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From the Editor's Desk

After release of the second number of the present year many learned members have obliged me
and the journal in turn, by submissions in the category of "originals and papers" and "case reports". Even
the submissions in the category of "review article" are new, interesting and quite indigenous. I do admit
that such continuous gesture by contributors in future will allow me to remain closer to not only the

.. quantity .of articles in an issue but also the quality of articles there in.

As all of usare aware of, since the year 2006 academy has entered into MOU with one firm, who
maintains online access web system for subscribers. It is also intended to provide "Free online access to
the members of the academy". Many computer friendly members have conveyed their inability to enjoy

. this additional facility. Unfortunately the said firm is not able to render this facility due to want of
"updated" details of members i.e. name, membership number and CONTACT DETAILS..

Under the circumstances it is my humble appeal to all the concerned to submit their above stated
.details to the General Secretary ( Dr. Sanjoy Oas) of IAFM who can be helped in compiling an updated
directory of members for this as well as any other purpose.

Looking forward for positive feedback from respected members .

. C B. Jan.
E~ltor

The journal is indexed with IndMed and 'made available online by Diwan Enterprise ( New Delhi) at:

1) www.indianjournals.com
2) http://medind.nic.in
3) www.jiafm.com

Editor
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Guest Editorial;
Postmortem examination in medical colleges.

A medical practitioner comes across various types of medicolegal cases in his day-to-day's
practice. To tackle these medicolegal cases only by the experts with Post-graduate qualification in
ForensicMedicine like in western and other developed countries is an ideal one. But at present, it is not
practically feasible in India due to many factors. Thus every medical officer, whatever his qualification or
experience,is asked to examinemedicolegal cases.

The doctor who examined the case has to prepare the report. He should form an opinion based
on the facts and findings he observed. The opinion of a doctor may not be accepted as Gospel Truth
specially when the opinion is not corroborated with the findings. The court of law requires the facts and
findings as well as opinion.

Doctor is neither for the prosecution nor for the defensebut for the truth. He should
properly help the court, so that, there cannot be any scope for miscarriage of justice. He should explain
how the conclusions have been arrived at. But it will not be possible to give the reasons of his opinion in
the court, if he did not write the facts and finding properly at the time of preparing the report. Thus, the
medicolegal report must be self-explanatory. It must be accurate, complete and objective record of all
examination findings from which the doctor can answer the different questions in the court. The report
must be a word picture to help the reader visualise what has been seen at examination and how the
conclusionshave been arrived at.

Knowing the importance, Medical Council of India included Forensic Medicine as a major subject
of MBBS course. The objective of teaching & training of the undergraduatestudents in ForensicMedicine
is "at the end of the course, the students shall be able to describe the medicolegal aspects and findings of
examinationof the medicolegal cases like Victims of physical or sexual assaults, alleged accused of sex
crime, unnatural deaths etc." The students shall be able to apply his medical knowledge to solve
medicolegalproblems related to injuries, unnaturaldeaths, sexual-offencesetc. for the cause of justice.

To perform medicolegal postmortem 'exarnlnationmay be acid test for those doctors who never
observe the manner in which their teachers conduct medicolegal postmortem examinations. As per
Medical Council of India, to demonstrate medicolegal postmortem examinations to the Under-Graduate
(MBBS) students is a must. But it becomes just like eyewash and confined only to the paper in many
medical colleges. Thus, the products of these colleges may become "Pseudo-experts".Therefore,
conducting medicolegal postmortem examinations in the department of Forensic Medicine of every
Medical College (Government/ Private) should be made compulsory in the interest of the students in
particular and society in general.

Prof. A. Momon Singh
Professor& Head,
ForensicMedicine Department,
P. KamrajMedicalCollege& ResearchInstitute,
Pondichery-9.
e-mail: a_momonchand@yahoo.co.in
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Original and Paper

Sudden natural brain haemorrhage fatalities: A 10 years autopsy review at Kuala
Lumpur

O.P.Murty *, Anshoo Agarwal", Mohd Fitri Shukri b. Mohd Adanan
Tunku Zainudin ***, Chong Chui Yng ***& Rahmah Rashid ***

***, Tunku Naziha

Abstract
This study was aimed to determine the natural causes of sudden death due to intracranial

hemorrhage and to analyze the epidemiological aspects of death due to intracranial hemorrhage for the
past ten years. Among 68 cases that were retrieved from Department of Pathology of University Malaya,
54 of them were confirmed death due to intracranial hemorrhage of natural causes. All the autopsies were
performed in the Forensic Pathology Unit, University of Malaya. The data was collected from 1 January
1996 until 31 December 2005. There were 40 male and 14 female victims involved in this study. More than
half of the victims were married (53.7%) and majority were Malaysian. Among 54 cases reported, 24
victims (44.4%) were Chinese. From our study, we found that most of the victims died were between 41 to
50 years of age (28% of total cases). Subarachnoid hemorrhage was the commonest type of intracranial
hemorrhages seen in 46.3% of the cases. 31 out of 54 (57.4%) of the victim had non-professional jobs
such as coffee shop worker, operator and factory workers. Large number of the victims (46%) had mixed
symptoms prior to their death. Based on our study, 67% of the victim died between 1201 to 2400 hours.
More than 50% of the cases had history of severe hypertension (28%), there was no history in 31% at all
prior to their death. 63% of the victims had weight of brain between the ranges of 1001-1500 gram. The
highest cases were reported in the year 2005 which is about 22.2% percent of total death.

KeyWords: Natural causes, sudden death, intracranial hemorrhage, epidemiological aspect, victims.

Introduction
Sudden death is any unexpected death

in which the cause of death could not be certified
with confidence by a medical practitioner who
was familiar with the patient. World Health
Organization (WHO) accepts a limit of 24 hours
between the onset of symptoms and death; this is
considered too long an interval for many
practitioners and pathologists, a much shorter
time interval of death within a few hours of
apparently good health or of one hour is preferred
by others.

*Corresponding author - Professor of Forensic
Pathology,
e-mail: dropmurty@yahoo.co.in
** Associate Professor,
*** Medical Officer( Internist) , UITM, Shah Alam ,
Selangor, Kuala Lumpur, Malaysia - 40450.

Sudden death due to intracranial
hemorrhage can be categorized into traumatic
and non-traumatic. Traumatic injuries to the brain
caused by blunt force include three important
groups: epidural hecatomb, subdural hematoma
and parenchymal injuries. Combination of various
patterns is quite common. SpontaneOus (non­
traumatic) intracranial hemorrhage, in contrast, is
often a manifestation of underlying
cerebrovascular disease, although trauma may
also cause hemorrhage in these sites.
Types of non-traumatic intracranial hemorrhage:
1. Non-traumatic intraparenchymal hemorrh­

ages: occur most commonly in middle to late
adult life, with a peak incidence at about age
60. Most of them are caused by rupture of a
small. intraparenchymal vessel. Hypertension
is the most common underlying cause of
primary brain parenchymal hemorrhage.
Hypertension causes a number of

~10



abnormalities in vessel walls, including
accelerated atherosclerosis in larger arteries;
hyaline arteriosclerosis in smaller vessels; and,
in severe cases, proliferative changes and
frank necrosis of arterioles. Arteriolar walls
affected by hyaline change are presumably
weaker than are normal vessels and are
therefore more vulnerable to rupture. In some
instances, chronic hypertension has been
associated with the development of minute
arterials aneurysms, termed Charcot-Bouchart
micoaneurysms. It is an aneurysm that occurs
in vessels that are less than 300IJm in
diameter, most commonly within the basal
ganglia. In addition to hypertension, other
local and systemic factors may cause or
contribute to nontraumatic hemorrhage,
including systemic coagulation disorders,
open heart surgery, neoplasms, amyloid
deposits (cerebral amyloid angiopathy),
vasculitis, saccular aneurysms, and vascular
malformations. Parenchymal hemorrhages
occur most commonly in the basal ganglia,
particularly in the region of putamen ad

. external capsule, followed by the thalamus,
cerebral white matter, pons, and cerebellum.
Multiple hemorrhages are seen in a minority of
cases. With a massive hemorrhage, the site of
origin of the hematoma may be impossible to
determine with certainty.

Murty et al: Sudden natural brain haemorrhage

Pathophysiology: the explosive entry of
blood into the brain parenchymaduring a primary
intracerebral hemorrhage causes immediate
cessation of function in that area as neurons are
structurally disrupted and white matter fibres
tracts are split apart. A rim of cerebral oedema
forms around the resulting blood clot, which, with
the haematoma, acts like a mass lesion. If big
enough, this can cause shift of intracranial
contents, producing trantentorial coning and
sometimesrapid death. If the patient survives,the
hematoma is gradually absorbed, leaving a
haemosiderin-lined slit in the brain
parenchyma.Causes of intracerebral hemorrhage
and associated risk factors.

Clinical features: the onset of a primary
brain parenchymal hemorrhage is almost abrupt
and is accompanied by evidence of increased
intracranial pressure, including severe headache,
vomiting, and rapid loss of consciousness.
Localizing signs maybe present but are often
difficult to detect in the setting of a massive
elevation in intracranial pressure and coma.
Progression of mass effect is associated with
evidence of brain stem compression, including
deep coma; irregular respiration with periods of
apnea (Cheyne-Stokes respiration); dilated,
nonresponsivepupils; and spasticity.

Causesof intracerebral hemorrhage and associated risk factors
Disease Risk factor

Charcot-Bouchardmicroaneurysms Age
hypertension

Amyloid angiopathy
Familial(rare).

Age
Anticoagulant therapy

Impairedblood clotting Blood dyscrasia
Thrombolytic therapy

Vascularanomaly
Arteriovenousmalformation
Cavernoushaemangioma

Alcohol
Substancemisuse Amphetamines

Cocaine
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