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Foreword

The study of drug abuse deaths, while not a topic we approach

with eagerness, is an essential contribution to epidemiology, for
these deaths are the ultimate sequelae of the drug dependence syn-
drome. The death of a young person dependent on drugs is often

the first warning to a community that it has a drug problem; and
because so many of the deaths occur among otherwise physically
normal young adults, they truly are tragedies. These deaths can

be a barometer, albeit not a perfect one, of the extent and serious-
ness of drug abuse.

The present study looks at the characteristics of the decedents,
the system of data collection, and the activities involved in cer-
tifying a death. These kinds of data have never before been col-
lected in depth on as comprehensive a sample of cases. The find-
ings should serve as a reference for other studies of such inci-
dents for years to come. The conclusions about consistency of
data from medical examiners’ and coroners’ offices show this to
be a problem area. We hope that awareness of present inconsis-
tencies will provide an impetus for the creative thinking that

is needed to improve the usefulness of epidemiological information
from this source.

William Pollin, M.D.
Director
National Institute on Drug Abuse
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Chapter 1

Introduction and Overview

Deaths resulting from abuse of drugs are the ultimate, irreversible
tragedy in the scale of individual and social costs of that abuse.
Measurement of types and numbers of these deaths plays an important
part in enabling us to understand the nature and extent of the whole
problem of drug abuse, here defined as nonmedical use of psychoactive
drugs. Yet, as is often the case when a new social problem erupts,
the established systems of data collection do not serve us well in
providing information specific enough to form a basis for accurate
assessments. Drug abuse deaths cannot be precisely measured by the
mortality statistics derived from standard death certificates. Sta-
tistics such as those regularly issued by the National Center for
Health Statistics on numbers and types of deaths use one broad cat-
egory for drug-related causes of death; they do not distinguish be-
tween licit and 1illicit drugs, nor between drugs used for medical
and nonmedical purposes. The present study grew out of the need to
collect these kinds of previously unavailable data.

BACKGROUND

By 1970 there was heavy pressure for valid indicators of drug abuse
in the nation, and clearly a new source of data was required. The
project of which the present study is a part was launched to help
meet that need. The larger project also included two conferences, a
toxicology proficiency study of nine laboratories, and a number of
publications, among them the Guide to the Investigation and Reporting
of Drug Abuse Deaths (Gottschalk et al. 1977). The goals of the pro-
ject, and especially of this study, evolved over the five-year period
from 1972 to 1977 as a reflection of changing national interest and
organizational structures.

The initial goal was to develop a reporting form which would provide
detailed information on persons who died from the abuse of psychoac-
tive drugs. The intention was to distribute this form to medical ex-
aminers and organizations whose use of it could provide needed infor-
mation. At about the same time, in its system for monitoring drug
abuse deaths on a regular basis, the Drug Abuse Warning Network
(DAWN) utilized some of the questions developed in this study.

The reporting form was revised by the investigators after feasibility
testing, and the decision was made to conduct a formal survey of nine



cities, using the revised form to determine patterns of drug abuse
deaths. Two years later it was decided to repeat the survey, with
minor additional revisions in the form, to observe what, if any,
changes had taken place in the pattern of deaths.

In their detailed queries about the amounts and types of drugs used,
the circumstances surrounding each death, and the procedures used to
determine the cause and mode of death, these surveys provide more
depth than data gathered from simple death certificates or the DAWN
forms (Drug Enforcement Administration 1973, 1974, 1975). In addition,
this report suggests that types of information and definitions ema-
nating from the medical examiners' offices are not adequate sources
of data for national assessment of drug abuse deaths. There are good
reasons to believe, as will be seen in this report, that such data
may be "soft" and should be accepted as at best crude estimates of
the extent and causes of these deaths.

One indicator that created doubts about the accuracy of the data es-
timating drug abuse deaths was a toxicology proficiency study that
was carried out concurrently with the surveys described here. Detec-
ting and categorizing drug abuse deaths inevitably depend to a great
extent on the accuracy of the laboratory assays used in investigation
of the deaths.

In the toxicology proficiency study, results of which have been pub-
lished elsewhere (Dinovo et al. 1976 a, 1976b), five standard drug
samples, each containing one to seven commonly encountered drugs,
were sent to the medical laboratories of the nine cities selected to
report in the surveys. Two separate sets of five "unknown" drug sam-
ples were sent, one to two years apart, with graded amounts of infor-
mation. The assays showed surprisingly large deviations from the
results to be expected based on the content of the samples. The lab-
oratories often reported the absence of drugs which were in fact
present in the test samples. This proportion of false negatives
ranged up to 33 percent for some samples. The ability to assay less
familiar drug types varied among the laboratories; however, accuracy
of quantitation increased greatly in proportion to the amount of
information supplied with each sample.

SURVEYS OF CASES

As has been stated, the investigators developed a form that could be
used for uniform reporting of psychoactive drug-induced or psychoac-
tive drug-related deaths. After the form was pretested and revised,
it was employed to collect cases over a specified time period from
coroners or medical examiners in nine major urban centers: Chicago,
Cleveland, Dallas, Los Angeles, Miami, New York, Philadelphia, San
Francisco, and Washington, D.C. In the first survey, 1972-1974, 2000
cases were collected. In 1975 a second survey collected 1000 cases
in the same nine cities to determine whether there were changes over
time in characteristics associated with the deaths.

The specific data sought in the surveys included demographic charac-
teristics, circumstances surrounding each death, details of toxico-



logical and postmortem investigations, mode of death (accident, su-

icide, homicide), and any treatment or management of a case prior to
death.

Crucial to the usefulness of the reporting form was the development
of a schema designed to make important distinctions about the role
of a drug in the death and the relationship of this to the mode of
death:

1. Was the drug the proximal cause of death (induced) or was it
merely incidental or coincidental (related)?

2. If the death was drug-induced, did the drug act alone in its
pharmacological action, in combination with another agent(s)
such as alcohol, or was death caused by an idiosyncratic drug
effect?

3. If the death was only drug-related, what were the other con-
ditions that caused death?

One of the original aims of the survey was to portray the incidence
of drug-involved deaths nationwide as represented roughly by these
nine urban centers. Although the nine were not a sample of cities,
nor did the cases represent rural and other areas, it was thought that
their characteristics as a total set of cases would be illuminating.
Comparability of time periods and definitions across cities proved so
difficult to obtain, however, that this aim was abandoned. Most of
the analysis was made with data from each city kept separate, though
total numbers are available for inspection.

RESULTS OF THE SUFUEYS

The results of the surveys and some reflections on their meaning are
summarized in the remainder of this chapter.

The role of a drug or drugs in each death was tabulated first. About
two-fifths (41 percent) of the deaths reported in Survey 1 were asso-
ciated with one drug alone; one-third (34 percent) were associated
with one or more drugs in combination with each other or with alcohol
In a small percentage of cases (7 percent) a preexisting and poten-
tially fatal disorder was also present. In 3 percent of cases, a
medical disorder related to drug abuse was a factor in the death.
Drugs were found only coincidentally in another 15 percent of cases.

Information on the events surrounding each death was then tabulated.
In both surveys, the drug abuse treatment status of over 40 percent
of cases was unknown. In those cases where treatment status was
known, very few individuals had been enrolled in a treatment program.
(It should be remembered that these cases also included suicide by
drugs, in which treatment for drug abuse would not be expected.) Al-
so, only a few persons had received emergency treatment immediately
prior to death, a fact that may explain in part why they died. When
emergency treatment was given, it was provided by physicians and con-
sisted primarily of assisted breathing, tracheal help, medication,

or heart massage. Investigations were performed at the site of death
in about 80 percent of the cases. Needle marks and tracks were the



most common external evidence of poison or drug ingestion; drug par-
aphernalia were found about one-third of the time, and drugs were
found at the scene in about one-fourth of the cases.

The two major types of examinations off-site are, of course, post-
mortem and toxicological. Postmortems were carried out in almost

all cases, and, with few exceptions, by physicians with formal train-
ing in pathology. About half the autopsies included microscopic ex-
aminations and about one-third included chemical, hematological, or
immunological studies. Profiles of postmortem findings of single
drug cases were drawn for the primary single drug types (such as
barbiturates or narcotics) and found not to differ markedly from
those involving more than one drug or drug(s) in combination with
alcohol. Acute pulmonary edema was common in all drug groups and is
presumably a nonspecific end-stage finding of congestive heart fail-
ure and death from overdose. The toxicological examinations differed
considerably among the nine cities. There was a range of 1.6 to 3.5
drugs reported as tested. Overall, the proportion of drugs quanti-
tated was about 75 percent.

For most drugs the amount present in combination with alcohol was
considerably lower than amounts of the same drugs when alone; this
finding was dramatic confirmation of synergistic effects.

The social and demographic characteristics of these cases are of con-
siderable interest. Looking only at the drug-induced (i.e., caused-
by-drug) cases, there were discernible differences by type of drug.
The narcotic death cases were generally younger than the non-narcotic
cases and more often involved unmarried persons, males, and blacks.
(Los Angeles was an exception, where white cases predominated.) In
all drug categories, the majority of individuals were employed, a
surprising finding.

Mode of death, where it was known, was an important variable in the
study, since it allowed distinctions to be made between users of drugs
for social, recreational, or other nonmedical purposes (“drug abuse”)
and those who used drugs for the final act of suicide. There is con-
cern over suicides, of course, but the former type of drug abuse has
created more anxiety, debate, and involvement of resources over the
past few years. Thus, it was important to look at the major modes
separately to see how they differed and what could be learned from
them about drug abuse deaths.

The mode labeled “accidental” covered what are commonly referred to
as drug abuse cases, though it also included the few cases of ther-
apeutic misadventure that might come to the medical examiner’s
attention. Unfortunately, such large numbers of cases were classified
as “unknown” as to mode of death in New York and Philadelphia that
they were not tabulated for sociodemographic or other characteristics.
(This was one of several instances in which the procedural or other
differences among medical examiners’ offices made generalizations
difficult, if not impossible.) No typical profile of accidental
death could be discerned, but one or two trends were observed. Most
cases were in the young adult age category and males outnumbered fe-



males; whites outnumbered blacks except in Washington, D.C. Among
the leading five types of drugs involved, narcotics accounted for
more than the others, but the percentages reported varied widely by
city.

In contrast to accidental deaths, the cases labeled “definitely su-
icide” involved more females than males and the victims were somewhat
older than the cases as a whole. Whites were overrepresented among
suicides compared with blacks. Barbiturates were the most commonly
used drug type for suicide in all nine cities and alcohol was present
in about one-fourth of the cases.

Homicide made up about one-tenth of the total number of drug-involved
deaths; most were coincidental with some other physical event, such
as shooting.

CONCLUSIONS

Implications of these findings are discussed from three viewpoints:
the drug abuse problem itself; the quality of information emanating
from medical examiners’ offices; and the feasibility of future epi-
demiological research.

It is obvious that opiates and barbiturates were the most problematic
drugs; the extent to which this results from the availability of the
substances themselves is open to debate. Young adults who were in
otherwise normal physical condition were frequent victims. Accidental
death (mainly “overdose”) was the most frequent mode and suicide the
second most frequent. The large number of cases classified “unknown”
as to mode is an obstacle to full knowledge of these deaths.

There are several laudable practices carried on across the board in
the nine cities: on-site investigations, conduct of postmortem ex-
aminations by qualified pathologists, and the use of toxicological
laboratories as the preferred source of information. The results of
the concurrent toxicology proficiency study and certain other data,
however, create doubts about the reliability of either attribution
or lack of attribution of death to specific drugs. With polydrug
use increasing, this problem may become worse rather than better.

Local autonomy and responsibility for functions other than epidemi-
ology seem to stand in the way of obtaining consistent, reliable in-
formation that can be compiled into a national picture. Unless or
until this condition changes, further studies are not likely to
make the picture of drug abuse deaths much clearer.
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Chapter 2

Methods of Study

Liike the purposes of the study, the methods used in it evolved over
the five-year course of the project. What began as an instrument
feasibility study grew into an epidemiological investigation of

its own--both designed to “piggyback” on the established system of
mortality data collection. Because of the unanticipated difficul-
ties encountered in this “piggybacking,” a third stage of the study--
evaluation of the method--became a necessary consideration. This
evaluative stage was never a formal intention of the study, and only
in retrospect can it be considered an investigation of the compar-
ability of methods among medical examiners in major cities. Deci-
sions made early in the feasibility stage could not be remade in the
epidemiological and evaluative stages. Thus, some results are not
ideal from the sampling or analysis viewpoints but form the basis

of some valuable conclusions about the nature of the process of
“piggybacking” on established data collection systems.

The primary objectives, as noted in the first chapter, were to de-
velop a reporting form capable of collecting comprehensive informa-
tion on deaths involving psychoactive drugs; to test the form by
collecting data in the offices of medical examiners or coroners in
selected cities; and to describe the characteristics of drug-involved
deaths in major cities, as well as the procedures for reporting

them. Methods for development of the reporting form, selection of
cases, data collection, and analysis of data had to be devised to
carry out the purposes of the study.

DEVELOPMENT OF THE REPORTING FORM

Mortality statistics ordinarily rest on the information gathered
from the death certificate, a relatively standard instrument familiar
to the general public. The death certificate concentrates on infor-
mation about the identity of the deceased, the place, date, and
cause of death, and details about burial. The brief section on
cause of death asks only the immediate and contributory causes, and
whether the death was accidental, a suicide, a homicide, or unde-
termined as to mode. This study needed additional items of specif-
ically medical interest available from medical examiners’ files,
such as toxicological findings, types of drugs in evidence, and
postmortem findings. Also, it was important to categorize drug-



involved deaths in such a way as to distinguish drug abuse cases
from other types.

The form went through several revisions before the first wide-scale
data collection. The items in the earliest version resulted from
systematic inquiries of a variety of sources: coroners and medical
examiners; vital statistics offices; medical departments of pathology,
toxicology, and pharmacology; the Bureau of Mortality Statistics,
U.S. Department of Health, Education, and Welfare; and several fo-
rensic pathology departments in Europe. In addition, site visits
were made to more than twenty medical examiners' or coroners' of-
fices throughout the United States and Europe to learn what infor-
mation they deemed important.

Although the form has seven parts, the information requested may be
classified into three general areas: characteristics of the deceased,
circumstances surrounding the death, and the process of investiga-
ting the death.

"Characteristics of the deceased" includes not only the obvious
demographic variables (covered primarily in Part I), but also back-
ground variables, such as whether the decedent had a history of mental
illness (in Part VI), and details of the deceased's early home life,
and drinking and smoking habits (in Part VII).

"Circumstances of the death" includes items regarding the drug or
combination of drugs used, causal relationship between the drug and
the death, source of the drug, mode of ingestion (all these in
Part I), and treatment of the deceased prior to death (Part V).

"The process of investigating the death" includes items regarding the
on-site investigation (Part II), the toxicological examination (Part
IIT), and the autopsy (Part IV), questions designed to make the de-
cision-making process accessible and thereby facilitate evaluation
of the adequacy of postmortem procedures.

The entire document was tested by the research team in a pilot study
of 300 cases of psychoactive drug-involved deaths in three repre-
sentative cities in the United States. Minor changes were made and
the resulting form was the one used in collecting the data of Sur-

vey 1. This revised form, entitled "Report of a Drug-Involved Death,*'
is reproduced in Appendix A together with several necessary code
sheets (pages 118-131). The most important of these, Code Sheet

#3, appears below. It includes the major distinctions critical to
the analysis of drug-related deaths, most importantly the differen-
tiation of drug-induced from drug-related deaths.

After Survey 1, the form was again revised. There were six changes
of note: It was requested in Part I that drugs be ranked in order
of importance to eliminate ties; also, more than one source of in-
formation identifying the drug was allowed. In Part II events sur-
rounding the death were covered, as well as on-site investigations.
Information about drug screens was asked for every drug listed in

Part III. Part V allowed medications given for reasons other than



CODE SHEET #3
Role of Drug Involved in Death

A SCHEMA FOR DEFINING AND CATEGORIZING
DRUG-INVOLVED DEATHS

Survey 1
DRUG-INDUCED
A.  Simple or direct -- the drug in question was specifically the
cause of death with no other agent playing a significant role.
01. Accidental or "unexpected"
02. Suicidal
03. Homicidal
04. Unknown
B. Drug in combination with some other potentiating or synergistic
pharmacologic agent, such as alcohol, barbiturates, etc.
05. Accidental or "unexpected"
06. Suicidal
07. Homicidal
08. Unknown
C. Idiosyncratic -- an unexpected effect, such as an anaphylactic

or immune reaction.
09. Accidental or "unexpected"

DRUG-RELATED

D.

Drug in combination with some pre-existing and potentially
deadly physiological condition, such as diabetes, chronic heart
condition, etc.

10. Accidental or "unexpected"

11.  Suicidal

12. Homicidal

13. Unknown

Drug in combination with some physical event outside of the
patient's body, such as death by vehicle or gunfire while under
the influence, etc.

14. Accidental or "unexpected"

15. Suicidal

16. Homicidal

17. Unknown

Drug in combination with some medical disorder or disease
probably produced by drug abuse, such as hepatitis, bacterial
endocarditis, tetanus, etc.

18. Accidental or "unexpected"

19. Unknown



overdose to be listed, and a question on the mental state of the
deceased was added to Part VI. The final version of the revised
form used in Survey 2 is reprinted in Appendix A.

SELECTION OF CASES

The participating medical examiners and coroners in nine cities
were asked to select cases to be reported that would conform to the
categories of the Code #3 schema, with the qualification that cases
involving ethanol without other psychoactive drugs were to be ex-
cluded. The definition of “psychoactive” was left to the discretion
of the persons who selected the cases. For Survey 1 (2000 cases
selected over the period of 1972-1974) the medical examiners and
coroners were allowed to devise their own selection procedure to
obtain representativeness as best they could. This seemed neces-
sary because each city had a different system of filing cases and
the often severe problems of locating cases also differed. For
Survey 2 (1000 cases selected in 1975) certain restrictions were
added to gain comparability between cities as to the time period
sampled.

The sampling quotas for Surveys 1 and 2 differed. For Survey 1 each
city was given a total number of cases to be submitted. Because the
emphasis was on the development of the reporting form itself, the
time periods sampled were not comparable from city to city, nor was
the sampling evenly spread out over time. In an attempt to obtain
more chronologically equivalent samples, in Survey 2 each of the

six largest cities was asked to submit the first portion of the quota
of eligible cases that occurred each month (the portion differed from
city to city) and each of the three smallest cities was asked to sub-
mit all the eligible cases that occurred in the eight-month period.

Survey 1 Quotas. The research team assigned a quota to each city
based roughly on its population and on an estimate of its drug prob-
lem, because there were no other bases for estimating how many cases
one could reasonably expect from each city. These quotas were mod-
ified, however, so that the small cities had proportionally larger
quotas, in order to provide sufficient numbers of cases for analysis.
The initial and final quotas for Survey 1 are shown in table 2.01.
Because of difficulty encountered by the investigators in carrying
out the task, fifty of Dallas’ quota of cases were transferred to
San Francisco. Difficulties were also encountered in maintaining

a consistent time period for all offices, but deviations were tol-
erated in order to complete quotas. The distribution of dates of
discovery of the Survey 1 deaths by city is seen in table 2.02.

Survey 2 Quotas. Six of the nine cities received letters that in-
cluded the following paragraph:

“Your city has a quota of (N) cases whose dates of discovery are to
fall between 1 January and 31 August 1975. Select the cases in the
following manner: For each calendar month, take the first (n) cases,
in order of discovery, that fulfill our criteria for a drug-involved
death. Please make sure that no other criterion is used for selec-
tion. Let us know if you have difficulty in implementing this pro-
cedure.”
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TABLE 2.01

Quotas for Number of Cases To Be Collected
From Each City (Survey 1, N=2000)

Number of cases

City: Initial quota Final quota
Chicago 300 295
Cleveland 150 150
Dallas 150 100
Los Angeles 300 300
Miami 150 151
New York City 400 405
Philadelphia 200 199
San Francisco 200 250
Washington, D.C. 150 150
TABLE 2.02

Drug-Involved Deaths by Year and Quarter
of Discovery (Survey 1, N=2000)

Percent of Cases

Year § Chic- Cleve- Dal- Los Mi- New Phila. San Wash.
Quarter ago land 1las Ang. ami York Fran. D.C.

i k3 % 5% | % % %
1972

1st Q. 24.6

2nd Q.

3rd Q. 18.0
4th Q. 15.3

1973

Ist Q. 15.9
2nd Q. 16.6 12.0
3rd Q. 37.6 18.0
4th Q. 29.8 2
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1974
Ist Q. 25.0 45.7 12.6 0.6
2nd Q. 16.0 16.7 17.2 15.6 13.2
1 2.0
0.7

NeRe

2
3rd Q. 1 0.0 17.2
4th Q. 4.7 2.6

Tota1? 99.9 100.0 100.0 100.0 99.9 100.0 99.9 100.0 100.0
Number  (295)  (150) (100) (300) (151) (405)  (199) (250) (150)

8Because of rounding, some percentages do not add to precisely 100.0%.
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TABLE 2.03

Quotas for Number of Cases to Be Collected
From Each City (Survey 2, N=1004)

Number of cases

Quota

) selected monthly Total
City 1 Jan thru 31 Aug 1975 Number
Chicago First 16 cases 128
Cleveland All cases 69
Dallas All cases 61
Los Angeles First 18 cases 144
Miami First 10 cases 80
New York City First 30 cases 240
Philadelphia First 13 cases 103*
San Francisco First 13 cases 104
Washington, D.C. All cases 75

“Because, in one month, Philadelphia had a total of only 12
eligible cases, this count is one short of the planned quota.

The three remaining cities, Cleveland, Dallas, and Washington, were
requested to submit all eligible cases discovered during the specified
eight months. Quotas for the larger cities were set in proportion

to their caseload; for the smaller cities, the number was set some-
what higher to improve reliability of the resultant statistics. The
quotas and resulting numbers of cases are found in table 2.03.

As epidemiological purposes began to dominate the study, the con-
cern for representativeness became more serious. Since the initial
decision was to cooperate with the medical examiners' and coroners'
offices for data collection, rather than to have data collected by
project personnel, the outcome of sampling procedures rested pri-
marily on the ability of the investigators to communicate their
intentions and on the ability of the offices to comply. Because
of this, no strong claims can be made for generalizability of those
findings to a hypothetical universe of psychoactive drug-involved
deaths in those cities. But with the exceptions noted below, the
results are judged to be a fair representation of each office's per-
ception of such cases in its city.

The cases taken from nine urban areas obviously cannot be generalized
to rural areas. Moreover, the nine areas, not having been selected
at random, cannot be considered representative of urban United States.
Finally, since cases are taken from the files of medical examiners
and coroners they inevitably will not include cases that escaped
their attention.

Some types of cases that may escape the attention of coroners and

medical examiners are, for example, the case of a patient who died
in a hospital from hepatitis caused by an unsterile hypodermic needle
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used to inject heroin, or the case of a chronically ill person who
committed suicide by taking an overdose of pain-killer, but whose
death was attributed to the illness. Another type of case that
might not escape attention but still escape identification [at least
positive identification) as being due to a psychoactive drug is ex-
emplified by a person killed in an accident caused by his own or
someone else’s impairment of brain function by such a drug. Finally,
to complicate matters even further, there are probably consistent
differences from city to city, both in ability to recognize cases

as being drug-involved and in readiness to classify borderline cases
as being drug-involved.

For all these reasons, the generalizability of these data is severely
limited. The best that can be said is that they indicate the hypo-
thetical population of drug-related deaths in the nine cities, and
even that level of generalizability is further limited to the uni-
verse of deaths potentially identifiable from medical examiners’ and
coroners’ records, according to the standards of evidence in each
city. The data from all nine cities are useful for purposes of
comparison of decedents’ characteristics over time, within and among
the cities. To use the data to generalize to other cities or to

the nation as a whole would be unjustified, but they can generate
tenable hypotheses for future study.

After Survey 1 was completed, questions about representativeness
of data from each city were dealt with by an ad hoc inquiry in each
office. The inquiry proceeded as follows:

(1) A questionnaire on sampling procedures was filled out by
all coroners’ or medical examiners’ offices.

(2) A tally was made of all drug-involved deaths processed in
the years sampled in five cities (Cleveland, New York, Philadelphia,
San Francisco, and Washington, D.C.) for the years in which that to-
tal was in doubt. The form collected information on the major demo-
graphic variables (age, sex, race, marital status), drug(s), and on
the role of the psychoactive drug(s) as a cause of death, as well as
on the date of death and identifying case number.

(38) Official lists of deaths were supplied by three cities (Chi-
cago, Miami, and Los Angeles).

(4) Discrepancies between the original data and those collected
from the tally on particular questions were examined for individual
cities.

(5) Analysis was made on distribution of dates of discovery of
the deaths.

(6) Analysis was made of distribution of cases according to
role of the drug and the mode of death.

On the basis of this inquiry, the following judgments of represent-
ativeness were made for Survey 1 for the nine cities:

1. Chicago: Probably representative of 1973; sample contains
at least 85 percent of eligible cases.

2. Cleveland: Probably representative of 1973 and perhaps of
1974; sample contains 90 percent of eligible cases in 1973 and 70
percent in 1974.

3. Dallas: Probably close to a complete count of accidental
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(overdose) cases; other types of cases may not be as well represented.

4. Los Angeles: Accidental (overdose) cases overrepresented;
1973-1974 thoroughly covered.

5. Miami: Probably representative of 1973-1974.

6. New York: There were discrepancies in types of cases be-
tween the survey sample and other distributions! leaving represent-
ativeness in doubt. A large proportion classified unknown as to
mode [intention) made the analvsis difficult.

7. Philadelphia: A difference in definition of drug-related
deaths (exclusion of suicide cases who had not used drugs previously)
affects‘representativeness compared with other cities; other-wise,
the sample is probably representative of Philadelphia’s cases during
the Survey 1 period.

8. San Francisco: Probably representative of 1973-1974.

9. Washington, D.C.. Probably representative of 1973-1974.

A potential source of bias of general concern is that cities used
cases drawn from toxicological records rather than from the general
files. If taken only from toxicological records, it is conceivable
that drug-involved cases with negative or threshold toxicological

evidence might have been omitted. Moreover, such cases may be more
common for some roles of a drug in death than for others. The cities
which stated that they did not restrict their research to toxicolog-
ical records were Cleveland, Los Angeles, and Philadelphia.

Representativeness of Survey 2 was assessed after the fact by inter-
viewing the personnel by telephone. Only in Los Angeles was there
a possibility of discrepancy between sample and universe, created
by a difference in definition: Los Angeles included in its sample
only cases whose primary cause of death was attributed to a drug.

As a result of these investigations, representativeness of Survey 1,
in particular, must remain tentative. The task of obtaining these
samples from separate medical examiners’ or coroners’ offices was
instructive in its own right and useful conclusions can be drawn
from it.

COLLECTION OF DATA

For both surveys, the method of collecting data was to recruit one
or more persons in each of the nine cities to select the cases and
fill out the forms, paying $20 per completed form. When more than
one person collaborated, usually one was a qualified individual who
selected cases and handled any difficulties of interpretation, while
the other transferred the information from the case files to the re-
porting form. The problem of inducing members of the staff of the
coroner’s or medical examiner’s office to participate in this project
turned out to be unexpectedly difficult in several cities. Filling
out the form was a time-consuming task, and often no one was found
who could spare the time, even with the incentive of $20 per case.
Therefore, outsiders sometimes had to be recruited and made familiar
with the reporting form and the office’s system.

Whether insiders or outsiders finally took on the job, long delays
occurred in some cities before any reporting forms began to be re-
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turned, and often further delays occurred during which the forms
ceased to come in. Turnover in personnel in some cities sometimes
left the project abandoned for several weeks. Although certainly
not ideal from the standpoint of scientific rigor, these difficulties
are nonetheless unavoidable in using a system established for other
purposes.

ANALYSIS OF DATA

Most portions of the reporting form were preceded, but certain areas
required coding after data collection. Code Sheet #3, classifying
the role of drug and mode of death, has been discussed. The code
for drug classification was the same as that developed by LEA, Inc.,
of Ambler, Pa., for the initial DAWN reporting. It grouped drugs
according to the following attributes: (1) the principal therapeutic
action of the drug; (2) the chemical or pharmacological nature of
the drug; (3) the classification desired by the client or manufac-
turer; and (4) the U.S. Food and Drug Administration’s approved usage
of the drug. For purposes of analysis, the classification was re-
organized, combining the classes into ten categories: narcotics,
analgesics, barbiturates, sedatives, tranquilizers, marijuana and
psychedelics, psychostimulants, antidepressants, ethanol, and mis-
cellaneous . The “miscellaneous” category included those drugs that
were rarely mentioned and did not fit into other well-populated
categories. One exception to the aforesaid rule was quinine, which,
although it was often mentloned (being a common diluent of herom)
was still classified under “miscellaneous.” A category for mari-
juana and psychedelics was included because of potential interest,
but it was so rarely used that it might have been better to include
those drugs in the miscellaneous category. Appendix B lists the
names of the drugs which were entered in the various parts of the
reporting form and is a source of examples of the types of drugs
that were classified under each of the ten categories.

The analysis covered the areas of inquiry of most practical interest
to the sponsoring agency: distribution of drug types and mode of
death; characteristics of accidental, suicidal, and homicidal deaths;
and details of the toxicological, on-site, and off-site examinations.
The small numbers in some cells of some tabulations precluded more
sophisticated analysis or even the computation of percentages that
could be compared across all cities.* A multivariate analysis might
have answered the question of how important certain factors were in
explaining the modes of death, but the data were not amenable to it.
It is hoped that visual inspection of the tabulations will suffi-
ciently illuminate the issues. The data tapes have been deposited
in the Drug Abuse Epidemiology Data Center at Texas Christian Uni-
versity for secondary analysis by interested scholars.

* To avoid misleading comparisons, percentages were not reported
on any cells totaling less than 20. (Editor)
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METHODOLOGICAL AFTERWORD

A good form on which to record a comprehensive range of information
germane to psychoactive drug-involved deaths does not suffice to
obtain fully reliable information. Many kinds of errors occur in
trying to obtain data from any source with any reporting form. The
investigators tried to keep these errors to a minimum in a number of
ways. They personally examined the case records available in the
medical examiners' offices for completeness and relevance; they work-
ed with individuals at the coroners' offices to fill out portions of
the form and spot-check for errors in recording. When appropriate,
they collected and recorded the data personally instead of delegating
the responsibility to other individuals. Finally, the completed
forms were checked by computer, and a number of computer programs
were written and used to detect errors, omissions, and inconsisten-
cies. Nonetheless, the kinds of errors encountered despite these
precautions serve as a map of possible pitfalls.

I. Errors in the sampling process to achieve representativeness:

A. Selection by the medical examiner or coroner Of Cases from
files according to preconceptions about the distribution of the
kinds of cases.

B. Time sampling errors from the annual pool of cases, either
unsystematic (irregular annual sampling over only a few months) or
systematic (regular sampling over the same few months).

C. Lack of chronological listing of all cases processed by a ju-
risdiction, and haphazard use of various other lists of deaths by
Poison, suicides, homicides, accidents, and so forth.

II. Errors or inadequacies in the source of information:
A. Errors in recording relevant details in the coroners' files.

B. Omissions or other incomplete data in these files.

C. Delegation of data collection to uninformed or untrained
personnel.

D. Errors intrinsic in the data itself, e.g., in the postmortem,

goxiﬁological assessments, certification of cause of death, and so
orth.

We hope that others in the future, faced with a similar task of

assessing a new social problem w1th1n the limits of a preexistent
data collection system, may find our experiences useful.
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Chapter 3

General Description of Cases

SUMMARY

By making certain restrictions on the cases and the descriptive
variables considered, data for all or most of the nine cities
were sufficiently comparable to warrant combining them. To at-
tain comparability in the types of cases included, they were
restricted to those for which a drug or combination of drugs was
the direct cause of death (Categories A and B on Code #3), herein
referred to briefly as “overdose deaths.” To attain comparability
in Survey 1 cases, several extra restrictions had to be imposed.
The analyses performed on the data from the Survey 1 time period
had to be restricted to the descriptive variables found on the
tally form used in the ad hoc inquiry that followed Survey 1 (see
page 13): sex, age, race, marital status, drugs involved, and
mode of death. The same tactic also allowed the inclusion of
cases from tallies of Cleveland and San Francisco that supple-
mented their cases on the reporting form. Additional restrictions
were necessary to attain comparability of sampling period for
Survey 1 cases.

Before combining the data from the various cities, each city’s
results were weighted to represent the estimated number of over-
dose deaths that had been processed by the medical examiner or
coroner of the city during each of three time periods.

The variables that appear on the tally form were examined and
compared for the three time periods. Males outnumbered females,
and accidental deaths were more numerous than suicides, except
for the “unknowns.” A trend was apparent in two variables, sex
and type of drug involved. The percentage of males increased
from 58 to 68 percent from the first to the third period, and the
percentage of cases involving narcotics increased from 41 to 55
percent, while the percentage of cases involving barbiturates or
both barbiturates and narcotics decreased.

COMBINED GENERAL DESCRIPTION OF CASES FOR ALL NINE CITIES

The chapters which follow will analyze the results of Surveys 1
and 2 for separate cities. There are good reasons for this
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strategy: each city's drug-involved death population may have
unique characteristics, and/or each city's medical examiner or
coroner may have a somewhat different conception as to what con-
stitutes a drug-involved death. Nevertheless, there is value in
looking at the combined data from the nine cities. Although they
do not encompass the entire United States, the nine selected
cities do include some of its most populous areas, many of which
are meccas for drug abusers or are places where illicit drugs are
more available than in other parts of the country. Therefore,
results based on all of the cities can be considered a rough
reflection of urban United States.

Creation of Data Sets Combining Cases from the Nine Cities

In order to combine the data of the nine cities into a meaningful
set, the cases had to be reasonably comparable as to type and
time of occurrence.

Not all types of cases could be included in the combined set,
since there were substantial differences from city to city in the
types of cases deemed drug-involved (see chapter 2). The solu-
tion to this problem was to include in the combined set only those
cases of drug-induced deaths for which the role of the drug was
direct and not those in which the drug was merely a contributory
cause of death. It is the latter type of case on which those
cities' attitudes seemed to differ most. Moreover, for most
cities, the drug-induced cases made up the great majority of the
samples.

One difficulty with the above solution was that Philadelphia dif-
fered substantially from the other cities in Survey 1, even in
its definition of an overdose death, It was therefore considered
necessary to exclude all Philadelphia's Survey 1 cases from the
combined set. Another difficulty was that New York City's method
of selection in Survey 1 seemed to be one which would not lead to
a representative sample even of overdose deaths. Since the con-
tribution of New York to a combined set of data for all the

cities was so large, it was not practical to exclude New York
cases. The solution to this problem took advantage of the fact
that an exhaustive census of drug-involved death cases was ob-
tained from New York on the tally form. If the analyses to be
performed on the combined Survey 1 cases were restricted to those
variables that appeared on the tally form, then cases of overdose
deaths that were available on that form could also be used in
making up a combined set. Thus it was decided that: (1) New
York City's contribution to the combined set of cases for the
time periods of Survey 1 would be taken exclusively from the
tally cases; (2) the other cities' contributions would be taken
from the Survey 1 cases but consist only of those variables found
also on the tally form; and (3) Cleveland's and San Francisco's
Survey 1 contributions would be supplemented by the cases they
added with the tally. (Washington, D.C.'s tally form cases were
not considered suitable for inclusion.) There was no reason for
the Survey 2 combined set to be restricted to the tally form
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variables, but these variables can be singled out in that set for
comparison with earlier data.

Another requirement for comparability was that the cases to be
combined must have occurred during the same period of time. Al-
though this was true for Survey 2 cases, inspection of table 2.02
indicates that it was not true for Survey 1 cases. To solve this
problem, from the entire span of time covered by Survey 1, two
periods were selected that had good representation from most
cities, and two separate combinations were made for the cases
that occurred in each time period. The two time periods for Sur-
vey 1 were July through December 1973 and January through June
1974. The Survey 1 cases that did not occur during either of
these time periods were ignored and do not contribute to any of
the analyses of the combined data reported here. It should be
noted that Chicago did not contribute any cases occurring during
1974, and therefore it is not represented in the second combined
set. (It was because of Chicago's absence from the 1974 data
that Survey 1 was divided into the two time periods described,
which are analyzed separately in this chapter.) Philadelphia, as
mentioned earlier, is not represented in either of the two Survey
1 combined sets.

In summation, three sets of cases were created that combined
cases from the cities. The first set covered the last six months
of 1973, the second covered the first six months of 1974, and
the third covered the first eight months of 1975. All three sets
included only cases of overdose deaths, The first two sets did
not include any cases from Philadelphia, and the second set did
not include any cases from Chicago. The first two sets included
cases available from the tally as well as from Survey 1, and
therefore allowed analysis only of variables that appear on the
tally form. The third set included all cities and allowed analy-
sis of all variables found on the reporting form.

Weighting of the Cases

Before analyzing the combined sets of cases, each city's contri-
bution had to be weighted by taking its sampling fraction into
account. That is, each city's contribution to the combined sets
was made proportional to the total number of overdose cases that
occurred in that city during the sampled period. This was ac-
complished by multiplying each city's contribution by the ratio
of the number of cases in the total population to the number of
cases in the sample.

The problem then arose of estimating the total number of overdose
deaths that were processed in each of the nine coroners' or
medical examiners' offices during each of the three time periods
to be analyzed. For the third set, which consists of Survey 2,
it was comparatively easy to do this. For Survey 2 the total
number of drug-involved deaths during the eight months sampled in
1975 was reported by each city. We assume that the proportion of
overdose deaths to total drug-involved deaths found in the cases
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TABLE 3.01

Estimated Actual Cases and Survey Cases
of Overdose Deaths® for Three Time Periods, in Nine Cities

~Number of Cases
June-December 1973 July-December 1974 January-August 1975
(6 months, (6 months, (8 months,
City Survey 1) Survey 1) Survey 2)

Estimated OSurvey LEstimated Survey Estimated Survey
Actual Cases Actual Cases Actual Cases

Cases Cases Cases
Chicago 160 126 c c 289 81
Cleveland 63 63 43 43 62 62
Dallas 33 33 33 33 53 53
Los Angeles 472 93 508 145 799 142
Miami 63 39 91 43 132 67
New York 721 721 623 623 1017 204
Philadelphia b b b b 124 79
San Francisco 87 71 96 96 139 88
Washington, 28 20 24 11 43 43

D.C.

* Overdose deaths defined as deaths caused by direct action of drug(s).
Categories A and B in Schedule 2.01, Code #3.

" Cases excluded from this analysis because of definitional problem.

¢ No cases contributed to survey in this segment of reporting time.

for which reporting forms were filled out is a good approximation
to the proportion that occurs in all the cases. For example, if
city X claims that 400 eligible cases occurred in the eight
months and we find that 80 of the 100 cases for which we have a
report were overdose cases, then we can estimate that 80 percent
of the 400 (320 cases) were overdose cases. Therefore, in the
combined sample, each of this city's 80 cases would count as

four to contribute 320 cases to the total number. We did not
need to estimate for the three cities that contributed 100 per-
cent of their eligible cases to Survey 2.

Estimating the total number of overdose cases that occurred in
each city during the time periods covered by the two Survey 1
sets (the last six months of 1973 and the first six months of
1974) required a bit of speculative reasoning for most cities.
The exceptions are New York and Cleveland for both time periods
and San Francisco for the second period. For these cities for
which we have the tally data, all cases are included in the two
sets. The estimates for the other cities were derived from tabu-
lar and other materials received from the offices in those cities.
Table 3.01 presents the estimates of numbers of overdose cases
for each city for the six-month periods analyzed in 1973 and
1974 and for the eight-month period of Survey 2 in 1975.
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Findings of the Combined Sets

Table 3.02 presents some summary findings on the variables avail-
able in the tally form for the three sets of combined cases. The
findings must be approached cautiously because of the tentative
way in which cases in some of the cities were weighted in the
first two periods. Furthermore, because the 1974 period has no
contribution from Chicago and neither the 1973 nor the 1974 per-
iod has any contribution from Philadelphia, differences between
periods may reflect the changing composition of the samples
rather than any total trend. One is struck, nevertheless, by the
remarkable consistencies, rather than by the differences, across
time periods.

The largest category in modes of death was "unknown,” but among
the rest, accidental deaths outnumbered suicides, and homicides
were nearly absent. Average age of the decedents was about 32
years. Opiates outnumbered barbiturates (in single drugs involv-
ed) by about two to one. Males outnumbered females, though not by
a large margin.

The proportion of males showed a small increase between the
earlier period and the later ones. It is hard to attribute this
trend to the changing composition of the sample; that is, the
proportion of male overdose deaths in the excluded city, Chicago,
itself increased from 65 percent in 1973 to 75 percent in 1975.
The elimination of Chicago from the 1974 sample should, if any-
thing, cause the male proportion to decrease in that year, It is
also difficult to attribute the increase in the 1975 male propor-
tion to the inclusion of Philadelphia in that year, The male
proportion of that city’s overdose deaths in 1975, 66 percent,
was below the average proportion of 68 percent for the combined
sample. Perhaps future analyses will be able to answer the
question of whether the trend was real or a sampling artifact,

Another tendency apparent in table 3.02 is for cases in which
opiates were involved to increase at the expense of barbiturate
cases and cases involving both barbiturates and opiates. This
may be related to the previously mentioned increase in male cases.

The combined group of Survey 2 overdose death cases can be in-
spected on all the variables of the reporting form, not only on
those of the tally form. Therefore, table 3.03 presents sum-
maries of some other selected demographic and biographic variables
to help characterize the nature of that sample.

One small finding that stood out was the proportion of decedents
who lived alone -- 26 percent, Another was that only 22 percent
were unemployed. Because of the rather large amount of informa-
tion “unknown” about these cases, firm conclusions are not easy
to draw.
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TABLE 3.02

Major Demographic Characteristics of Weighted
Combined Overdose® Cases for Three Time Periods

Survey 1 Survey 2
June-December, July-December, January-August,
1973 1974 . 1975
Mean age 32.5 32.3 32.7
in years
Sex:
Male 58 % 63 % 68 %
Female 42 37 32
Race/ethnicity:
White 55 % 51 % 56 %
Black 34 32 33
Hispanic 9 13 .11
Other 1 4 0+
Unknown 1 0+ 0
Marital status:
Never married 43 % 42 % 48 %
Married 28 27 27
Separated 3 2 4
Divorced 11 12 11
Widowed 4 4 S
Unlnown 10 13 6

Drug type involved:

Opiates 41 % 48 % 55 %
Barbiturates 27 21 21
Both 13 10 5
Neither 19 21 19
Mode of death:

Accident 36 % 37 % 34 %
Suicide 25 24 29
Homicide 0+ 0+ 0+
Unknown 38 39 37

a
Overdose cases defined as deaths caused by direct action of
drug(s), Categories A and B in Schedule 2.01, Code #3.

22



TABLE 3.03

Selected Characteristics of Weighted Combined Overdose® Cases

Employment Status: Recent Living Arrangements:
Full-time 29 % With both parents 8 %
Part-time 2 With mother 6
Unemployed 22 With father 0+
Student S With spouse 18
Housewife 11 With other member
Pre-school 0+ of opposite sex 8.
Retired 3 With relative 6
Unknown 28 With friend 4

T00 % Alone 26
Other 5
Unknown 17

g0

Occupational Status:
Military Service:

Professional 3% Had served 10%

Semiprofessional 5 Never served 59

Skilled 12 Unknown 31

Semi-skilled 18 100%

Unskilled 16

Student 5 History of Enrollment in

Housewife 12 Drug Rehabilitation/Treat-

Never employed 8 ment Programs:

Unknown 2

TOT% P At least once 5%
Never 46
Unknown 48
g%

8 Overdose cases defined as deaths caused by direct action of
drug(s), Categories A and B in Schedule 2.01, Code #3.

b Adds to more or less than 100% because of rounding.
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Chapter 4

Role of Drugs in Death

SUMMARY

The role of the drug in death can be reliably classified by
coroners and medical examiners according to a schema that differ-
entiates whether the death was directly induced or merely drug-
related, and by mode of death.

To illustrate the variety of drug roles involved in these deaths,
in Survey 1 (1972-1974), a single psychoactive drug was the speci-
fic cause of death in 41 percent of the 2000 cases, and a combi-
nation of drugs was responsible in 34 percent. A preexisting

and potentially fatal physiological disorder in combination with
the drug(s) resulted in the death in 7 percent of the cases; and
death resulted from a combination of the drug effects and physical
events outside of the person's body (for example, an auto accident)
in 15 percent.

In the two surveys there were differing patterns across cities of
the roles of the drug(s) in death. Also, except for Chicago,
there were somewhat different distributions of the roles of drugs
within each city from one time period to the other.

ROLE OF DRUGS IN DEATH

The role of the drug involved in the death was classified accord-
ing to the nineteen categories in Code #3, "A Schema for Defining
and Categorizing Drug-Involved Deaths" (page 9). The classifi-
cation involves two dimensions: (1) directness of the drug's
action, ranging from simple or direct cause of death to drug in
combination with a physical event outside the patient's body; and
(2) mode of death, ranging from accidental to homicidal, and
including "unknown." All of the coroners' and medical examiners'
offices participating in the study said that this classification
could be quite reliably carried out by their offices.

Of the Survey 1 cases, the following categories of the role of
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drugs in death constitute the major portion of the causes:

. In 41 percent of cases the drug was the specific cause of
death, with no other agent or condition playing a signifi-
cant role.

. In 34 percent of cases the drug led to a lethal outcome
by combining with some other pharmacologic agent such as
alcohol or a barbiturate.

In 10 percent of cases the drug caused death by combining
with some preexisting and potentially fatal physiological
condition such as diabetes or chronic heart disease (7
percent) or drug abuse condition (3 percent).

In 15 percent of cases the drug led to fatal results
through a combination of physical events outside the
patient’s body, such as death by vehicle or gunfire while
under the influence of the drug.

Table 4.01 gives these findings in fuller detail.

Table 4.02 gives the results by role of drug (and mode) in Survey
2, which took place about two years later. It is interesting to
observe that overall patterns changed with time. They also
changed in some of the nine cities. The proportion of “drug-
induced” deaths was smaller in the earlier survey, and “drug-
related” cases were less frequent in the later one. It is possible
that drug consumption patterns, treatment and rehabilitation
programs, intervention in the criminal justice system, and pre-
ventive measures influenced these patterns. It is even possible
that differences in sampling cases over time contributed to the
variations (see chapter 2).

ROLE OF DRUGS IN DEATH, BY CITY

The following differences appeared in individual cities when data
from Surveys 1 and 2 were compared (see tables 4.01 and 4.02).

Chicago: The distribution of roles of drugs in death was similar
in 1973 and 1975.

Cleveland: Single-drug suicides were considerably more frequent
in the first survey than the second, and polydrug-induced acci-
dents were more frequent in the second.

Dallas: There were more single-drug-induced suicides in the first
survey, but more polydrug-induced suicides in the second. There
were also fairly high proportions of unknowns in both surveys.

Los Angeles: Single-drug-induced accidents went down, but poly-
drug suicides went up from the earlier to the later survey.

Miami: There was a higher incidence of accidental deaths and
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TABLE 4.01

Role of Drug in Death Cases, by City (Survey 1, N=2000).

Percent of cases

Role of Drug Chi- Cleve- Dal- Los Mi-  New Phila. San Wash. All
in Death: aég land las An_g ami _ York Fran. D.C Cities
3 ] ] 3 3 ¥ L1 ¥ No.
Drug-induced
Single drug:
Accident 17.6 23.3 15.0 28,3 21.2 -- 0.5 21.2 30.0 15.8 (318)
Suicide 4.4 34,7 39.0 1.0 43.7 1.0 7.5 24.4 20.0 15.7 (313)
Homicide 0.3 0.7 .- -- -- 0.2 - -- -- 0.2 (3)
Unknown 3.1 0.7 21.0 0.7 0.7 16.1 36.2 5.6 0.7 9.2 (186)
Subtotal 25.4 59.4 75.0 40.0 65.6 17.3 44,2 51,2 50.7 40,9 (820)
Polydrug:
Accident 30.2 21.3 4.0 31.3 8.6 0.2 -- 18.8 6.0 14.5 (289)
Suicide 4.4 4.7 5.0 7.3 15.2 5.7 -- 16.8 2.7 7.0 (139)
Homicide 0.7 - -- -- -- -- -- -- -- 0.1 (2)
Unknown 2.0 -- 2.0 0.7 --  58.1 2.0 2.0 0.7 12.7 (254)
Subtotal 37.3 26,0 11.0 39.3 23.8 64.0 2.0 37.6 9.4 34.3 (684)
Drug-related
S
Illness:
Accident 5.8 2.0 4.0 9.3 2.6 -- 4.0 4.0 0.7 3.7 (75)
Suicide 0.3 -- 1.0 7.7 2.0 -- 0.5 -- -- 1.5 (29)
Unknown 0.7 1.3 1.0 0.3 -- 6.0 1.5 0.8 2.0 1.9 (38)
Subtotal 6.8 3.3 6.0 17.3 4.6 6.0 6.0 4.8 2.7 7.1 (142)
Drug(s) & ex-
ternal event:
Accident 9.5 1.3 4.0 0.7 2.6 0.7 3.0 1.2 2.0 2.8  (55)
Suicide 3.1 1.3 3.0 0.7 0.7 0.2 5.0 1.2 2.7 1.8 (35)
Homicide 15.6 6.0 -- 1.3 0.7 1.2 36.2 3.2 28.0 9.3 (187)
Unlmown 1.0 1.3 -- -- -- 1.7 -- 0.4 -- 0.7 (13)
Subtotal 29.2 9.9 7.0 2.7 4.0 3.8 44.2 6.0 32,7 14.6 (290)
Drug(s) & se-
quelae of drug
abuse:
Accident 1.4 1.3 1.0 0.7 2.0 0.5 2.5 0.4 2.7 1.2 (24)
Unknown -- .- -- -- -- 8.2 1.0 -- 2.0 1.9 (38)
Subtotal 1.4 1.3 1.0 0.7 2.0 8.7 3.5 0.4 4.7 3.1 (62)
Total 100.1 99,9 100,0 100.0 100.0 99.8 99.9 100.0 100.2 100.0
Number (295) (150) (100) (300) (151) (403) (199) (250) (150) (1998)

3 Because of rounding, some percentages do not add to precisely 100.0%.
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TABLE 4.02

Role of Drug in Death Cases, by City (Survey 2, N=1004)

Percent of Cases
Role of Drug Chi- Cleve- Dal- Los Mi- New Phila. San Wash. All

in Death: ago land 1las Ang. ami York Fran, D.C. Cities
3 ¥ 3 E |1 ¥ ¥ 11 1 T 1o.

Drug-induced
gle H
Accident 21.1 23.2 8.2 17.4 16.3 -- -- 15.4 12.0 11.1 (111)
Suicide 1.6 10,1 24,6 16.0 31.3 10.4 13.6 11.5 18.7 13.7 (Q37)
Homicide -= 1.5 - -- - .- -- -- -~ 0.1 1)
Unknown 1.6 1.5 11.5 0.7 -~ 4.3 11.7 1.0 5.3 12,7 (127)
Subtotal 24.3 36.3 44.3 34,1 47,6 51.7 25.3 27.9  36.0 37.6 (376)
Polydrug:
Accident 34.4 42,0 4.9 38.9 10.0 - 2.9 37.5 16.0 19.3 (194)
Suicide 3.1 10.1 29.5 25.7 26.3 2.9 14.6 16.4 4.0 12,9 (129)
Homicide -- -- .- - -- -- 1.0 -- - 0.1 Q)
Unknown 1.6 1.5 8.2 -- -~ 30.4. 33.0 2.9 1.3 11.9 (119)
Subtotal 39.1 53.6 42.6 64.6 36.3 33.3 SL1.5 56.8 21.3 44.2 (443)
Drug-related
Drug(s) &
Illness:
Accident 2.3 -- 1.6 0.7 -- 2.9 1.0 1.0 2.7 1.6 (16)
Suicide 0.8 -- - - 1.3 - 1.0 1.0 -- 0.4 )
Unknown 1.6 - 6.6 - -- 0.8 -- -- -- 0.8 (8)
Subtotal 4.7 -~ 8.2 0.7 1.3 3.7 2.0 2.0 2.7 2.8 (28)
Drug(s) § ex-
ternal event:
Accident 9.4 .- 1.6 -- 5.0 1.7 2.9 3.9 2.7 3.0 (30)
Suicide 5.5 2.9 -- -- 3.8 0.8 2.9 1.9 -- 1.9 (19)
Homicide 14.8 5.8 -- - 5.0 5.8 14.6 4.8 28.0 8.2 (82)
Unknown 1.6 -- -- -- -- -- -- -- 1.3 0.3 (3)
Subtotal 31.3 8.7 1.6 -- 13,8 8.3 20.4 10.6 32.0 13.4 (134)
Drug(s) § se-
quelae of
drug abuse:
Accident 0.8 1.5 3.3 0.7 1.3 2.1 1.0 2.9 2.7 1.7 QA7)
Unknown - -- - -- -- 0.8 .- - 5.3 0.6 6)
Subtotal 0.8 1.5 3.3 0.7 1.3 2.9 1.0 2.9 8.0 2.3 (23
Total = 100.2  100.1 100.0 100.1 100.3 99,9 100.2 100.2 100.0 100.3
Number (128) (69) _(61) (144) (80) (240) (103) (104) (75 (1004)

2 Because of rounding, some percentages do not add to precisely 100.0%.
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suicides due to the direct effect of a single drug in the earlier
than the later survey, but polydrug suicides were more frequent
in the later survey.

New York: There were large proportions of cases "unknown” as to
mode in both surveys, making comparisons difficult.

Philadelphia: There was a substantial number of "unknowns.” One
difference noted was a drop in drug-involved homicides from the
first to the second survey.

San Francisco: A somewhat larger proportion of deaths in single-
drug accidents and suicides was reported in the earlier survey,
and more polydrug accidents in the later one.

Washington D. C. There was a higher proportion of single-drug
accidents in the earlier survey, and a higher proportion of
polydrug accidents in the second one.

The only discernible trend both overall and in several of the
separate cities was a shift from single-drug-induced to polydrug-
induced deaths. These may have reflected changing patterns within
cities, over time, of the role of psychoactive drugs in causing
death, or changing standards over time as different individuals
filled out reporting forms. The notion of representativeness

held by medical examiners and coroners of the demographic and bio-
medical characteristics of psychoactive drug-involved deaths
processed yearly by their offices was quite flexible and impres-
sionistic. The case selection for the first survey was not random
and relied heavily on the medical examiners’ and coroners’ impres-
sions of representativeness. The later survey aimed for random
selection and, hence, should provide a truer representative sample.
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Chapter 5

Treatment of Victim Prior to Death

SUMMARY

Inquiries were made about two types of treatment prior to death:
enrollment in a program for drug abuse treatment or rehabilitation
and emergency treatment immediately prior to death. In fairly
large proportions of the cases, there was no information about the
former. Among those cases about whom information was available,
very few had been enrolled at time of death; 8 percent were in meth-
adone maintenance programs. Only a small proportion, reported pri-
marily by physicians, received emergency treatment immediately
prior to death. The major types of management were assisted
breathing, medication, heart massage, and procedures involving the
trachea.

TREATMENT OF VICTIM PRIOR TO DEATH'

Current Enrollment in a Drug Abuse Treatment or Rehabilitation
Program

In Survey 1, a small proportion (21.8 percent) of the 2000 cases
were known to be enrolled at time of death in some kind of treatment
or rehabilitation program. In 31.6 percent, the information was

not known. Questioning in this area was clarified and expanded when
the reporting form was revised for Survey 2, thus making comparisons
between the surveys somewhat difficult.

Among the cases on which information was available in Survey 2, the
overwhelming majority had not been enrolled in a program at time of
death (86.1 percent.). Among those who had been enrolled, the

largest proportion (8.1 percent) were in methadone maintenance (see
table 5.01). Cities varied considerably in the proportions of cases

1. Data for this portion of the study were obtained principally
from responses to Part V (Treatment Prior to Death) of the reporting
form, except for the information concerning drug abuse treatment or
rehabilitation programs, which was contained in Part I (General),
item #24, of the Survey 1 form and in Part I, items #24-26, of the
revised form used in Survey 2.
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TABLE 5.01

Enrollment in Dug Abuse Treatment or Re-
habilitation at Time of Death, by City
(Survey 2, N=1004)

Enrollment and

Percent of cases

Type of Program Chic- Cleve- Dal- Los Mi- New Phila. San Wash. All
at time of Death ago land las Ang. ami York Fran. D.C. Cities
% % % ] 5 3 3 % % No.

Methadone

detoxification -- 20.0 -- 3.3 -- 1.2 1.3 @M% -- 1.8 (10)
Methadone

maintenance 8.8 15.0 -- 6.7 4.3 7.7 14.1 -- 9.8 8.1 (46)
Other program,

known -- 5.0 -- 3.3 -- 0.9 2.6 (2% -- 1.4 (8)
Other program,

type unknown 8.8 5.0 -- 13.3 -- 0.4 7.7 -- -- 2,6 (15)
Not enrolled 82.4 55.0 100.0 73,3 95.7 89.8 74.4 (5)2 90.2 86.1 (492)
Total Known 100.0 100.0 100.0 99.9 100.0 100.0 100.1 a 100.0 100.0
Number Known (34) (20) (36) (30) (69) (235) (78) (8) (61) (571)
Number Unknown %) @49 (25) (14) (v 5 (@5) (@6 @14 (433)
TOTAL Number (128) (69 (61) (114) (80) (240) (103) (104) (75) (1004)

*Too few cases for computing reliable percentages.
"Because of rounding, all percentages may not add to precisely 100.0%




known or unknown for enrollment in rehabilitation or treatment
programs. Philadelphia, Miami, and New York were the only cities
where a reasonably large proportion could be classified (see table
5.02). A similar pattern of lack of information, with the exception
of Philadelphia, Miami, and New York, is seen in table 5.03, which
summarizes data on frequency of involvement in rehabilitation
programs.

Treatment for Drug Overdose Immediately Prior to Death

A question on recent treatment for overdose was asked on two parts
of the reporting form: Part I, designed as an inclusive short form,
and Part V, designed to gather detailed information on treatment.
Some discrepancy between answers on the two parts occurred in both
surveys.

Eliminating cases where the information was unknown, Part I respon-
ses for Survey 1 indicated that only 25.6 percent of cases received
treatment; Survey 2 showed 11.9 percent (table 5.04). Part V
responses were relatively close to those proportions, 21.8 percent
and 13.9 percent, respectively. It is possible that the discrepancy
between results of the two surveys is due to the wording of ques-
tions relating to treatment prior to death. (In Survey 2, answers
relating to treatment for gunshot wounds, disease, or other dis-
orders not directly related to treatment for psychoactive drug
ingestion were automatically eliminated.) Major intercity differ-
ences in Survey 2 were restricted to a low incidence of treatment
prior to death in San Francisco (6.7 percent) and New York (4.2
percent). The other seven cities had a narrow range of treatment
rates, from 12.0 percent in Washington, D. C. to 19.4 percent in
Philadelphia (table not shown).

Locations Where Decedents Were Treated Prior to Death

As many as three locations could be listed where the decedent was
treated before death. However, the numbers of second and third
responses given were small. The total responses for Survey 1 and
Survey 2 are given in table 5.05. Most treatments were recorded
as given in hospitals (including emergency rooms). Intercity dif-
ferences were not notable (table not shown).

Persons Who Treated the Decedents for Acute Drug Involvement

Up to three persons could be listed who treated the deceased prior
to death These data are summarized in table 5.06. Most treatments
(66.3 percent for Survey 2, for example) were reported as given by
physicians. Los Angeles differed from the other cities in reporting
treatment by a physician in only 36.7 percent of the cases and in

a uniquely high treatment rate by paramedics (33.3 percent) compared
with the other eight cities (table not shown).
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Most Recent Enrollment in Drug Abuse Treatment

or Rehabilitation, Cases Not Enrolled at Time
of Death, by City (Survey 2, N=1004)

Most Recent En-
rollment, If not
at Death:

Chic-
ago

Percent of Cases Not Enrolled at Time of Death

San  Wash. A1l
Fran. D.C. Cities

Past month

Past year

More than one
year before
Enrolled but not
known when
Never enrolled
Unknown if ever
enrolled

2
17,

%

°

0.8

.4
5

79.4

s

~ =
N O
0

IO
o0 WO e wwu

% % % No.

- 2.7 2.8 (27)
-- 1.4 1.3 (13)
1.0 -- 0.9 (9)
1.0 -- 2.0 (19)

2.0 39.2 40.3(391)
96.0 56.8 52.7(511)

Numbers not?
enrolled at
time of death

100.1
(126)

100.0 100.0 101.1 100.0 100.

— O O

100.0 100.1 100.0
(1o1) (74) {970)

“Because of rounding, all percentages may not add to precisely 100.0%.
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TABLE 5.03

Frequency of Participation in Drug Abuse
Treatment or Rehabilitation Programs by
City (Survey 2, N=1004)

Frequency of

Percent of Cases

Participation Chi- Cleve- Dal- Los Mi- New Phila. San Wash. All
in Program: cago land las Ang. ami York Fran. D.C. Cities
% % % % % % % % % % No.

Once -- -- 1.6 - 1.3 1.3 -- -- 2.7 0.7 N
Twice -- -- -- -- - .- 1.0 -- 1.3 0.2 (2)
Three or

more times -- 1.5 -- 2.1 1.3 0.4 2.9 -- -- 0.9 9
At least once,

but number

unknown 2.3 1.5 -- 3.5 2.5 8.3 12.6 1.0 1.3 4.6 (46)
Never 16.4 4.4 37.7 13.9 67.5 77.5 40.8 1.9 37.3 37.8 (379)
Unknown 81.3 92.8 60,7 80.5 27.5 12.5 42.7 97.1 57.3 55.9 (561)
ToTaL? 100.0 100.2 100.0 100.0 100.1 100.0 100.0 100.0 99,9 100.0
Number (128)  (69) (61) (144) (80) (240) (103) (104) (75) (1004)

?Because of rounding, all percentages may not add to precisely 100.0%




TABLE 5.04

Incidence of Treatment Given Prior to Death,
Responses to Questions in Survey 1 (N=2000)
and Survey 2 (N=1004)

Survey 1

Hospitalization and/or Medi-
cal Attention Given up to 10

Weeks Prior to Death?@

Survey 2

Treatment for Drug Overdose
Immediately Prior to Death®

Yes 25.6%
No 74.4
T00.0%
Number yes
or no 1912)
Number un-
known ( 86)

Number missing ( 2)
Total Number (2000)

Yes 11.9%
No 88.1
100.0%
Number yes
or no (971)
Number un-
known ( 33)

Total number (1004)

Treatment {Given Prior to

Death
Yes 21.8%
No 78.2
T00.0%
Number yes
or no (1961)
Number un-
known ( 29)
Number
missing ( 10)

Total number (2000)

Treatment for the Fatal
Dose Prior to Death

Yes 13.9%
No 86.1
T00.0%
Number yes
or no ( 997)
Number un- (7
known

Total number (1004)

2 part I, Ttem No. 25
b part v, Item No. 1
€ Part I, Item No. 27
d part V, Item No. 2
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TABLE 5.05

Locations Where Cases Were Treated Prior to Death, Surveys 1 and 2

Percent of Mentions2

Locations

Where Survey 1 Survey 2

Treated:
Own home 2.2% 11.0%
Other home 1.6 5.5
Physician's office 2.2 --
Emergency room 30.9 28,2
Hospital 44,6 47.9
Ambulance/mobile

emergency unit -- 6.8
Other 18.5 0.6

100.0% ~100.0%

Number of mentions® (556) (163)

aUp to 3 mentions per case were allowed.

TABLE 5.06

Types of Persons Who Treated Decedents Prior
to Death, Surveys 1 and 2

Percent of Mentions?

Types of Persons

Who Treated: Survey 1 Survey 2
Spouse or family

member 1.2% 3.7%
Friend 2.0 6.8
Ambulance attendant 17.0 6.1
Paramedics b 9.2
Nurse 23.0 2.4
Physician 44.0 66.3
Police/fireman b 3.7
Other 12.8 1.8

100.0% 100.0%

Number of mentions® (649) (163)

a .
Up to 3 mentions per case were allowed.

bNo'c asked
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Types of Medical Management Prior to Death

Respondents could list up to three types of medical procedures
provided the patient before death. Not surprisingly, assisted
breathing, medication, heart massage, and endotracheal intubation
or tracheostomy were the most common types of treatment (see
table 5.07). Intercity differences were not great (table not
shown).

Medications, Given or Taken Within Two Weeks of Death

A tabulation was made listing all drugs reported to have been given
or taken within two weeks of death, following the LEA classifica-
tion described in chapter 2 (see appendix B, tables 5a through 5d,
pages 143 to 172). It may not be surprising that most of them were
not psychoactive drugs but fell in the "miscellaneous” classifica-
tion (e.g., antibiotics, cold medicine, and the like), used presum-
ably for other treatment purposes. On the other hand, the large
number of psychoactive drugs (e.g., narcotics, barbiturates, other
sedatives, tranquilizers, and analgesics) also taken by these indi-
viduals in the two weeks before death points to the high usage of
these drugs by individuals prone to drug-involved death.

This study gives definite information about actual treatment prior
to death on only 21.8 percent of Survey 1 and 13.9 percent of
Survey 2 cases. There is no information about any drugs that the
rest of the decedents had been taking before death, except for the
psychoactive drugs most likely to have been involved in the death.
Data obtained during the on-site investigation did provide infor-
mation on the psychoactive drugs found at the scene of death
(chapter 6, table 6.08).

TABLE 5.07

Types of Management Used in Treatment Prior
to Death, Surveys 1 and 2

Percent of Mentions®

Types of
Management in
Treatment: Survey 1 Survey 2
Vomiting 1.4% 1.3%
Gastric lavage 5.8 3.6
Medication 26.9 22.0
Assisted breathing 22.9 31.4
Tracheal help 13.9 12.6
Heart Massage b 16.5
Dialysis 2.9 b
Observation 4.0 3.6
Other 22.2 9.0
100.0% 100.0%
Number of mentions® (446) (223)

*Up to 3 mentions per case were allowed.
"Not _asked.
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Chapter 6

On-Site Investigations

SUMMARY

On-site investigations were performed in 80.0 percent of the 2000
drug-involved deaths in Survey 1 and in 77.3 percent of the 1004
deaths in Survey 2, with an intercity range from 51.0 to 98.6 per-
cent for Survey 2. In order of frequency, these examinations
were usually performed by trained police, coroners’ or medical
examiners’ investigators, regular police, or physicians other
than pathologists.

Events surrounding the death were first reported by a family
member or friend in about two-thirds of the cases. The body was
judged to have been found at the site of death about 90 percent
of the time. About 80 percent of the cases showed no evidence of
external injuries. Motor vehicle accidents were involved in only
2 or 3 percent of the deaths reported in Surveys 1 and 2.

There was external evidence of poison or drug ingestion in about
half of the cases. Needle marks and track marks were the most
common findings. Evidence of drug use at the scene was also pre-
sent in about half the cases. Needles, vials, or other drug
paraphernalia were found about a third of the time. Drugs were
found at the scene about one-fourth of the time.

ON-SITE INVESTIGATIONS
Extent of On-Site Investigations

On-site investigations were carried out on 80.0 percent of the

2000 drug-involved deaths in Survey 1 and 77.3 percent of the 1004
deaths in Survey 2. There were three cases in Survey 1 and five
cases in Survey 2 in which the respondent could not ascertain
whether an on-site investigation had been performed. There was
some intercity variation, ranging in Survey 2, for example, from

a high of 98.6 percent on-site investigations performed in Los
Angeles to a low of 51.0 percent reported performed in Philadelphia.

Who Conducted the On-Site Investigation

Most on-site investigations were conducted by trained police
(38.2 percent in Survey 1 and 26.3 percent in Survey 2) or regular
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TABLE 6.01

Types of Persons Who Conducted the On-Site Investigations,
Surveys 1 and 2

Percent of Mentionsa
Types of Persons
Who Conducted

On-Site Investi- Survey 1 Survey 2
gations:

Police Officer, trained

in this field 38.2% 26.3%
Police Officer, not

trained in this field 1 2
M.D., not a pathologist 1 1

M.D., trained in pathology
Medical Examiner

Deputy Medical Examiner
Deputy Coroner, M.D.
Deputy Coroner, non-M.D.
Coroner, non-M.D.

OCLNOHFHOUVMOHOC®
L U 00 &N o
P OOOCOOHWW

NAHEFWONUNNOOOo

Investigator 2 3

Other .2 0.
100.0% 100.0%

Number of mentions® (2139) (1110)

aUp to 2 mentions per case were tabulated. Thus the number of
mentions may exceed the number of cases.

police (18.8 percent in Survey 1 and 23.0 percent in Survey 2), a
coroner's or medical examiner's investigator (23.3 percent in Sur-
vey 1 and 34.6 percent in Survey 2) or a physician who was not a
pathologist (10.3 percent in Survey 1 and 13.0 percent in Survey 2).

A complete classification of persons (one or more) who conducted
these on-site investigations is shown in table 6.01. There were
marked intercity differences in the types of persons who performed
these investigations, reflecting the differing administrative
arrangements in the nine cities. This is another situation making
for difficulty in combining data across cities. These differences
for Survey 2 are shown in table 6.02.

Reporting the Events Surrounding Death

The events surrounding these drug-related deaths were primarily
reported by a family member (37.8 percent in Survey 1 and 36.0
percent in Survey 2), a friend (35.4 percent in Survey 1 and 28.5
percent in Survey 2), a bystander (13.4 percent in Survey 1 and
11.1 percent in Survey 2) or the police (10.4 percent in Survey 1
and 13.0 percent in Survey 2) (see table 6.03). Intercity differ-
ences in this factor were not great (table not shown).
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TABLE 6.02

Types of Persons Who Conducted the On-Site Investigation,

by City (Survey 2, N=1004)

Percent of Mentions?

es of
gzgsons who
Conducted the Chi- Cleve- Dal- lLos Mi- New

Phila. San  Wash.
Fran. D.C.

Investigation: cago land las Ang. ami York
% ] % © % %

Police officer,

trained in

this field 68.0 16.4 5.3 7.9 87.5 8.8
Police officer,

not trained

in this field 32.0 83.6 15.4 43.2 10.0 6.6
M.D., not a

pathologist -- -- -- 0.8 1.3 76.4
M.D., trained

in pathology -- - -- -- -- 5.5
Medical

Examiner -~ -- 2.4 -- 1.2 --
Deputy Medical

Examiner - -- -- -- -- --
Coroner, not

an M.D. -- -- -- 0.4 -- --
Deputy Coroner,

not an M.D. -- -- -- 1.
Investigator -- -- 76,9 46.

44.9 15.7 84.9

4.4 5.5 --

4.9 78.8 --

1
2 -
Other -- -- -- 0.4 - 2.
Total 100.0 100.0 100.0 100.0 0
Number of

mentions® (103) (61) (169) (266) (80) (182)

100.0 100,0 100.0

a'Up to 2 mentions per case were tabulated. Thus, the number of

mentions may exceed the mumber of cases.

TABLE 6.03

Types of Persons First Reporting Events
Surrounding the Death (Surveys 1 and 2)

Percent of Cases

Person First Reporting
Events Surrounding

the Death: SURVEY 1 SURVEY 2
% %
Police 10.4 13.0
Family member 37.8 36.0
Acquaintance or friend 35.4 28.5
Non-involved bystander 13.4 11.1
Attending physician 1.5 6.8
Other medical personnel 1.1 2.3
Other 0.4 2.3
Total 100.0 100.0
Number of cases® (1569) (985)

#Excludes "unknown" and "missing" cases. Numbers represent

bases on which percentages were calculated.
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Occurrence of Death at Site of Discovery of the Body

Restricting attention to those cases where the information was

available, 93.0 percent of the deaths in Survey 1 and 86.2 percent
in Survey 2 were judged to have occurred at the site of discovery
of the body. Intercity differences were small (table not shown).

Fingerprinting of the Deceased

Fingerprinting was carried out in the majority of the cases in both
Surveys 1 and 2. Marked intercity differences exist. As illustrated
in table 6.04, five the the cities fingerprinted almost all cases
(range 82 percent to 100 percent), while three cities rarely recorded
them (range 2.9 percent to 16.9 percent). Considering the many
potential uses of fingerprints, this variation is hard to understand.

Examination of Clothing

The question on clothing was placed in different sections of the
forms for the two surveys and thus took on somewhat different
meaning in the two versions; only the Survey 2 question, placed in
the section on postmortem, is relevant to the on-site investigations.
As expected, answers to the Survey 2 question reported a much higher
percentage of cases to have had examinations of clothing (61.9
percent). As shown in table 6.05, marked intercity differences
exist, from a high of 88.3 percent of cases with clothing examina-
tions in San Francisco to a low of 11.6 percent in Cleveland.

Bodily Evidence of External Injuries

Most cases showed no evidence of external injuries (80.5 percent in
Survey 1 and 83.3 percent in Survey 2) and intercity differences
were not great (table not shown). The types of external injuries
found are summarized in table 6.06.

Involvement in Motor Vehicle or Industrial Accidents

Motor vehicle accidents were involved in only 2 to 3 percent of
the deaths in Surveys 1 and 2. Industrial accidents were involved
in less than 1 percent of the deaths in either survey (table not
shown).

External Bodily Evidence of Poison or Drug Ingestion

There was no external evidence of poison or drug ingestion in

53.0 percent of cases in Survey 1 and 44.2 percent in Survey 2
(figures not shown). The question on external evidence of poison or
drug ingestion was revised significantly between the two surveys,
making comparison of types of evidence somewhat complicated. Needle
marks were the most common finding, seen in 52.1 percent of Survey 1
mentions and 39.3 percent of Survey 2 mentions. Track marks ranked
second, being reported in 35.5 percent of Survey 1 mentions and
37.2 percent of Survey 2 mentions. Whether the body showed dis-
coloration from possible ingestion of a foreign substance was asked
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TABLE 6.04

Incidence of Fingerprinting, by City (Survey 2, N = 1004)

Percent of Cases

Was the body
finger- Chi- Cleve- Dal- Los Mi- New Phila. San Wash. All Cases
printed? cago land las Ang. ami York Fran D.C.
K % % ] % ki % k] ] % No.
Yes 16.9 2.9 98.4 99.3100.0 12.9 45.1 99.0 82.7 54.7 (545)
No 83.1 97.1 1.6 0.7 -- 87.1 54.9 1.0 17.3 45.3 (451)
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 1I00.0 100.0
Number (124) (69) (61) (141) (80) (240) (102) (104) (75) (996?

a . .
Information on 8 cases was not available.

TABLE 6.05

Incidence of Study of Clothing of Deceased in the On-Site Investigation, by

City (Survey 2, N = 1004)

Was the Clothing
of the Deceased
Studied in the

Percent of Cases

On-site Investi- Chi- Cleve- Dal- Los Mi- New Phila. San Wash. All Cases
gation? cago land las Ang. ami  York Fran. D.C.
% % % % 13 % % % % % No.

Yes 34.7 11.6 78.7 25.5 67.1 84.2 72.8 88.3 77.3 61.9 (613)

No 65.3 88.4 21.3 74.5 32.9 15.8 27.2 11.7  22.7 38.1 (378)
Total 100.0 100.0 100.0° 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of a
cases (124) (69) (61) (137) (79) (240) (103) (103) (75) (991)

8 Information on 13 cases was not available.




only in regard to Survey 1 cases, and only 2.3 percent of those
cases showed such discoloration. These findings are summarized in
table 6.07. Intercity differences were small (table not shown).

Evidence of Drug Usage at Scene

Since the question asked in Survey 2 dealt with evidence of drug
usage at the scene of death more fully than the Survey 1 question,
only Survey 2 responses are reported here. There was no evidence
of drug usage at the scene of death in 46.3 percent of cases (table
not shown). Intercity differences in types of evidence were noted,
as shown in table 6.08.
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TABLE 6.06

Bodily Evidence of External Injury (Surveys 1 and 2)

Percent of Mentions
Types of External

Injuries Found: SURVEY 1 SURVEY 2
% %
Bullet 39.7 51.5
Stabbing or cuts 9.8 11.2
Blunt instrument 2.8 5.9
Strangulation 2.2 3.0
Thermal burns 5.4 3.6
Chemical burns 0.9 --
Electrical burns 0.3 --
Crushing 2.8 1.1
A fall a 5.3
Other 36.0 18.3
Total 100,0% T00.0%
Number of Mentions? (317) (169)
“Not asked.

"In Survey 1, up to 5 responses were tabulated and in Survey 2,
up to 2 responses. These numbers do not include cases where no
evidence was found or the information was missing. In Survey
1, 1312 cases were recorded as "none" and in Survey 2, 843 cases.

TABLE 6.07

External Bodily Evidence of Drug Ingestion in the On-Site
Investigation (Surveys 1 and 2)

Percent of Mentions
External Bodily
Evidence of

Drug Ingestion: Survey 1 Survey 2

% %
Needle marks 52.1 39.3
Track marks 35.5 37.2
Skin puncture a 6.5
Discharge a 13.4
Discoloration b 2.3
Other 12.4 1.4

] 100.0 100.

Number of mentions’ (865) (666)
*Not asked

PAsked in a separate question with only "yes" or "no" categories
of response. 2.3% of cases reported discoloration.

“Up to 2 responses were tabulated. These numbers do not include
cases where no evidence was found or the information was missing.
In Survey 1, 979 cases were recorded as 'hone" and in Survey 2,
527 cases.
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TABLE 6.08

Evidence of Drug Usage at the Scene,
by City (Survey 2)

Evidence of

Percent of Mentions?

Drug Usage Chi- Cleve- Dal- Los Mi- New Phila. San Wash. All
at Scene: cago land las Ang. ami York Fran. D. C. C(Cities
% % % % % % % % % %

Drugs at

scene 50.0 38.9 51.1 43,7 61.8 32.4 50.0 48.7 12.9 45.1
Needles,

vials,

bottles 46.9 58.3 34.0 55.5 38.2 66.2 48.4 50.0 80.6 52.2
Other 3.1 2.8 14.9 0.8 -- 1.4 1.6 1.3 6.5 2.7
TOTAL 100.0° 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of b

mentions (32) (36) (47) (119) (76) (71) (64) (78) (31) (554)

aUp to 2 responses were tabulated.
bNumbers do not include cases where no information was recorded or evidence was un-

known.




Chapter 7

Postmortem Findings

SUMMARY

Narrative autopsy reports may vary with the recording practices of
the autopsy surgeon, from cryptic to verbose, utilizing a non-
uniform, technical vocabulary that is vaguely defined and open to

a wide range of interpretations. Postmortem examinations were
carried out on almost all Survey 1 and 2 cases, and all of them
were done by physicians, most of whom were Board-certified. About
half of the autopsies in both surveys included microscopic examina-
tions, presumably increasing the completeness and accuracy of the
findings. About 30 percent of the cases in both surveys had post-
mortem chemical, hematological, or immunological studies; practically
none had bacteriological or radiological (X-ray) studies postmortem.

Profiles of the postmortem findings of various classes of drugs
were drawn by selecting those cases in which only one drug or
category of drug was reported to be involved in the death. There
was a close correspondence between these single drug cases and all
cases, suggesting that the single drug cases do not differ signi-
ficantly from polydrug cases in overall autopsy findings.

There was a suggestion that the analgesic, barbiturate, and tran-
quilizer-involved victims were in a poorer state of general health
at the time of their death than other psychoactive drug-involved
decedents, perhaps a function of their older age. These data also
confirmed the well-published association of narcotism with tattoos
and the external stigmata of intravenous self-medication? such as
recent and old track marks, subcutaneous fibrosis, and pigmented
scars. Stigmata of intravenous self-medication were also common
for stimulant cases, Acute pulmonary edema was common in all drug
groups and is presumably a nonspecific end-stage finding of con-
gestive heart failure and death from drug overdose.

POSTMORTEM FINDINGS

These data were obtained mainly from responses to Part IV (Post-
mortem Findings) of the forms used in Surveys 1 and 2, except where
identified as coming from other sections. There are slight incon-
sistencies between Parts I and IV in reporting the number of autopsies
or postmortem examinations. A possible explanation in Survey I is
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TABLE 7.01

Types of Postmortem Examinations (Surveys 1 and 2)

Percent of Cases

Type of
Examination: Survey 1 Survey 2
% %
Complete autopsy (all 89.4 89.7
systems, head, and
cavities)
Complete autopsy ex- 2.8 1.8
cluding head
Partial autopsy 1.4 0.8
External examination 4.7 6.9
only
Other 0.3 0.5
None -- 0.3
Information not 1.4 --
available
100.0 100.0
Number (2000) (1004)

that the term "postmortem examination" used in Part IV is more
general and inclusive than the term 'autopsy" used in Part I. All
autopsies are postmortem examinations, but not all postmortem ex-
aminations are autopsies. For Survey 2, another explanation may
lie in the variety of specific choices allowed in Part IV, which
included a category "Other" that was completed for five cases and
counted as "No Postmortem." Table 7.01 shows the extent to which
complete autopsies were done: almost 90 percent overall.

The forms were filled out primarily by physicians who performed the
examinations or, in a small percent of the cases, another physician.
The autopsy report was the most difficult part of the medical ex-
aminers' and coroners' records to code and is open to the widest
interpretation because of variation in grammatical style of the
autopsy surgeon, the lack of uniform terminology used in describing
various normal and abnormal findings, and so forth.

The nine reporting centers seemed well staffed with highly qualified
autopsy surgeons: In Survey 1, Board-certified forensic patholo-
gists performed 43.0 percent of the examinations. Board-certified
pathologists performed an additional 35.5 percent, and almost all
the others who carried out postmortem examinations had some formal
training in pathology. In Survey 2, the corresponding figures are
57.7 percent, 36.2 percent, and 5.2 percent. Neither survey showed
examinations done by nonphysicians without formal training in
pathology, although 0.9 percent of the examinations in Survey 2
were reported as performed by persons "unknown" (table not shown).
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In Survey 1, nearly all examinations (94.6 percent) were performed
in local morgues; 1.1 percent were performed in hospitals; and 4.3
percent were done in mortuaries. Also in Survey 2, 97.0 percent
were performed in local morgues; 1.2 percent in hospitals; and 1.6
percent in mortuaries (table not shown).

The large number of histological examinations was surprising. In
Survey 1, 47.4 percent of the cases had some histological studies
done, the majority having hemotoxylin and eosin stains alone (33.9
percent) or together with polarized light (12.2 percent). In Sur-
vey 2, 58.2 percent had some histological studies done, the major-
ity having hemotoxylin and eosin stains (57.9 percent); 10.6 per-
cent had polarized light histological studies done (table not
shown).

In contrast, no bacteriology tests were done in over 98 percent of
the cases in both surveys. In Survey 1, 32.4 percent of the cases
had postmortem chemical, hematological, or immunological studies
done. Such studies were done in 30.7 percent of the Survey 2 cases.
Only 2.7 percent of Survey 1 cases, and 2.7 percent of Survey 2
cases were X-rayed. The clothes of the deceased were examined in
17.1 percent of Survey 1 cases. This question was not asked on
Part IV in Survey 2, the question having been transferred to Part
II (table not shown).

The bodies were neither embalmed nor decomposed in the large ma-
jority of cases (88.1 percent in Survey 1 and 91.5 percent in
Survey 2). Bodies were decomposed in 8.2 percent of Survey 1 cases;
3.1 percent were embalmed, and 0.2 percent were both decomposed and
embalmed. In Survey 2, 6.5 percent were decomposed, 1.7 percent
were embalmed, and 0.5 percent were both decomposed and embalmed
(table not shown).

Profiles for the postmortem findings of various categories of drugs
were attempted by choosing those cases in which only one drug was
reported, ignoring the presence or absence of alcohol. In Survey
1, 851 of the 2000 cases qualified for this analysis as “single
drug cases." In Survey 2, there were 498 single drug cases. There
is a close correspondence of frequencies of response for each ques-
tion concerning autopsy findings between the single drug cases and
all 3004 cases, suggesting that the single drug cases do not differ
significantly from the polydrug cases in overall autopsy findings.

Table 7.02 shows the general health rating for the single drug

cases of Surveys 1 and 2. There is a suggestion that the analgesic,
barbiturate, and tranquilizer groups were in fair or poor health
more often than those who died from effects of other drugs, All
psychostimulant drug cases in both samples were judged to be in

good health. This may be because the stimulant drug cases were
younger. Table 7.03 shows a very low incidence of systemic infec-
tion and malnutrition in all cases in both surveys, Sedative drug
cases ranked highest for malnutrition in Survey 1 (8 percent), but
cases of sedatives in Survey 2 were too few for reliable percentages,

47



8y

TABLE 7.02

General Health: Postmortem Findings, by
(Single) Drug Type, Surveys 1 and 2

Percent of Single Drug Cases

General Nar- Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. All Single
Health: cotics gesics turates tives quilizers lants depres- Drugs Drug Cases
sants
(SURVEY 1) % 5 5 5 g m? 5 2 5
Good 79.3 76.0 68.1 60.0 75.7 (13) 73.9 -) 74,5
Fair 16.6 16.0 23.6 34.0 21.6 ) 26.1 =) 20.0
Poor 4.1 8.0 8.3 6.0 2.7 (=) -- (-) 5.5
TOTAL 100.0 100.0 100.0 100.0 100.0 (a) 100.0 (a) 100.0
Number (415) (50) (263) (50) (37) (13) (23) (-) (851)
(SURVEY 2) & 3 § ™ s ™2 @ )2 3
Good 77.9 84.4 49.1 9) 64.5 (8) (10) (15) 70.0
Fair 15.9 9.4 39.5 (8) 35.5 ) (5) (2) 23.3
Poor 6.2 6.3 11.4 (1 -- (-) (-) (1) 6.7
TOTALb 100.0 100.1 100.0 a 100.0 a a a 100.0
Number (258) (32) (114) (18) (31) (8) (15) (18) (494)

Cases too few for reliable percentages.
Protal may differ from 100.0% because of rounding.
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TABLE 7.03

Malnutrition and Systemic Infections:

Postmortem Findings, by (Single) Drug Type,

Surveys 1 and 2

Percent of Single Drug Cases

Nar- Anal- Barbit- Seda- Tran- Stimu-  Anti- Misc. A1l Single
Condition: cotics gesics urates tives quilizers lants depres- Drug Drug Cases
sants

(SURVEY 1) % % % % % my % ma %
Malnutrition

present 2.9 6.0 4.6 8.0 5.4 (-) -- ) 3.9
Systemic

infection

present 3.1 6.0 1.9 -- 5.4 ) -- () 2.7
Number (415) (50) (263) (50) (37) (13) (23) (-) (851)
(SURVEY 2) % 5 5 DL 5 2 a2 w2 %
Malnutrition

present 4.6 6.3 5.2 -) -- (-) () ey 4.2
Systemic

infection

present 5.1 3.5 1.8 (2) 3.7 (-) (1) (-) 2.9
Numberb (259) (32) (115) (18) (31) (8) (15) (18)  (496)
Number~ (256) (29) (110) (18) (27) (7) (15) (18)  (480)

dCases too few for reliable percentages.
bNumber available for tabulation of malnutrition findings.

“Number available for tabulation of systemic infection findings.




Table 7.04 documents the well-publicized association of external
stigmata of intravenous self-medication with narcotism: recent
and old track marks, subcutaneous fibrosis, and pigmented scars.
Trauma is also high in the narcotic groups. Tattoos were more
common in narcotics abusers, as has been reported previously.

Perhaps most striking was that only 8 percent of the (single drug)
narcotism cases in Survey 1 and 12 percent in Survey 2 were judged
normal on external examination, compared with 31.0 percent for all
single drug cases in Survey 1 and 30.3 percent in Survey 2. In
both surveys, cases in all single drug classes other than opiates
had remarkably higher percentages of normal examinations.

Table 7.05 lists the postmortem findings for the musculoskeletal

system. The most common finding for all drug cases, at least 50
percent in every category, was normality.

Table 7.06 shows the postmortem findings for the vascular system.
The fact that percentages of sclerosis findings were higher in Sur-
vey 2 than in Survey 1 is not easily explained.

Table 7.07 summarizes the postmortem findings for the heart. Nor-
mal findings again predominate in both samples; in every category
they are over 50 percent. As with sclerosis in the vascular system,
it is hard to explain why right ventricular dilatation was more
frequent in Survey 1.

Table 7.08 contains the findings from examination of the respiratory
system. In general the frequency of "nmormal" responses was less
than in other system examinations. "Foam filling tracheobronchial
tree" is most common in narcotic cases. Acute pulmonary edema
seems common in almost all groups. Congestion is common and un-
doubtedly associated with acute pulmonary edema.

Table 7.09 summarizes the postmortem findings in the gastrointes-
tinal system. Many examinations of this system were normal. Fairly
high percentages of cases of pill residues were found in those
categories of medication normally taken by mouth (analgesics, bar-
biturates, sedatives, tranquilizers, and antidepressants).

Table 7.10 shows the postmortem findings for the liver. Again,
normal findings predominate. The highest percentages of hepatomegaly
were found in sedative and tranquilizer cases in Survey 1, and nar-
cotic cases in Survey 2. Narcotic cases lead in portal lymphadeno-
pathy (in both surveys).

Tables 7.11 and 7.12 contain the findings for the spleen and lymph
nodes, respectively. The relatively high incidence of lymph nodes
"not studied" (35.8 percent of Survey 1 and 17.2 percent Of Survey
2) suggests that the results were not mentioned in the original
autopsy report in the medical examiner's or coroner's file. Again,
normal findings predominate. Hyperplasia of the lymph nodes was
reported in 9.9 percent of narcotic cases in Survey 1 and in 5 Per-
cent of narcotic cases in Survey 2.
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Table 7.13 summarizes genitourinary findings. Again, normal findings
predominate in both Surveys 1 and 2. Table 7.14 summarizes findings
of the endocrine system, and table 7.15 summarizes findings of the
nervous system. Nothing of special note was observed.

Tables 7.16 and 7.17 classify the single drug cases by sex and age,
respectively, for Surveys 1 and 2. These findings do not differ
significantly from the findings in the total of 3004 cases. Note
the high incidence of men among narcotic drug cases. Percentages

of women were higher than those of men among the analgesic, barbi-
turate, and sedative and antidepressant cases in one or both surveys.
As mentioned elsewhere and shown in table 7.17, younger persons were
found more often among narcotic and psychostimulant cases, and older
persons more often among sedative, barbiturate, tranquilizer, and
antidepressant cases.

These results confirm previous findings discussed by Noguchi in
Guide to the Investigation and Reporting of Drug Abuse Deaths
(Gottschalk et al. 1977), and do not appear to define striking new
profiles for the various drug classes.

COMMENTARY

Analysis of reports of postmortem examinations confirmed previously
published observations of postmortem changes in drug-involved deaths.

The monitoring of toxicological proficiency of the project is de-
scribed in Chapter 8, Details of the Toxicological Examination, and
by Dinovo (1976) . The likelihood is that many drugs in the 3004
cases were present and not detected or possibly detected and not
present. It seems likely that there were actually fewer single drug
and more polydrug cases than reported. Clarification of this issue
may make drug-involved postmortem profiles easier to discover, de-
scribe, and define. More substantive problems pertain to deciding
how a drug found at the time of death relates to drugs used pre-
dominantly throughout life and whether a drug found at the time of
death is the cause of chronic or acute changes found at postmortem
examination.
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External Examination:

TABLE 7.04a

a. SURVEY 1

Postmortem Findings, by
(Single) Drug Type

Percent of Single Drug Cases

External Nar- Anal- Barbi- Seda-  Tran- Stimu-  Anti- All Single
Findings: cotics gesics  turates tives quilizers lants depres- Drug Cases
sants
% % % % % (D5 % %

Normal 8.0 72.0 49.4 56.0 49.0 (5) 61.0 31.0
Froth around

nose or mouth 16.6 6.0 4.6 22.0 11.0 ) 4.3 11.8
"Tracks' with re-

cent hemor-

rhage 53.7 4.0 5.3 8.0 8.1 5) 4.3 29.6
"Tracks' with-

out recent

hemorrhage 46.0 2.0 6.1 2.0 5.4 (3) 4.3 25.3
Pigmented scars 19.5 2.0 1.9 -- 5.4 2} 4.3 10.8
Tattoos 13.3 2.0 6.1 4.0 8.1 (€8] 8.6 9.4
Atrophic scars 6.3 2.0 14.0 10.0 11.0 ) -- 8.6
Scars in jyugula:

area Jugul 1‘1.0 -- 0.8 -- -- -) -- 0.7
Scars on wrists

or forearm 12.5 8.0 7.2 6.0 11.0 (¢9)] -- 9.8
Subcutaneous

fibrosis 9.4 -- 0.4 - -- 1 - 4.8
Starch or talc

deposits 1.0 -- -- -- -- ) -- 0.5
Subcutaneous

abscesses 1.7 -- 0.4 -- - ) 4.3 1.1
Jaundice 0.7 -- -- 2.0 -- ) -- 0.5
Cigarette burns 0.2 -- -- -- -- (-) -- 0.1
Bruises, abra-

sions or con-

tusions 12.0 8.0 15.0 12.0 11.0 3 17.0 13.0
Other burns 1.0 2.0 2.3 6.0 -- ) -- 1.7
Other trauma 15.1 -- 11.0 6.0 8.1 (€3] 4.3 12.1
Congestion b b b b b b b b
Edema b b b b b b b b
Gynecomastia b b b b b b b b
Other findings,

drug-related 23.4 4.0 4.9 -- 8.1 1) 13.0 14.0
Other findings,

not drug re-

lated b b b b b b b b
Not studied -~ - 4.0 0.8 2.0 2.7 (-) 0.4 0.8
Number (415) (50) (263) (50) 37) 13 (23) (85T)

%Cases too few for reliable percentages.

bNot asked.




TABLE 7.04b

External Examination: Postmortem Findings, by
(Single) Drug Type

b. SURVEY 2
Percent of Single Drug Cases A
1
External Nar- Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. Single
Findings: cotics gesics turates tives quilizers lants depres- Drugs Drug
sants Cases
% k2 k] NJ= k ne (Wi [Wikd %
Normal 12.0 45.2 59.1 (8) 22.6 2) (&) (11) 30.3
Froth around
nose or
mouth 13.9 6.5 4.4 2) 12.9 2) (-) -) 10.3
"Tracks'' with
recent hem-
orrhage 35.9 -- 2.6 (6))] 3 v ™ 21.0
"Tracks" with-
out recent hem-
orrhage 35.9 6.5 1.7 ) @) )] (63} 1.0
Pigmented
scars 14.3 -- 0.9 ) -~ (-3 () (1 7.9
Tattoos 11.6 -- 7.8 ) 3.2 ) ) ) 8.3
Atrophic
scars 4,3 3.2 6.1 ) 6.5 (-) 1 8h)] 4,7
Scars in jug-
ular area 0.7 -- -- (-) 3.2 ) ) ) 0.6
Scars on
wrists or
forearm 16.2 3.2 9.6 ) 22.6 -) (03] (1) 13.5
Subcutaneous
fibrosis  18.2 -- -- ) -~ ) ) ) 9.5
Starch or
talc de-
posits 3.1 - -- ) -- &) ) -] 1.8
Subcutaneous
abscesses 1.5 3.2 - ) -- (-) =) (1) 1.2
Jaundice -- - -- (-) -- ) ) (-} -
Cigarette
burns -~ -- -- -] -- ) ) ) --
Bruises, abra-
sions or con-
tusions 14.3 12.9 12.2 1) 19.4 @) ) 1) 13.3
Other burns 0.4 -- -~ (2) -- ) ) ) 0.6
Other trau-
ma 12,7 3.2 5.2 (-) 12.9 (3) (-) (2) 9.9
Congestion 0.4 3.2 -- (1) -~ (-) (-) (-) 0.6
Edema 1.9 3.2 1.7 1) 3.2 (-) (-) (-) 2.0
Gynecomastia -- - -- ) -- ) 1) ) 0.2
Other findings,
drug-re-
lated 3.9 6.5 2.6 €Y)] 3.2 ) ) (€))] 3.0
Other findings,
not drug-re-
related 4.3 9.7 4.4 1) 16.1 ) (-) (-) 5.3
Not studied _ 0.4 3.2 0.9 (1) 3.2 (-) ) (-) 1.0
Number (259} (31) (115) (18) (31) 8 (1s) 1s) (49s)
acases too _few for reliable percentages.
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The Musculoskeletal System: Postmortem Findings,

TABLE 7.05

by (Single) Drug Type, Surveys 1 and 2

Percent of Single Drug Cases

Findings on All
the Musculo- Nar-~ Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. Single
skeletal cotics gesics turates tives quilizers lants depres- Drugs Drug
system: sants Cases
(SURVEY 1) R % 3 3 % [k L b k3
Normal 79.5 90.0 78.3 86.0 84.0 ) 91.0 b 80.5
Trauma 12.0 -- 7.6 -- 5.4 4) 4.4 b 8.8
Congestion c c c c c c c b c
Edema c c c c c c c b c
Other findings,

drug-relat 0.2 2.0 -- -- - ) -- b 0.2
Other findings

non-drug-re- ’

lated 2.4 4.0 3.8 2.0 -- ) -- b 2.7
Not studied 6.3 4.0 11.0 12.0 11.0 (-) 4.4 b 8.1
Number (415) (50) (263) (50) (37) 13)  (23) (351)
“TSORVEY 27 B T B3 WK ¥ Y TINE 13
Normal 80.3 77.4 64,4 (10) 54.8 E4% (12) (15) 73.5
Trauma 10.4 6.5 4.4 1) 6.5 N (-} (2) 7.9
Congestion 0.4 -- -- (-] (- (- O] (-3 0.2
Edema -- -- 0.9 (-3 ) -y ) ) 0.2
Other findings, )

drug-relate 3.1 3.3 3.5 Q) ) Gy ) 0.2
Other findings,

n -

fatedt e T O B S G © O 2
Not studied 6.7 12.9 26.1 () 38,7 ) 3 (1) 15.8
Number {259} (51— (1I5) (18] (31) (8] 5] _ (18)

3Cases too few for reliable percentages.

bNot tabulated,
Not asked,




The Vascular System: Postmortem Findings, by

TABLE 7.06

(Single) Drug Type, Surveys land 2

Percent of Single Drug Cases

Findings on A1l
the Vascular Nar- Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. Single
System: cotics gesics turates tives quilizers lants depres- Drugs Drug
sants Cases

TSURVEY 1) 5 k3 % R ] ] (1)) ¥ b
Normal 69.4 74.0 55.1 62.0 68.0 9 78.0 b 65.0
Perivascular

inflamation 1.4  -- -- -- -- ) - b 0.7
Angiitis -~ -- -~ -- -- (-) - b --
Thrombosis 1.2 -- 0.4 -- 2.7 -) -- b 0.8
Sclerosis 6.3 8.0 10.0 16.0 5.4 ) 4.4 b 8.0
Necrotizing

angiitis -~ -- .- -- -- ) -- b --
Emboli, pul-

monary c c c c c c c c c
Emboli,other c c c c c c c c c
Other findings,

re drug 2.2 2.0 1.1 -- -- (8} -- b 1.6
Other findings,

non-drug 8.0 2.0 4.6 -- 5.4 (1) 8.7 b 6,0
Not studied 14.0 14.0 29,7 20.0 22,0 (3) 8.7 b 19.5
Number (415) (50) ~1263) (50) (37) I3 (23) b (851)
(SURVEY 2) 3 s $ M2 s ™2 @ 1) R
Normal 71.0 67.7 54.8 22) 54.8 ()] (12) (15) 66.3
Perivascular

inflammation 0.4 -- -- ) -- (-) (-) (-) 0.2
Angiitis -- -- - (-) -- - () ) -
Thrombosis 0.7 - 0.9 ) -- ) (-) ) 0.6
Sclerosis 23.2 12.9 31.3 2) 12.9 ) (2) ) 22.0
Necrotizing

angiitis -- -- -- ) -- Gy ) ) -
Emboli, pul-

monary 0.4 -- 0.9 (-) -- -) ) =) 0.4
Emboli, other  -- .- - () - OIS ¢ -
Other findings,

Te drug 0.4 -- -- ) -- ) (-) (-) 0.4
Other_ findings,

non-drug 4.6 6.5 0.9 (2) -- (3) ) ) 4.2
Not studied 0.7 12.9 13.0 (2) 32.3 1) (-) - 7.1
Number 259) G OI5) (18) 3T B8y (15 (187 T495)

3Cases too few for reliable percentages.

bNot: tabulated.
SNot asked.
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The Heart:

TABLE 7.07

Postmortem Findings, by
(Single) Drug Type, Surveys 1 and 2

Findings on
the Heart:

Nar-
cotics

Anal-
gesics

Barbi-
turates

Percent of Single Drug Cases

Seda-
tives

Tran-

Stimu-
quilizers lants

Anti-
depres-

sants

Misc.
Drugs

(SURVEY 1)

Normal

Right ven-
tricular
dilatation
Left ven-
tricular
dilatation
Endocarditis,
right
Endocarditis,
left

Trauma

Cor pulmonale
Congestion
Infarct

Cardiomegaly
Other findings,

re drug
Other findings,

74.0 58.0

4.0 13.0

18.0

68.0 60.0

6.0 19.0

™)
(8

a %
61.0

4.4

ol o mnanoco T a

dilatation
Left ven-
tricular
dilatation
Endocarditis:
sub-acute
bacterial
Endocarditis:
other
Trauma

Cor pulmonale
Congestion
Infarct
Cardiomegaly
Other findings,

re drug

Other findings,
non-drug

Not studied

1.5

O3 HEa ;

W H ~ONT WO
~

o
00 it

0
-- 2,
1
7

o oW

3.2
12,9

8.7
13.0

)

) -
) --
) --
) -
)

)

3.2

6.5
(2) 32,3

(6)

- O
—

Vo

[

+

Nurber

(259)

(31) (115)

(18) (31)

ol Tan S Vo Yoo Vi S
s v o i

-
%

Olup ©O LWHNOHO ©
iy @ @ ONOC S

~|
N
]

%Cases too few for relisble percentages.

bNo t tabulated.
“Not_asked.
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The Respiratory System:

TABLE 7.08a

Postmortem Findings, by

(Single) Drug Type, Surveys 1 and 2

a. SURVEY 1

Percent of Single Drug Cases

Findings on A1l
the respira- Nar- Anal- Barbi- Seda- Tram- Stimx- Anti-  Misc. Single
tory system: cotics gesics turates tives quilizers lants depres- drugs Drug
. sants Cases
k] E] 1 ¥ ] (N)* 12 b E
Normal 8.7 26.0 12,0 14.0 14.0 (3) 22.0 b 11.8
Inflammation
or perforation
of nasal
septum - -- -- -- 2.7 (-} -- b 0.1
Milk aspira-
tion 0.2 -~ 0.4 -- -- ) -- b 0.2
Aspiration of ‘
gastric
contents 5.3 6.0 3.0 8.0 5.4 ) 13.0 b 5.2
Foam filling
tracheobron-
chial tree 31,0 6.0 13.0 10.0 24.0 ) 13.0 b 21.5
Acute pulmon-
ary edema 56.4 S0.u 46.8 42.0 60,0 3) 39.0 b 51.4
Pneumonia
(unspec.) 7.5 12.0 3.4 14.0 11.0 -) 13.0 b 7.1
Tobacco-
staining 2.9 4.0 1.1 4.0 -- [ 4.4 b 2.5
Lung abscess -- -- -- 2.0 -- (-} - b 0.1
Pleural ef-
fusion 1.9 - .- -- -- Q) 4.4 b 1.2
Tuberculosis -- -- -- - -- ) -- b --
Starch or
talc deposits 1.2 -- -- -- -- w -- b 0.7
Trauma 7.5 -- 3.0 -- -~ 2) -~ b 4.8
Congestion c c c c c c c c c
Other findings,
re drug 41.0 10.0 22.0 12.0 27.0 4) 17.0 b 30.1
Other findings,
non-drug 9.2 10.0 11.0 18.0 5.4 1) 13.0 b 10.0
Not studied 2.4 4.0  11.0 6.0 11.0 (-) 3.4 b 5.6
Number A15) 50 (263) G0 (370 (13) 23] 1 851

Cases too few for reliable percentages.

bNot tabulated.
“Not_asked.
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The Respiratory System:

TABLE 7.08b

(Single) Drug Type, Surveys 1 and 2

b. SURVEY 2

Postmortem Findings, by

Percent of Single Drug Cases

Findings on All
the respira- Nar- Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. Single
tory system: cotics gesics turates tives quilizers lants depres- drugs Drug
sants Cases
k] ¥ % (N)¥ % (W N)< (N)¢ ki

Normal 5.0 3.2 7.8 (e8] 9.7 ) 1) ) 5.7
Inflammation or

perforation of

nasal septum  -- N C B O BN O NN O --
Milk aspira-

tion -- - -- ) -- ) -) ) -~
Aspiration of

gastric

contents 6.6 3.2 1.7 ) 9.7 =) ) @) 5.3
Foam filling

tracheobron-

chial tree 30,5 19.4 13.0 @) 19.4 (2) 6) (2) 23.8
Acute pulmon-

ary edema  69.9 61.3 58.3 (10) 48.4 6) (10) (5) 63.2
Pneumonia-

broncho 7.7 6.5 3.5 ) 6.5 ) [¢B) 2) 6.3
Pneumonia-

lobar 0.7 -- -~ ) -- ) ) ) 0.4
Tobacco-

staining 1.2 3.2 6.1 (2) 3.2 ) (-) 1) 3.0
Lung abscess 0.4 -- -- ) - ) - ) 0.2
Pleural ef-

fusion R S T © B O BN O 0.6
Tuberculosis ~- .- -- ) .- (S (-) ) --
Starch or

talc deposits 3.5 3.2 0.9 ) 3.2 (1) =) (1) 2.8
Trauma 5.4 -- 1.7 1) -- -) =) Q) 3.6
Congestion 76.5 67.7 67.0 ) 45.2 () 12) 10) 70.3
Other findings,

re drug 3.9 -~ 2.6 @) -- [¢B) 2) 3) 4.0
Other findings,

non-drug 8.1 6.5 5.2 @) 9.7 =) ) 1) 7.5
Not studied 0.4 12.9 12.2 (2) 32.3 1) (-) (1) 6.7
Number 259) G (11I5) TI8) 300 8) (65:3) [61:3) Ta95)

3Cases too few for reliable percentages.




TABLE 7.09

The Gastrointestinal System: Postmortem Findings,
by (Single) Drug Type, Surveys 1 and 2

Findings on
the gastro-
intestinal
system:

Nar-

cotics

Anal-
gesics ’

Percent of Single Drug Cases

Barbi-
turates

Seda~ Tran-

tives quilizers

Stimu-
lants

Anti-
depres-

sants

Misc.
drugs

All
Single
Drug

Cases

TSURVEY 1)

Normal
Pill or other
drug-related
residue
Hemorrhage
Gastritis
Peritonitis
Perforation
Corrosive
effects

75.8

COCOOM O
~NrtoiN o

(=

Congestion
Adhesions
Other findings,

5
8

re drug [+
Other findings,
non-drug c
Not studied 2.4

—

%
50.0

k)

f=a}
(%)
n

[

0o0nN oo o NOW»
~Neo
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(= - -
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nnnNnovoo ooooo
= -
NNNOrRO ooNHW
~ DN

(g}
[g]

(SURVEY 2) $
Normal 82.6
Pill or other
drug-related
residue
Hemorrhage
Gastritis
Peritonitis
Perforation
Corrosive
effects

Lo AN

owtt NNO S ONON
A -

)

Other_ findin,
re drué1 £

Other findi.
hon-drg "85
Not studied 0.4

3.2

oS

9.7

3.2

6.5
9.7

1%

0.9

1.7
12.2
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8) 29.0

3) 32.3
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T s
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(115)
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4Cases too few for reliable percentages.

bNot tabulated.
“ CNot asked.

ther = Other findings, unknown whether drug-related or not.
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TABLE 7.10a
The Liver:

Postmortem Findings, by

(Single) Drug Type, Surveys 1 and 2

a. SURVEY 1
Percent of Single Drug Cases
All
Findings on  Nar- Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. Single
the liver: cotics gesics turates tives quilizers lants depres- drugs Drug
sants Cases
1 % ¥ —3 ¥ N R 1 'S %
Normal 42.4 56.0 60.7 60.0 49.0 n 78.0 b 51.3
Hepatomegaly
D2Kg 12.5 10.0 4.2 16.0 19.0 (2) -- b 10.0
Chronic por-
tal inflam-
mation 2.9 - 1.2 -- 2.7 1) 4.4 b 2.1
Portal fibro-
sis 2.0 - -~ -- ) 8.7 b 0.7
Perivascular
fibrosis 0.2 2.0 -- - -- ) -- b 0.2
Perivascular
deposits c c [ [ c c c c [
Cirrhosis,
Laennec's c c c c c c c c c
Cirrhosis, post
necrotic 0.5 2.0 -- 0.4 2.7 ) 4.4 b 0.7
Acute viral
hepatitis 0.7 -- 0.8 -- - -) -~ b 0.6
Granuloma
formation -- 2.0 -- 2.0 2.7 =) -- b 0.4
Nutritional
fatty liver 8.9 12.0 7.3 6.0 16.0 2) 17.0 b 9.1
Portal lympha-
denopathy 17, -- -- 2.0 5.4 @) -- b 8.6
Trauma 3.1 - 1.2 -- -~ 3 -~ b 2.2
Starch or talc
deposits -- -- 0.4 -- -- (O] -- b 0.1
Congestion c c c c c c [ c [
Edema c [ c c c c c c c
Gallstones [ [ c c [ [ c [ c
Hemorrhage c c c c c [ c c c
Other findings,
re drug 29.6 8.0 14.0 12.0 14,0 ) -- b 20.6
Other findings,
non-drug 5.5 6.0 3.8 10.0 8.1 2) -- b 5.4
Not studied 2.1 6.0 11.0 4.0 11.0 (-) 4.4 b 5.5
Narber QI5) 50 1262) T50) (&1D) 13y 23 1 8507

3Cases too few for reliable percentages.

bNot tabulated.
CNot asked.
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TABLE 7.10b

The Liver: Postmortem Findings, by
(Single) Drug Type, Surveys 1 and 2

b. SURVEY 2

Percent of Single Drug Cases

A1l
Findings on  Nar- Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. Single
the liver: cotics gesics turates tives quilizers lants depres- drugs Drug
sants Cases
ki ki k] (Wi k1 (N)* [0 ™* %
Normal 34.4 48.4 50.4 (8) 29.0 (5) (10) (12) 41.6
Hepatomegaly
»2Kg 17.0 12.9 5.2 @) 9.7 -) (1) ) 12.5
Chronic por-
tal inflam-
mation 3.5 -- 0.9 ) -- -) ) -) 2.0
Portal fi-
brosis 1.9 .- -- -) -- -) ) ) 1.0
Perivascular
fibrosis b b b b b b b b b
Perivascular
deposits - S NG B O BN O -
Cirrhosis,
Laennec's 2.3 -- 1.7 ) - 1) ) ()] 1.8
Cirrhosis, post
necrotic 0.4 -- - ) .- ) ) ) 0.2
Acute viral
hepatitis - -- - ) -- ()G ) -
Granuloma
formation -- -- -- ) -- ) ) - --
Nutritional
fatty liver 16.6 6.5 6.1 ) 12.9 1) @) ) 11.9
Portal lympha-
denopathy  13.1 -- -- (-) -- (-) (1) (-} 7.1
Trauma 2.3 -- 0.9 @) - () -) ) 1.6
Starch or talc
deposits 1.2 - - [ IS ¢ B C N O 0.6
Congestion  38.6 32,3 21,7 (3) 19.4 El) ) 4) 30.9
Edema .- - 0.9 () -- -) ) ) 0.4
Gallstones 0.4 6.5 0.9 ) -- ) (-) -) 0.8
Hemorrhage -- -- -- ) -- ) -) ) -~
Other findings,
re drug 1.5 -- 2.6 ) -- ) ) (e8] 1.6
Other findings,
non-drug 2.3 3.2 1.7 @) 6.5 ) @ ) 2.6
Not studied 0.4 9.7 13,0 (2) 32.3 (1) (-) (1) 6.7
er (259) (L) —Tisy a8y {31 @) 5) (18) (495)

3Cases too few for reliable percentages.

Dot asked.
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TABLE 7.11

The Spleen: Postmortem Findings, by
(Single) Drug Type, Surveys 1 and 2

Percent of Single Drug Cases

A1l
Findings on  Nar- Anal-  Barbi- Seda- Tran- Stimu- Anti- Misc.  Single
the spleen: cotics gesics turates tives quilizers lants depres- drugs Drug
sants Cases
(SURVEY 1) % % % % % ™2 ) b %
Normal 56.0 70.0 69.2 76.0 65.0 (13) 83.0 b 63.9
Sglenomegaly
2gm 17.0 12.0 7.6 12.0 16.0 ) 4.4 b 12.7
Prominent
lymphoid
tissue 3.6 -~ -~ -- 2.7 ) -- b 1.9
Septic
softening 0.5 -- -- 2.0 -~ ) -- b 0.4
Granulomata 0.2 -- -- - -- ) 4.4 b 0.2
Congestion c [ c c c c c (4 c
Edema c c c c c c c c c
Hemorrhage c c c c c c c [ c
Trauma c [ c c c c c c c
Absent [ c c c c c c [ c
Other findings,
re-drug 26.5 4.0 12.0 8.0 14.0 ) 4.4 b 18.1
Other findings,
non-drug 3.1 8.0 2.3 2.0 -- ) -- b 2.8
Not studied 3.4 6.0 10.7 4.0 11,0 (-) 4.4 b 6.1
Number {415) 50) ~ (263) 50) G7) a3y (23] — b (851)
(SURVEY 2) % 3 3 ™2 (1S R ) $
Normal 55.2 58.1 66,1 (1) 38.7 (5) 9) (12) 57.8
Spenomegaly
>2gm 20.5 6.5 6.1 a) 6.5 ) 2) 2) 13.9
Prominent
Iymphoid
tissue 10.8 6.5 -- ) - ) ) ) 6.7
Septic |
softening 2.3 -- 1.7 -) 3.2 ) ) -) 1.8
Granulomata  -- -- -- (-) -- (-) (-) (-) --
Congestion 20.1 19.4 12.2 (2) 16.1 @) 4) ) 17.0
Edema - -- 0.9 ) -- ) (-) ) 0.2
Hemorrhage .- .- -- ) 3.2 (-) () (-) 0.2
Trauma 1.5 .- -- (8] 3.2 -) -) () 1.2
Absent -- -~ 0.9 ) -- ) ) 1) 0.6
Other findings,
re drug T ¢ ) B O BN O BN O 1.0
Other findings,
non-drug 2.3 3.2 0.9 -) -- -) -) (-) 1.6
Not studied 0.8 12,9 13.9 (2) 38.7) 1) (-) 1) 7.7
Number (253) 31) (115) [¢X:D)] (31) (3) {15) (18) (495)

3Cases too few for reliable percentages.
bNot tabulated.
CNot asked.
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TABLE 7.12

The Lymph Nodes: Postmortem Findings, by
(Single) Drug Type, Surveys 1 and 2

Percent of Single Drug Cases

Findings on A1l
the Lymph Nar- Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. Single
Nodes: cotics gesics turates tives quilizers lants depres-- drugs Drug
sants Cases

(SURVEY 1) $ % % § 5 w)? § b %
Normal 50.4 78.0 51.3 64.0 57.0 8) 65.0 b 54,1
Peripheral

lymphadeno~

pathy 2.0 -- -- 4.0 -- -) - b 1.2
Thymus gland

enlarged 1.0 -- -- -- -- ) “- b 0.5
Thymus gland

not found 0.2 -- -- -- -- (68)] - b 0.2
Hyperplasia 9.9 -- 0.4 - -- @) -- b 5.1
Inflammation ¢ c c c c c c c c
localized

lymphadenitis c [ c c c c
Trauma 0.2 -- -- - -- ) -- b 0.1
Other findings,

re drug 3.6 .- 0.4 - - ) -- b 1.9
Other findings,

non-drug 2.2 4.0 1.9 -- - ) 4.4 b 2.0
Not studied 32.1 18.0 46.0 32.0 43,0 (3) 30.0 b 35.8
Number (415) {50) (263) 50) (57) 13) (25) 12 (851)
(SURVEY 2) $ $ 3 on? % ™m: o w? §
Normal 83.0 74.2 73.0 14 48.4 2) a2} a”n 77.2
Peripheral

lymphadeno-

pathy 1.9 3.2 0.9 68} 3.2 ) -} ) 1.8
Thymus gland

enlarged 0.4 3.2 -- -) -- -) ) ) 0.4
Thymus gland

not fod .- S e S O N O -
Hyperplasia 5.0 -- -- -3 -- - -) - 2.6
Inflamation - .- - ) - G @ ) -
Localized

Lymphadenitis L T O B © BN O -
Trauma [ c 4 c c [ c c
Other fmdmgs,

redrig 0.4 - - () () () (- 0.2
Other findings,

non-drug 1.2 3.2 -- - -- -) ) - 0.8
Not studied 8.1 19.4 26.1 (3) 48.4 (6) (3)__ 1) 17.2
Number (259} I IS 18] 1) (8) Is) s} @ss)

8Cases too few for reliable percentages.

bNot tabulated.
CNot asked,
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TABLE 7.13

The Genitourinary System: Postmortem Findings, by
(Single) Drug Type, Surveys 1 and 2

Percent of Single Drug Cases

Findings on . All
Genito- Nar- Anal-  Barbi- Seda- Tran- Stimu- Anti-  Misc, Single
urinary cotics gesics turates tives quilizers lants depres- drugs Drug
System: sants Cases
(SURVEY 1) % % % % % m)2 $ b %
Normal 72.1 74.0 73.8 76.0 65.0 12) 70.0 b 72.9
Pregnant 0.7 2.0 0.8 -~ -- ) -- b 0.7
Reproductive

organs missing 0.7 12.0 4.9 10,0 -- ) -- b 3.2
Congestion [ < c [~ c c c c c
Edema c c c c c c c c c
Hemorrhage c c c c c c c c c
Trauma < [ c [ [ c c [ c
Stones c c [ c c [ c c c
Adhesions [ c c cc c c c [ [
Other findings,

re drug 20.0 4.0 3.0 -- 11.0 ) 4.4 b 11.4
Other findings,

non-drug 9.2 6.0 7.6 8.0 14.0 1) 13.0 b 8.7
Not studied 2.2 4.0 11.0 6.0 11.0 (-) 4.4 b 5.6
Rumber IS G0y (263 G0y (37) 3 23) 1 (G338
(SURVEY 2) % % 3 ™2 s ™ o W %
Normal 57.1 45.2 61.7 (13) 48.4 s) 8) ®8) 57.0
Pregnant 0.4 -~ -- [¢8)] -- -) ) ) 0.4
Reproductive

organs missing -- 6.5 5.2 (-) 3.2 (-) 1) 2) 2.4
Congestion 35.5 22.6 12,2 2) 12.9 @) ) (5) 26.5
Edema 0.4 - -- (-) -- ) (-) (-) 0.2
Hemorrhage .- .- -- -) -- (-) ) (-) -
Trauma 1.9 - -- ) - ) (-) 1) 1.2
Stones -- -- -- -) -- () ) ) -
Adhesions 0.4 -- 1.7 -) == ) ) -} 0.6
Other findings,

Te drug 1.2 3.2 08 () - OIENG! ) 1.0
Other findings,

non-drug 4.3 19.4 10.4 @) 3.2 @) ) 1) 6.7
Not studied 0.4 9.7 13,0 (2) 32.3 ) (-) 1) 6.7
Rumber (Z59) G1)y (115) (18) 1) 8) as) (18) — (d95)

3Cases too few for reliable percentages.
Dot tabulated.
“Not asked.
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The Endocrine System:

TABLE 7.14

Postmortem Findings, by

(Single) Drug Type, Surveys 1 and 2

Percent of Single Drug Cases

Findings All
on the Nar- Anal- Barbi- Seda- Tran- Stimu- Anti- Misc. Single
Endocrine cotics gesics turates tives quilizers lants depres- drugs Drug
System: sants Cases
(SURVEY 1) % % % % ] (ke % b %
Normal 92.1 88.0 85.2 74.0 81.0 az2) 87.0 b 88.0
Congestion c c c c c c c c c
Edema c c c c c c c c c
Hemorrhage c c c c c c c c c
Trauma c c c c [ c c c c
Other findings,

re drug 1.7 -- 0.4 -- -- ¢) -- b 0.9
Other findings,

non-drug 1.9 2.0 0.8 8.0 5.4 (1) 8.7 b 2.4
Not studied 4.3 10.0 14.0 18.0 14.0 (-) 4.4 8.7
Nomber [@15) 50) (263) =0) 7 I3 3) 13 T851)
(SURVEY 2) $ $ 3 ™2 $ ma W w?
Normal 95,0 83.9  85.2 (14) 61.3 ) a4) as) 88.7
Congestion 1.2 -- -- ) 3.2 ) ) ) 1.0
Edema -- -- -- - -- (-) (-) () --
Hemorrhage -- -- -- (-] -- -) (-) (-) e
Trauma 0.4 -- -- ) -~ -) ) ) 0.4
Other findings,

Te drug 0.4 -- -- ) - - ) ) 0.2
Other findings,

non-drug 1.2 3.3 1.7 -) 3.2 ) ) ) 1.6
Mot studied 1.9 12,9 13.0 4) 32.3 1) ) @) 8.1
Nomber 1259) Gy (115) (18) 28] By (57 8 %

8Cases too few for reliable percentages.

bNot tabulated.
CNot asked.
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The Nervous System:

TABLE 7.15

Postmortem Findings, by

(Single) Drug Type, Surveys 1 and 2

Percent of Single Drug Cases

Findings on All
the Nervous Nar- Anal- Barbi- Seda- Tran- Stimu- Anti-  Misc, Single
System: cotics gesics turates tives quilizers lants depres- drugs Drug
sants Cases

(SURVEY 1) % % % % % (1) % b %
Normal 66.3 70.0 60.5 70.0 78.0 10) 78.0 b 65.9
Congestion c c c c c ) c c c
Edema c c c c [ (-) c c c
Cerebral

atrophy c c c c c (-) c c c
Hemorrhage (4 [ c [ c (-) c c c
Trauma c [ c c c (-) c c c
Inflammation ¢ c c c c ) c [ [
Other findings,

Te drug 22.0 10.0  12.0 4.0 8.1 6D} 8.7 b 15.8
Other findings,

non-drug 8.7 10.0 9.5 8.0 2.7 ] 8.7 b 8.8
Not studied 3.6 10.0 18.0 18.0 11.0 (-) 4.4 b 9.5
Namber 315) GUY (263) 750) 7 13) 3] b T851)
(SURVEY 2) 3 3 3 m? $ ™ o 3
Normal 42.1 45.2 60.9 (9) 45.2 6) 6) (15) 48.7
Congestion 35.1 32.3 11.3 (-) 12.9 ) (5) Q) 25.1
Edema 20.5 12,9  10.4 (5) 12.9 ) (s) ) 17.0
Cerebral

atrophy 0.4 -- 2.6 ) -- ) ) () 1.0
Hemorrhage 0.8 - 2.6 1) 3.2 -) ) () 1.4
Trauma 7.0 -- 1.7 [08)] -- @ (-) ) 4.4
Inflammation -- -- -- Q) -- ) -) Q] --
Other findings,

re dr 3. -- 0.9 [¢9)] - ) (3) ) 3.0
Other g%ndings,

non-drug 3.5 6.5 1.7 -) 6.5 ) 1) ) 3.2
Not studied 6.2 6.1 17.4 (2) 32.3 1) (-) @) 11.3
Number (259) (31) (115 (18) 31) (8) (15) {18) (495)

8Cases too few for reliable percentages.

bNot tabulated.
Not_asked.
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TABLE 7.16

Sex of Decedent: Postmortem Findings, by

(Single) Drug Type, Surveys 1 and 2

“Percent of Single Drug Cases

All

Sex of Nar- Anal- Barbi-  Seda- Tran- Stimu- Anti- Single
Decedent : cotics gesics turates tives quilizers lants depres- Drug

sants Cases
(SURVEY 1) $ $ 3 % % ™ $ %
Male 82.9 30.0 49.8 40.0 56.8 o0 30.4 64.4
Female 17.1 70.0 50.2 60.0 43,2 (3) 69.6 35.6
Number Q@15 _ (50)  (263) G 3N 137 (23) 85T)
(SURVEY 2) 3 $ $ % % ™ e $
Male 80.7 40,6 45.7 7 26.3 7) 8) 65.6
Female 19.3  59.4 54,3 (11) 43.8 e8] (7) 34.4
Nanber T259) (32 I6) 18) 32 18) €33 T480)
Cases too few for reliable percentages.

TABLE 7.17
Age Distribution by (Single) Drug Type, Postmortem
Findings, Surveys 1 and 2
Percent of Single Drug Cases
All

Age Nar-  Anal- Barbi- Seda- Tramn- Stimu-  Anti-  Single
Ranges: cotics gesics turates tives quilizers lants depres- Drug

sants Cases
(SURVEY 1) § $ 3 $ 3 o? 3 $
0 - 9years 0.5 2.0 1.1 4.0 -- -) 4.3 1.1
10 - 19 years 16.6 18.0 12,5 1.2 10.8 <) 13.0 14.0
20 - 29 years 54.5 38.0 28.1 32,0 29.7 (12) 26.1 42.8
30 - 39 years 16.4 18.0 12.9 6.0 27.0 ) 13.0 14.9
40 - 49 years 9.2 8.0 13.3 22.0 18.9 @) 21.7 11.9
50 - 59 years 2.2 4.0 12.9 8.0 2.7 () 17.4 6.3
60 - 69 years 0.5 8.0 9.5 18.0 10.8 (-) -- 5.2
70 years or 0.2 4.0 9.5 8.0 -- (-) 4.3 3.9

more
Number (A15) o) (263) G0) BT d3) 237 (&>1)
(SURVEY 2) $ $ 3 ™? 3 O $
0 - 9 years .0.4 3.1 -~ ) -- -) 1) 0.6
10 - 19 years 10.0  15.6 4.3 ) 6.3 (-) () 7.9
20 - 29 years 64.9 31,3  28.5 (8) 40.6 (s) @) 50.2
30 - 39 years 18.2 18.8  12.1 3} 18.8 2 4) 17.3
40 - 49 years 4.6 12.5 12.9 2) 15.6 ) @) 8.3
50 - 59 years 1.9 6.3 12.9 1) 12.5 'S 2) 6.0
60 - 69 years -- 12.5 8.6 3 6.3 ) Q) 4.2
70 years or .- -- 20.7 @) - (-) ) 5.4
more

Number 12597 (32) (116 [68:) (32] T8 5) @807

8cases too few for reliable percentages.
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Chapter 8

Details of the Toxicological
Examinations

SUMMARY

Separate, extensive analyses of toxicological examinations associat-
ed with the psychoactive drug-involved deaths were carried out in
Survey 1 and Survey 2. Different approaches by the nine laborato-
ries to the toxicological examination of biological fluids and tis-
sues were evident in proportions of drugs quantitated, about 75
percent in both surveys. Drugs per case reported as tested ranged
from a high of 3.5 to a low of 1.6 in Survey 1; the range was about
the same in Survey 2.

The following psychoactive drugs were found to have a presumed
fatal synergistic effect with ethanol and other drugs: morphine,
propoxyphene, secobarbital, phenobarbital, amitriptyline, meproba-
mate, and the phenothiazines.

DETAILS OF THE TOXICOLOGICAL EXAMINATIONS
Analysis of Findings in Survey 1

Respondents in each office could choose one source of information

on drugs from the following: lay informant, (drug) found at scene,
physician, laboratory, or other. In table 8.01 it can be seen that
for all cities the primary information source reported was the toxi-
cology laboratory; the percent for all cities combined was 88.9.

The laboratory was the reporting source for 72.8 percent of cases in
San Francisco, the lowest, and 98.5 percent in Washington, D.C., the
highest. Cleveland cited “lay informant” as the source of informa-
tion for a high of 21.3 percent of its cases; Miami and San Francisco
cited “found at scene” for highs of 13.8 percent and 19.1 percent re-
spectively.

Another Survey 1 finding that showed variation by city was the
average number of drugs involved per case, The average for the
nine cities was 1.96 drugs per case, ranging from a low of 1.59 for
San Francisco to a high of 2.54 for New York.

There were discrepancies between the numbers of drugs indicated on
the medical examiners’ reports and the numbers found in their sep-
arate laboratory reports. In Survey 1, for example, of the 3493
drugs which the medical examiners’ reports cited, 3223 or 92.3 per-
cent were actually reported on the separate laboratory forms. On
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TABLE 8.01

Source of Information on Drugs and Number of Drugs Involved
in the Death, by City (Survey 1, N=2000)

Source of

Information Chi- Cleve~- Dal- Los Mi- New Phila. San Wash All

on Drugs:2 cago land las An% ami York Fran. D. C.  Cities
% % % % % % % % %

Lay informant 2.3 21.3 1.1 -- 1.3 1.0 3.9 7.0 0.9 3.4

Found at scene 4.6 1.1 3.9 0.6 13.8 5.3 2.2 19.1 -- 5.5

Physician 0.2 1.1 2.2 1.1 3.0 0.6 3.0 0.5 0.3 1.1

Laboratory 92.8 74.4 92.8 98.3 8.1 92.9 83.7 72.8 98.5 88.9

Other source -- 2. ~- -~ 0.7 0. 7.2 0.5 0.3 1.1

Total percentB 99,9 100.0 100.0 100.0 99.9 100.1 100.0 99.9 100.0 100.0

Number of cases(295) (150) (100) (300) (151) (405) (199) (250) (150) (2000)

Number of

drugs in-

volved (474) (281) (180) (541) (297) (1027) (405) (397) (327) (3929)

Average Number

of drugs in-

volved per

case 1.61 1.87 1.80 1.80 1,97 2.54 2.03 1.59 2.18 1.96

%Listed in Part I of reporting form

bBecause of rounding, all percentages may not add to precisely 100.0%.




the other hand, the laboratory forms reported tests on more drugs
than were listed in the medical examiners’ reports. Of the 3909
tests made, 2945 were quantitated, traces or no drug were found in
159, and positive qualitative results were found in 805. This sug-
gests that at least 3750 drugs were identified, 6.8 percent more
than the number listed in the medical examiners’ reports.

Table 8.02 lists the types of results reported by the laboratory
from each city in Survey 1. Washington, D.C. quantitated 100 per-
cent of drugs found, and three other cities, almost 100 percent. In
contrast, New York quantitated only 33.8 percent of its drugs. The
other cities were somewhere between these extremes.

Table 8.03 compiles the laboratory results in Survey 1 for five
drugs, listing for each city the percentage of the total drugs
tested and the percentage of the cases containing the drug. Large
differences existed between cities. Methadone in New York and Wash-
ington represented 24.5 percent and 22.1 percent, respectively, of
all drugs tested and was found in 59.8 percent of the cases for New
York and 48.6 percent of the cases for Washington--very high per-
centages. Methadone was found in much smaller percentages in
Philadelphia, Dallas, Miami, and San Francisco, in less than 1 per-
cent in Los Angeles and Cleveland, and was not reported at all by
Chicago.

Morphine was found in fairly high percentages in several cities,
ranging from a low of 3.6 percent of all drugs tested for Miami to
a high of 27.2 percent of all the drugs tested for Los Angeles. It
was found in 48.3 percent and 43.1 percent of the cases for Los
Angeles and Chicago, respectively, but in only 6.6 percent of the
cases in Miami. Morphine, of course, is also the metabolite of
heroin; thus, these cases could have been either morphine or heroin
users.

Quinine, an adulterant of heroin, was not reported as tested for in
four cities, including both Chicago and Los Angeles, the leaders in
percentage of cases containing morphine. It was found in about 30
percent of the cases in New York, Washington, D.C., and Philadelphia.
These northeastern seaboard cities seemed to observe a very high in-
cidence of methadone, morphine or quinine cases--much more than the
other cities reporting here.

Washington, D.C. alone among the nine cities submitted many cases
involving phenmetrazine (Preludin) , 19 percent of their total.
Washington, D.C. and Philadelphia showed the highest incidence of
amphetamine-involved deaths. About fifteen percent of the cases
reported from these two cities were found to involve amphetamine,
whereas the average for the other cities was under two percent.

Table 8.04 lists in the first column the total percentages and
numbers of drugs reported in various bodily tissues and fluids.
The blood, urine, liver, bile, and stomach in all were assayed 93
percent at the time. The preferred location for most drug assays
was blood. Phenothiazines, amphetamine, methamphetamine, and qui-
nine were preferentially assayed in urine, while bile was the
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TABLE 8.02

Types of Results of Drug Assays, by City (Survey 1, N=2000)

Percent of Cases

Type of, Chi- Cleve- Dal- Los Mi- New Phila. San Wash.  All

Result: cago land 1las Ang, ami York Fran. D. C. C(Cities
12 % % % 1 % % % % %

Zero (negative) or

trace results 1.7 4.2 2.2 0.9 4.4 6.7 14.2 0.2 -- 4.1

Qualitative

results -- 26.1 2.2 0.2 17.1 59.5 24.4 -- -- 20.6

Quantitative

results 98.3 69.7 95,5 98.9 78.5 33.8 61.3 99.8 100.0 75.3

Total percentb 100.0 100.0 100.0 100.0 100.0 100.0 99.9 100.0 100.0 100.0
Number of
drugs tested  (473) (310)  (224) (533) (275) (987) (344)  (433)  (330) (3909)

Average number
of drugs quan-
titated per
case 1.58 1.44 2,14 1,76 1.43 0.82 1.06 1.72 2.20 1,47

Average number
of drugs tested

per case 1.60 2.07 2.24 1.78 1.82 2.44 1.73 1.73 2,20 1.95
Number of
cases (295) (150) (100) (300) (151) (405) (199) (250) (150) (2000)

aFindings reported in Part III of the reporting form.
bBecause of rounding, not all percentages add to precisely 100.0%.




L

TABLE 8.03

Drug Assay Patterns for Five Drugs, by City (Survey 1, N=2000)

Percent of all drugs tested

Type of drug Chi- Cleve- Dal- Los Mi~ New Phila, San Wash, All
found; 2 cago  land las  Ang. ami  York Fran., D.C. Cities
% 5 % % % % % % % %

Methadone -- 0.3 2.7 0.4 2.5 24.5 6.1 1.4 22.1 9.2
Morphine 26.8 9.6 6.3 27.2 3.6 9.4 14.2 18.0 13.6 15.1
Quinine -- 0.3 -- - 0.7 12.4 15.7 -- 13.6 5.7
Phemetrazine ~- -~ 0.4 -= -~ -- - - 8.8 0.8
Amphetamine and

methamphetamine -- 0.3 0.4 -- 1.1 0.1 7.8 2.8 7.6 1.8
Othersb b b b b b b b b b b
Total No, of ]
drugs tested (473) (310)  (224) (533) (275) (987) (344)  (433)  (330) (3909)

Percent of all cases
% ] % % % % % % %

Methadone -- 0.7 6.0 0.7 4,6 59.8 10.6 2.4 48.6 17.9
Morphine 43,1 20.0 14,0 48,3 6.6 23.0 24.6 31.2 30.0 29.6
Quinine -- 0.7 -- -- 1.3 30.1 28.6 -- 30.0 11.2
Phenmetrazine -- -- 1.0 -- -~ -- - -- 19.3 1.5
Amphetamine §

prermetrazine -- 0.7 1.0 -- 2.0 0.2 13,6 4.8 16.7 3.5
Others b b b b b b b b b b
Total No.
of cases €295) (150)  (100) (300) (151) (405) (199) (250) (150) (2000)

a, .. . cas . . s R s as
Positive findings using either quantitative or qualitative tests; trace findings

eliminated from caculations.

bFrgcluencx or_proportions of other drugs not included in this table,




TABL 8.04

Positive Toxicological Findings Quantitated for the Most
Commonly Found Drugs in Various Physiological Fluids
and Tissues (Survey 1, N=2000)

Five most commonly
Fluids and Positive occurring types of drugs

Tissues Findings in order of frequency
% N %

Blood 31,4 (3216) Bthanol®
Morphine
Methadone
Secobarbital
Pentobarbital

.

eg——
< - Wy

Urine 18.8 (1928) Morphine
Methadone
Quinine
Ethano1?
Propoxyphene

(Y

Bile 14.8  (1517) Morphine
Methadone
Quinine
Propoxyphene
Amitriptyline

Liver 12.0 (12%4) Methadone
Quinine
Propoxyphene
Secobarbital
Pentobarbital

=t N b

-

DA

. e o e
vico RO oI O o LR N o I ]

Lung 1.8 (185) Methadone
Quinine
Phenmetrazine
Propoxyphene
Methamphetamine

Kidney 2.5 (258) Methadone
Quinine
Phenmetrazine
Propowyphene
Methamphetamine

=

[ )
AN QO -~y NOO A U VTUITON R O NN N OO O [T i~ (e

P . . « v .
(< - NN S X7, 4 V= OO

[3e]

Stomach 15.9 (1629) Methadone
Quinine
Morphine
Proproxyphene
Secobarbital

Other 2.8 (291) Methadone
Quinine
Ethanol2
Phenmetrazine
Secobarbital

e = & e
COWNIO

et DN
NI WS
e b

NODOWO

Total 100.0 (10,258)

Ethanol defined as drug involved only when found in combination
with drug.
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preferred location for morphine assays. The second column lists
the five drugs most commonly found in each tissue or physiological
fluid. Morphine was the most prominent drug in blood and in urine,
followed by methadone. Methadone was quantitated most frequently
in several tissues that were less often tested: liver, lung, kidney,
and stomach.

Table 8.05 lists mean concentrations of the most commonly found drugs
(representing more than 90 percent of the drugs reported). Column
A of table 8.05 compiles the number of cases, the location studied,
the mean concentration found, and the standard deviation for these
drugs in Survey 1. It is worthwhile to compare this table with the
listing of toxic doses in the work by Baselt, Wright and Cravey
(1975). Though the number of cases cited is much lower than the
number given in table 8.05, the concentrations listed are fairly
close to these means. The large number of cases and the standard
deviations presented in table 8.05 add immeasurably to the usefulness
of the data, giving a range of presumed toxic levels.

Columns B and C of table 8.05 give analyses of those drugs for which
data were available on both single drug cases and cases in which
those same drugs were found in combination with alcohol. The table
lists means, standard deviations? and the numbers of such cases.
With the possible exception of diazepam, methadone, and glutethi-
mide, all the other drugs show a higher toxic blood concentration
when present alone than when they were present in combination with
ethanol. Such apparent synergism involved not only barbiturates,
as commonly assumed, but a great variety of other drugs, such as
imipramine, amitriptyline, meprobamate, thioridazine, morphine in
blood and bile, propoxyphene, and methaqualone. The decrease in
toxic concentration was usually considerable, averaging around a
factor of two. The three exceptions noted above might or might not
exhibit these same characteristics in other analyses. Further test-
ing should be done to test and refine this hypothesis.

The concentrations of drug in blood when present alone or in combi-
nation (columns B and C) did not seem to follow a consistent pattern.
Some concentrations were found to be higher when present alone: for
example, meprobamate, imipramine, salicylates, three barbiturates
(pentobarbital, secobarbital, and phenobarbital), and methaqualone.
Others, for example, amobarbital, methadone, amitriptyline, and dia-
zepam were found to be lower in concentration when alone. Still
others, for example, thioridazine, propoxyphene, and pentazocine,
were virtually the same.

Survey 2 (1975)

The nine toxicology laboratories associated with the medical exami-
ners’ or coroners’ offices tested a total of 2128 drugs, or 2.2

drugs per case, in Survey 2, as shown in table 8.06. The same percent
of assays, 75 percent, was quantitative in both surveys. The pro-
portion of qualitative results was twice as high in the earlier
survey.

74



TABLE 8.05

Quantitative Assays of Most Commonly Found (Generic) Drugs,

in Single-plus-Polydrug Cases, Single Drug Cases, and Single

Drug-plus-Ethanol Cases: Number and Location, Mean Concen-
tration, and SD (Survey 1, N=2000)

A. B. C.

Generic Single § Polydrug Cases Single Drug Cases Single Drug & Ethanol
Brug: Cases

No. Mean No. Mean No.  Mean

and concen- in concen- in concen-

loca- tration sb blood tration SD blood tration SD

tion  mg/ml mg/ml mg/ml

a
Meprobamate 17 bl. 64 77 3 105 47 3 89 52
Thioridazine 11 bl. 5 3 5 5 2 1 3 --
Diazepam 67 bl. 18 80 3 5 3 5 ) 7
Imipramine 16 bl, 8 9 6 1 13 1 2 --
Amitriptyline 18 1i. 52 72 7 17 10 2 11 2
Amobarbital 95 bl. 35 133 6 16 28 -- -- --
Pentobarbital 151 bl. 20 19 56 25 20 29 19 19
Secobarbital 202 bl. 18 50 57 20 17 30 14 11
Phenobarbital 130 bl. 36 96 34 89 177 20 11 13
Methadone 99 bl. 34 155 33 3 6 11 55 180
Salicylates 39 bl, 525 1170 9 607 282 -- -- --
Propoxyphene 93 bl. 20 94 16 18 28 15 10 11
Pentazocine 7 bl. 14 13 3 16 15 -- -- --
Glutethimide 34 bl. 70 177 14 42 33 3 62 18
Methaqualone 39 bl. 14 18 3 113 136 3 57 60
Chloral hydrate 13 b1, 47 47
Meperidine 9 bl. 8 13
Moghine 271 bi. 54 256
Methamphe tamine 40 ur, 43 106
Cocaine 2bl, 399 555
Quinine 16 bi, 2 1
Ethanol 583 bl. 1375 1042
Codeine 16 bi, 11 12
Ethchlorvynol 37 bl. 47 49
Barbiturate
sedative 47 bl. 33 76

Chlorpromazine 7 1i, 50 64
Lidocaine 10 b1. 254 527
Phenothiazine 2 ur, 52 39
Chlordiazepoxide 21 bl, 7 10
Flurazepam 8 bl. 13 30
Phenmetrazine 22 ur. 24 44
Diphenylhydantoin 9 bl. 45 43

bi = bile bl = blood 1i = liver ur = urine
~ Unspecified
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9.

Types of Results of Drug Assays, by City, Survey 2 (N=1004)

TABLE 8.06

Percent of Cases

Type of Chi- Cleve- Dal- Los Mi- New Phila. San Wash. All
result: cago lan las Ang. ami York Fran. D.C. Cities
% k] % © % % k3 3 % %

Zero (negative)

results -- 0.7 28.0 36.6 0.1 0.8 ~- -- 0.7 10.8
Trace results -- -~ 1.0 -~ 18.0 15.9 1.8 -- -- 4.3
Qualitative

results -- 32.9 1.4 -- 5.0 28.0 21.5 - 1.4 10.1
Quantitative

results 99.6 66.4 69.7 63.4 76,3 55,3 76,7 100.0 97.9 74.8
Total per-

centd 99.6 100.0 100.1 100.0 99.4 100.0 100.0 100.0 100.0 100.0
Number of
drugs tested (234) (149) (218) (443) (139) (378) (223) (199) (145) (2128)
Average no.
of drugs
quantitated
per case 1.8 1.4 2.5 2.0 1.3 0.9 1.7 1.9 1.9 1.6
Average no.
of drugs
tested per
case 1.8 2.2 3.6 3.1 1.7 1.6 2.2 1.9 1.9 2.2
Number of
cases (128) (69) (61) (144) (80) (240) (103) (104) (75) (1004)

3Because of rounding, not all percents add to precisely 100,0%.




The patterns vary for results of toxicological examinations in the
nine cities. Chicago, San Francisco, and Washington, D.C. quanti-
tated almost all or nearly all of the drugs reported, consistent
with their earlier results. Cleveland, New York, and Philadelphia
reported relatively more qualitative findings, also consistent with
the earlier survey. Patterns for Dallas and Los Angeles changed
somewhat from the earlier to the later survey; in the later one they
reported a fairly high proportion of negative results, 28.0 percent
and 36.6 percent respectively. The average number of drugs quanti-
tated or tested per case did not change appreciably.

Table 8.07 lists six drugs with positive toxicological findings
(traces, qualitative or quantitative findings) as a function of
location of laboratory. Methadone was detected in 52 percent of the
cases reported by New York--more than three times the percentage of
the next highest city. This pattern was seen also in the earlier
survey. Philadelphia also repeated its pattern of higher propor-
tions of tests occurring for methamphetamine and amphetamine drugs.
Washington, D.C. again was the only city to report phenmetrazine. In
that city it represented 27.0 percent of cases and 14.0 percent of
tested drugs.

Table 8.08 provides numbers and proportions of drugs ranked first

as cause of death, information which was not available in Survey 1.
(Not all cases were able to be so ranked, of course.) It shows that,
on the average, heroin was judged of primary importance as a cause of
death in 87 percent of the cases where it was detected, the highest
percentage reported. Methadone was ranked of primary importance very
often also, in 82 percent of the cases where it was detected, The
others in order were secobarbital, propoxyphene, pentobarbital, pheno-
barbital, and diazepam.

Table 8.09 shows the distribution of assays and the results for seven
categories of tissue or fluid. Again, as in the earlier survey,
blood tests were performed most frequently, and urine and bile tests
somewhat less often. Among all of the 3960 drug assays, 65 percent
were quantitative, 16 percent were qualitative, 7 percent showed
traces, and 12 percent were negative (figure not shown).

Table 8.10 provides the percentages of positive toxicological find-
ings for the ten most commonly assayed drugs in seven types of tissue
or physiological fluid. Heroin/morphine assayed more often than
others in blood, urine, and especially in bile. (Blood tests were
the most commonly used.) Methadone was assayed more than the others
in stomach contents and the liver. Very few assays were reported in
brain or kidney.

Table 8.11, showing drugs most commonly found in Survey 2, represents
more than 90 percent of the drugs reported. It lists the numbers and
locations, the mean concentrations, and the minimum reported concen-
trations for single drug cases, single drug plus ethanol cases, and
polydrug cases. Again, the higher concentrations of drugs found
alone in contrast to combinations are evidence of synergistic effects
in causing death. Morphine, propoxyphene, secobarbital, phenobarbital,
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amitriptyline, phenothiazines and meprobamate again were found to
be synergistic with ethanol and in polydrug cases. The drugs that
did not show a synergistic effect with ethanol were methadone, di-
azepam, and pentobarbital. These same three drugs did not show
synergism in the 1973-1974 data.
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TABLE 8.07

Drug Assay Patterns for Six Drugs, by City, Survey 2 (N=1004)

Percent of all drugs tested

Type of Chi- Cleve- Dal- Los Mi - New Phila. San Wash, All
drug found:® cago land 1las Ang,  ami York Fran. D.C. Cities
5 % 5 ¥ % % ¥ % %

Methadone 1.3 6.8 1.3 1.0 3.6 33,0 6.7 -~ 4.9 9.1
Morphine 33.0 18.0 1.9 23,0 14,0 17.0 12.0 20.0 28.0 20.0
Phenmetrazine -- -- -- -- -- -- - - 14.0 1.1
Methampheta-

mine & amphet-

amine -- -- 1.0 -~ 1.0 -~ 12.0 4.5 - 2.1
Diazepam 7.7 6.1 12.0 3.2 8.0 -- 1.0 7.0 1.0 4.4
Propoz%phene 3.8 6.1 11.0 2.5 2.2 6.4 4.9 6.0 2.8 5.2
Others b b b b b b b b b b
Total No. of
drugs tested
(including
negative
results) (234) (149)  (218) (443) (139)  (378) (223)  (199)  (145) (2128)

Percent of all cases
% % % % % % $ % % %

Methadone 2.3 15.0 3.3 1.4 6.3 52.0 15.0 -- 9.3 17.0
Morphine 59.4 39.0 4.9 450 24,0 27.0 26.0 38.0 55.0 36,0
Phenmetrazine -- -- -~ -- -- -- -- -- 27.0 2.0
Methamphetamine

& amphetamine -- -- 2.0 - 1.0 -- 26.0 8.7 -- 3.8
Diazepam 14.0 13.0 30.0 6.3 14,0 -- 1.9 13.0 1.3 8.2
Propoxgphene 7.0 13.0 28.0 4.8 3.8 10.0 11.0 12.0 5.3 9.6
Others b b b b b b b b b b
Total No.
of cases (128)  (69) (61) (144) (80) (240) (103) (104) (75) (1004)

HTests resulting in either trace, qualitative or quantitative findings.
bFrequency or proportions of other drugs not included in this table.

TABLE 8.08

Proportions of Cases in Which Selected Drugs
Were Detected and Ranked First as Cause of

Death, All Cities®, Survey 2 (N=1004)

Percent of Cases Percent of

Drugs Ranked inWhich Bach All Cases
First: Drug was Detected

3 ] Ro.
Heroin/morphine 87 33 (332)
Methadone 82 14 (139)
Propoxyphene 70 7 { 69)
Secobarbital 74 6 ( 62)
Diazepam 25 2 (24)
Pentobarbital 64 4 ( 43)
Phenobarbital 38 2 ( 24)

a
Cities not separately tabulated because numbers were too small
for reliable percentages.
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TABLE 8.09

Types of Findings of Drug Tests, by Type of Tissue
or Fluid, All Drugs, All Cities, Survey 2 (N=1004)

Percent of Tests Conducted

Type of Stomach
Finding: Blood Urine Bile Liver Brain Kldngx contents Other
% % % % (2
Negative 18.1 5.7 9.3 6.5 11,6 3.6 7.3 8.3
Traces 3.4 8.0 11.6 7.6 9.3 5.5 9.8 6.9
Qualitative 5.0 29.9 29.6 16.4 -~ -- 32.2 16.7
Quantitative 73.5 56.3 49,5 69.5 79.1 90.9 50.7 67.6
Total percent I00.0 99,9 100.0 100.0 100.0 1I00.0° 100.0 98.5

Total Number (1689) (662) (622) (341) (43) (55) (531)  (102)

TABLE 8.10

Positive Toxicological Findings for Ten Commonly
Assayed Drugs, by Various Fluids and Tissues, All
Cities, Survey 2 (N=1004)

Percent of Findings 1n Assays

a Stomach

Type of Drug: Blood Urine Bile Liver Brain Kidney Contents Other

% % % % % % % %
Heroin/morphine 20.5 35,0 67.6 3.8 -- 4.0 0.4 32.5
Methadone 18.1 31,2 16.7 25.7 21.7 24.0 33.8 17.5
Propoxyphene 12,2 11.5 7.1 23,1 21.7 24.0 17.7 12.5
Secobarbital 12.2 6.8 0.4 10.4 26.2 16.0 15.9 2.5
Diazepam 11.9 0.6 0.7 3.8 8.7 8.0 3.5 15.0
Pentobarbital 9.3 2.9 0.2 10.9 21.7 24.0 12.7 10.0
Phenobarbital 9.0 4.0 - 4,9 --- -- 3.9 5.0
Amitriptyline 4.1 1.7 2.3 10.4 -- .- 7.1 5.0
Codeine 2.3 3.7 3.4 -- -- -- 1.1 --
Phenothiazine 0.4 2.6 1.6 7.1 --- -- 3.9 --
Total percent 100.0 100.0 100.0 100.1 100.0 100.0 100.0  100.0
Number of assays
of ten drugs Y (657) (349) (438) (183) (23) (25) (283) (40)
Total number (1384) (624) (564) (319) (38) (53) (492) (93)
of assays

aTests resulting in either trace, qualitative, or quantitative
results.
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18

Quantitative Assays of Most Commonly Found (Generic) Drugs, in Single Drug Cases, Single Drug-plus-

Ethanol Cases and Polydrug Cases: Number and Location, Mean Concentration and Range

TABLE 8.11

A, B.
Single Drug Cases Single Drug + Ethanol Cases Polydrug Cases
Generic No. § Concentration(ug/ml) No. & Concentration (ug/ml) No. & Concentration (ug/ml)
Drugs: Loca- Min - Max Loca- Min - Max Loca- Min - Max
tion Mean Range tion Mean Range tion Mean Range

Heroin/morphine 56 bi.2 45.8 0.6 - 300, 92 bi.? 35. 0.2 - 228. 35bi.% 32, 0.3 - 160.
Methadone 63 bi. 0.84 0.1 - 3.3 12 b1. 1.0 0.2 - 3. 18 bl. 0.98 0.1 6.
Propoxphene 16 1i. 196. 3. - 600. 16 b1. 3.5 0.06 - 14. 24 bl. 7.8 0.1 52.
Secobarbital 25 b1, 21. 4, - 59, 12 b1. 9.2 7. - 33,  25bl. 14.1 0.04 43,
Diazepam 6 bl. 2.9 1.3 - 7.7 4 bl. 8.0 0.5 - 25. 48 bl. 2.0 0.1 6.
Pentobarbital 21 bl.  36. 11. - 62. 6 bl. 61. 2.6 - 180. 20 bl. 25. 0.1 87.
Phenobarbital 12 bl. 67. 2.6 - 173. 8 bi. 51. 2.6 - 246. 21 bl. 25, 0.04 - 124,
Amitriptyline 10 1i. 73. 0.6 - 160. 2bl. 6.6 3.8 - 9.4 50bl. 22. 0.4 99,
Meprobamate 3 bl. 105. 2. - 240. 1 bl. 49. -- 8 bl. 93. 18. 291.
Ethchlorvynol 6 bl. 52. 11. - 118. 1 bl. 45, -- 12 bl. 41, 6.3 129,
Phenothiazines 6 1i. 60. 0.1 - 145. 1bi. 41. -- 3 1i. 86. 31. 179.
Phenmetrazine 1 bl. 0.8 - 3ur. 13. 0.8 - 30. 9 ur. 14, 3. 40,
Glutethimide 3bl. 24, 23, - 26. -- ~- -- 15 bl. 25, 1.8 140.
Salicylate 2 bl. 867. 533. - 1200. -- -- -- 5bl. 192, 100. 322.
Amphe tamine 11, 35, - -- -- -- 9 ur. 14.3 0.2 60.
Methamphetamine 1 bl. 0.37 - -- -- -- 8 ur. 97.5 0.9 710.
Amobarbital 1 bl. 24, - -- -- -- 13 bl. 15. 4, 52.
Cocaine 1 bl. 6.9 - -- -- -- 2 bl. 5.9 4.8 7.
Codeine -- -~ - 1bl. 0.4 -- 6 bi. 28. 3. 82.
Chlordiaze~

poxide -- -- - 5 bl. .4 0.7 - 34, S bl. 4.1 0.8 11.
Flurazepam -- -- - -- -- -- 6 bl. 2.4 0.1 10.
3 bi, = bile bl. = blood 1i. = liver ur. = urine




Chapter 9

Sociodemographic
Characteristics of Cases

SUMMARY

Differences in age, sex, race, marital status, employment status,
and occupation were examined for the predominant drug categories,
overall and for each of the nine cities. Data from the two sur-
veys were combined, since differences between them were not signi-
ficant. Age was generally lower for the narcotic than for the non-
narcotic deaths; barbiturate cases on the average were somewhat
older. Males and blacks predominated in the narcotic category com-
pared with the other drugs. In certain cities these patterns did
not hold; in Los Angeles, for example, whites predominated among
narcotic cases. More of the narcotic cases were single (never
married) than were the other cases. Surprisingly, the majority in
all drug categories were employed, though occupations tended to be
semiskilled and unskilled, especially in the narcotic category.

SOCIODEMOGRAPHIC CHARACTERISTICS OF CASES

The social and demographic characteristics of all the cases selected
as “drug involved” make it possible to reconstruct the lives of
these individuals before the final act. Their age, sex, race, mar-
ital status, employment status and occupation are tabulated by drug
category (the most significant drug involved in the death) and by
city.

Drug categories used are the five with highest overall frequency of
occurrence: narcotics, analgesics, barbiturates, (other) sedatives,
and tranquilizers. A sixth category of “others” was added to ac-
count for classes of drugs with very small frequencies that could
not be separately analyzed. Ethanol was classed in the “others”
category when considered the most significant substance involved in
the death and found with one or more other drugs, even though the
number of cases was considerable in some cities. The occurrence of
deaths attributed to drugs in the “others” category, shown in table
9.01, was tabulated by city to show where certain drug types might
have clustered. There does not appear to be a pattern among the
cities, nor among the three drug classes tabulated, except that
marijuana occurrences were virtually absent.

Data from Surveys 1 and 2 were combined in this analysis to provide
larger numbers. Before the samples were combined, the distributions

82



of age, sex, and race between the two samples were compared by chi
square test for each city and for the three major drug categories
(narcotics, analgesics, and barbiturates). There were no signifi-
cant differences between samples for any of these drug categories
in any of the nine cities (table not shown).

As background to the analysis, a tabulation of drug category by
city is provided. Table 9.02 shows that narcotics were the most
frequent drug correlate of death in six of the nine cities, ranging
from 25.9 percent of cases in Cleveland to 72.6 percent in New York
City, with Washington, D.C. the second highest at 66.2 percent. In
Dallas, Miami and San Francisco, barbiturate cases were more fre-
quent than any others.

Age correlates varied according to the drug category involved (table
9.03). Among narcotic deaths the age distribution clustered in the
20-30 range for most of the cities, with San Francisco, Los Angeles
and Washington, D.C., showing a somewhat more expanded range of
20-40. The ages among barbiturate deaths were more evenly distri-
buted. Miami and Washington, D.C. were exceptions: More than half
of their barbiturate deaths were age 50 or over. In general, the
narcotic death cases were younger than those for whom barbiturates
played the dominant role in death.

Sex distribution, again, varied by drug category (table 9.04). In
each of the cities the narcotic category was dominated by male
cases, ranging from 69.4 percent to 86.8 percent. Among barbiturate
deaths the ratio was more balanced, with male cases ranging between
40 and 60 percent for most of the nine cities.

The categories of race tabulated were white, black, and all other
races (table 9.05). (The last combined category was necessitated

by the small numbers of cases available.) 1In all cities except Los
Angeles, Miami, and San Francisco, blacks were a larger proportion
than whites in the narcotic drug category; in Washington, 96.0 per-
cent. Whites predominated in all other drug categories, with minor
exceptions. In Washington, blacks also predominated in the analgesic
category.

In all but one city, more narcotic victims than victims of other
drugs had never married. In other drug categories, the distribution
varied without a discernible pattern. (table 9.06). Undoubtedly,
some of the variation in marital status was due to the age distribu-
tion in each category, with younger victims more likely never to
have been married.

Findings on employment (tables 9.07 and 9.08) suggest that occupa-
tions were not particularly stable or well-paying. Among those
employed, the majority were either semiskilled or unskilled, and
more of the narcotic cases tended to be unskilled. Very few were
listed as professional or semiprofessional. In some cities the
sedative and barbiturate cases included proportionately more oc-
cupations at the higher end of the scale, This may be the influence
of age or possibly reflects the occurrence of suicides by drugs
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among middle-class persons; also, most physician addict cases pro-
bably would have fallen into this group.

The majority of drug-involved death cases were persons employed at
time of death, even among the narcotic group. Figures for all
drugs combined ranged from 81.8 percent in San Francisco to 22.3
percent in Philadelphia. Housewives were found more often in the
non-narcotic drug categories. This is consistent with findings re-
ported above on sex and age differences.

TABLE 9.01

Classes of Drugs Categorized as “Other,”
by City, Surveys 1 and 2

Percent of cases

Dru;
Catggori zed Chi- Cleve- Dal- Los Mi- New Phila. San Wash.
as "Other': cago land 1las Ang. ami York Fran. D.C.
(SURVEY 1) % % % 3 % % % % %
Psycho-

stimulants - - 2.2 -- 2.8 0.6 4.6 2.5 0.6
Anti-depres-

sants 1.1 3.7 8.6 2.8 3.5 3.2 2.0 2.1 1.3
Marijuana §

psychedelics .- -- - - .- . 0.7 - -
Ethanol? 1.1 19.1 5.4 0.7 -- 8.9 9.1 2.9 1.3
Miscellaneous 2.2 3.7 7.5 0.7 5.5 4.1 9.7 2.1 ~-
Total "Others™ 4.4 Z26.5 23.7 .2 11.7 16.9  26.0 9.6 3.3
Total No. of
Survey 1 cases (274) (136) (93) (285) (145) (315) (154) (239) (151)
(SURVEY 2)
Psycho-

stimulants -- -- -- -- 3.8 0.4 1.0 3.9 6.7
Anti-depres-

sants -- 1.5 4.9 4.2 2.5 2.5 1.0 3.9 4.0
Marijuana &

psychedelics -~ -- ~-- -- -- -- 1.0 -- --
Ethanol? 9.4 15.9 3.3 6.9 1.3 1.3 4.9 -- --
Miscellaneous 1.6 4.4 21.3 1.4 -- -- 2.9 -- --
Total "Others™ 10.9 21.7 29.5 125 7.5 4.7 10,7 7.7 10.7
Total No. of
Survey 2 cases (129) (69) (61) (142) (80) (239) . (103) (103) (74)

#Ethanol reported only when in combination with other drug(s).
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TABLE 9.02

Class of Drug Involved in Death, by City, Surveys 1 and 2 Combined

Percent of Cases

Drug class
involved in Chi- Cleve- Dal- Los Mi- New Phila. San Wash. All
death:2 cago  land las  Ang. ami- York Fran. D.C.  Cities
5 3 % % % % k] % % %
Narcotics 48.9 25.9 11.0 46.6 16.0 72.6 46.7 32.6  66.2 46.0
Analgesics 3.7 15.1 21.4 3.7 8.0 5.8 8.6 7.6 8.9 7.6
Barbiturates 31.5 16.6 26.6 33.7 34,7 7.4 13.2 38.5 15.6 23.8
Sedatives 3.7 8.8 8.4 4.0 20.9 0.2 7.0 4.4 1.3 5.3
Tranquilizers 5.7 8.8 6.5 4,9 10.2 2.7 4.7 7.9 2.2 5.5
Others 6. 24.9 26, 7.0 10,2 11,4 19.8 9.1 5.8 11.
Total percent 100.0  100.0 100.0" I00.0 100.0 100.0 100.0 100.0 100.0 100.0
Number (403) (205) (154) (427) (225) (554) (257) (343) (225) (2793)

aDrug judged to be most significantly involved in death.




TABLE 9.03

Age Distribution and Class of Drug Involved in Death,
by City, Surveys 1 and 2 Combined

“Percent of cases

Age and
class of Chi- Cleve- Dal- Los Mi- New Phila. San Wash.
drug: cago land las Ang. ami York Fran. D.C.
% % Ma % % % % % 3
Narcotics:
0-19 yr. 13.7 1.9 3) 9,0 16.7 11.4 12.5 6.3 8.7
20-24 yr. 41.6 35.8 3) 32.2 38.9 35.3 30.0 23.2  40.3
25-29 yr. 22.8 37.7 %) 22,1 30.6 24.6 22.5 24,1 16.8
30-39 yr. 14,3 15.1 3) 246 11,1 17.2 20.8 27.7 22.8
40-49 yr. 6.6 7.5 3) 10.1 -- 8,7 12.5 9.8 9.4
50+ yr. 1.0 1.9 (-) 2.0 2.7 2.7 1.7 8.9 2.0
(Number)—s (197)  (53) 17) (@99 (36) (402) (120) (112) (149
)2 % $ M 2 % % % %
Analgesics:
0-19 yr. (5) 19.4 12,1 (2) (1) 6.3 18.2 7.7 10.0
20-24 yr. (2) 16.1 12.1 Q) (3) 12.5 18.2 15.3  30.0
25-29 yr. (2) 19.4 15.2  (6) ) 21.9 18.2 7.7 15.0
30-39 yr. (4) 16.1 18.2 (3) )] 31.3  22.7 23.1  20.0
40-49 yr. (1) 16.1 15.2  (2) (3) 12,5 18.2 23.1 10.0
50+ yr. L) 12.9 27.2  (2) (7) 15.6 4.5 23.1 15.0
(Number)b (15) (31) (33) (16) (18) (32) (22) (26) (20)
% % % % % % % % %
Barbiturates:
0-19 yr. 19.7 5.9 14.6 7.0 3.8 17.1 8.8 2.3 --
20-24 yr. 23.6 23.5 14,6 10.4 12,8 17.1 20.6 9.8 5.7
25-29 yr. 14.2 5.9 12,2 14,6 12,8 19.5 29.4 15.2 5.7
30-39 yr. 15.0 11.8 12,2 13.2 7.7 17.1 8.8 14.4  22.9
40-49 yr. 11.0 14,7 14.6  19.4 11.6 9.7 8.8 18.9 14.3
50+ yr. 16.5 38.2 31.8 35,4 51,3 19.5 23.5 39,4 51.4
(Number)b (127) (34) (41) (144) (78) (41) (34) (132) (35)
(3 RN 1) L ) R+ ) R T ) RS ¢ ) E S O N )
Sedatives:
0-19 yr. (2) (-} 1) (-) 2.1 (-) 1) (-) (-)
20-24 yr. (5) ) 1) 2 19.1 (-) 4) (3) )
25-29 yr. (3) (3) ) 1)y 17.0 (-} (5) (3) -)
30-39 yr. (2) 2) 2) @) 14.9 (1) 2) 2) 1)
40-49 yr. (1) 6) (5) (3) 8.5 (-) Q) (2) ey
50+ yr. (2) ) (2) (7 38.3  (-) (5) ) @)
Qvumber)® (15)  (18) @3 an 47y Q) @ag) @as) (3)
(Continued)

86



TABLE 9.03 continued

Age and
class of Chi- Cleve- Dal- Los Mi- New 'Phila. San Wash,
drug: ago land las Ang.  ami York Fran. D.C.
RN N ¢ : W P s M
Tranquil-
izers:
0-19 yr. 8.7 (3) (-) -- 4.3 2) =) -- )
20-24"yr. 43.5 (&) ) 9.5 4.3 (2) @ 3.7 (1)
25-29 yr. 8.7 (-) ) 9.5 17.4 (5) 2) 29.6 -)
30-39 yr. 8.7 4) 5) 33.3 17.4 6) 4) 14.8 4)
40-49 yr, 8.7 2) ) 33.3  30.4 ()] (3) 29.6 (-)
50+ yr. 21,7 (5) (3) 14.3 26.1 (-) (2) 22,2 (<)
(Number)®  (23) (18) @) (1) (23) 15)  (12) @7 (5)
% % % % % % 3 % N)=
Others:
0-19 yr. 11.5 13.7 27.5 3.3 -- 11.1 11.8 6.4 )
20-24 yr. 30.8 7.8 15.0 16.7 17.4 27.0 39.2 12.9 (4)
25-29 yr, 7.8 5.9 17.5 6.7 34.8 14.3 21.6 22.6 2)
30-39 yr. 11.5 15.7 15.0 33,3 17.4 28.6 15.7 16.1 €8]
40-49 yr. 19.2 35.3 17.5 16.7 4.3 14.3 9.8 22.6 3
50+ yr. 19.2 21.6 7.5 23,3 26.1 4.8 2.0 19.4 (3)
(Number)b (26) (51) (40) (30) 23) (63) (51) (31) (13)
% 3 % % 3 3 % 3
All drugs:

0-19 yr. 15.9 9.3 16.2 7.3 5.3 11.6 11.3

4,1 6
20-24 yr. 34.0 19.5 13.0 20.8 18.2 31,0 28.0 14.9 32
25-29 yr. 17.9 16.6 16.2 17,8 18.2 23.1 23.0 19.5 14
30-39 yr, 14.4 15.1 17,5 21.5 12.8 20,0 18.3 19.5 23
40-49 yr. 8.9 19.5 17.5 15.2 10.7 9.4 12.1 17.2  11.1
50+ yr, 8.9 20.0 19.5  17.3 3.7 4.9 7.3 24.8 12.5

(Number)© (403)  (205) (154) (427) (225) (554) (257) (343) (225)

3Cases too few for reliable percentages.

bBase for computation in each drug class or ¢ in combined classes. Percents
in every case add to 100.0%. )
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TABLE 9.04

Sex and Class of Drug Involved in Death,
by City, Surveys 1 and 2 Combined

Percent of Cases Male

Class of Chi- Cleve- Dal- Los- Mi- New Phila. San Wash.
Drug: cago land las Ang. ami York Fran. D.C.

Narcotics 80.7% 86.8% (15)% 78.4% 69.4% 80.1% 84.2% 75.0% 82.6%
(Number)b 197) (53) (17) (199 (36)  (402) (120) (112) (149)

Analgesics (8)2 54:8%  27.3% (8)® (3)& 46.9% 72.7% 50.0% 45.0%
Mumber)® (15)  (31) (33) (16) (18)  (32) (22)  (26) (20)

Barbitu-
rates 64.4% 23.5% 53.7% 41.0% 50.0% 48.8% 58.8% 50.0% 42.9%
(Number)® (127)  (34) (41) (144) (78) (41) (34) (132) (35)

. a a a a a a a
Sedatlveg (5) (2) (9) (9)2  42.6% (1) (12) a2 )
(Number)® (15)  (18) 13 an @7 Q) (18) @) 3
Tranquil-

izers | 65.2% 72 (4)Y*  47.6% 43.5%5 (02 (6)2  48.1% (2)®
(Number)®  (23) (18) (10) (21) (23) (15 (12) 27y (5)

Others b 57.7% 52.9% 62.5% 46.7% 65.2% 61.9% 88.2% 58.1% (11)2
(Number)”  (26)  (51) (40)  (30) (23) (63) (51) (31) (13)

All drugs 70.7% 52.2% 54,5% 60.0% 49,8% 73.5% 77.8% 60.1% 71.1%
(Number ) (403)  (205) (154) (427) (225) (554) (257) (343) (225)
4Cases too few for reliable percentages.

bpase for computation in each drug class or € in combined classes. Per-
cents in every case add to 100.0
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TABLE 9.05

Race and Class of Drug Involved in Death,

by City, Surveys 1 and 2 Combined

White & black

Percent of Cases

race?, by class Chi- Cleve- Dal- Los Mi- New Phila. San Wash
of drug: cago land las Ang. ami York Fran. D.C.
% 2 R % 13 13 k3 % L
Narcotics
White 35.0  39.6 (5) 41.2 66,7 29.1 21.7 62.5 4.0
Black 60.4 60,4 (10) 27.6 30,6 55.5 78,3 30.4  96.0
(Number )€ (197)  (53) (17)  (199)  (36) (402) (120) (112)  (149)
b D g b ) ) K3 % D
Analgesics
White (6) 61.3 87.9 (12) (16) 50.0 59,1 69.2 35,0
Black ) 35.5 12.1 (3) (2) 28.1 36.4 23.1  65.0
(Number)© {(15) (31) (33)  (@6) (@8) (32) (22) (26) (20)
2 R % 1 T z — 7 2
Barbiturates
White 70.1 94,2 87.8 74,3 93.6 75.6 79.4 89.4  85.7
Black 29.9 2.9 9.8 18.1 3,8 19.5 17.6 3.8 = 11.4
{(Number)© (127)  (34) (41) (144) (78) (41) (34) (132) (35)
b b b b $ b b b b
Sedatives
White (11)  (17) (13) @3) 93.6 (-) a7  (10) 3)
Black (3) (1) () (3 2.1 (- ) @ )
(Number)© (ds5)  (18) 3y a7y @7y @) (18) (15} 3
3 b b % T b ) ¥ 1)
Tranquilizers
White 73.9 (15% (9) 81.0 95.7 (9 (1) 96.3 2)
Black 17.4 (3 ) 9,5 -~ (2) () 3.7 (3)
Qumber)  (23)  (18) (10) (@) @3 (15) (12) @7 ()
% 3 13 % z % % T b
Others
white 53,8 66,7 72,5 66,7 60,9 30.2 27.5 77.4 )
Black 28.5 33.3 27.5 16.7 26.1 54.0 72.5 16.1 (10)
(Number)d (26)  (51) (40) (30) (23) (63) (51) (31) (13)
% ¥ % % % % % 13 3
All drugs combined
White 51.1 67.3 78.6 58.8 85.8 34.7 42.0 77.5  22.2
Black 44,9 31,7 18,8 22.0 10.2 49.8 56,8 15.5 76.9
(Number)© (403) (205)  (154) (427) (225) (554) (257) (343) (225)

8Races other than white or black not listed; percentages and mumbers of

other races are retrievable as remainders.

bCases too few for reliable percentages.

CRase for computation in each drug class or >d S. P
cents of listed § uniisted races (see®) in every case add to 100.0%.

in combined classes. Per-

89



TABLE 9.06

Marital Status and Class of Drug Involved in Death,
by City, Surveys 1 and 2 Combined

“Percent of Cases

Marital
Status by
Class of Chi- Cleve- Dal- Los Mi- New Phila. San Wash
Drug: cago land  las _Ang. ami _ York Fran, D. C
% % a % % % % 5 %
Narcotics :
Never
married 61.9 54.7 (5) 45,2 70.6 69.0 49.6 45,7 62.4
Married 23,7 30.2 (5) 31,7 14.7 19.8 26.1 29.8 26.2
Separated 1.0 1.9 ) -- -- 6.8 17.4 1.1 3.5
Divorced 12.4 13.2 ) 1