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* We surveyed 36 individuals involved In
death investigations in New York State,
which has a county-level, mixed medical
examiner/coroner system (Figure).
* The 36 participants covered 42 of the 57 P
(74%) counties In New York State e

(excluding New York City).

* The survey asked about operational
characteristics of overdose death
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investigations and barriers for timely @ S

identification and reporting of suspected Richmond {47

d rug ove rd ose deathS Notes: Counties that make up New York City were excluded from this study. Three counties had three participants each, two counties had two
' participants each, and three participants were involved in death investigations for multiple counties.

Results

. Survey respondents included medical Table: Barriers to timely reporting of suspected overdose deaths

examiners, coroners, forensic pathologists, Barriers Examples/Quotes

med |CO'|egaI death mVeStlgatO rS; and . : . « There is a “lack of [a] multi-county or regional database and staff to establish (and maintain) [it]. [C]loroner

oy : Inconsistent data collection an systems are often not consistent in their operation and reporting.” (Participant 36, forensic pathologist
admln IStratlve Staﬂ:' management systems within and contracted with seven counties)

. . across counties «  “Each coroner records information in their own way. We do not use electronic case management systems”
* Very few medical examiner and coroner (Participant 9, Coroner County)
Offlces are traCkl ng SUSp.e.Cted OveE rd(?se _ « “Education of county health departments and coroners” is the main barrier to accurate and timely reporting
deaths before death certificates are finalized . | (Participant 20, Coroner County) S
] . ] Lack of training and education Counties struggle with a “[l[lack of knowledge and who to report [suspected overdoses] to” (Participant 3,

or sharing preliminary data with local or state Coroner County)

. . . « “Lack of consistency/training/requirements to report” (Participant 22, Coroner County)
public health agencies. Among the few offices
th a’[ CO”eCt SUCh da’[a, there are « “lam very in favor [of improving our reporting], just office extremely shortstaffed [sic] currently” (Participant 1,
. . i : i Medical Examiner County)
lnconsistencies In hOW cases are determlﬂed «  “We are part-time with no office help” (Participant 10, Coroner County)

« “Lack of funding and personnel” prevent accurate and timely reporting of suspected overdoses (Participant 28,

to be suspected overdoses. Coroner County)

_ _ _ o _ Limited funding and staffing «  “We gather the details longhand [...] but [there are] not enough staff to analyze or present the data points”

« Barriers to accurate and timely identification shortages amidst increasing (Participant 1, Medical Examiner County)
_ caseloads - There is not currently the bandwidth to report suspected overdoses in a timely and accurate manner due to a
and e pOrtlng Of SUSpeCted OverdOse deathS “lack of time and personnel” (Participant 19, Coroner County)
. . . «  “Pertinent information following post-mortem exam by ME is delayed due to backlog of cases and lack of
at a” StageS Of the death InveStlgathﬂ adequate staffing” (Participant 11, Coroner County)
-  Long toxicology and pathology turnarounds due to “lack of personnel” (Participant 5, Coroner County)

prOceSS are presented In the Table' “[We have an] overworked pathologist — too many cases” (Participant 2, Coroner County)

* Three-quarters of respondents agreed that If
provided the necessary support, they would
be willing to modify their existing procedures
to Improve data collection and reporting for Inconsistencies in the level of
suspected overdose deaths.

A barrier to change/improvement is “[ijndifference at County Legislative level” (Participant 4, Coroner County)
“[We are currently] unable to perform basic mandated duties. Heaping more work on us [i.e., tracking
suspected overdoses] [is] not going to make us move faster” (Participant 14, Medical Examiner County)

Lack of prioritization in the face of
limited resources

« All sudden, unexpected, or possibly drug-related deaths are investigated, but autopsies are only performed
“upon family request” and toxicology testing may not be performed because the “family may not request [it]”
(Participant 4, Coroner County)

influence decedent’s families have
over whether toxicology testing
and autopsies are performed

CO”CIUS'O”S Lack of explicit direction to collect o
“No one has ever told us to share [suspected] overdose data and then to whom” (Participant 4, Coroner

and report suspected overdose

. . . . : County)
There are many inconsistencies in overdose ?eavt:l Sat either the state- or county- ., «1jey have NEVER asked for this’ (Participant 25, Coroner County)
death investigations and reporting across New
YOrk State. ImprOVi ng the COmpleteneSS and . é\c/JVuer]]t;;eed a better system for coroners to actually work with the health department.” (Participant 25, Coroner
' ' ' 1+ Communication breakdowns -  “Preliminary [death investigation] reports are not sent to us [coroners], only final reports” (Participant 10,
timeliness of data on overdose deaths Is critical | een aw enforcement. death Coroner Gounty)
for dep|oy|ng rapid responses by pub“c health investigators, and local health «  “Law enforcement sometimes [takes] the evidence before we [coroners] come to the location” (Participant 23,
departments/overseeing bodies Coroner County) _ . _ - _
prOgramS_ - “The legislature has to make the final decision” about any changes to death investigation and reporting

process (Participant 13, Coroner County)
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- - - « Inefficiencies and long turnaround times due to “delayed response from [another] ME office. Autopsy reports
InStItUte on Drug Abuse (ROlDA057685) sjtlcl)apnscyeaonnd(?tf)r:(ei(l;(glc())gr;/tl’(eezt]ciarg do not get returned directly to the coroner. The department secretary gets the reports and then forwards them
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to the coroner.” (Participant 22, Coroner County)
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Lack of statewide governmental
J “Coroners are elected and work independently. Administrative coroner handles payroll but has no supervisory

F Rl E N DS RE S EARC H [ N ST[TUT E oversight and statewide policies authority [to provide oversight].” (Participant 16, Coroner County)
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