ME
Projectile fragments are turned directly over to SA [P®-1 |
e Specimens retained for toxicologic testing and/or DNA identification are: cavity
blood, lung, liver, spleen, kidney, brain, bile, heart blood, psoas muscle
o The dissected organs are forwarded with body

e Attending the autopsy are SAI“’XS)'1 |[b)(3:)—:1

@)(3)-1

Personal effects are released to the appropriate mortuary operations
representatives

MICROSCOPIC EXAMINATION
Selected portions of organs are retained in formalin, with preparation of the following

histologic slides:

Lungs: marked hemorrhagic edema, advanced decomposition preclude further histologic
assessment

Liver: advanced decomposition preclude histologic assessment

TOXICOLOGY
AFIP Accession Number{"®+ Dated 10 June 2004
Volatiles: Blood and Bile-mixed volatiles: mg/dL
Blood- Acetaldehyde 10; Ethanol 53; 1-Propanol trace
Bile- Acetaldehyde 5; Ethanol 52; 1-Propanol trace
Drugs: Blood-drugs of abuse are not detected; Meperidine 0.11 mg/1.; Normeperidine
0.37 mg/L; Acetaminophen 13 mg/L
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OPINION
This 44-year-old male,”®* died of complications from multiple gunshot
wounds. The gunshot wound to the left side of the hip caused bleeding into the soft
tissues and fractured the hipbone resulting in internal bleeding. The gunshot wound to the
left axilla caused extensive hemorrhage into the soft tissue of the chest and neck.
Clinically, the history of Klebsiella pneumonia complicated the hospital course.
The manner of death is Homicide.
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1413 Research Blvd., Bldg. 102
Rockville, MD 20850
1-800-944-7912

FINAL AUTOPSY REPORT

Name: [0)6)-4 | Autopsy No.: ME 04- 358

US Detainee #:[7% | AFTP No.: 2929206

Date of Birth:01 JAN 1929 Rank: Iragi National

Date of Death: 11 MAY 2004 Place of Death: Baghdad, Irag
Date of Autopsy: 18 MAY 2004 Place of Autopsy: LSA Anaconda
Date of Report: 18 JUN 2004 Mortuary, Balad Iraq

Circumstances of Death: This 75 year old male, an Iraqi National, was a detainee at the
Central Baghdad Detainee Facility (Abu Ghraib). On 11 May 2004 he reportedly abruptly
collapsed and became unconscious. Resuscitation was initiated and continued during
transport to the facility hospital where he died. According to records provided by the
investigative agency, 064 lhad a past medical history significant for
diabetes mellitus, hypertension and previous myocardial infarction.

Authorization for Autopsy: Office of the Armed Forces Medical Examiner, [AW 10
USC 1471

Identification: Presumptive identification accomplished by comparison to photographs

and reports supplied by the investigative agency [*®
Ie-T

CAUSE OF DEATH: Severe Atherosclerotic Cardiovascular Disease

MANNER OF DEATH: Natural
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FINAL AUTOPSY DIAGNOSES:

I. Severe Atherosclerotic Cardiovascular Disease

Right Coronary Artery: 95% to pinpoint stenesis

Left Coronary Artery: 80% stenosis with concentric calcification
Proximal Left Descending Coronary Artery: 90% stenosis
Statas Post Remote Posterior Left Septal Infarction

Severe Aortic Atherosclerosis

eReFp

IL Aortic Aneurysm (8cm)
H1. Cardiomegaly (810gm)
IV, Marked Nephrosclerosis
V. No external injuries noted

V1. Toxicology: negative for drugs of abuse and ethanol
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EXTERNAL EXAMINATION

The body is that of a well-developed, well-nourished 70-inch tall, 200 pounds (estimated)
Caucasian male whose appearance is consistent with the reported age of 75 years.
Lividity is fixed on the posterior aspect of the body and rigor has passed. The
temperature of the deceased is cold, that of the refrigeration unit.

The scalp is covered with white hair and there is frontal and occipital balding. The irides
are hazel, and the pupils are round and equal in diameter. The external auditory canals are
free of abnormal secretions or blood. The ears are unremarkable and they are not
pierced. The nares are patent and the lips are atraumatic. The nose and maxillae are
palpably stable. The deceased is edentulous.

The neck is straight, and the trachea is midline and mobile. The chest is symmetric. The
abdomen is mildly protuberant. The genitalia are those of a normal adult circumcised
male. The testes are descended and free of masses. Pubic hair is present in a normal
distribution. The buttocks and anus are unremarkable.

The upper and lower extremities are symmetric and without evidence of clubbing, edema,
and injuries. A well-circumscribed, Y4-inch verrucoid lesion is noted on the posterior-
medial aspect of the mid right leg.

Tattoos are not present and scars are noted in the following locations:
* Anoblique 1 % x 1/16-inch well-healed scar is on the dorsal aspect of the left
hand
A vertical % x Y4-inch well-healed scar is inferior to the left knee
An ovoid ¥4 x 4-inch well-healed scar is inferior to the right knee
An oblique 1 x 1/8-inch well healed scar is on the anterior aspect of the left ankle

CLOTHING AND PERSONAL EFFECTS
The following clothing items and personal effects are present on the body at the time of
autopsy:
e A long sleeved dark green shirt without a label
¢ Black briefs
* Additional items or personal effects are not present

MEDICAL INTERVENTION
Electrocardiogram monitor pads are affixed to the anterior aspect of the chest. Puncture
marks consistent with intravenous devices are noted in the left antecubital fossa and right
aspect of the groin.

MEDCOM - 6087



AUTOPSY REPORT ME04- 358 4
I(b)(ﬁ)-4 |

EVIDENCE OF INJURY

None

INTERNAL EXAMINATION

HEAD:

The galeal and subgaleal soft tissues of the scalp are free of injury. The calvarium is
intact, as is the dura mater beneath it. The brain weighs 1500 gm and has unremarkable
gyri and sulci. Coronal sections demonstrate sharp demarcation between white and grey
matter, without hemorrhage or contusive injury. The ventricles are of normal size. The
basal ganglia, brainstem, and cerebellum are free of injury or other abnormalities. Mild
atherosclerosis (20-30%) is noted in the basilar artery; otherwise the remainder of the
arterial system is free of abnormalities. There are no skull fractures. The atlanto-

occipital joint is stable.

NECK:

The anterior strap muscles of the neck are homogenous and red-brown, without
hemorrhage. The thyroid cartilage and hyoid bone are intact. The larynx is lined by
intact mucosa. The thyroid gland is symmetric and red-brown, without cystic or nodular
change. The tongue is free of bite marks, hemorrhage, or other injuries.

BODY CAVITIES:
The ribs, stermum, and vertebral bodies are visibly and palpably intact. No excess fluid is
in the pleural, pericardial, or peritoneal cavities. The organs occupy their usnal anatomic

positions.

RESPIRATORY SYSTEM:

The right and left lungs are edematous and weigh 800 and 820 gm, respectively. There is
prominent anthracotic pigment deposition on the pleura as well as throughout the lung
parenchyma. The external surfaces are otherwise deep red-purple. The pulmonary
parenchyma is diffusely congested and edematous and exudes edema fluid on cut
sections. No mass lesions or areas of consolidation are present.

CARDIOVASCULAR SYSTEM:

There is marked enlargement of the heart. The heart weighs 820 gm. The epicardial
surface is smooth, with minimal fat investment. The coronary arteries are present in a
normal distribution, with a right-dominant pattern. Cross sections of the vessels show
severe atherosclerosis. The proximal aspect of the left coronary artery show 80% calcific
concentric stenosis; the proximal left anterior descending coronary artery shows 90%
stenosis. The right coronary and circumflex arteries show 30-50% stenosis. The
myocardium is red-brown and flaceid. The walls of the left and right ventricles measure
1.1 and 0.3-cm, respectively. Cut sections of the left ventricle show a 2 x 1 cm area of
fibrosis on the posterior-septal left ventricular wall consistent with remote myocardial
infarction. The valve leaflets are thin and mobile. The proximal aorta is involved by an
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8 cm aneurysm. Prominent calcific atherosclerosis of the abdominal aorta obscures the
origins of the renal and mesenteric vessels.

LIVER & BILIARY SYSTEM:

The 1900 gm liver has an intact, smooth capsule and a sharp anterior border. The
parenchyma is tan-brown and congested, with the usual lobular architecture. No mass
lesions or other abnormalities are seen. The gallbladder contains 23 ml of green-black
bile and no stones. The mucosal surface is green and velvety. The extrahepatic biliary

tree is patent.

SPLEEN:
The 240 gm spleen has a smooth, intact, red-purple capsule. The parenchyma is maroon
and congested, with distinct Malpighian corpuscles.

PANCREAS:
The pancreas 1s firm and yellow-tan, with the usual lobular architecture. No mass lesions

or other abnormalities are seen.

ADRENALS GLANDS:
The right and left adrenal glands are symmetric, with yellow cortices and grey medullae.

No masses or areas of hemorrhage are identified.

GENITOURINARY SYSTEM: .

The right and left kidneys weigh 120 gm, each. The external capsules are removed with
great difficulty from the underlying granular, dusky, cortical surfaces of the kidneys.
Both kidneys demonstrate scattered cortical cysts ranging in size from % to % cm. The
cut surfaces are tan-brown and congested with poor demarcation of the cortico-medullary
Jjunctions. The pelves are unremarkable and the ureters are normal in course and caliber.
The bladder is intact and empty. The prostate gland is normal in size with lobular
yellow-tan parenchyma. The seminal vesicles are unremarkable. The testes are free of
mass lesions, contusions, or other abnormalities.

GASTROINTESTINAL TRACT:

The esophagus is intact and lined by smooth, grey mucosa. The stomach contains 400 ml
of partially digested food including corn and beans. The gastric wall is intact, The
duodenum, loops of small bowel, and colon are unremarkable. The appendix is present.

ADDITIONAL PROCEDURES
¢ Documentary photographs are taken by®®©-2 OAFME
* Attending the autopsy are SA P16 - |

B |
» Specimens retained for toxicologic testing and/or DNA identification are: brain,
liver, spleen, psoas muscle, kidney, lung, vitreous fluid, blood, stomach contents,
and bile
* The dissected organs are forwarded with body

MEDCOM - 6089



AUTOPSY REPORT MEG(4- 358
|(b)(6)-4 |

e Personal effects are released to the appropriate mortuary operations
representatives

MICROSCOPIC EXAMINATION
Selected portions of organs are retained in formalin, without preparation of histologic

slides.

TOXICOLOGY

AFIP Accession Number:2©-4 Dated 7 June 2004
Volatiles: Blood and Bile- No ethanol detected

Cyanide: Blood- no cyanide detected
Drugs: Blood- no drugs of abuse detected, positive for atropine (a resuscitation

medication)

OPINION

This 75-year-old man,®®-4 | and Iraqi National detained at the
Baghdad Central Detention Facility died of severe atherosclerotic cardlovascular disease,
His condition was complicated by marked cardiomegaly.

The manner of death is Natural.
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ARMED FORCES INSTITUTE OF PATHOLOGY
Office of the Armed Forces Medical Examiner
1413 Research Blvd., Bldg. 102
Rockville, MD 20850
1-800-944-7912

AUTOPSY EXAMINATION REPORT

Name: 24 | Autopsy No.: ME04-386

Prisoner #{2© | AFIP No.: 2929618

Date of Birth: BTB 1940 Rank: CIV

Date of Death: BTB 22 May 2004 Place of Death: Abu Ghraib Prison
Date of Autopsy: 1 June 2004 Place of Autopsy: BIAP Morgue

Date of Report: 29 Jun 2004

Circumstances of Death: This male died while in US custody in Abu Ghraib prison. By
report he complained of chest pain to his son and then collapsed.

Authorization for Autopsy: Office of the Armed Forces Medical Examiner, [AW 10
USC 1471

Identification: By CID, DNA sample obtained
CAUSE OF DEATH: Atherosclerotic cardiovascular disease (ASCVD)

MANNER OF DEATH: Natural
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FINAL AUTOPSY DIAGNOSES:

L

1L,

Iv.

VI

Atherosclerotic cardiovascular disease

A. Left anterior descending coronary artery with multifocal stenoses
ranging from 50-80%

Right coronary artery with multifocal stenoses ranging from 50-
85%

Left circumflex coronary artery with focal 50% stenosis
Moderate to severe atherosclerosis of the distal aorta
Thickening of the mitral valve leaflets

Pulmonary congestion (right 800 grams, left 650 grams)
Prominent facial suffusion

Bilateral earlobe creases (Frank’s sign)

TQPEYO W

Pleural adhesions

Status post appendectomy, remote

Fractures of the anterior ribs (right #5, left #3-7) consistent with
cardiopulmonary resuscitation

No significant trauma

Toxicology negative
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EXTERNAL EXAMINATION
The body is that of a thin male appearing greater than 50 years of age and measuring 69
inches in length and weighing approximately 160 pounds. Lividity is posterior, purple,
and fixed. Rigor is passing,

The scalp is covered with gray hair in a normatl distribution. There is a gray mustache and
beard. Corneal clouding obscures the irides and pupils. The external auditory canals are
unremarkable. The ears are significant for bilateral creases of the earlobes (Frank’s sign).
There is prominent facial suffusion. The nares are patent and the lips are atraumatic. The
nose and maxillae are palpably stable. The teeth appear natural with partial upper plates.

The neck is straight, and the trachea is midline and mobile. The chest is symmetric. The
abdomen is flat. The genitalia are those of a normal adult male. The testes are descended
and free of masses. Pubic hair is present in a normal distribution. The buttocks and anus

are unremarkable,

The upper and lower extremities are symmetric and without clubbing or edema.
Identifying marks and scars include a 3 Y2 inch oblique scar on the right lower quadrant

of the abdomen. On the posterior right arm and forearm is a 6 x 3 % inch area of
depigmentation of the skin and scar. On the midline of the lower back is a % inch scar.

There 1s early decomposition consisting of skin slippage and vascular marbling.

CLOTHING AND PERSONAL EFFECTS
The following clothing items and personal effects are present on the body at the time of

autopsy:
= Brown shirt
=  Gray underpants
*»  Qray t-shirt
= White shirt
MEDICAL INTERVENTION

= Endotracheal tube in the oropharynx that enters the trachea
» Infravenous catheter (IV) in the back of the left hand
* Electrocardiograph (EKG) pads on the chest

RADIOGRAPHS
A complete set of postmortem radiographs is obtained and demonstrates the following:
No radiopaque projectiles or foreign matter

EVIDENCE OF INJURY
There are fractures of the right 5 and left 3"-7" ribs on the anterior aspects.

MEDCOM - 6093



|(AUTOPSY REPOR'|I‘ ME04-386
b)(6)-4

INTERNAL EXAMINATION

HEAD:
The galeal and subgaleal soft tissues of the scalp are free of injury. The calvarium is

intact, as is the dura mater beneath it. Clear cerebrospinal fluid surrounds the 1250 gm
brain, which has unremarkable gyn and sulci. Coronal sections demonstrate sharp
demarcation between white and grey matter, without hemorrhage or contusive injury.
The ventricles are of normal size. The basal ganglia, brainstem, cerebellum, and arterial
systems are free of injury or other abnormalities. There are no skull fractures. The

atlanto-occipital joint is stable.

NECK:
The anterior strap muscles of the neck are homogenous and red-brown, without

hemorrhage. The thyroid cartilage and hyoid are intact. The larynx is lined by intact
white mucosa. The thyroid is symmetric and red-brown, without cystic or nodular
change. The tongue is free of bite marks, hemorrhage, or other injuries.

The cervical spine is intact and there is no paraspinous muscular hemorrhage.

BODY CAVITIES:
The sternum and vertebral bodies are visibly and palpably intact. No excess fluid is in

the pleural, pericardial, or peritoneal cavities. The organs occupy their usnal anatomic
positions.

There are fractures of the anterior left ribs 3-7 and the right 5 rib on the anterior aspect.

RESPIRATORY SYSTEM:

There are dense fibrous adhesions of both pleural cavities. The right and left lungs weigh
800 and 650 gm, respectively. The external surfaces are deep red-purple. The
pulmonary parenchyma is diffusely congested and edematous. No mass lesions or areas

of consolidation are present.

CARDIOVASCULAR SYSTEM:

The 400 gm heart is contained in an intact pericardial sac. The epicardial surface is
smooth, with minimal fat investment. The coronary arteries are present in a normal
distribution, with a right-dominant pattern. Cross sections of the vessels show 50-80%
multifocal stenoses of the left anterior descending coronary artery, focal 50% calcific
stenosis of the left circumflex coronary artery, and 50-75% multifocal stenoses of the
right coronary artery with a focal 85% stenosis. The myocardium is homogenous, red-
brown, and firm. The mitral valve is thickened and fibrotic but there are no vegetations.
The remaining valve leaflets are thin and mobile. The walls of the left and right
ventricles are 1.4 and 0.4 cm thick, respectively. The endocardium is smooth and
glistening. The aorta has moderate to severe atherosclerosis and gives rise to three intact
and patent arch vessels. The renal and mesenteric vessels are unremarkable.
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LIVER & BILIARY SYSTEM:

The 1800 gm liver has an intact, smooth capsule and a sharp anterior border. The
parenchyma is tan-brown and congested, with the usual lobular architecture. No mass
lesions or other abnormalities are seen. The gallbladder contains a minute amount of
green-black bile and no stones. The mucosal surface is green and velvety. The

extrahepatic biliary tree is patent.

SPLEEN:
The 200 gm spleen has a smooth, intact, red-purple capsule. The parenchyma is maroon

and congested, with distinct Malpighian corpuscles.

PANCREAS:
The pancreas is firm and yellow-tan, with the usual lobular architecture. No mass lesions

or other abnormalities are seen.

ADRENALS:
The right and left adrenal glands are symmetric, with bright yellow cortices and grey
meduilae. No masses or areas of hemorrhage are identified.

GENITOURINARY SYSTEM:

The right and left kidneys weigh 175 and 200 gm, respectively. The external surfaces are
intact and smooth. The cut surfaces are red-tan and congested, with uniformly thick
cortices and sharp corticomedullary junctions. The pelves are unremarkable and the
ureters are normal i course and caliber. White bladder mucosa overlies an intact bladder
wall. The bladder contains approximately 10 ml of cloudy urine. The prostate is normal
in size, with lobular, yellow-tan parenchyma. The seminal vesicles are unremarkable.
The testes are free of mass lesions, contusions, or other abnormalities.

GASTROINTESTINAL TRACT:

The esophagus is intact and lined by smooth, grey-white mucosa. The stomach contains
approximately 50 ml of dark green liquid. The gastric wall is intact. The duodenum,
loops of small bowel, and colon are unremarkable. The appendix is surgically absent.

ADDITIONAL PROCEDURES
» Documentary photographs are taken by[?©-2 |
* Specimens retained for toxicologic testing and/or DNA identification are: blood,
urine, spleen, liver, lung, kidney, adipose, brain, bile, gastric, and psoas
e The dissected organs are forwarded with the body
* Personal effects are released to the appropriate mortuary operations
representatives

MICROSCOPIC EXAMINATION
Selected portions of organs are retained in formalin, without preparation of histologic
slides.
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TOXICOLOGY
Toxicologic analysis of blood and bile was negative for ethanol and drugs of abuse.
Cyanide was not detected.

OPINION
This elderly Iragi male died of atherosclerotic cardiovascular disease (blockage of the
arteries that supply blood and oxygen to the heart). The rib fractures noted at autopsy are
consistent with cardiopulmonary resuscitation (CPR). There was no significant trauma.

The manner of death is natural.
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ARMED FORCES INSTITUTE OF PATHOLOGY
Office of the Armed Forces Medical Examiner
1413 Research Blvd., Bldg. 102
Rockville, MD 20850
1-800-944-7912

AUTOPSY EXAMINATION REPORT
| Autopsy No.: ME(G4-387

SSAN®DIE-4 ] AFIP No.: 292645

Date of Birth: Unknown Rank: Civ

Date of Death: BTB 19 May 2004 Place of Death: Abu Ghraib Prison
Date of Autopsy: 1 June 2004 Place of Autopsy: BIAP Morgue

Date of Report: 8 Jul 2004
Circumstances of Death: This male died while in US custody at Abu Ghraib prison.

Authorization for Autopsy: Office of the Armed Forces Medical Examiner, IAW 10
USC 1471

Identification: By family members only, DNA sample obtained
CAUSE OF DEATH: Peritonitis

MANNER OF DEATH: Natural
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FINAL AUTOPSY DIAGNOSES:

I

Iv.

VL

VIL

Peritonitis
A. 3 liters of cloudy brown liquid with feculent material and fibrinous

adhesions in the peritoneal cavity
B. Dense peri-splenic adhesions
C. No perforations or injuries of the stomach, small bowel, or colon
D

identified at autopsy
. Neutrophilic and histiocytic inflammation of the serosa

(microscopic)

Pulmonary edema and congestion (right lung 1000 grams, left lung
750 grams)
A. Moderate anthracosis (microscopic)

Chronic thyroiditis (microscopic)
Healing 3/8 inch abrasion of the right shin

Tooth number 8 absent due to decay (used by family members as
identification)

No significant trauma

Toxicology (blood clot)

A. Meperidine 0.46 mg/L

B. Promethazine 0.23 mg/L

C. Diphenhydramine 0.37 mg/L

D. No ethanol (bile) or illicit substances
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EXTERNAL EXAMINATION
The body is that of a thin, 74 inches in length, 160 pounds (estimated), Caucasian male
with an estimated age of 40 years.

Lividity is posterior, purple, and fixed. Rigor is absent.

The scalp is covered with black hair in 2 normal distribution. There is a beard and
mustache. The irides are brown and the pupils are round and equal in diameter. The
external auditory canals are unremarkable. The ears are unremarkable. The nares are
patent and the lips are atraumatic. The nose and maxillae are palpably stable. The teeth
appear natural and in poor repair. Tooth # 8 is missing.

The neck is straight, and the trachea is midline and mobile. The chest is symmetric. The
abdomen is flat. The genitalia are those of a normal adult male. The testes are descended
and free of masses. Pubic hair is present in a normal distribution. The buttocks and anus

are unremarkable.
The upper and lower extremities are symmetric and without clubbing or edema.
There is early decomposition consisting of vascular marbling and skin slippage.

CLOTHING AND PERSONAL EFFECTS
The body is received nude at the time of autopsy.

MEDICAL INTERVENTION
There are no attached medical devices at the time of antopsy.

RADIOGRAPHS
No radiopaque foreign objects or displaced fractures are identified.

EVIDENCE OF INJURY
On the anterior right shin is a 3/8 inch red abrasion.

INTERNAL EXAMINATION

HEAD:

The galeal and subgaleal soft tissues of the scalp are free of injury. The calvarium is
intact, as is the dura mater beneath it. Clear cerebrospinal fluid surrounds the 1350 gm
brain, which has unremarkable gyri and sulci. Coronal sections demonstrate sharp
demarcation between white and grey matter, without hemorrhage or contusive injury.
The ventricles are of normal size. The basal ganglia, brainstem, cerebellum, and arterial
systems are free of injury or other abnormalities. There are no skull fractures. The
atlanto-occipital joint is stable.
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NECK:
The anterior strap muscles of the neck are homogenous and red-brown, without

hemorrhage. The thyroid cartilage and hyoid are intact. The larynx is lined by intact
white mucosa. The thyroid is symmetric and red-brown, without cystic or nodular
change. The tongue is free of bite marks, hemorrhage, or other injuries.

The cervical spine is intact and there is no paraspinous muscular hemorrhage.

BODY CAVITIES:
The peritoneal cavity contains approximately 3 liters of cloudy brown liquid and feculent

material. The left pleural cavity contains approximately 400 ml of cloudy brown liquid
and has dense fibrous adhesions. The ribs, sternum, and vertebral bodies are visibly and
palpably intact. The organs occupy their usual anatomic positions.

RESPIRATORY SYSTEM:

The right and left lungs weigh 1000 and 750 gm, respectively. The extemal surfaces are
smooth and deep red-purple. The pulmonary parenchyma is diffusely congested and
edematous. No mass lesions or areas of consolidation are present.

CARDIOVASCULAR SYSTEM:

The 300 gm heart is contained in an intact pericardial sac. The epicardial surface is
smooth, with minimal fat investment. The coronary arteries are present in a normal
distribution, with a right-dominant pattern. Cross sections of the vessels show no
significant atherosclerosis. The myocardium is homogenous, red-brown, and firm. The
valve leaflets are thin and mobile. The walls of the left and right ventricles are 1.3 and
0.4-cm thick, respectively. The endocardium is smooth and glistening. The aorta gives
ris¢ to three intact and patent arch vessels. The renal and mesenteric vessels are
unremarkable.

LIVER & BILIARY SYSTEM:

The 1450 gm liver has an intact, smooth capsule and a sharp anterior border. The
parenchyma is tan-brown and congested, with the usual lobular architecture. No mass
lesions or other abnormalities are seen. The galtbladder contains a minute amount of
green-black bile and no stones. The mucosal surface is green and velvety. The

extrahepatic biliary tree is patent.

SPLEEN:
The 200 gm spleen has dense adhesions of the capsule.

PANCREAS:
The pancreas is autolyzed. No mass lesions or other abnormalities are seen.

ADRENALS:

The right and left adrenal glands are symmetric, with bright yellow cortices and grey
medullae. No masses or areas of hemorrhage are identified.
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GENITOURINARY SYSTEM:
The right and left kidneys weigh 150 and 175 gm, respectively. The external surfaces are

intact and smooth. The cut surfaces are red-tan and congested, with uniformly thick
cortices and sharp corticomedullary junctions. The pelves are unremarkable and the
ureters are normal in course and caliber. White bladder mucosa overlies an intact bladder
wall. The bladder contains approximately 30 ml of red urine. The prostate is normal in
size, with Iobular, yellow-tan parenchyma. The seminal vesicles are unremarkable. The
testes are free of mass lesions, contusions, or other abnormalities.

GASTROINTESTINAL TRACT:

The esophagus is intact and lined by smooth, grey-white mucesa. The stomach is empty.
The gastric wall is intact. The duodenum, loops of small bowel, and colon are
unremarkable. The appendix is present and unremarkable.

ADDITIONAL PROCEDURES
e Documentary photographs are taken by™®~
Specimens retained for toxicologic testing and/or DNA identification are:
vitreous, blood, urine, spleen, lung, kidney, liver, brain, bile, and psoas
The dissected organs are forwarded with the body
Personal effects are released to the appropriate mortnary operations
representatives

MICROSCOPIC EXAMINATION
Heart: Sections show no significant pathologic abnormality.
Lungs: Sections show moderate anthracosis, atelectasis, and decomposition.
Thyroid: Sections show chronic inflammation.
Gastrointestinal tract: Sections show mucosal autolysis. Sections of appendix show a
mixed, predominantly histiocytic, infiltrate of the attached soft tissue. The muscularis of
the appendix has no significant inflammation.
Spleen: Sections show no significant pathologic abnormality.
Liver: Section shows no significant pathologic abnormality.
Pancreas: Section is unremarkable.
Kidney: Section is unremarkable.

TOXICOLOGY
Toxicologic analysis of bile was negative for ethanol and the blood clot was negative for
illicit substances. The blood clot was positive for meperidine (0.46 mg/L), promethazine
{0.23 mg/L), and diphenhydramine (0.37 mg/L).
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OPINION
This Iraqi male died of peritonitis. Significant findings of the autopsy include a large
amount of pus within the abdominal cavity. An anatomic source of the infection was not
identified. Although trauma cannot be completely excluded as a potential source for
peritonitis this is unlikely given the absence of visible injury to the organs of the
abdominal cavity. Toxicology was positive for medications used for pain (meperidine),
nausea (promethazine), and an antihistamine (diphenhydramine).

The manner of death is natural.
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ARMED FORCES INSTITUTE OF PATHOLOGY
Office of the Armed Forces Medical Examiner
1413 Research Blvd., Bldg. 102
Rockville, MD 20850
1-800-944-7912

FINAL AUTOPSY EXAMINATION REPORT

Name: 2 | Autopsy No.: ME04-629

SSAN: [P@ l AFIP No.: 2940934

Date of Birth: Unknown Rank: Detainee in U.S. Custody
Date of Death: 18 AUG 2004 Place of Death: Iraq

Date of Autopsy: 30 AUG 2004 Place of Autopsy: BIAP Mortuary,
Date of Report: 12 OCT 2004 Baghdad, Iraq

Circumstances of Death: This Iragi male was a detainee in U.S. custody at Abu Ghraib
prison in Baghdad, Iraq. A group of prisoners became unruly and the guards used lethal
force to subdue the crowd. A shotgun was fired and this detainee was struck and killed.

Authorization for Autopsy: Armed Forces Medical Examiner, per 10 U.S. Code 1471

Identification: Circumstantial identity is established by paperwork accompanying the
detainee and his designation as detainee numbe

CAUSE OF DEATH: Shotgun Wound of the Head

MANNER OF DEATH: Homicide
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FINAL AUTOPSY DIAGNOSES:

L Shotgun Wound of the Head

A, Penetrating Shotgun Wound of the Head

ll

2.

3.

Entrance: Right side of the back of the head; no evidence of
close-range discharge of a firearm on the surrounding scalp
Wound Path: Right parietal-occipital scalp, parietal-occipital
skull, right cerebrum, left cerebrum

Recovered: Deformed metallic foreign body located between
the medial aspect of the left frontal lobe and the overlying dura
Wound Direction: Right to left, back to front, and upward
Associated Injuries: Subgaleal, subdural and subarachnoid
hemorrhages, bilateral basilar skull fractures, cerebral
contusions, and bone fragments along the hemorrhagic wound
path

II. No evidence of significant natural disease processes, within the limitations
of the examination

HI.  Changes of early to moderate decomposition

IV.  The recovered praojectile is placed in a Iabeled container and given to the
investigating agent who was present at the autopsy

V. Toxicology is positive for morphine at a concentration of 0.23 mg/L in the
blood. No ethanol or other drugs of abuse are detected.
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EXTERNAL EXAMINATION
The remains are received without clothing, No identification bands are present on the
body. The unclad body is that of a well-developed, well-nourished appearing, 69-inches,
140-pounds (estimated), White male. The age of the individual is not known, Lividity is
posterior and fixed, except in areas exposed to pressure. Rigor has passed. The body
temperature is that of the refrigeration unit. Early to moderate decomposition changes
are present, including mild skin slippage, prominent vascular marbling, and clouding of

the comneae.

The scalp is covered with medium length, brown hair in a normal distribution. Facial
hair consists of a beard and mustache. The irides are brown and the pupils are round and
equal in diameter. The external ears are unremarkable. The nose and maxillae are
palpably stable. Bloody fluid is present in the nares. The teeth are natural and in fair

condition.

The neck is mobile and the trachea is midline. The chest is symmetric. The abdomen is
flat. The external genitalia are those of a normal adult male. Pubic hair is shaved. There
is no evidence of external frauma to the urogenital area. The buttocks and anus are
unremarkable. There are areas of hypopigmentation present on the lower trunk and the

extremities.

The upper and lower extremities are symmetric and without clubbing or edema. The
fingernails are intact. No tattoos or significant identifying body marks are present. Black
writing is present on both sides of the chest; “log #2” is on the right side and a series of
illegible numbers is on the left side.

EVIDENCE OF MEDICAL INTERVENTION
» Vascular access devices in the left arm, both antecubital fossae, and the left
subclavian area
Oral-gastric intubation
Endotracheal intubation
Foley catheterization
Electrocardiogram monitoring pads on the upper right chest and the left hip
Contusion over the sternum, consistent with cardiopulmonary resuscitation

RADIOGRAPHS
Full body radiographs are obtained and show a metallic foreign body in the head.

EVIDENCE OF INJURY
L Shotgun Wound of the Head
There is a penetrating ballistic entrance wound on the right side of the back of the
head, situated 4 3/8-inches below the top of the head and 2 %-inches right of the
posterior midline. The ovoid wound is % x 3/16-inches, with a 1/16-inch marginal
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abrasion from the 3 to 6 o’clock positions. No soot deposition or gunpowder
stippling is present on the swrrounding skin. The wound path goes through the
occipital scalp and includes a 5/16 x 3/8-inch defect in the right side of the occipital
bone, with appropriate beveling. The wound path through the brain perforates the
right occipital, right parietal, and both frontal lobes. A slightly deformed, round,
metallic projectile is recovered from the dura overlying the medial aspect of the left
frontal lobe of the brain at the anterior midline. The projectile is placed in a labeled
container and turned over to the investigating USACID agent present at the autopsy.
The wound direction is right to left, back to front, and upward. Injuries associated
with the wound path include fine linear fractures extending across the middle fossae
of the basilar skull, a 1-inch linear fracture of the occipital bone extending from the 4
o’clock position of the entrance wound skull defect, and subgaleal, subdural, and
subarachnoid hemorrhages. Scattered cerebral contusions and bone fragments along

the hemorrhagic wound path are also present.

INTERNAL EXAMINATION
HEAD:

Injuries of the head have been described previously. The vessels at the base of the brain
have a normal distribution and appearance. The brain weighs 1150-grams.

NECK:
The thyroid cartilage and hyoid bone are intact. The larynx is lined by intact white

mucosa. The thyroid gland is symmetric and red-brown, without cystic or nodular
change. The tongue is free of bite marks, hemorrhage, or other injuries.

BODY CAVITIES:

The ribs, sternum, and vertebral bodies are visibly and palpably intact. Both pleural
cavities contain 100-milliliters of decomposition fluid and the pericardial sac contains 20-
milliliters of decomposition fluid. There is no abnormal accumulation of fluid in the
peritoneal cavity. The organs occupy their usual anatomic positions.

RESPIRATORY SYSTEM:

The right and left lungs weigh 580 and 550-grams, respectively. The external surfaces
are smooth and deep red-purple, with moderate anthracotic mottling. The pulmonary
parenchyma is diffusely congested and edematous. No mass lesions or areas of
consolidation are present. The pulmonary arteries are unremarkable,

CARDIOVASCULAR SYSTEM:

The 220-gram heart is contained in an intact pericardial sac. The epicardial surface is
smooth, with minimal fat investment. The coronary arteries are present in a normal
distribution, with a right-dominant pattern. Cross sections of the vessels show no
significant atherosclerosis. The myocardium is homogenous, red-brown, and soft, with
early decompositional changes. The valve leaflets are thin and mobile. The walls of the
left and right ventricles are 1.1 and 0.3-centimeters thick, respectively. The endocardium
is smooth. The aorta gives rise to three intact and patent arch vessels. Fatty streaking of
the aorta is noted. The renal and mesenteric vessels are unremarkable.

MEDCOM - 6106



Autopsy ME04-629 5

l{b)(s)-4

LIVER & BILIARY SYSTEM:

The 1050-gram liver has an intact, smooth capsule and a sharp anterior border. The
parenchyma is tan-brown and congested, with the usual lobular architecture and changes
of early decomposition. No mass lesions or other abnormalities are seen. The
gallbladder contains 15-milliliters of green-black bile and no stones. The mucosal
surface is green and velvety. The extrahepatic biliary tree is patent.

SPLEEN:
The 240-gram spleen has a smooth, intact, red-purple capsule. The parenchyma is soft,

maroon, and congested, with changes of early decomposition.

PANCREAS:
The pancreas has the usual lobular architecture and early decompositional changes. No

mass lesions or other abnormalities are seen.

ADRENAL GLANDS:
The right and left adrenal glands are symmetric, with yellow cortices, gray medullae, and

decompositional changes. No masses or areas of hemorrhage are identified.

GENITOURINARY SYSTEM:

The right and left kidneys weigh 150 and 120-grams, respectively. The external surfaces
are intact and smooth. The cut surfaces are red-tan and congested, with uniformly thick
cortices and distinct corticomedullary junctions. The pelves are unremarkable and the
ureters are normal in course and caliber. White bladder mucosa overlies an intact bladder
wall. The urinary bladder is empty. The prostate gland is unremarkable. The testes have
no masses and exhibit no evidence of trauma.

GASTROINTESTINAL TRACT:

The esophagus is intact and lined by smooth, hemorrhagic appearing mucosa. The
stomach contains approximately 70-milliliters of dark brown fluid. The gastric wall is
intact. The duodenum, loops of small bowel, and colon are unremarkable. The appendix

is present.

MUSCULOSKELETAL:
No non-traumatic abnormalities of muscle or bone are identified.

MICROSCOPIC EXAMINATION
Selected portions of organs are retained in formalin, without preparation of histologic
slides
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ADDITIONAL PROCEDURES/REMARKS

¢ Documentary photographs are taken by OAFME staff photographer,
Fb)(6)-2

¢ Specimens retained for toxicologic testing and/or DNA identification are: heart
blood, spleen, liver, brain, bile, lung, kidney, adipose, and psoas muscle

e Full body radiographs are obtained and demonstrate the metallic foreign body
subsequently recovered from the brain

o The dissected organs are forwarded with body

OPINION
This White male detainee in U.S. custody died as a result of a shotgun wound of the head
that caused injury to the skull and brain. Toxicology was positive for morphine, which
was likely the result of medical therapy received prior to death. One metallic projectile
was recovered from the head and turned over to the investigating USACID agent who
was present at the autopsy. The manner of death is homicide.
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ARMED FORCES INSTITUTE OF PATHOLOGY
Office of the Armed Forces Medical Examiner
1413 Research Blvd., Bldg. 102
Rockville, MD 20850
1-800-944-7912

FINAL AUTOPSY EXAMINATION REPORT

Name: (P-4 | Autopsy No.: ME04-630

SSAN: [ | AFIP No.: 2940933

Date of Birth: Unknown Rank: Detainee in U.S. Custody
Date of Death: 18 AUG 2004 Place of Death: Irag

Date of Antopsy: 30 AUG 2004 Place of Autopsy: BIAP Mortuary,
Date of Report: 12 OCT 2004 Baghdad, Iraq

Circumstances of Death: This Iraqi male was a detainee in U.S. custody at Abu Ghraib
prison in Baghdad, fraq. A group of prisoners became unruly and the guards used lethal
force to subdue the crowd. A shotgun was fired and this detainee was struck and killed,

Authorization for Autopsy: Armed Forces Medical Examiner, per 10 U.S. Code 1471

Identification: Circumstantial identity is established by paperwork accompanying the
detainee and his designation as detainee number

CAUSE OF DEATH: Shotgun Wound of the Chest

MANNER OF DEATH: Homicide
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FINAL AUTOPSY DIAGNOSES:

L Shotgun Wounds of the Torso and Both Arms

A.

Penetrating Shotgun Wound of the Chest
1. Entrance: Left side of the back; no evidence of close-range

2.

Ll e

discharge of a firearm on the surrounding skin

Wound Path: Skin, subcutaneous tissue, and muscle of the left
back, posterior left 9 rib (with fracture), lower lobe of left
lung, left atrium, right atrium, upper lobe of the right lung,
intercostal space below the anterior aspect of the right 2°¢ rib,
muscle and subcutaneous tissue of the right upper chest
Recovered: Deformed metallic foreign body located in the
subcutaneous tissue of the right upper chest

Wound Direction: Left to right, back to front, and upward
Associated Injuries: Bilateral hemothoraces (right 1400-
milliliters; left 2100-milliliters), hemopericardium (50-
milliliters)

Perforating Shotgun Wound of the Right Upper Back

1.

2.

Eatrance: Right upper back; no evidence of close-range
discharge of a firearm on the surrounding skin

Wound Path: Skin and subcutaneous tissue of the right upper
back (tangential wound path)

3. Exit: Right upper back; no projectile recovered
4.

Wound Direction: Left to right and slightly upward

Perforating Shotgun Wound of the Right Arm

1.

2.

Entrance: Posterior right arm; no evidence of close-range
discharge of a firearm on the surrounding skin

Wound Path: Skin, subcutaneous tissue, and muscle of the
posterior right arm; mascle, subcutaneous tissue, and skin of
the anterior right arm

Exit: Anterior right arm; no projectile recovered

Wound Direction: Left to right and back to front (with the
body in anatomic position)

Perforating Shotgun Wound of the Left Arm

1.

2‘

b

Entrance: Posterior left arm; no evidence of close-range
discharge of a firearm on the surrounding skin

Wound Path: Skin, subcutaneons tissue, and muscle of the
posterior left arm; muscle, subcutaneous tissue, and skin of the
anterior left arm

Exit: Anterior left arm; no projectile recovered

Wound Direction: Left to right, back to front, and downward
(with the body in anatomic position)
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1.

No evidence of significant natural disease processes, within the limitations
of the examination

Changes of early to moderate decomposition

The recovered projectile is placed in a labeled container and turned over
to the investigating agent who was present at the autopsy

Toxicology is negative for ethanol and drugs of abuse
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EXTERNAL EXAMINATION
The remains are received clad in a cut away green shirt and white, boxer type shorts. No
identification band is noted on the body, but the sequence of numbers is written
on the lower chest left of the anterior midline. The body is in an early to moderate state
of decomposition, with changes that include clouding of the comeae, loss of turgor of the
globes of the eyes, marbling of the soft tissue, and generalized skin slippage. Bloody
fluid is present in the oral cavity.

The body is that of a well-developed, well-nourished appearing, 70 Y-inches, 180-pounds
(estimated), White male. The age of the individual is unknown. Lividity is posterior and
fixed, except in areas exposed to pressure. Rigor has passed. The body temperature is
that of the refrigeration unit.

The scalp is covered with medium length, black hair in a normal distribution. Facial hair
consists of a black beard. The irides are brown and the pupils are round and equal in
diameter. The external ears are unremarkable. The nose and maxillae are palpably
stable. The teeth are natural and in fair condition.

The neck is mobile and the trachea is midline. The chest is symmetric. The abdomen is
flat. The external genitalia are those of a normal adult, circumcised, male. Both testes
are descended into the scrotum. Pubic hair is present in a normal distribution. There is
no evidence of external trauma to the urogenita] area. The buttocks and anus are

unrematkable.

The upper and lower extremities are symmetric and without clubbing or edema. The
fingernails are intact. No tattoos or other significant identifying body marks are noted.

EVIDENCE OF MEDICAL INTERVENTION
* Electrocardiogram monitoring pads on both sides of the upper chest and on the
left lower quadrant of the abdomen
® Gauze dressing is tied around the wrists and feet

RADIOGRAPHS
Full body radiographs are obtained and show a metallic foreign body on the right side of
the upper torso.

EVIDENCE OF INJURY
I. Shotgun Wounds of the Torso and Both Arms

A. Penetrating Shotgun Wound of the Chest

There is an entrance shotgun wound on the left side of the back, situated 18-
inches below the top of the head and 3 Y%-inches left of the posterior midline. No
soot deposition or gunpowder stippling is present on the surrounding skin. The
3/16-inch wound has a 1/8-inch marginal abrasion between 5 and 8 o’clock. The
wound path goes through the skin, subcutaneous tissue, and muscle of the left side
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of the back and enters the pleural cavity through the posterior aspect of the left 9%
rib, which is fractured. The path then continues through the lower lobe of the left
lung, the pericardium, both atria of the heart, the pericardium, and the upper lobe
of the right lung. The wound path then exits the right pleural cavity below the
anterior aspect of the right 2" rib and perforates the chest wall musculature. A
deformed, metallic projectile is recovered from the subcutaneous tissue of the
right upper chest. The projectile is placed in a labeled container and turned over
to the investigating USACID agent. Injuries associated with the wound path
include bilateral hemothoraces (right 1400 milliliters; left 2100-milliliters) and
hemopericardium (50-milliliters). The direction of the wound path is left to right,

back to front, and upward.

B. Perforating Shotgun Wound of the Right Upper Back

There is an entrance shotgun wound on the right upper back, situated 16-inches
below the top of the head and 7 1/8-inches right of the posterior midline of the
body. The 5/16-inch wound has a %5 x 5/8-inch eccentric marginal abrasion
between 6 and 12 o’clock. No soot deposition or gunpowder stippling is present
on the surrounding skin. The wound path goes through skin and subcutaneous
tissue prior to exiting the body through a Y-inch skin defect situated 15-inches
below the top of the head and 8-inches right of the posterior midline. A % x Y%-
inch eccentric marginal abrasion is present between 12 and 6 o’clock. No bullet
or bullet fragments are recovered. The direction of the wound path is left to right

and slightly upward.

C. Perforating Shotgun Wound of the Right Arm

There is an entrance shotgun wound on the posterior aspect of the right arm,
situated 6-inches below the top of the right shoulder and 2-inches medial of the
posterior midline of the right arm. The 1/4-inch, irregular, defect is surrounded
by a minimal ring of contusion. No soot deposition or gunpowder stippling is
present on the swrrounding skin. The wound path goes through the skin,
subcutaneous tissue, and muscle of the posterior right atm and the muscle,
subcutaneous tissue, and skin of the anterior right arm. A Y-inch exit wound
within a 1 % x 1-inch area of contusion is situated 6-inches below the top of the
right shoulder and 1 ¥%-inches lateral to the anterior midline of the right arm. No
bullet or bullet fragments are recovered. The direction of the wound path is left to
right and back to front.

D. Perforating Shotzun Wound of the Left Arm

There is an entrance shotgun wound on the posterior aspect of the left arm,
situated 5-inches below the top of the left shoulder and 2-inches medial to the
posterior midline of the left arm. The 1/4-inch, irregular, ovoid defect has no
associated abrasion or contusion. No soot deposition or gunpowder stippling is
present on the surrounding skin. The wound path goes through the skin,
subcutaneous tissue, and muscle of the posterior left arm and the muscle,
subcutaneous tissue, and skin of the anterior left arm. A Yi-inch exit wound
within a 1-inch area of contusion is situated 7 1/4-inches below the top of the left
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shoulder and %-inch medial to the anterior midline of the left arm. No bullet or
bullet fragments are recovered. The direction of the wound path is left to right,

back to front, and downward.

INTERNAL EXAMINATION
HEAD:
The scalp is uninjured. There are no skull fractures or other evidence of significant
trauma present. The calvarium is removed to demonstrate an absence of epidural or
subdural hemorrhage. Examination of the brain reveals a normal pattern of gyri and
sulci. Serial sectioning reveals no evidence of traumatic or atranmatic abnormalities.
The vessels at the base of the brain have a normal distribution and appearance. The brain

weighs 1380-grams.

NECK:
The thyroid cartilage and hyoid bone are intact. The larynx is lined by intact white

mucosa. The thyroid gland is symmetric and red-brown, without cystic or nodular
change. The tongue is free of bite marks, hemorrhage, or other injuries.

BODY CAVITIES:
The ribs, stenum, and vertebral bodies are visibly and palpably intact. Injuries to the

chest and mediastinum have been described previously. There is no abnormal
accumulation of fluid in the peritoneal cavity. The organs occupy their usual anatomic

positions,

RESPIRATORY SYSTEM:

The right and left lungs weigh 320 and 180-grams, respectively, and have the previously
described injuries. The external surfaces are deep red-purple. No mass lesions or areas
of consolidation are present. The pulmonary arteries are free of emboli.

CARDIOVASCULAR SYSTEM:

The 310-gram heart has the previously described injuries. The epicardial surface is
smooth, with minimal fat investment. The coronary arteries are present in a normal
distribution, with a right-dominant pattern. Cross sections of the vessels show no
significant atherosclerosis. The myocardium is homogenous, red-brown, and firm. The
valve leaflets are thin and mobile. The walls of the left and ri ght ventricles are 1.4 and
0.5-centimeters thick, respectively. The endocardium is smooth and glistening. The
aorta gives rise to three intact and patent arch vessels. The renal and mesenteric vessels

are unremarkable.

LIVER & BILIARY SYSTEM:

The 1450-gram liver has an intact, smooth capsule and a sharp anterior border. The
parenchyma is tan-brown and congested, with the usual lobular architecture. No mass
lesions or other abnormalities are seen. The gallbladder is empty. The mucosal surface

is green and velvety. The extrahepatic biliary tree is patent.
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SPLEEN:
The 180-¢ 180-gram spleen has a smooth, intact, red-purple capsule. The parenchyma is soﬁ

maroon, and congested, with early decompositional changes.

PANCREAS:
The pancreas exhibits early to moderate decompositional changes.

ADRENAL GLANDS:
The right and left adrenal glands are symmetric, with yellow cortices, gray medullae, and
early decompositional changes. No masses or areas of hemorrhage are identified.

GENITOURINARY SYSTEM:

The right and left kidneys weigh 140 and 110-grams, respectively. The external surfaces
are intact and smooth. The cut surfaces are red-tan and congested, with uniformly thick
cortices and sharp corticomedullary junctions. The pelves are unremarkable and the
ureters are normal in course and caliber. White bladder mucosa overlies an intact bladder
wall. The urinary bladder contains 150-milliliters of light yellow urine.

GASTROINTESTINAL TRACT:

The esophagus is intact and lined by smooth, hemorrhagic appearing mucosa. The
stomach contains approximately 100-milliliters food particles, including beans and rice.
The gastric wall is intact. The duodenum, loops of small bowel, and colon are

unremarkable. The appendix is present.

MUSCULOSKELETAL:
No non-traumatic abnormalities of muscle or bone are identified.

MICROSCOPIC EXAMINATION
Selected portions of organs are retained in formalin, without preparation of histologic
slides
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ADDITIONAL PROCEDURES/REMARKS

. b)1(36?2(:111“11ﬂ611t3hotographs arc taken by OAFME staff photographer,®? |

¢ Specimens retained for toxicologic testing and/or DNA identification are: cavity
blood, spleen, liver, brain, bile, urine, lung, gastric contents, kidney, and psoas
muscle

e Full body radiographs are obtained and demonstrate the metallic forei gn body
subsequently recovered from the right chest wall

® The dissected organs and clothing are forwarded with body

OPINION
This White male detainee in U.S. custody died as a result of a shotgun wound to the chest
that caused injury to the lungs and heart. There was also extensive bleeding into the
chest cavity. A metallic projectile was recovered from the subcutaneous tissue of the
right upper chest and turned over to the USACID Agent who was present at the autopsy.
Additional shotgun wound paths involved the right upper back and both arms. The
location and appearance of the wound paths involving the right upper back and right arm
make it likely that a single projectile resulted in both wounds, with re-entry of the
projectile into the right arm after exiting the right back. The manner of death is
homicide.
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