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NEWS OF INTEREST:

CHANGES IN THE SFST/DRE CURRICULUM – There have been changes made in both the SFST and DRE curriculums. The indirect light examination has been removed from the evaluation, and we have new definitions for rebound dilation and hippus. Additionally, the DRE face sheet has changed. New face sheets will be printed shortly, and will be posted for download on the website as soon as they’re available. Contact Peter Hall at the Maine Criminal Justice Academy for more information.

DITEP COMES TO MAINE - Maine's law enforcement training community has teamed with our educators, in an effort to combat the problem of drug abuse among our youth. Last year, the first DITEP training was held in Brunswick; since that time, word has spread. More classes have been held for the Camden and Bangor school systems, with a great deal of positive feedback. Look for this program to spread like wildfire.
UPCOMING TRAINING - The 9th annual IACP Drug, Alcohol and Impaired Driving Conference will be held this July in Baltimore, MD. Go to www.dreconference.com for more info. Several other classes, including DRE recertification, SFST and Drugs that Impair Driving are planned, with another DRE class in the works for this fall. Contact MCJA for more information .
FROM THE LAB: 


My name is Steve Pierce.  I am a forensic chemist at the Maine Health & Environmental Testing Lab.  Hopefully, I’ll write regular reports for this newsletter to keep the DRE’s abreast of what’s new here at the lab and what trends in drug use are showing up in our testing.  
     
The total number of samples we’ve received is up from last year.  We had a total of 381 samples last year; up from 288 in 2001.  With the increase in the number of DRE’s and the increase in awareness and enforcement of the OUI-drug laws, we expect that increase to continue.  

The most obvious trend we’re seeing is a sharp increase in the number of methadone positives.  In the year 2000, we had six positive methadone tests.  In 2001 that jumped up to 43 and so far in 2002 we already have over 50.  A significant number of those urine samples that are positive for methadone are also positive for opiates, usually heroin.

Another combination we’re seeing more often is opiates and cocaine.
Cannabinoids are by far the most common drug we see in the urine samples, sometimes by itself, but many times in combination with other drugs.  The drugs we see most frequently after cannabinoids and methadone are cocaine, morphine, and alprazolam.  Most of the morphine positives, I suspect, are from heroin use.  We continue to see a wide variety of prescription drugs.
   
We’re always trying to improve our testing abilities and efficiency. Currently we are waiting for a new instrument for the initial screening of the urine samples.  It will be more automated and should free us up to work on development of new methods and procedures.  One thing we hope to work on this winter and spring is developing methods for screening and confirming drugs in blood.  It will be a long slow process, but we’re hoping that sometime next year we’ll be able to do limited testing on blood samples.  We are also in the process of installing a new Lab
Information Management System (LIMS) at the lab.  The forensics will be last in line to get the new LIMS, but when we do you’ll see a change in the format of the drug testing report.  It should be more attractive and more informative. 


As always, we welcome your questions and suggestions.  I can be reached by telephone at 287-2727; by fax at 287-4525; and by email at steve.pierce@state.me.us  
Injured or Intoxicated? 

Common Medical Problems that Mimic Alcohol Intoxication

Sergeant Scot Mattox,

DRE Instructor, EMT-P

Portland Police Department

Many OUI investigators will inevitably encounter a suspected intoxicated motorist who is impaired not by alcohol or drugs, but because of a medical problem. The ability to appropriately discern the problem and take corrective action is important to the police officer and the motorist as well. This article discusses common medical conditions that mimic alcohol intoxication, and how to distinguish these conditions from alcohol intoxication.
 The article also discusses situations in which law enforcement officers may encounter medical problems that mimic alcohol intoxication and suggests investigative techniques to consider. It is written for police officers who have little or no medical training and are dealing with intoxicated persons on a regular basis.

Keep in mind that the following information is intended only as suggested guidelines. It may be very difficult in some situations to tell exactly what is causing the impairment. Officers must ultimately rely on their own training, experience and common sense when deciding if a suspect is impaired due to alcohol or some type of medical problems. When in doubt, the appropriate medical personnel should immediately be called to evaluate the suspect before any OUI investigation is conducted.

Common Medical Problems


Some common medical problems that may mimic alcohol intoxication include: diabetes, postictal seizure states, closed head injuries, deafness and impaired hearing (Bledsoe, Porter, Cherry, 2004 : MCJA, 1994). Each of these conditions differ in manner and cause, but may show similar symptoms. They affect a person’s brain so that basic cognition and motor control skills are altered or diminished. The brain, of course, controls a person’s cognitive and motor control functioning (Memmler, Wood, 1987). Any interruption in this control may result in obvious impairment in those areas very similar to alcohol intoxication. Since one of the key areas in OUI investigation is assessing an individual’s psychophysical performance, it is easy to see how these conditions can make an individual appear drunk. 


Emergency Medical Technician (EMT) or Paramedic training is exceptionally helpful in recognizing these situations. Officers do not need to have medical training, however, in order to know that something is wrong. The following paragraphs include concise, non-medical explanations of each condition to assist officers in making those determinations.

Diabetes


Diabetes in simple, non-medical terms can be explained as a disease that interferes with maintaining the correct levels of insulin in the body. Insulin is a hormone that the body must have to process sugar. The brain must have regulated levels of sugar – known as glucose when utilized by the brain for energy – in order to function (American College of Emergency Physicians [ACEP], 1992). If the body’s level of insulin is either too high or too low, glucose processing will be impaired, and the brain will not have the necessary energy to function. In some cases, this can take a long period of time. In other cases, the onset can be sudden and a person can be immediately affected (Bledsoe, et al., 2004).


Diabetes has several different forms. The most relevant, for purposes of this article, is called hypoglycemia, or “insulin shock”. This form of diabetes occurs when a person has too much insulin in their body and not enough sugar. This can occur rapidly and is a life threatening situation. Persons with this condition need immediate emergency medical care (Bledsoe, et al., 2004).


A person in insulin shock suffers a sudden onset of symptoms that often begins with a change in mental status. They display obvious cognitive and physical impairment, and may be aggressive and belligerent. They may have inappropriate or even bizarre behaviors for which they need to be restrained. A key sign in these cases is the sudden onset; officers might see this type of condition at a traffic accident where the driver was fine when they started their trip, but suffered a rapid loss of blood glucose while driving (Bledsoe, et al., 2004: ACEP, 1992).

Many people with this condition know it and might be able to tell you what the problem is, however, not all will have the ability to do so. Some may not be aware of what is happening to them, and cannot explain it. They may have a Medic Alert card or jewelry (keep in mind that these people may possess hypodermic needles as well) and most will have some sort of similar medical history. There have been reports of this condition spontaneously appearing in people with no history of diabetes, but this is extremely rare (Bledsoe, et al. 2004).

Postical Seizure States

A seizure is a condition creating a disturbance in the normal electrical functioning of the brain. A large number of causes can bring about the onset of a seizure. During the seizure phase, a person will not have normal cognitive function and physical control. Seizures may occur suddenly and without warning to the person, or they may develop gradually with the person being aware that the seizure is about to occur. During the seizure phase, the person may exhibit involuntary muscular convulsions that can cause physical injury. Seizures typically last anywhere from a few seconds to several minutes and sometimes occur in rapid succession (Bledsoe, et al., 2004 : ACEP, 1992).

Most chronic seizure patients are aware of their condition and are probably taking medications to control it. They may have a Medic Alert card or some form of Medic Alert jewelry. However, there are reports of people having sudden seizures without prior warning or pertinent medical history (Bledsoe, et al., 2004). 


After the seizure, the person enters what is called the “Postical Seizure State”. During this state the will have only limited cognitive and physical control and will appear tired and lethargic. In this state, they may mimic an alcohol-impaired person (Bledsoe, et al., 2004).  A situation such as this could potentially occur after a crash. The seizure may have contributed to the crash, and by the time law enforcement arrives the person is postical. Conversely, the crash could also have triggered the seizure.

Closed Head Injury


A closed head injury is an injury to the head with little or no evidence apparent on the outside. The brain may be injured due to a secondary impact suffered from being slammed around inside the skull (National Association of Emergency Medical Technicians [NAEMT], 1994). Two fairly common examples that may occur in law enforcement situations are the victim of a fight and motor vehicle crashes.


In a closed head injury, the victim’s brain has suffered a traumatic blow. Like other parts of the body, the brain reacts to trauma by swelling, yet the brain only has a small amount of room inside the skull for swelling to occur. After this small amount of space has been used, the brain may continue to swell and actually cause more damage by crushing itself into the inside of the skull (NAEMT, 1994).


The victim of a closed head injury can show a variety of signs and symptoms. They will have impaired cognitive and physical impairment to varying degrees. Their functioning may be at first very impaired, then get better, and then become poor again. They may be walking and talking when officers arrive at the scene and then suddenly collapse. They may be calm and cooperative one minute, then act belligerent and aggressive for no apparent reason. Contrary to some diabetics and seizure patients, they may not be able to tell you what has happened to them due to a period of lost consciousness (NAEMT, 1994). 

Deafness and Hearing Impairment

Deafness and hearing impairment results from a number of causes including physical injury, congenital defects and a variety of illnesses. The impairment may be either temporary or permanent, and it may affect individuals to various degrees. 

Most notable to the OUI investigator is the fact that these individuals might suffer from some type of balance problem, since the mechanisms for controlling balance lies in the inner ear (Memmler, Wood, 1987). These problems will generally worsen in low light situations. They can vary in intensity according to each individual with some hearing impaired persons having no balance problems at all. Also of concern to the investigating officer is the obvious fact that these individuals may understandably have difficulty communicating (MCJA, 1994).

The OUI Investigation
When there is a question as to the cause of a suspect’s impairment, how does an officer know for certain that the impairment witnessed is due intoxicants or a possible medical problem? Except for summonsing an ambulance to perform a medical evaluation, there is no special investigative technique or procedure that can distinguish the alcohol or drug-impaired person from the medical emergency patient with complete accuracy. The best course of action is a proper OUI investigation conducted in every OUI case as thoroughly as possible.  Simply from the routine of encounters with many drunk drivers, experienced OUI investigators will realize quickly when something is different. Below is a list of suggestions to remember that may assist officers in OUI investigative situations where the cause of impairment is in question:

· Encountering the Suspected Impaired Motorist.

The original reason why the OUI investigator has come into contact with the impaired motorist is important when medical issues are suspected. Although an officer may encounter medical issues in almost any OUI situation, there are some obvious situations in which a higher index of suspicion of a medical problem is warranted. A thorough history as to why this motorist was encountered by the officer is very important to the final outcome of the investigation. Officers need to have a number of important questions answered depending on the situation: Is this person the victim of a recent fight? Why did this crash occur? Did this person recently change doctors, medications, or medication amounts? What is their medical history? 

· Pre SFST Questioning

Officers need to ask basic questions regarding the recent whereabouts, drink history, medical and physical problems, and current medications of the suspect in every OUI investigation. This should be done prior to the administration of any field sobriety tests. The suspect will almost always comply with answers. Although sometimes the answers may be furtive, implausible or not credible, the answers can the OUI investigator a comparative baseline of information that will be important in ultimately determining the truth. Besides giving some clues to the suspect’s actual cause of impairment, this step always elicits some of the best incriminating evidence for the OUI case.

For example, in situations where the officer encounters a hearing impaired person who has been consuming alcohol and driving, the best course of action is to ask the individual numerous questions regarding their limitations in standardized field sobriety testing (SFST) prior to any sobriety evaluation. Once the officer has an idea of what functions the suspect is able to perform normally, they are in a much better position to test them. Officers may consider staying away from SFSTs (including Horizontal Gaze Nystagmus [HGN]) and if necessary obtain the services of a qualified interpreter (MCJA 1994). This is a situation where non-standard tests, such as writing the alphabet, finger dexterity and others may be very useful.

· A Thorough Search

A thorough search of the person and property of the motorist within constitutionally protected guidelines is another vital step in both the determination of the actual cause of impairment and the OUI case. Though it is easy to become complacent and conduct a poor search, officers should always diligently conduct a thorough search for a number of reasons, the most obvious of which is officer safety. 

A good search may also reveal clues to the cause of the impairment, including evidence of alcohol or drug use. In the case of a lack of odor of intoxicants or suspected medical problems, the officer may find prescription medications or illicit drugs, each of which are excellent clues to the cause of the impairment. Most diabetics and seizure patients will be on certain medications. Officers should compare the prescription name to the suspect’s own name. A quick call to Poison Control will reveal the medical condition the drugs are prescribed for. 

Some suspects may be wearing a “Medic-Alert” jewelry or have a Medic Alert card with their ID. Some may even be wearing a hospital wristband. These items may specifically disclose the medical problem. 

Officers should also remember to conduct a perimeter search of the immediate area (did the suspect discard an important piece of evidence while being stopped?). At accident scenes it is important to search for clues regarding the driver’s reaction immediately prior to the crash. Examine the damage to the vehicle. What type of injuries is the driver likely to have? 

· Pertinent Negatives
It is equally important to assess what is present as well as what is absent in OUI investigations of persons who may be suffering from a medical condition. Two important things that probably will be absent in a person suffering from medical conditions mimicking alcohol intoxication are HGN and the odor of intoxicants. Recent research indicates that some medical conditions may cause HGN; however, diabetes, postical seizure states and closed head injuries are not mentioned among them (Hunt, Amato – Henderson, 1995 : National Highway Safety Traffic Administration [NHHTSA], 1999). 

A motorist who is truly suffering specifically from a medical condition that causes impairment will not normally have an odor of intoxicants on their breath if they haven’t been drinking. Impairment without the smell of intoxicants is significant evidence pointing to either a medical problem or drug use. 

If the odor of intoxicants is detected on a motorist’s breath, than there most likely is alcohol present—at least to some degree. If they have been drinking and are suffering from some additional medical problem, this may make things very difficult for the investigating officer. The suspected medical issue should be addressed first, followed by an OUI investigation if appropriate.

Medically Suspicious Situations


This article has discussed the medical conditions that may mimic alcohol intoxication and investigative techniques to assist in identifying them. So in what kind of situations might officers encounter these medical conditions? The simple answer is any situation. Given the tremendous variability of scenarios a law enforcement officer may be asked to address, it should not surprising to encounter a medically impaired individual in any situation imaginable. However, there are some general situations that may be more likely to have occurred due to a medical problem rather than alcohol intoxication. If officers encounter any (or any close variation) of these situations, they should not automatically assume a medical problem as the cause, but rather suspect that it could be. Certainly an alcohol or drug-impaired driver could be involved in any of these situations.

· Unusual Accidents 

Any officer knows a location or two on their beat where, at 1:30 am on a Friday night, a call for an accident comes in and they suspect a drunk driver. Thus accidents that occur during unusual times or at locations unusual to the officer are candidates for suspicion of a medical cause. Also highly suspicious are accidents where the scene indicates that the driver had little or no reaction immediately prior to the crash. There may be no skid marks present or a witness who claims the vehicle suddenly and “for no reason” drove off the road. 

Some of the medical conditions that mimic alcohol intoxication – like diabetes or seizures – can have a sudden onset. This can cause the driver to have an altered level of consciousness resulting in a traffic accident not due to road conditions, vehicle conditions, traffic or other distracting factors. 

Another situation worth mentioning is the closed head injury. Whereas in the previous two situations the medical condition may have been present while the driver was operating the vehicle, this is an injury suffered as a result of an accident that may make the driver appear intoxicated after the accident.  Thus officers may not have any evidence of impaired operation or consumption of alcohol or drugs. Officers may not even notice any evidence of injury, especially if they arrived after a delay and the driver is up and walking around (NAEMT, 1994). 

· Older and or Obese Drivers

Statistically, it is probably safe to assume that older and obese people have a higher incidence of medical problems than those who are younger and more physically fit. Logically, it would follow that older and obese drivers have a higher incidence of the kind of medical problems that can mimic alcohol intoxication. Again, this is only a clue to the whole puzzle, but it is something the officer should keep in mind.  

· Missing Odor of Intoxicants

When an officer encounters an OUI suspect who is physically and cognitively impaired and no odor of intoxicants is detectable, he needs to be suspicious. A missing odor of intoxicants is a clue to the cause of the impairment – but only a clue. It may mean a medical problem is present, but this is by no means conclusive. The absence of the odor of intoxicants does not mean that intoxicants are not the cause of the impairment. There may be a variety of reasons why the odor of intoxicants is missing. Impairment and the absence of the odor of intoxicants most likely indicates one of three things: 

1. The suspect is intoxicated by alcohol but the odor is undetectable  (it has dissipated, it is masked, or perhaps the officer’s allergies are acting up and unbeknownst to the officer he is unable to smell it).

2. The impairment is caused by drug use. Many types of psychotropic prescription drugs and illicit drugs will cause cognitive and psychophysical deficits with no odor of intoxicants (USDOT, 2000 : Burns, Page, Leikin, 1998).

3. There is an underlying medical problem causing the impairment.

Here are some key reminders regarding the odor of intoxicants that OUI investigators may find useful: Alcohol itself has no detectable odor; the smell comes from the additives used to flavor the drink. Some alcohols, while strong in proof, have very little flavoring and thus little odor. There are a large number of very effective products on the market that mask the odor of intoxicants quite effectively. Cigarette smoking is perhaps one of the best. The medical conditions discussed above will all produce impairment with no detectable odor of intoxicants (Taylor, 1991). 

· Absence of HGN

Anytime a motorist shows cognitive or psychophysical impairment and HGN is absent, officers need to be suspicious about what is going on. Lack of HGN is a clue to the cause of the impairment similar to the missing odor of intoxicants. Though it could indicate an underlying medical problem, it is not conclusive evidence that a medical problem exists.


Similarly to when the odor of intoxicants is missing, the lack of HGN most likely indicates that one or more of the following things are going on: 

· The HGN is present, however, the officer does not detect it. This could be for a variety of reasons such as poor technique or lighting. 

· The impairment is due to a drug that does not cause HGN. Many types of psychotropic prescription drugs and illicit drugs such as those in the narcotic, hallucinogen, cannabis and stimulants family can cause cognitive and psychophysical deficits but not HGN (USDOT, 2000 : Burns, et al., 1998).


· There is an underlying medical problem causing the impairment.

· In rare cases, the person is impaired by alcohol but may not manifest HGN. Remember that the data indicates that HGN is not 100 percent accurate (NHTSA, 2000). Thus it stands to reason that there are persons who do not exhibit HGN when drunk.

Conclusion

While generally rare, a true medical condition that causes obvious physical and cognitive impairment in a suspected drunk driver is a reality that must be dealt with properly. Officers certainly don’t want to arrest a motorist for OUI who suffers from a medical problem that makes them appear drunk even when they are sober. Yet, on the other hand, just because a motorist suffers from a medical problem does not automatically mean that they haven’t been drinking and aren’t under the influence. As in all criminal investigations, the investigating officer has the burden to prove which is the truth, and sometimes that can be complicated. 

Police departments are responsible for properly training their officers to recognize situations where a person may be suffering from a physical or mental impairment under the federal Americans with Disabilities Act (ADA). There is at least one documented case in Maine where a motorist suffering from a medical problem was arrested for OUI, and it resulted in litigation. In 1992, Sanford PD arrested Roland Jackson for OUI after he was involved in a motor vehicle accident. Ultimately, the breath test and subsequent DRE Evaluation revealed that Mr. Jackson was not impaired and he was not charged and released. He later sued. The presiding judge, the Honorable D. Brock Hornby ruled that the Town of Sanford was a public entity and therefore responsible for properly training officers to recognize qualified persons with disabilities. While the ruling did not specifically hold the Town of Sanford liable in this situation, it cleared the way for future lawsuits involving violations of the ADA (MCJA, 1994).

By keeping in mind the major points of the discussion in this article, officers have some general information that may assist when dealing with this type of situation. When in doubt, or if a medical problem is suspected, the proper course of action is to summons emergency medical personnel to the scene immediately.  EMTs, particularly at the advanced license levels, have the diagnostic ability to determine if one of the aforementioned medical problems exists. They can medically clear the person and the officer may continue on with the OUI investigation, or they may transport the motorist to the hospital to get the emergency medical care needed. Either way, the officer has still made a positive contribution to the community by getting a driver who may be dangerous to themselves or others off the road. 
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Answers to last month’s CHALLENGE QUESTIONS: 
1. What effect will Positional Alcohol Nystagmus have on the Horizontal Gaze Nystagmus test?

    Answer – None. PAN 1 & 2 occur in the horizontal position. Until last year, we simply didn’t administer HGN to people in a horizontal position, such as a stretcher. Recent research, however, has concluded that’s it’s acceptable for us to administer this test to subjects in this position. 

2. What common household baking spice contains an hallucinogenic chemical?

   Answer – Nutmeg contains an hallucinogenic compound called mystricin. This hasn’t been a huge problem for us; partly due to lack of knowledge by abusers, and partly due to a severe side-effect of consuming lots of nutmeg – chronic nausea. However, the internet has made information readily available to anyone seeking it. There are websites which not only describe mystricin’s properties, but list recipes so that an abuser can make this drug more palatable. The idea is catching on; a teen involved in a fatal accident in Warren had several jars of nutmeg in his pockets, while in a separate incident, parents called police after discovering their teen son acting strangely in Rockland. Roughly three ounces of nutmeg were discovered in the boy’s possession.

3. Name four ways of differentiating a teen dance from a rave.

   Answer – There are several. Firstly, check the flyers and other promotion materials. Look for the letters E and X being pronounced. Do the flyers/websites advertise “friendly security”, indicating that the no drugs policy won’t be too vigorously enforced? Do they advertise places to “chill”, or massage parlors? MDMA use is commonly associated with hyperthermia, requiring places to cool down. Muscle spasms are common, and any touch feels great to the MDMA user, so massage parlors are desirable. The venue selling water at excessively high prices is yet another indication. Finally, take a look at your subjects. While glow sticks can be an indication, many teens just like to play with them. Look for pacifiers, lots of lollipops and candy, and Vicks vapor-rub. The menthol smell is supposed to enhance the MDMA experience. 

More challenge questions in the next issue. For more information, go the Maine DRE website listed below.
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