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Case Report: An Exploration of Cadaveric Anatomical Anomalies
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ABSTRACT

In the gross anatomy laboratory at the Tulane University School of Medicine, our group of six
Anatomy Master’s Degree students observed several anatomical and pathological findings in
a female cadaver. The dissectors were provided with dissection equipment including forceps,
hemostats, blunt probes, and scalpels to study the cadaver. Some notable discoveries included
severe scoliosis, an ossified lumbar mass, extensive abdominal adhesions, a duodenal stent,
a biliary stent, a hysterectomy and oophorectomy procedure, and medical devices such as a
subclavian chemotherapy port and ureteral stents. The scoliosis appeared to be caused by the
ossified mass spanning the length of her lumbar spine. Histopathological analysis revealed
osteoid tissue which indicated a possible diagnosis of osteosarcoma. The subclavian chemo-
therapy port was found in the supine position within the right superior thoracic region, leading
us to speculate a malignant nature of the lumbar mass. During abdominal dissection, reflec-
tion of the anterior abdominal wall was difficult due to the many abdominal adhesions found
throughout the peritoneal cavity. The greater omentum was unable to be observed due to the
adhesions. Dissection of the intraperitoneal organs revealed abnormal coloration of the gall-
bladder and cystic duct. After identifying the organs of the gastrointestinal tract with multiple
intestinal adhesions, a duodenal stent was revealed in the descending duodenum. A second
stent was identified in the bile duct, suggesting that it had been placed to alleviate biliary
obstruction or pancreatitis due to complications of the duodenal stent placement. During the
pelvic cavity dissection, the dissectors noticed a complete hysterectomy and oophorectomy. It
is unknown whether the procedure was done to prevent further complications in the treatment
of the lumbar mass, or if it was done prior to the formation of the lumbar mass. Dissection of
the retroperitoneal space revealed that both kidneys had no anatomical variations, but ureteral
stents were found in the renal pelvises of both kidneys. The ureteral stents traveled through
the ureters and entered the urinary bladder. Using a literature review, the dissectors explored
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possible links between these findings.

Introduction

Cadaver dissection became prevalent in the Unit-
ed States in 1745 with the first formal course in anat-
omy at the University of Pennsylvania. Back then,
cadavers were obtained from executed criminals or
graves [1]. This continued until a series of laws were
enacted in each state that provided unclaimed bodies
to anatomists and medical schools, such as the Mas-
sachusetts Anatomy Act of 1831 [2]. The unclaimed
bodies composed most of the cadavers used for med-
ical education until the Uniform Anatomical Gift Act
was passed in 1968 [1]. This allowed for the donation
of human bodies and organs after death at the donor’s
request [3]. Since then, Willed Body Programs have
provided the most bodies for cadaver dissection in

© 2025 The Author(s). Published by the University of Kansas Libraries.

medical schools [4]. In recent years after COVID-19,
more U.S. medical schools have been cutting down
on anatomy course hours and supplementing cadaver
dissection with online programs and models [5].
While taking the gross anatomy course and ca-
daver dissection at Tulane University School of Medi-
cine, a group of six Anatomy Master’s Degree students
observed many notable findings that were suggestive
of a complicated medical history for the cadaver. The
cadaveric dissection was done on an anatomical fe-
male of unknown age in the following order: back,
thoracolumbar laminectomy, spinal cord, upper and
lower limb, thoracic cavity, abdominal cavity, pelvic
cavity, pelvic bisection, and head and neck. The no-
table findings in the order they were observed were

This is an Open Access article distributed under the terms of the Creative Commons Attribution License

(http://creativecommons.org/licenses/by/4.0/)


http://journals.ku.edu
mailto:wturner6@tulane.edu

2 W.TURNER ET AL.

severe scoliosis, a lumbar ossified mass, chemother-
apy port, abdominal adhesions, stitches in the ileum,
oversized stomach, duodenal and biliary stents, dis-
colored gallbladder and cystic duct, bilateral ureter-
ic stents, pelvic adhesions, absence of the uterus and
ovaries, meningeal mass, subarachnoid hemorrhage,
and calvarial erosion. These findings are presented in
the order of discovery, and we provide our specula-
tions of their causes based on relevant literature.

Case Findings

Back and Spinal Cord Dissection
Severe Thoracolumbar Scoliosis

Immediately upon placing the cadaver in the
prone position for the back dissection, we noticed
severe scoliosis in the thoracolumbar transition zone
of the spinal column. Our dissection began with a
skin incision in the midline from the occipital region
towards the coccyx. After the skin reflection process
was completed, the superficial back muscles were
then reflected bilaterally to reveal deep musculature
and the erector spinae muscles. These muscles were
then removed from vertebral levels from the fourth
thoracic vertebra to the third sacral vertebra (T4-
§3). As the dissection proceeded distally, the muscles
were carefully detached from the vertebral column to
expose the laminae. The laminectomy commenced
with the use of the osteotome to cut the left and right
laminae of the vertebrae.

Large Ossified Mass in the Lumbar Spine

As the laminectomy procedure proceeded inferi-
orly into the lumbar spine, approximately at the level
of the second lumbar vertebra (L2), much more resis-
tance was met with the mallet and osteotome than in
the thoracic vertebrae. Initially, we thought this could
be related to the severe scoliosis noted above. As
muscular reflections continued inferolaterally to the
spinous processes of the lumbar vertebrae, a roughly
softball-sized ossified mass was noted. The mass was
interdigitated with the fibrocartilaginous discs of the
lumbar spine. The mass extended inferiorly to the
sacral promontory and bilaterally over the posteri-
or one-third of the iliac crest, approximately one to
two inches on both sides of the spine. This was de-
termined to be the reason for the spinal deviation. A
sample of the ossified mass was submitted to the Pa-
thology Laboratory at the Tulane University School
of Medicine for tissue sectioning and staining with
hematoxylin and eosin (H&E). The tissue section ap-

peared histologically resemblant to a sample of nor-
mal bone due to its presence of osteoid matter. This
led us to speculate a potential pathological diagnosis
of osteosarcoma; however, we remained skeptical and
continued to find clues.

Despite the sigmoidal deviation in the lumbar
spine of the cadaver, many of the associated struc-
tures appeared normal and anatomically unremark-
able. The muscles of the erector spinae group, the
spinalis, longissimus, and iliocostalis were well-kept
intact and did not appear to be fibrotic or necrotic.
Spinal cord structures such as the dural sac, cauda
equina, and filum terminale internum and externum
did not appear to be affected by the mass [6].

Breast, Axillary, and Upper Limb Dissection
Subclavian Port

After the skin incisions were made by the dissec-
tors, the skin was elevated and reflected to remove
the underlying subcutaneous tissue and breast tis-
sue. During the dissection, a chemotherapy port was
identified by the dissectors within the right superior
thoracic region, situated deep into the subcutaneous
fascia. All other related structures of the upper limb,
axillary region, and pectoral region appeared normal
and were clinically unremarkable. Musculature, vas-
culature, and the brachial plexus presented bilaterally
as they typically would.

Abdominal Dissection
Abdominal adhesions and Small Bowel Resection
Before the skin incisions were made on the ab-
domen, a scar was noted in the midline. The muscles
of the anterolateral abdominal wall appeared nor-
mal. The linea alba on the anterior abdominal wall
appeared stretched. The anterior abdominal wall was
then reflected to reveal the peritoneum and perito-
neal cavity. This anterior abdominal wall reflection
was made difficult by many abdominal adhesions
throughout the peritoneal cavity. Due to this, a dis-
tinct greater omentum was unable to be identified.
Upon reflection, the intraperitoneal organs were ob-
served, and stitches were found in two separate lo-
cations in the ileum. The liver was identified in the
upper right quadrant and appeared normal. The gall-
bladder was identified along the inferior border of the
liver in the midclavicular line. The gallbladder and
corresponding cystic duct did not appear green. The
gallbladder color was muted and seemed to be filled
with mucus upon examining its contents. The stom-
ach was identified in the left upper quadrant and ap-



peared larger than expected for the cadaver’s size. The
spleen was identified posterior to the stomach and
appeared normal. The cecum and ascending colon
appeared normal, and the appendix was not present.

Duodenal Stent/Biliary stent

While identifying the various components of the
gastrointestinal tract, a metallic duodenal stent was
discovered within the descending duodenum. Short-
ly thereafter, a second stent was discovered in the bile
duct. These unexpected findings prompted the dissec-
tors to investigate the underlying cause and medical
necessity of the interventions. The literature search
revealed that duodenal stent placement (DSP) using
self-expandable metallic stents (SEMs) is commonly
employed to manage symptoms of malignant gastric
outlet obstruction syndrome (MGOO), a condition
that impairs normal stomach emptying. MGOO can
result from malignant or benign disorders, as well as
motility dysfunctions affecting gastric function. Fur-
ther review of the literature suggested a connection
between MGOO, and the cadaver’s previously noted
spinal mass and severe scoliosis, leading to the con-
clusion that her cancer was most likely the cause of
the obstruction [7]. Another possibility for DSP was
to prevent severe vomiting caused by chemotherapy
of the lumbar osteosarcoma, as DSP could facilitate
stomach emptying.

Duodenal stent placement can lead to complica-
tions such as pancreatitis and biliary obstruction at
the major duodenal papilla. This might be the rea-
son for the biliary stent placement (BSP), a procedure
performed to alleviate biliary obstruction and pan-
creatitis after DSP (BPAD) [8].

Retroperitoneal Dissection

Following the reflection of all abdominal organs,
the structures of the retroperitoneal space were able
to be observed. Of these, the paravertebral sympa-
thetic ganglia and prevertebral sympathetic ganglia
appeared normal and unaffected. Additionally, we
noticed no anatomical variations in the branches of
the descending abdominal aorta, the inferior vena
cava, or their respective branches that supply blood
to the abdominopelvic structures.

Ureteral Stent

The kidneys were discovered in the retroperito-
neal space near the transverse processes of T12-L3
vertebrae. Both kidneys appeared to be normal in
size, with the right kidney slightly lower than the left,
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due to the anatomical position of the liver. The out-
er surfaces of both kidneys were free of any cysts or
renal adenomas. Furthermore, the suprarenal glands
were normal and showed no signs of benign or malig-
nant tumors. The vasculatures supplying the kidneys
were visualized well and presented with no unusual
anatomical variations. Once the kidneys were dis-
sected out, the hila and their structures, renal artery,
renal vein, and renal pelvis were evaluated. The renal
pelvis of each kidney contained a ureteral stent that
traveled through the ureter and entered the urinary
bladder. The ureters of the human body work to drain
urine from the kidneys to the bladder. If the ureter
becomes blocked, the kidneys are filled with urine
and swell, leading to kidney damage and potential
kidney failure. To fix the blocked ureter, a stent must
be placed inside the ureter. The ureteral stent differs
from the ureteral catheter in that a ureteral stent is
placed into the body for long-term drainage and to
keep the ureter open. Ureteral stents are used to fix a
drainage problem and are replaced every 3-6 months.
A ureteral catheter is typically temporary and used
during a specific surgical procedure. While the uret-
eral stent runs from the renal pelvis to the bladder, a
ureteral catheter remains mostly in the urinary blad-
der, attached to a urine drainage bag.

The findings within the retroperitoneal space re-
veal that the patient suffered from an obstruction that
disrupted the urine drainage from the kidneys to the
urinary bladder. This could have been caused by can-
cerous masses that spread to retroperitoneal space.
Moreover, ureteral stents work to alleviate any pain
and improve overall kidney function during illness.

Pelvic Cavity Dissection

As the dissection continued towards the pelvic
cavity, the urinary bladder could be observed anteri-
orly. To study the pelvis more in-depth, the pelvis was
bisected to show a midsagittal view of its contents.

Total Hysterectomy

Upon opening the pelvic cavity of the anatomi-
cally female cadaver, we noted that a complete hys-
terectomy and oophorectomy procedure had been
performed on the cadaver. The cause of this surgical
procedure is unknown. Additionally, it is unknown
whether the procedure was performed to prevent the
onset of other various complications related to the
lumbar osteosarcoma or whether it was done before
the development of the lumbar tumor.
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Pelvic adhesions

Upon midline sectioning of the pelvis, the inter-
nal iliac artery and its anterior and posterior divisions
were observed. These branches were difficult to iso-
late and identify due to pelvic adhesions and fibrosis
despite having no anatomical anomalies once being
identified.

Intracranial Dissection
Meningeal Mass

Toward the end of the course, we performed a
craniectomy procedure on the cadaver to study intra-
cranial anatomy in depth. Following the removal of
the calvaria, we immediately noted a mass attached
to the meningeal dura mater along the midline of the
brain where the superior sagittal sinus was. The mass
was roughly two centimeters in width, three centime-
ters in length, and one centimeter in height, which
was located near the junction of the bilateral postcen-
tral gyri and superior parietal lobules [6] Following
this discovery, the brain was excised from the skull at
the level of the medulla oblongata to be analyzed for
additional masses and abnormalities. No other mass-
es were noted on the external anatomy of the brain
or meninges. The mass was preserved upon bilateral
reflection of the meningeal dura mater and remained
attached to the midline of the dura along with the falx
cerebri.

Subarachnoid Hemorrhage

In the space between the arachnoid mater and
the pia mater, we noted some residual blood imme-
diately surrounding the mass, extending out roughly
two centimeters circumferentially. No other extradu-
ral, subdural, or subarachnoid hemorrhage was noted
upon examination of the brain and meninges.

Calvarial Erosion

Upon examination of the internal surface of the
calvaria, erosion of the bone matter was identified
around the location of the meningeal mass. The ero-
sion was palpated and observed when held up to a
light source. Thinning of the parietal bones was noted
to be one-to-two millimeters in depth and of similar
length and width to the mass.

Discussion

As stated in the case presentation above, these
findings are listed in the order that the cadaver was
dissected in the one-year gross anatomy laboratory,

designed for first-year medical students as well as
Anatomy Master’s Degree students. At the beginning
of the year, students were placed into a lab group
consisting of six people to work on one cadaver. The
students were provided with dissection equipment
including forceps, hemostats, blunt probes, and scal-
pels to help anatomize the cadaver. The dissectors did
not know the name, age of death, cause of death, or
any of their cadaver’s medical history. Instead, they
were tasked to analyze the different systems of the
human body in a way that allowed the students to
develop a deeper understanding of anatomical struc-
tures and variations. Through hands-on dissection,
students can learn and investigate the structures and
physiological functions of the body, to understand
the overall anatomy and disease mechanisms to gain
medical knowledge. This cadaveric case report paints
the picture of unique anatomical and pathological
connections and offers valuable insights into them.
Specifically, there are connections between severe
thoracolumbar scoliosis, ossified bony masses of the
lumbar spine, widespread abdominopelvic adhesions
(likely due to metastases of the lumbar osteosarco-
ma), and various surgical interventions. The collec-
tion of these findings allowed our group to explore
the connectedness of these anomalies and investigate
potential etiologies, clinical implications, and chal-
lenges associated with them in the postmortem set-
ting.

Following the lumbar laminectomy procedure
conducted in the laboratory, it was determined that
severe scoliosis was likely a secondary manifestation
of the large, ossified mass found in the lumbar spine
which was interdigitated with its fibrocartilaginous
discs. Histopathological examination revealed the
presence of osteoid tissue in the unknown mass, sug-
gesting a potential diagnosis of osteosarcoma. How-
ever, although osteosarcoma is the most prevalent
form of primary malignant bone cancer, only 3% to
5% of reported cases occur in the spine [9]. The pres-
ence of a chemotherapy port in the right subclavian
region of the cadaver implies the existence of cancer
therapy for osteosarcoma in the lumbar spine [10].

We determined that the mass’s interdigitation
with the spinal column structures is ultimately what
contributed to the significant deviation noted. Scoli-
osis associated with spinal tumors, while uncommon,
has been documented and typically presents with
asymmetric growth and vertebral deformity [11].
Furthermore, the absence of fibrotic or necrotic tis-



sue in the erector spinae muscles indicates a chronic
pathology as well as a gradual adaptation to the cur-
vature of the spine.

Once the cadaver was turned to the supine po-
sition and the presence of a right subclavian chemo-
therapy port was noted, we determined that the ca-
daver underwent systemic cancer treatment at some
point in her life. This identification supported our
hypothesis of the malignant etiology of the large, os-
sified mass found in the lumbar spine. Chemothera-
py ports are used for a variety of applications such as
drawing blood, administering intravenous fluids, or
administering contrast solutions for medical imaging
techniques; but they are mostly used for long-term
administration of chemotherapeutic agents used to
treat various forms of cancers [12]. The combina-
tion of scoliosis, large ossified spinal column mass,
and chemotherapy port suggests a complex clinical
history that could have produced paraneoplastic syn-
dromes due to malignancy, bone metastasis of anoth-
er form of cancer, or primary osteosarcoma involving
the lumbar spine [9, 10, 13].

Following the thoracic dissections, our group
transitioned to intra-abdominal dissection. We began
by making a sagittal cut along the linea alba immedi-
ately inferior to the xiphoid process of the sternum,
continued inferiorly, circumvented the umbilicus,
and continued to the pubis. Abdominal wall muscu-
lature, connective tissue, and subcutaneous adipose
tissue appeared clinically unremarkable. Beginning
to reflect the anterior abdominal wall contents, we
noticed that significant portions of the small bowel
were adhering to the transversalis fascia deep to the
rectus abdominis and transversus abdominis muscles
(6].

The extensive abdominal organ adhesions and
adhesions of the pelvic contents, combined with the
observed evidence of a small bowel resection proce-
dure, suggest prior abdominal surgery. This surgery
or surgeries were likely performed due to cancer-re-
lated complications such as bowel obstruction or me-
tastasis [14]. Adhesions are a commonly noted post-
operative complication that is frequently observed
in patients with a history of extensive abdominal
surgery [15]. The lack of a distinct greater omentum
is consistent with chronic inflammation or surgical
removal, possibly related to cancer spread or resec-
tion to alleviate bowel obstruction [16]. Through re-
search, we determined that the resection procedure
was likely caused by complications related to adhe-
sions caused by metastases of the lumbar osteosar-
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coma, since cancers of the small intestine account
for only about 5% of gastrointestinal cancers in all
reported cases [16, 17]. Finally, the presence of mid-
line abdominal scarring supports all other findings,
indicating that a laparotomy was likely performed in
the cadaver’s lifetime [18]. A laparotomy procedure
is an investigative or surgical opening of the anterior
abdominal wall that serves many functions in gastro-
intestinal surgery [18]. Additionally, we were able to
conclude that the small bowel resections could po-
tentially be due to tumor invasions, ischemic bowel
segments due to adhesions, or complications related
to chemotherapeutic treatment [14-17, 19].

The presence of a duodenal stent in the descend-
ing portion of the duodenum suggests a history of
obstructive pathology or as a remedy to prevent se-
vere emesis due to chemotherapy. At this point in
our pathological discoveries, we had determined that
the stent was likely put in place secondarily to malig-
nancy. Through our research, we learned that duo-
denal stents are commonly used as a remedy for the
condition of Malignant Gastric Outlet Obstruction
(MGOO) to maintain luminal patency for the pas-
sage of digestive contents. One of the main causes of
MGOO is malignant, late-stage cancers which at this
point in the dissection, we determined as highly like-
ly [7]. The presence of this stent further confirmed
our hypothesis of a complex oncologic history, po-
tentially involving metastasis to the gastrointestinal
tract.

Moreover, the discovery of a biliary stent sug-
gests a history of biliary obstruction leading from the
gallbladder to the duodenum. Due to the complex
clinical history of the cadaver, this stent could have
been placed because of secondary malignancy to
metastatic cancer, primary hepatobiliary malignan-
cy, or blockage of the major duodenal papilla by the
duodenal stent [6-8, 20]. Furthermore, this finding
is consistent with the observation of an uninflamed,
mucus-filled gallbladder, which would likely have
been caused by chronic obstruction, or cholecysti-
tis because of biliary stasis [21], or due to the biliary
stent draining the bile directly into the duodenum
without entering the gallbladder. Stenting of the bile
duct is a common practice used to manage bile duct
obstructions caused by malignancies or strictures as
commonly seen in the major duodenal papilla with
the placement of a duodenal stent [8]. Biliary stent-
ing is an important palliative intervention in cancer
patients to prolong and improve the quality of life at
the disease’s late stages [22].
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Our cadaver also presented with a total hyster-
ectomy and bilateral salpingo-oophorectomy, which
are commonly performed in cases of malignancies,
such as ovarian or endometrial cancer, or as preven-
tative measures for cancer metastasis [23]. The dense
pelvic adhesions we found additionally support a his-
tory of chronic pelvic inflammation, which was most
likely secondary to prior pelvic oncologic surgeries or
complications of chemotherapy [24]. While the indi-
cation of the cadaver’s hysterectomy and bilateral sal-
pingo-oophorectomy remains unknown, it can likely
be linked to a broader oncologic pathology suggested
by the presence of a chemotherapy port, extensive ab-
dominal adhesions, duodenal and biliary stents, pel-
vic adhesions, and ossified mass of the lumbar spine.

The relationship of the pelvic adhesions to the
vascular branches of the common iliac arteries and
veins is complicated, however. The pelvic adhesions
indicated a fibrotic response of the cadaver’s body to
some stimulus, but it did not affect the overall struc-
ture of the external and internal iliac arteries and
veins and their respective branches. It is impossible
to determine whether the function of these vascular
structures was impaired in the postmortem dissec-
tion, but the fibrotic changes of the pelvis and perine-
um can be linked to reactions to cancer treatments,
chronic pelvic inflammation, or peritoneal metasta-
sis.

The presence of bilateral ureteral stents, much
like the duodenal and biliary stents, indicates a his-
tory of chronic obstruction. As discussed in many
of the pathological findings, the necessitation of the
ureteral stents was likely caused by retroperitoneal fi-
brosis, metastatic cancer, or chemotherapy-induced
strictures of the ureters [25-27]. Mostly used in ma-
lignancy-related obstructions, ureteral stents main-
tain renal function and relieve hydronephrosis [28].
However, in the case of our cadaver, the stents likely
mitigated the effects of retroperitoneal fibrosis, pel-
vic adhesions, or retroperitoneal invasion by the un-
derlying malignancy. In literature, ureteral stents are
commonly used when there is a risk of obstructive
nephropathy which is frequently observed in cancer
patients with cancers of the pelvis or retroperitoneum
[29]. Additionally, the stents require periodic replace-
ment, meaning that the cadaver was experiencing on-
going management of urinary tract obstruction prior
to death.

In the final stages of the cadaveric dissection,
our group identified a well-demarcated meningeal
mass attached to the dura mater along the midline

at the superior sagittal sinus, near the junction of the
bilateral postcentral gyri and superior parietal lob-
ules [6, 30]. This type of lesion is highly suggestive of
meningioma, which is the most common type of pri-
mary intracranial neoplasm. These tumors originate
from arachnoid cap cells and most frequently occur
near dural venous sinuses due to their abundance of
arachnoid granulations [31]. Additionally, meningi-
omas are documented to induce hyperostosis or ero-
sion of the adjacent bone tissue depending on growth
patterns. In this instance, the internal surface of the
parietal bones adjacent to the mass demonstrated
thinning and focal erosion, directly corresponding
to the dimensions of the mass. These findings are
consistent with other literature noting pressure-in-
duced bone remodeling often seen in progressive
intracranial lesions [32]. Surrounding the mass, a
localized subarachnoid hemorrhage was noted, with-
out any other evidence of hemorrhage in the cranial
vault. Potential etiologies for this hemorrhage could
be vascular fragility or disruption of subarachnoid
vessels adjacent to the mass or increased intracranial
pressure due to edema caused by the mass, with both
etiologies representing phenomena observed in both
benign and atypical meningiomas with peritumoral
vascular proliferation or invasion [33]. The absence
of other intracranial masses, paired with the mass’s
midline location and associated hemorrhage, sup-
ports a diagnosis of solitary meningioma with a hem-
orrhagic complication. However, given the complex
pathological and oncological discoveries of the ca-
daver, it is necessary to note that the differential also
includes dural-based metastasis as a secondary ma-
lignancy. We could not rule out the possibility that
the meningeal mass was a metastasis of the lumbar
osteosarcoma. Histopathological analysis would be
necessary to determine the nature of the tumor and
whether it was a primary meningioma or a secondary
metastasis of another form of cancer.

Conclusion

This cadaveric study reveals numerous anatom-
ical findings through hands-on dissection. The stu-
dents thoroughly investigated every system of the
body along with their structures. Through specific
analysis of this female cadaver, the dissectors identi-
fied significant anatomical anomalies including sco-
liosis, an ossified mass in the thoraco-lumbar spine,
multiple stents in different regions of the body, a
chemotherapy port, abdominopelvic adhesions, and
various intracranial pathologies. Furthermore, the



cadaver presented with no uterus, revealing that a
hysterectomy and bilateral salpingo-oophorectomy
were performed. Finally, a meningeal mass associat-
ed with hemorrhage was discovered upon removal of
the calvaria. These findings reveal that the individual
suffered from oncological conditions as well as com-
plex gastrointestinal obstructions, affecting overall
quality of life. With more research in dissection and
medical advancements, interventions can be taken to
assist in improving surgical procedures and patient
care for those with complicated medical histories and
anatomical variations.
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