LRRCSC - INQUIRY INTO DRUG LAW REFORM
RECEIVED 17 MAR 2017
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Judge Sara Hinchey
STATE CORONER

17 March 2017

Mr Geoff Howard MP
Chair
Law Reform, Road and Community Safety Committee
Parliament House
Spring Street
Melbourne VIC 3002

Dear Mr Howard
Re:

Inquiry into Drug Law Reform

Thank you for your letter dated 23 January 2017 regarding the Inquiry into Drug Law
Reform (the Inquiry).
Victoria’s coroners have long been engaged in efforts to understand why drug-related
harm occurs in the Victorian community and how this can be reduced.
These efforts reflect the purposes of the coroner’s investigation, which include
contributing to a reduction in the number of preventable deaths which occur each year,
and to promote public health and safety and the administration of justice.
I am therefore very pleased to accept your invitation to make a submission to the
Inquiry, in the hope that it will assist the Law Reform, Road and Community Safety
Committee in its crucial work to identify opportunities for drug harm reduction.
In framing the submission, I have been mindful of the nature of the coronial
jurisdiction in Victoria in particular the principle of judicial independence.
Consequently, as I am sure you will understand, the Coroners Court of Victoria
(CCOV) as an organisation does not hold an articulated position on any topic or issue
relating to the Terms of Reference for the Inquiry. Instead, through their
investigations, individual coroners, may make findings concerning the effectiveness of
existing laws, procedures and regulations relating to drug use and misuse. They may
also recommend new approaches for reducing drug-related harm.
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For this reason, I have determined that the most appropriate approach to making a
submission on behalf of CCOV - and potentially the most helpful approach for the
Committee – is to collate the text of all Victorian coroners’ recommendations made
under the Coroners Act 2008 (Vic), which address topics and issues relevant to the
Terms of Reference. Attachment 1 to this submission is a thematically and
chronologically ordered summary of these recommendations.
Given the broad scope described in the Terms of Reference, I have included all
recommendations that might be relevant to drug harm reduction, so that the
Committee can determine for itself which information they wish to consider from
within the data, as the Inquiry unfolds.
In addition, I directed the Coroners Prevention Unit (CPU)1 to compile a summary of
Victorian drug overdose deaths for the period 2009-2016, in an effort to assist the
Committee to model the way in which drug-related harm has evolved in Victoria in
recent years.
Overdose death is only one measure of drug-related harm in the community. Despite
this observation, there is no doubt that it is a highly useful measure to inform policy
and clinical practise, particularly when combined with information from other sources
such as drug-related ambulance and emergency department presentations, drug
involvement in fatal and non-fatal motor vehicle collisions, drug use survey data, and
Victoria Police operational information on drug-related crime.
The CPU’s data summary is Attachment 2 to my submission.
demonstrates the following matters:

This document

-

The annual frequency of Victorian overdose deaths increased steadily between
2009 and 2016;

-

While pharmaceutical drugs were consistently the most prevalent contributors to
Victorian overdose deaths, illegal drugs become involved in a greater proportion
of the deaths over time (particularly in 2015 and 2016);

-

Most Victorian overdose deaths were caused by the combined toxic effects of
multiple drugs, rather than a single drug.

In my view, this last point is particularly pertinent, given the broad focus described in
the Terms of Reference for the Inquiry, and its aim to minimise harm relating to illicit
and synthetic drugs and prescription medication misuse.
To date in Australia there has been a widespread tendency when examining drugrelated harm, to focus only on a particular drug or group of drugs that are perceived to
be ‘the issue’ at a given point in time. However, as the attached data summary
indicates, a broad and ever-shifting range of drugs are implicated in drug-related harm,
and the evidence supports a conclusion that drug misuse needs to be approached in a
wholistic manner, rather than one drug at a time.
Finally, in my role as the State Coroner of Victoria, I have developed a deep
appreciation of the intersection between mental ill health and drug dependence, and in
particular, how each can exacerbate the other to contribute to external cause death.
1

An internal research unit located within CCOV

At my request, the CPU has prepared a data summary (Attachment 3) to illustrate this
intersection across three major types of external cause deaths:
-

Overdose death. A detailed study of 838 Victorian overdose deaths occurring
between 2011 and 2013 was undertaken in collaboration with researchers from
Turning Point. A major finding to emerge from the study was that 49.6% of
deceased had both clinically documented drug dependence and a diagnosed
mental illness (other than a mental illness relating to substance misuse);

-

Suicide. A pilot analysis of Victorian Suicide Register data for the period 20102011, established that 32.9% of all deceased were drug dependent proximal to
their deaths. Among this drug-dependent cohort, 55.3% of deceased also had a
co-occurring diagnosed mental illness (other than a mental illness relating to
substance misuse);

-

Intimate partner homicide. A pilot analysis of 64 intimate partner homicide
incidents, using data drawn from the Victorian Homicide Register, showed that
46.2% of offenders had a history of substance misuse as well as a diagnosed
mental illness at the time of the fatal incident. It is interesting to note that only
16.9% of the deceased had both a substance misuse history and diagnosed
mental illness.

My experience, supported by this data, has led me to believe that the role of the
Victorian mental health system must be considered in developing any strategy to
reduce drug-related health, social and economic harm.
Thank you for the opportunity to make this submission.
If you require any further information or clarification regarding the matters set out in
this submission, please contact my Executive Assistant, Margaret Row, on
.
Yours sincerely

Judge Sara Hinchey
State Coroner of Victoria
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Summary of coronial recommendations on drug harm reduction
Date:

16 March 2017

To:

State Coroner Judge Sara Hinchey

From:

Coroners Prevention Unit

Re:

Inquiry into Drug Law Reform
Law Reform, Road and Community Safety Committee
Parliament of Victoria

Executive summary
(a)

This summary contains the text of 128 recommendations made by
Victorian coroners in 49 findings under the Coroners Act 2008 (Vic),
addressing drug harms and opportunities for drug harm reduction.

(b)

The majority of recommendations were organised into three broad themes:
education, opioid replacement therapy delivery (particularly methadone
dosing), and real-time prescription monitoring. However a large range of
other themes were also addressed.

Explanatory notes
1. Background
Mr Geoff Howard MP, Chair of the Parliament of Victoria’s Law Reform, Road and
Community Safety Committee, invited Victorian State Coroner Judge Sara Hinchey to
make a submission to the Inquiry into Drug Law Reform (the Inquiry). To inform the
response, Judge Hinchey directed that the Coroners Prevention Unit at the Coroners
Court of Victoria (CCOV) prepare a summary of Victorian coronial recommendations
made under the Coroners Act 2008 (Vic), addressing topics relating to drug harms and
drug harm reduction.
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2. Identification of recommendations
The CCOV maintains a database of all recommendations made by Victorian coroners
in findings under the Coroners Act 2008 (Vic). This database was searched on 15
March 2017 using a range of keywords including “drug”, “dependence”, “addict”,
“substance”, “overdose”, “methadone”, “benzodiazepine”, “prescription”, “opioid”,
“medication”, and “real-time”. The text of each recommendation returned by each
search was reviewed in the context of the coroner’s finding, to establish whether it
might be relevant to the Inquiry’s Terms of Reference.
3. Compilation by theme
Potentially relevant recommendations were compiled by theme. Within each theme,
recommendations were listed in the chronological order by the date they were made.
Where a recommendation addressed multiple themes, a decision was made as to which
theme was the most dominant in the context of the coroner’s finding. Therefore, when
searching for relevant recommendations on a particular topic, it is important to be
aware that they might be spread across multiple themes. For example,
recommendations relating to methadone risk reduction might be spread across the
following themes: (1) Opioid Replacement Therapy, (2) Education in Drug and
Alcohol Issues, and (3) Regulating Schedule 8 drugs.
4. Accessing the finding in which a recommendation appeared
For every recommendation listed in this summary, the coroner’s complete finding is
freely available on the CCOV website:
<http://www.coronerscourt.vic.gov.au/home/coroners+written+findings/>
The website interface can be searched by deceased first name, surname and by local
case number. The website provides access not only to the finding, but also to all
responses to recommendations.
5. Further information
For further information or clarification regarding the contents of this summary, please
contact Coroners Prevention Unit Manager Mick Boyle.
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protect vulnerable third parties from the risks associated therewith.
Recommendation 2. That the Victorian Department of Health initiate a
process whereby data is required to be generated in the following areas:
(a) The number of patients on takeaway dosing; (b) Period of time
between initial presentation to GP and commencement on takeaway
dosing; (c) The weekly number of takeaway doses allowed those
patients; (d) The dosage ranges of those takeaway doses; (e) Any
reductions in numbers of takeaway doses due to suspicion of diversion;
(f) Any reasons provided in support of permission to take away doses.
The abovementioned data relate to quantifying risks of diversion only.
Other items that were listed by Dr Frei as desirable relate to the
methadone programme generally (as opposed to takeaway doses) and do
not fall within the scope of this inquest.
Recommendation 5. That the Victorian Department of Health require
ambulance paramedics to record attendances on all patients presenting
with methadone overdose and forward such information to the
Department who can then establish and record in a data base whether
the patient is or is not currently registered on the ORT programme.
Recommendation 6. That the Victorian Department of Health embark
on an investigation to determine the extent of trading in takeaway
methadone such as, for example, requesting ORT programme clients to
complete an anonymous survey in which they are asked about their
knowledge of the practice.
Recommendation 8. That the Victorian Department of Health
investigate the viability and safety of doctors supplying Narcan in
injectable form or, should it become available, as a nasal spray to all
clients on the ORT who are eligible for takeaway doses. The idea would
be that the general practitioner strongly encourage, in the event of an
overdose of a third person, the calling of an ambulance as a first
response but, failing that, the administration of the Narcan, with
appropriate demonstration of how to administer the drug. The shelf life
of Narcan is two years. Some form of alert system could be instituted to
warn the patient of the need to replace the supply after that time has
elapsed. Whilst it is appreciated that the half life of Narcan is short, it
may save a life in time and enable transfer to hospital for further
treatment.
Recommendation 10. That the Victorian Department of Health
consider requiring patients on the ORT programme to return their
bottles with labels intact when attending to obtain takeaway doses.
Whilst it is appreciated that there may be health concerns in relation to
the adequate cleansing of the used bottles for future use, the pros and
cons of such a requirement should be part of the risk-benefit evaluation
process in relation to the current takeaway programme policy.
Recommendation 11. That the Victorian Department of Health policy
should recommend that when a patient expresses the desire to
commence opioid replacement therapy that the doctor encourage the
patient to commence on the buprenorphine/naloxone (Suboxone) course
of therapy, which, after an initial trial period of two weeks could, if
appropriate, become automatically a takeaway option gradually
increasing the number of takeaway doses to 6 per week. This may
represent an incentive to select this programme rather than methadone,
particularly if entitlement to takeaway doses in the latter programme is
restricted.
Recommendation 12. That the Department of Health policy
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Coroners Court of Victoria

Data summary of overdose deaths, Victoria 2009-2016
Date:

16 March 2017

To:

State Coroner Judge Sara Hinchey

From:

Coroners Prevention Unit

Re:

Inquiry into Drug Law Reform
Law Reform, Road and Community Safety Committee
Parliament of Victoria

Executive summary
(a)

This data summary examines overdose deaths investigated by Victorian
coroners during the period 2009-2016.

(b)

The annual frequency of Victorian overdose deaths followed a general
upwards trend between 2009 and 2016, with approximately 70% of deaths
being caused by the acute toxic effects of multiple contributing drugs
rather than a single drug.

(c) Pharmaceutical drugs contributed at a relatively consistent rate over time,
playing a role in approximately 80% of Victorian overdose deaths each
year. Alcohol contribution was similarly steady, at approximately 24% of
deaths each year. The proportion of overdose deaths involving illegal
drugs was approximately 40% annually between 2009 and 2014, then
increased to 50% in 2015 and 54% in 2016.
(d) Benzodiazepines were the most frequent contributing pharmaceutical drug
group to Victorian overdose deaths, followed by opioids then
antidepressants.
(e)

The overall five most frequent contributing individual drugs to Victorian
overdose deaths between 2009 and 2016 were (in descending order)
diazepam, heroin, alcohol, codeine and methadone.

(f)

There was only a minor difference between the average annual rate of
overdose deaths, for metropolitan Melbourne (6.9 deaths per 100,000
population per year) and regional Victoria (6.6 deaths). However there was
strong variation in overdose death rate between individual local
government areas.

CCOV
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1. Background
Mr Geoff Howard MP, Chair of the Parliament of Victoria’s Law Reform, Road and
Community Safety Committee, invited Victorian State Coroner Judge Sara Hinchey to
make a submission to the Inquiry into Drug Law Reform. To inform the response,
Judge Hinchey directed that the Coroners Prevention Unit at the Coroners Court of
Victoria (CCOV) prepare a summary of overdose deaths investigated by Victorian
coroners during the period 2009-2016.

2. Method
This section describes how data was sourced, extracted and analysed to prepare the
summary.
2.1 Data source
In Victoria, all deaths from suspected non-natural causes (including suspected
overdose deaths) must be reported to the CCOV for investigation. If the investigation
establishes the death was an overdose, it is entered into the Victorian Overdose Deaths
Register (‘the Register’).
The Register definition of an overdose death is consistent with the definition of “drug
poisoning death” in the Substance Abuse and Mental Health Services Administration
(SAMHSA) Consensus Panel recommendations: a death where the expert death
investigators (the coroner, forensic pathologist and forensic toxicologist) established
that the acute toxic effects of a drug or drugs played a contributory role.1 Overdose
deaths include deaths where acute toxic effects of drugs were the only cause, and
deaths where acute drug toxicity contributed in combination with other non-drug
causes such as cardiovascular or respiratory disease. Deaths associated with the
behavioural effects of drug taking (for example a fatal motor vehicle collision while
affected by drugs and alcohol) or its chronic effects (for example haemorrhage of a
gastrointestinal ulcer caused by chronic ibuprofen consumption) are excluded from the
Register. Likewise, deaths resulting from allergic reactions to drugs are excluded, and
deaths from drug administration-related injury and disease.
The Register definition of the term ‘drug’ is largely consistent with the SAMHSA
definition: “Any chemical compound that may be used by or administered to humans
or animals as an aid in the diagnosis, treatment, or prevention of disease or injury; for
the relief of pain or suffering; to control or improve any physiologic or pathologic
condition; or for the feeling it causes”.2 However the Register includes alcohol as a
drug whereas it is excluded under the SAMHSA definition.
Coded information is stored in the Register for each overdose death, including the
deceased age, sex, reported date of death, and the location where the fatal overdose
occurred. In line with the SAMHSA Consensus Panel recommendations for
1

Goldberger BA, Maxwell JC, Campbell A, Wilford BB, “Uniform Standards and Case Definitions
for Classifying Opioid-Related Deaths: Recommendations by a SAMHSA Consensus Panel”,
Journal of Addictive Diseases, 32(3), 2013: 231-243.

2

Goldberger BA, Maxwell JC, Campbell A, Wilford BB, “Uniform Standards and Case Definitions
for Classifying Opioid-Related Deaths: Recommendations by a SAMHSA Consensus Panel”,
Journal of Addictive Diseases, 32(3), 2013: 235.
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documenting causality in drug-caused deaths, the Register records each individual
drug that the expert death investigators determined was contributory in the fatal
overdose. Where more than one drug was contributory, each was deemed to be equally
contributory. Information regarding drugs that were detected but not determined to be
contributory is not recorded.
2.2 Data extraction and analysis
To prepare the summary, on 8 March 2017 the Register was used to identify all
Victorian overdose deaths reported to the CCOV between 2009 and 2016, and to
extract data on the individual drugs that contributed to each death. This data was
collated into a series of tables showing the annual frequency of Victorian overdose
deaths by contributing drugs groups, drug types and individual drugs.
2.3 Limitations of the Register
The following limitations must be understood when reviewing and interpreting data
extracted from the Register:
-

The contents of the Register are regularly revised and updated as coronial
investigations progress. Through the coroner’s investigation, an overdose death
initially characterised as involving one drug might be determined to have
involved two other drugs; or a death initially thought to be unrelated to drug
consumption might be found to be a fatal overdose. This means that data
reported from the Register about Victorian overdose deaths occurring in any
given period, can change over time.

-

A death is only included in the Register when the individual drugs that played a
contributory role are known. In some circumstances, overdose can be established
as the medical cause of death but the drugs are not known, because suitable
blood and urine samples were not able to be obtained for toxicological testing;
these are excluded from the Register. Some deaths occur in circumstances
strongly suggestive of a fatal overdose, but the forensic pathologist and coroner
are unable to ascertain the cause of death. These deaths too are excluded from
the Register. Consequently the Register data slightly under-estimates the true
number of overdose deaths that occur in Victoria each year.

The first of these limitations is particularly pertinent when interpreting the 2016
Victorian overdose deaths data reported in this summary. When Registry data was
extracted for this summary on 8 March 2017, there were 16 probable overdose deaths
and several dozen possible overdose deaths for which the medical cause of death had
not yet been confirmed. Therefore, the 2016 data reported in this summary should be
regarded as preliminary only and is likely to be revised upwards in the future.
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Coroners Court of Victoria

Intersection between mental illness and drug dependence
in external cause death, Victoria
Date:

17 March 2017

To:

State Coroner Judge Sara Hinchey

From:

Coroners Prevention Unit

Re:

Inquiry into Drug Law Reform
Law Reform, Road and Community Safety Committee
Parliament of Victoria

Executive summary
(a)

This memorandum describes recent coronial research into the presence of
intersecting diagnosed mental illness and drug dependence among suicide
and overdose deceased, and offenders and deceased in intimate partner
homicides.

(b)

A detailed study of 838 Victorian overdose deaths occurring between 2011
and 2013, was undertaken in collaboration with researchers from Turning
Point. The study found that 49.6% of deceased had both clinically
documented drug dependence and a diagnosed mental illness (other than a
mental illness relating to substance misuse).

(c)

A pilot analysis of Victorian Suicide Register data for the period 20102011, established that 32.9% of all deceased were drug dependent
proximal to their deaths. Among this drug-dependent cohort, 55.3% of
deceased had clinically documented drug dependence in combination with
a diagnosed mental illness (other than a mental illness relating to substance
misuse).

(d)

A pilot analysis of 64 intimate partner homicide incidents, using data
drawn from the Victorian Homicide Register, showed that 46.2% of
offenders had a history of substance misuse as well as a diagnosed mental
illness at the time of the fatal incident; whereas 16.9% of the deceased had
both a substance misuse history and diagnosed mental illness.
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