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1. Introduction
This document is a report on the feasibility of developing a national dataset of up-to-
date information on deaths associated with drugs1 (a ‘Drugs Module’) as part of the
National Coroners Information System. It also incorporates, as appendices, the
research documents on which the report’s conclusions are based.

1.1 Drugs Module – desirable and feasible
The consultations conducted as part of the feasibility study, and the discussions at the
National Workshop (held in March 1999, see part 2.1.2 below) indicate a general
consensus amongst those who produce the relevant information, and those who will
use it once it is accessible via the database,that the Drugs Module is both desirable
and feasible.  It is seen as an important initiative that will enhance the amount,
consistency, accessibility and timeliness of data available on the role of drugs and
alcohol in coronial deaths around Australia - data that can significantly assist
coroners, researchers, policy makers and the medical scientific community in
contributing to a reduction in preventable deaths and injuries.  A reliable national
database of detailed information about the causes and circumstances of deaths
involving drugs will also be an invaluable tool for evaluating strategies developed to
address the current problems with drug abuse across Australia.  Implementation of the
Drugs Module also provides an opportunity to improve current operations in death
investigation services.

1.2 Need for nationally standardised procedures
At the National Workshop it was agreed that nationally standardised procedures and
reports during coroners’ investigations are crucial to developing the Drugs Module.
The Workshop confirmed that the relevant service organisations are prepared to
cooperate and collaborate to develop standardised approaches to:
· the collection of initial scene and case demographic information by police,

(ensuring that a maximum number of risk factors are accounted for);
· autopsy procedures and reports, including requests for toxicology testing;
· toxicology testing and reporting;
· case classification and coding.
It was also agreed that where standardisation is not possible, this must be clearly
indicated in the database, to ensure that researchers and policy makers are able to
make informed judgments about how the information can and should be used. (full
details of the workshop discussions and outcomes can be found in  Appendix 5).

1.3 Alignment with the National Drug Strategic Framework
In terms of attracting the funding essential for implementation of the NCIS Drugs
Module, it is worth noting that its objectives are consistent with the National Drug
Strategic Framework’s2 general strategy of harm minimisation and a number of the
priority areas identified in its latest report.  The area of research and information

                                           
1This includes alcohol, illicit drugs, pharmaceuticals and other poisons.
2 National Drug Strategic Framework 1998 99 to 2002-03, Building Partnerships. Ministerial Council
on Drug Strategy. November 1998.
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development, into which the NCIS Drugs Module clearly falls, has been given a high
priority on the basis that “action by health, police and education services to redress
drug-related harm should reflect evidence based practice”3.  The early warning
potential of the NCIS Drugs Module and its ability to provide national research data
on drug deaths will also facilitate an “increase in the community’s understanding of
drug-related harm”4 – another priority area identified for future action.
Implementation of the Drugs Module involves collaborative partnerships across
health, law and other key stakeholders, and across jurisdictions, which again, aligns
with the emphasis on building partnerships to achieve the objectives of the
Framework.

Details of the proposal for implementing the Drugs Module, including suggested
funding arrangements, are included in Section3 below.

2. Specialist information on drug-related deaths – the  NCIS
Drugs Module

2.1 Benefits of a national database of deaths involv ing drugs
It has always been envisaged that the core data set of the NCIS would be
complemented with modules of specialist data that will require some re-engineering
of current investigative and reporting processes in the coronial systems around
Australia. (Background on the NCIS, including a description of the core dataset is
included in Appendix 1.)  The first module to be developed will contain information
relating to deaths involving drugs – alcohol, illicit drugs, pharmaceuticals and other
poisons.5

The development of a drugs module is an important initiative that has the potential to
enhance the amount, consistency, accessibility and timeliness of data available on the
role of drugs in coronial deaths around Australia.  Presently, there is no such
comprehensive collection.  The potential for information contained in the NCIS Drugs
Module to identify key risk factors and monitor outcomes will place Australia at the
forefront of drug related harm minimisation. The data will be valuable to coroners,
researchers, policy makers and the medical scientific community in contributing to a
reduction in preventable deaths and making better health-care decisions.

The introduction of systematic data collection procedures, which favour the
identification of relevant risk factors is a model that has been successfully applied to
other national injury problems – for example motor vehicle accidents, and sudden
infant death syndrome (SIDS). In both these cases a national problem improved
dramatically once reliable information became available, allowing risk factors to be
identified, and specific interventions to be introduced.  In addition, the data collection
system facilitated monitoring of the results of interventions.  Like motor vehicle
accidents and SIDS, drug related death is a multi-factorial phenomenon.

                                           
3 Ibid p.29
4 Ibid p.21
5 Other modules proposed are: suicide, drownings, firearms and fires.
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Unfortunately, at present, inadequate data collection systems preclude the timely
identification of risk factors, and the assessment of interventions on a national basis.

2.1 Feasibility of a Drugs Module – Agreement with the
Commonwealth Department of Health and Aged Care

The potential benefits of consistent and reliable national information about deaths
involving drugs was recognised by the Commonwealth Department of Health and
Aged Care (DHAC) in its funding agreement with MUNCCI for the establishment and
development of the NCIS, signed in June 1998 (‘the Agreement’).  Under the
Agreement, part of the funding was allocated to a feasibility study to report on what is
required to enable consistent and reliable data on drug related deaths to be collected on
a national basis, in a form that is useful for DHAC and other stakeholders.

2.1.1 Requirements of the Agreement
Leadership and advice
The Agreement specified that Associate Professor Olaf Drummer, Head of Scientific
Services at the Monash University Department of Forensic Medicine “provide
leadership in the design and implementation of the Drugs Module” and that MUNCCI
establish a reference group to provide advice on the project. In August 1998, Professor
Drummer duly convened the reference group of relevant experts.  The membership
was approved by DHAC and is listed at Appendix 2.

Management
Under the Agreement, DHAC management of activities relating to the development of
the Drugs Module is to be provided by the Director of the National Illicit Drugs Unit.
Direct liaison between MUNCCI and DHAC has largely been undertaken by Ms
Helen McKelvie, Senior Project Officer at MUNCCI and Mr Malcolm Wares,
Assistant Director of the National Drug Strategy Unit.

Scoping study
The Agreement also specified that MUNCCI undertake a ‘scoping study’ in two
stages.  The first stage of the study was to:
· provide a description of the data items available on illicit drug, pharmaceutical

and alcohol abuse available routinely in deaths reported to Coroners in all
Australian jurisdictions; and

· broadly identify the drugs related data sought by DHAC and other stakeholders.

These two tasks were completed in late 1998 and were delivered to DHAC in the
form of:
· a report written by A/Prof. Drummer following consultation with the reference

group and the Toxicology Special Advisory Group of the Senior Managers of
Australian and New Zealand Forensic Science Laboratories (SMANZFSL).   This
document reports on the information currently provided by toxicology laboratories
to coroners in relation to their toxicological investigation of deaths where drugs
are detected.  The report explores some of the issues that were considered to be
important in providing useful toxicological information for a Drugs Module of the
NCIS.  These include:
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- ensuring that the types of specimens used, the site of sampling, and the
route of administration can be accurately recorded

- specifying the state of the body at the time of testing, as this will affect the
quality of the specimens and the interpretation of the toxicological results

- the need for a system to classify the chemicals tested for
- the need for  nationally consistent classification of levels of significance

for each drug detected
- the need for a system of classification for cases based on toxicological

findings
- defining  drug classes for classification (chemical and therapeutic)
- the need for consistent use of units of measurement
- reliance on accreditation for quality management and methods of analysis.

A preliminary review of each laboratory’s computer system is also included in the
report.

The full text of A/Prof. Drummer’s report is included as Appendix 3.

· A stakeholder analysis was compiled by Dr Graham Scott from the Monash
University Accident Research Centre.  Dr Scott was engaged by MUNCCI as a
consultant to undertake relevant consultation with officers of DHAC, other
government agencies and interested organisations and individuals.  (The agencies
and individuals consulted were agreed between Dr Scott and Mr Malcolm Wares
of DHAC.)  Some of the specific issues identified during this process were the
desirability of standardisation, linkage, polydrug use, substitution therapies,
previous interactions with the legal system, the identification of substances and
toxicology, and timeliness.

The full text of the Stakeholder Analysis is Appendix 4.

The Agreement also provides for a second stage to the scoping study in the form of a
report that:
· identifies in detail the drugs related data items sought by DHAC and other

stakeholders for research and monitoring; and
· provides a proposal for the implementation of a national drugs module which

identifies, generally, the resources required by jurisdictions to provide data, and
any impediments to module development or data quality.

Section 3 of this document contains an implementation proposal for the Drugs
Module.  In relation to the detailed identification of the drugs-related data required by
DHAC and other stakeholders, the two documents produced in the first stage of the
scoping study went a significant way towards defining the scope of the Module.
Further work in this area took place at the National Workshop (see Appendix 5).
Section 3 also describes the processes still required to finalise the data items for the
Drugs Module.

2.1.2 Drugs Module Workshop
The Agreement provided funding for a national workshop to further examine the
issues identified in the first stage of the feasibility study.  MUNCCI convened a
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workshop in Melbourne on 18 and 19 March 1999, inviting a wide range of relevant
experts, with the aim of ensuring that the drugs module is developed in a way that
meets the needs of both providers and users of the data.  The workshop was attended
by over 50 Commonwealth, State and Territory representatives of agencies that
produce the relevant information, and those who will use it once it is accessible via
the database - police, coroners, coroners’ clerks, toxicologists, pathologists,
representatives of health departments, drug and alcohol research organisations, data
users and other key stakeholders. (A copy of the program and the objectives identified
for the Workshop and a full list of Workshop participants and their contact details is
contained in Appendix 5.)

The Workshop represented a unique opportunity for dialogue between these
professional groups.  As noted above there was consensus amongst participants that
nationally standardised procedures and reports during coroners’ investigations are
crucial to developing the Drugs Module. With much hard work and goodwill over the
two days, the participants produced an impressive output of information about current
practices, and ideas for the data items to be included in the Module, as well as
identifying obstacles to standardisation and practical solutions for overcoming them.
A compilation of the discussion and outcomes from the Workshop are included in
Appendix 5.

3. Further development and implementation of the Drug s
Module

3.1 Introduction
As noted earlier, further development and implementation of the Drugs Module is
primarily dependant on the commitment of those who provide the relevant
information to work towards standardisation in investigative and reporting
procedures.  This will ensure that the data produced is nationally consistent and in a
form that is useful to Coroners, researchers, policy makers and other users.  This
commitment is in turn dependant on resources being available to support the required
changes, and in some instances to provide IT infrastructure and training.  This will
allow for efficient electronic transfer of information to the NCIS Drugs Module, and
meet the need for the information to be available for use as an early warning system.

The workshop participants indicated that the required level of commitment either
exists, or may be generated by those who understand the potential of the NCIS and the
Drugs Module.  At the workshop a representative of each of the discipline groups
volunteered to coordinate ongoing work on standardisation and a short-term action
plan was devised. (See Appendix 5 section 4.)  Once decisions on standardisation are
finalised, and a dataset for the Drugs Module agreed, further advice is required to
accurately assess the resources required for implementation – both in terms of
infrastructure and establishing new procedures, and for ongoing expenditure (eg for
data entry or toxicology tests that were not formerly undertaken but must be done
routinely to comply with the agreed national standards).  In the meantime, the process
of agreeing on standards to be undertaken by those involved in the investigation
(police, coroners and their staff, pathologists and toxicologists) would benefit from
support in the form of secretariat assistance and project coordination.
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Stakeholders who are not directly involved in producing the relevant data can also
assist the development of the Drugs Module by becoming involved in a process of
educating potential supporters of the project and the community about the benefits for
public health and death and injury prevention of having access to timely, and
nationally consistent information about deaths involving drugs.

3.2 Working towards standardisation – disciplines
This section outlines the development and implementation issues for each of the
discipline groups involved in producing and/or processing information for the Drugs
Module identified during the feasibility study.

3.2.1 Coroners
Under their various enabling Acts, Coroners and, by delegation, their staff are given
powers to control investigative procedures in all coronial cases.  Initial death scene
investigation and to varying extents, specimen collection and toxicology testing are
directly influenced by coroners administrative procedures and information
requirements.  Coroners and their staff will also be directly responsible for coding and
entering data into the NCIS.  They therefore have a significant part to play in ensuring
the success of the Drugs Module by supporting the standardisation of protocols to
ensure nationally comparable and reliable drugs data and making arrangements in
their own offices for processing the information.

The coroners and registrars in attendance at the Drugs Module Workshop were very
supportive of the concept of standardising investigation protocols as far as possible,
while maintaining the requirement for coroners to have discretion over the conduct of
investigations and inquests.  This was especially true of the police forms for the initial
scene investigation and brief preparation in cases involving drugs.  Some resourcing
and other issues around standardisation and general development of the Drugs
Module were identified:
· There are varying views amongst coroners about their roles with respect to death

prevention, education, research and policy development.  Some enabling Acts
emphasise this role more than others.  A nationally consistent position on the
function of coroners in these areas, and especially with respect to information
provision for the purpose of preventing injury and death is considered extremely
important to the NCIS in general and the Drugs Module in particular.  Further
discussion and agreement on this issue is required.

· The extra data fields to be included in the Drugs Module will require training and
will increase the workload of coroners staff responsible for data entry.  Funding
will be required to meet these needs (to be calculated once additional data items
for the Drugs Module are agreed on).

· Privacy implications of the additional material and the responsibilities of coroners
in this regard will need to be investigated (refer to the National Coordination
Committee for Coronial Information [NCCCI] sub committee for Privacy/Ethics
and Security. See Appendix.1 for a description of the role of the NCCCI.)

As noted in the Workshop Summary (Appendix 5), Victorian State Coroner, Graeme
Johnstone and Senior Clerk (Vic), Bernard Lewis have taken responsibility for
coordinating on-going development with Coroners and registrars.
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3.2.2 Police
There was general agreement amongst all groups in attendance at the Workshop, that
high quality crime scene investigation is an important foundation for the rest of the
coronial inquiry and adds significantly to the overall quality of the medical and
scientific investigations.  The police representatives at the workshop were enthusiastic
about the value of designing and implementing standard investigation protocols on a
national basis – for the initial death scene investigation, and ‘further investigation’.
With input from researchers and data users and others in the ‘information chain’, a list
of suggested additional data items was devised (see Appendix 5, 4.5.5).  It was agreed
that further discussion was required to finalise the content of protocols and standard
forms and that authorisation from Police Commissioners in each jurisdiction will be
necessary for further development and implementation.

Resourcing and other issues identified were:
· Development of standardised protocols was seen to be relatively unproblematic.

However, implementation will require strategic planning, resources for training
and creation of commitment to the data collection process by generating an
understanding of the NCIS and its potential to benefit the community and assist
police in fulfilling their community policing and drug law enforcement roles.  It
may be that this project could be accommodated within existing police budgets for
improvements in drugs related policing.  If not, additional funding will be required
- calculated appropriately for the circumstances in each jurisdiction.  In any event
agreement from all State and Territiory commissioners will be required.

· Electronic transfer of police reports to the NCIS via coroners offices would
greatly enhance the utility of the initial investigation information.  The resourcing
implications of achieving the necessary computerisation on a national basis could
be considered as part of other national projects involving the upgrading of
electronic policing, (eg Crimtrac).  This matter should be referred to the NCCCI
for consideration of a national partnership solution.

· Some of the proposed additional information to be collected by police is likely to
be from sources with strict confidentiality requirements (eg. in respect of medical
and pharmacy records).  The privacy considerations of collecting this information
will need to be thoroughly investigated.  This matter will be referred to the
privacy and security sub-committee of the NCCCI.

Inspector Stephen Bills from the Coroners Support Section in NSW has agreed to be
involved in further work towards standard drug death investigation protocols.  Mr
Stephen Vaughn from the Commonwealth Department of Health and Aged Care, who
convenes a network of drug and alcohol policy coordinators from the police
departments in each State and Territory, will also be involved in progressing the
protocols.

3.2.3 Pathologists
The pathologists at the Workshop identified that improved information provision at
the initial stages of a drug death investigation and agreed protocols for different types
of autopsies, would enhance their capacity to provide information from the autopsy
including interpretation of events leading to death.  (This would, in turn, enhance the
role of the coronial process in injury/death prevention by identifying issues such as
prescribing practices and noting risk groups).  To achieve more valuable information
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outputs, pathologists, in addition to standardising their own autopsy procedures,
would be reliant on improved information from police and other sources such as
treating doctors and health departments in relation to addiction data and treatment
program information.

The pathologists identified that minimum standards could be devised for autopsies for
different types of deaths: ‘basic’, ‘drug’, ‘trauma’ and ‘infant’. (It was agreed that
standardising more generally than just for drug deaths would enhance the data being
collected for the core dataset of the NCIS).  It was also agreed that the forensic
pathology community should be consulted to come up with agreed standards, and that
the forensic pathology committee of the Royal College of Pathologists of Australasia
(RCPA) should be the vehicle for progressing the necessary discussions. Once
agreement is reached on these standards, the resources required to implement them in
each jurisdiction can be calculated.

The agreed protocols for pathologists may include capacity for pathologists to be
involved in directly entering reports/coding information onto the NCIS. In some
jurisdictions additional funding will be required to ensure pathologists have the
necessary computer facilities to participate in this way.

Pathologists also have a role in determining which toxicology tests are undertaken. It
was agreed that, with toxicologists, minimum testing requirements should be
established according to case types. It was also identified that extra resources are
required if use of toxicology testing is to be optimised in drug cases. There are
differences in the way testing is paid for in each jurisdiction.  Further work is required
to determine how resources should be allocated appropriately.

As noted in Appendix 5, Prof Stephen Cordner, from the Victorian Institute of
Forensic Medicine agreed to coordinate the process of arriving at agreed standards for
pathologists via the meeting structure for forensic pathologists in the RCPA.

3.2.4 Toxicologists
The toxicologists at the Workshop indicated their commitment to developing agreed
national standards for toxicology testing. They  also agreed that where for some
reason the national standard is not applied, this should be noted in the database to
allow an informed interpretation).  These standards would be based on those put
forward by A/Prof Drummer in his paper on toxicology issues that was circulated
prior to the Workshop (Appendix 3).  By applying agreed standards, and with
enhanced and consistent information from police and pathologists, toxicologists were
confident that toxicology information for the Drugs Module can include a minimum
standard for reporting, which will enhance ability to assign causality and create much
more useable data than is currently available to coroners, and other interested parties.

Toxicologists identified several areas where uniformity could be achieved across
jurisdictions (see Appendix 5, 4.7.5).  They decided that further discussion and
negotiation were required to finalise standards, and that meetings of the Toxicology
Special Advisory Group of  SMANZFSL would be the appropriate forum in which
this could happen.   Dr Kathryn Campbell from the Government Analytical and
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Forensic Laboratory in Tasmania and A/Prof Drummer agreed to coordinate the
ongoing work.

Resourcing and other issues identified were:
· Despite the general agreement that standardisation was possible and desirable in

toxicology, it was acknowledged that in relation to particular issues some
laboratories will choose or be required to do something different.  It was agreed
that this is not an obstacle to improving the information available on deaths
involving drugs, as the centralisation of the information in the Drugs Module will
allow for proper notification of differences, and informed interpretation of
national figures.

· As noted above in 3.2.3, there are resource implications to standardising
toxicology testing.  In some jurisdictions resources will be required to pay for an
increased amount of testing, and to varying extents, laboratories will need to
amend procedures.  This will no doubt require training.  Once the standards are
agreed, further work is involved in assessing the impact in each jurisdiction and
calculating the resources required to achieve standardisation.

3.3 Working towards standardisation - definitions
The issue of defining terms for use in the Drugs Module has been discussed
throughout the feasibility study and the Workshop.  These terms include “drug-related
death” and “heroin death”.  There has also been consideration given to who should be
responsible for classifying the deaths for the purposes of the Drugs Module. No
definitive conclusions have been reached, and some further work is required to
finalise these matters (see the Researchers Action Plan in Appendix 5 at 3.6.6).

Decisions about definitions and responsibility for classification and entry of the
appropriate codes into the database are required as a basis for allocating resources for
implementation.

3.4 Overcoming obstacles – specific jurisdictional issu es
In addition to the issues facing the discipline groups, the Workshop participants
discussed whether circumstances in their jurisdiction present particular difficulties for
further development and implementation of the Drugs Module.  Some issues apply
generally, such as securing the resources and deciding how to implement standard
protocols across the jurisdiction, when outside metropolitan areas services are
provided by people who are not specialists in the field of death investigation (this is a
problem that is highlighted, rather than caused by, the Drugs Module proposal).
Other issues are specific to each jurisdiction.  At the close of the Workshop, it was
agreed that in each of the jurisdictions a committee should be established to address
the specific jurisdictional issues, and act as a liaison point for negotiation of funding
requirements.  The names and contact details of those who volunteered to coordinate
these committees are in Appendix 5 at 5.8.

3.4.1 Queensland
In Queensland, the major obstacle for development of the Drugs Module and the
NCIS generally is the lack of a centralised coronial system and the leadership of a
State Coroner.
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Resources are also a major issue.  The new Coroners Office and the relevant service
providers for coronial investigation (police, pathology, toxicology) will need to be
properly resourced to be able to produce the level of standardisation required for
useful and nationally consistent data on deaths involving drugs.  This includes
enhancing the IT capacities of the relevant organisations to allow for electronic
transfer of information to the NCIS.

The Queensland representatives at the workshop suggested that a committee be
established to take responsibility for informing relevant government agencies about
the public health benefits of the Drugs Module, and the savings to the whole of
government, and in that context to lobby for resources to be made available.

3.4.2 Aust. Capital Territory
The difficulty of rearranging the current funding equation for services to the Coroner
was seen as the major obstacle to achieving standardisation of processes and reporting
in relation to deaths involving drugs in the ACT.  Under current funding arrangements
there is incentive to not order toxicology testing and this has affected the practices of
pathologists and coroners staff.  The current emphasis on cost needs to be shifted to
one that values the health outcomes of quality and timeliness of autopsy and
toxicology reports and the coronial investigation as a means of contributing to the
prevention of unnecessary drug deaths.  In this sense, involvement in the NCIS Drugs
Module was seen as an opportunity to generally improve current arrangements.

3.4.3 New South Wales
The Workshop participants from NSW identified communication difficulties between
agencies involved in the coronial investigation process as the major obstacle to
developing standards and implementing the drugs module.  Leadership from the State
Coroner in facilitating cooperation, and the provision of resources for any additional
services that are required to adhere to agreed standards were seen to be essential.

3.4.4 Tasmania
Workshop participants from Tasmania identified the following issues in relation to
facilitating development of the Drugs Module in their jurisdiction:
· Funding for pathology and toxicology services comes from different sources

within government, and there are limits on the amount and types of toxicology
tests that can be ordered.  A review of these funding arrangements should
therefore be included as part of a Drugs Module development strategy.

· Enhanced understanding amongst relevant members of government of the role of
coroners and their investigative procedures as being a major contributor to
preventing death and injury would be useful to build support for the Drugs
Module and the NCIS.

3.4.5 Western Australia
The main obstacle to developing and implementing the Drugs Module in WA was
identified as the lack of IT support in the coroners court, and within and between the
police, pathology and toxicology services.  The Court currently relies on a paper-
based case management system and hard-copy reports from police, pathologists and
toxicologists.  Resources to allow  WA to participate in the NCIS and the Drugs
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Module at the same level as other States and Territories will be required in respect of
computer hardware/software and training.  These resources have been requested of the
WA Attorney-General by the Coroner.

3.4.6 Victoria, Northern Territory and South Austral ia
Workshop participants from Victoria, South Australia and Northern Territory
discussed general issues of coordinating standardisation of services and the provision
of funding for those processes, and how to generate support for the project by
promoting the benefits of the NCIS for the coronial system and consequently for the
community.

3.5 Role of MUNCCI in developing and implementing th e Drugs
Module

MUNCCI has proven its ability to coordinate a national project involving the
collection of coronial data.  It is therefore recommended that it continue as the agency
responsible for project management of the Drugs Module.  It is envisaged that the
main tasks to be undertaken by MUNCCI in the ongoing development of the Drugs
Module will be:
· provide coordination and assist with negotiation towards the required

standardisation within the key discipline groups
· define the information specification of the dataset,
· develop the appropriate software to link with the NCIS core dataset,
· develop interfaces with existing computer systems in service provision agencies
·  provide training and support for stakeholders using the Drugs Module.

Programming and database maintenance functions can be undertaken by existing
staff.   A project officer will be required to undertake the coordination/negotiation
role.  Leadership for development and implementation of the Drugs Module should
continue to be provided by A/Prof Olaf Drummer, funding for which should be
provided.  An estimate of costs for MUNCCI’s involvement are provided below at
3.6.
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3.6 Outline of estimated costs

3.6.1 MUNCCI

Establishment

Project Officer  (1 FTE 24 months) @$75,000/annum incl on-costs $150,000

Programming  (1FTE 12 months) @$90,000/annum incl. on-costs $90,000

Training (0.5 FTE  12 months – includes production of training materials)
@$60,000/annum incl. on-costs $30,000

Quality assurance/Coding (0.4 FTE) @ $60,000/annum incl on-costs $24,000

Computer hardware $15,000

Leadership/consultation (O. Drummer) 150hrs @$200/hr $30,000

Sub-total $339,000

Ongoing

Training and Helpdesk (0.3FTE) per/annum $20,000

System administration/software maintenance (0.3 FTE) per/annum $30,000

Quality assurance/Coding (0.4FTE) per/annum $24,000

3.6.2 Standardisation (discipline groups/jurisdicit ions)
Estimates for the following costs can only be made once agreement is reached on
standards and individual agencies make an assessment of the costs involved in
implementation.

· Infrastructure
· Provision of information technology hardware
· Training
· On-going data entry

3.7 Timeframe

It is envisaged that agreement of standards is possible for police, coroners,
pathologists and toxicologists by the end of 1999.  Further implementation would
proceed over a period of 18 to 24 months.
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3.8 Provision of funding

As mentioned earlier, funding for the feasibility study and Workshop has previously
been provided to MUNCCI by the Commonwealth Department of Health and Aged
Care.  In relation to support for the next stages of the project, it is envisaged that other
agencies in addition to DHAC that will directly benefit from its outputs will be
willing to contribute.  To facilitate a suitable funding agreement, approval from the
highest levels of government is desirable, and appropriate in the current climate of
Government and community concern about the spiraling number of heroin deaths and
drug abuse cases in the community.  As indicated above, the funding equation for the
project will be complex, given the number and variety of different agencies involved.
For that reason, it is considered that endorsement by the Ministerial Council on Drug
Strategy and consideration by the Intergovenmental Committee on Drugs would
greatly expedite the process.
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Appendix 1

Background to the NCIS and the Drugs Module
With the endorsement of State and Territory coroners, the Monash University
National Centre for Coronial Information (MUNCCI) is developing a national
database for coronial information – the National Coroners Information System
(NCIS).

Aims of the NCIS
The aim of the NCIS is to develop and maintain a high quality information service for
Coroners which will also be of assistance to policy makers and researchers in the field
of public health and safety. This will improve on the current situation, in which
Australia’s 8 coronial jurisdictions each have their own systems of data collection and
storage.  In some Australian jurisdictions, coronial records are based on a manual
filing system without indexes to identify or retrieve clusters of similar cases.  The
NCIS will ultimately benefit the Australian community by contributing to a reduction
in preventable death and injury.  The development of this national database is a world
first, and presents Australia with a unique opportunity to harness the death
investigation process and information technology to save lives and money.

How will the NCIS work?
The ‘core dataset’ for the NCIS will include information gathered from coroners’ case
files, most of which is currently collected in each jurisdiction: victim demographics,
cause of death details, incident information, date of incident, location; and textual
information: police report, autopsy report, toxicology report, Coroner’s finding, and
investigation information (eg, types of specialist investigations undertaken).  Much of
this information will be coded, using a nationally agreed coding system that is
compatible with other important datasets (e.g. Australian Bureau of Statistics, Births
Deaths and Marriages).  This will allow for early-warning on trends in particular types
and circumstances of deaths, and for much more up-to-date national data to be
retrieved and reported accurately. There will also be a facility to search the system on
a text retrieval basis to enable more detailed searches using particular words or
expressions.

Resolution of policy and funding issues – the National Coordination
Committee for Coronial Information
The National Co-ordination Committee for Coronial Information (NCCCI) was
established in 1998 to develop a national policy and funding framework for the NCIS.
The NCCCI has 19 members, representing Commonwealth, State /Territory agencies
responsible for justice, health, occupational health and safety, police, road safety,
consumer affairs, Coroners, the Australian Bureau of Statistics, Research Centre for
Injury Studies and MUNCCI.  Four sub-committees have been set up and are working
to establish:



· a whole-of-government funding arrangement for MUNCCI’s development of the
core dataset;

· intellectual property and access rights to the NCIS data;
· rules governing the security of NCIS data, taking account of relevant privacy

ethical principles
· a framework for monitoring quality assurance mechanisms for NCIS data on a

national basis.
The principles and rules established by the NCCCI for the core dataset of the NCIS
will also be applied to the data contained in the specialist modules, staring with the
Drugs Module.

On-line progress of the NCIS (as at May 1999)
A pilot program for the NCIS operated in the ACT from 1 July 1998.  The pilot
operated effectively and demonstrated the feasibility of the NCIS as a remote data
entry and retrieval system.  It also afforded MUNCCI an opportunity to identify and
address technical issues.  The pilot was independently evaluated in February 1999 and
found that the database was effective and suited to the purpose.  It made a number of
technical recommendations, many of which have already been addressed by
MUNCCI.  A number of recommendations applied to coronial offices.  The report and
MUNCCI’s response to it have been circulated to coroners.

On 1 November 1998 NSW commenced transferring data to the NCIS.  This has been
done by way of an overnight transfer of certain data fields.  Not all the required NCIS
core data items are ordinarily recorded by NSW.  The additional data items have been
entered by NSW directly to the NCIS via the internet.1  On 1 February 1999 Victoria
began transferring data to the NCIS, also by way of overnight transfer.  As with NSW,
additional data items are required to be entered on the NCIS via the internet.2

                                           
1 The report is available on the NCIS web site [www.vifp.monash.edu.au/ncis].
2 Where a jurisdiction is brought on-line, its data is stored centrally at MUNCCI.  It is accessible only
by authorised staff at that coronial office and staff of MUNCCI.  There is currently no sharing of data
amongst jurisdictions or third parties.  Data sharing (according to specific rules) will commence when
the ownership and access issues identified have been resolved to the satisfaction of Coroners and
Attorneys-General.
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National Coroners Information System

DRUGS MODULE

A. INTRODUCTION

All Australian coroners have agreed to establish a National Coroners Information System (NCIS) to

centralise all information pertaining to coroners activities, including toxicology data.  The aim is to provide

a database of information to be used by coroners, and other relevant approved groups, for death

investigations.  A Monash Consortium (MUNCCI) has been established to set-up the NCIS with input from

all stakeholders.

The drugs module will provide an important component of the NCIS and has the potential to feed into a

number of different types of reported deaths.

A Reference Group (Appendix I) has been established to assist the MUNCCI project team to identify the

information sought by the Department of Health and Family Services (DHFS), but also to identify the role

of drug information in coroners cases, and how this information can be used by other stakeholders.  In

addition, a stakeholder analysis is being conducted to identify the information sought by the DHFS, and

other key stakeholders.

This document outlines the issues facing the development of the drugs module and how some issues might

be resolved.  Input on this drug module has come through the reference group, a tele-conference of the

members of the reference group (30/09/98), and a meeting of Specialist Advisory Group (SAG) of senior

managers of forensic toxicology laboratories in Australasia (November 14-17, 1998) (Appendix II).  The

toxicology SAG provided valuable input into this information system and advised the Reference Group on

issues that will affect its development including transfer of toxicology information to the NCIS.

B. INFORMATION PROVIDED BY TOXICOLOGY LABORATORIES

Each of the State/Territory forensic toxicology laboratories provides information to coroners relating to

their toxicological investigations.  These investigations range in scope from alcohol testing, limited or

targeted testing for specific drugs or poisons, or general wide-ranging “full” toxicological investigations for

a range of drugs and poisons.

B.1  Scope of Testing

The scope of substances seen in the full toxicology category varies from laboratory to laboratory depending

on the types of procedures and instrumentation and specimens available.  While some drugs are readily seen
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by all laboratories, others may not be detected in routine investigations1.  This is due to varying physio-

chemical properties of a drug and their relative extraction efficiency, ability to be detected by class

immunoassays2 or chromatographic systems and their relative potency.  Highly potent drugs are less likely

to be detected than lower potent drugs since substantially lower tissue concentrations might be expected.

B.2 Requesting Policies for Toxicology

There is also a wide range of practices in Australian toxicology laboratories as to which cases are subject to

toxicology testing procedures.  A summary of the main types is shown in Table 1.  In most cases, a full

toxicology (FT) investigation is under the complete control of the pathologist and/or coroner.  This applies

particularly to natural death cases in which toxicology is usually only conducted if formally requested,

whereas violent, traumatic3 and drug related cases are often referred for full toxicology, although some

jurisdictions do not conduct a routine toxicology on all of these cases.  In Victoria, a policy exists that

ensures all unnatural deaths are subject to a full toxicological investigation, irrespective of the wishes of the

pathologist or coroner4

Table 1. Jurisdiction Policies for Requesting Toxicology

Test Type Usually Conducted
State/Territiory Suicides Drug

Deaths

MVAs Homicides

ACT ST FT DR FT

Northern Territory ST ST ST TT

NSW LT TT LT FT

Queensland ST FT ST FT

South Australia ST/T

T

TT ST/T

T

FT

Tasmania LT FT DR FT

Victoria FT FT DR FT

Western Australia FT FT DR FT

FT = full toxicology, ST = Subject to discretion of pathologist/coroner, DR = drivers FT only,

TT = targeted toxicology, LT = limited toxicology

                                           
1 Cases in which a particular drug has not been specified to be included in the analysis.
2 Immunoassays capable of detecting a class of drugs due to their close chemical similarity.
33 Refers to cases such as mechanical suicides (hangings, gun shot etc), or motor vehicle accidents etc.
4 Except for some cases not involving an autopsy (Section 29, Inspection Reports), and some types of accidents.
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Since the coroner pays for the toxicology testing in SA, individual cases are referred for toxicology, and

then only a targeted or limited investigation may be conducted.  In the NT all cases are currently analysed

by the forensic laboratories in SA, under specific instruction from the NT coroner.  Most unnatural deaths

are, however, analysed for the presence of alcohol.  Homicides or suspicious cases are generally subjected

to a full toxicology in all states and territories.  It is also possible that from time to time these policies

change, depending on allocated resources and client needs.

There is therefore a need to monitor these policies and provide a means to identify the type of toxicology

conducted, and on which cases.  To illustrate the importance of this consider the issue of the involvement of

drugs in non-drug related suicides (ie gun shot, hangings, carbon monoxide, drownings etc).  A jurisdiction

conducting toxicology only on those cases in which drugs are suspected will lead to an inevitable

underestimation of the drug use in successful suicides.  This issue is further complicated by what is

considered a suicide and whether coroners will classify a death as a suicide, even if suicide is indicated as

very likely from the circumstances.  This issue of standardising a classification of suicide is being

considered by the NCIS.

C. SPECIFIC ISSUES

The review raised a number of issues that were considered important in providing useful toxicological

information to the NCIS.  This included provision for providing details of the scope of toxicological testing

in each case, the type of specimen, the quality of the body, the drugs/poisons detected in the case, the units

associated with a positive result, the method of analysis, the therapeutic or non-therapeutic class of

drug/poison, and the significance of the positive result in relation to the case.

Each of these issues are discussed in detail below.

C.1 Type of Specimen

Clearly, the toxicology result is dependent on specimen type.  Specimens taken at autopsy include blood,

urine, liver, vitreous humour, and gastric contents.  Blood specimens can derive from a number of possible

sites.  Since the interpretation of blood toxicology will depend on knowledge of these sites they should be

included in the database.  These specimens are recorded in the laboratory alongside any results and clearly

must be recorded with each toxicological finding.  Table 2 provides a minimum list of specimens to be

included in the database.

Some jurisdictions are not directly aware of the site of blood sampling and assume femoral blood (preferred

blood specimen and default blood specimen) unless otherwise indicated.  The actual site of blood sampling

should be recorded, either by the pathologist (or attending forensic technician), and/or by the laboratory.
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Laboratories assuming the site of collection will run the real risk of wrongly recording the site of collection.

Consequently, it is important that the collector him/herself records this information on the database.

Table 2.  Specimens

Blood (aortic, femoral, subclavian, heart, abdominal, other)

Liver

Urine

Vitreous humour

Hair

Kidney

Gastric contents

Bile

Brain

Lung

Muscle

Fat

Skin

Bone

C.2 State of Body

The state of the body also affects the quality of the specimens taken, and consequently, the interpretation of

the toxicological results.  Bodies that have undergone severe trauma, putrefaction or embalming should be

recorded in the database.  This is best recorded by the pathologist or forensic technician at the time of

autopsy or body admission, however in some cases toxicology testing can provide evidence of putrefactive

and other postmortem changes.  Suitable provision should be made for toxicologists to enter into the

database whether the case is not normal with respect state of body (Table 3).

Table 3.  State of Body

Normal (default state)

Putrefaction

Trauma

Embalmed
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C.3 Scope of Testing

The toxicological laboratories around Australia have different practices with regard to the range of drugs

detected with their routine assays, and in particular many laboratories do not always conduct the same

type of toxicology.  For example, some cases may have had a limited toxicological testing for one or more

targeted drugs, or limited drug classes.  This information should be provided in the database, since no

mention of a drug in a report will not necessarily mean the drug was not present in the case (see earlier).

A number of classification systems were discussed with stakeholders and the reference group.  An

example initially put forward was debated, viz

i No toxicology testing conducted

ii Alcohol only testing

iii Targeted drug testing only

iv Full toxicology testing (alcohol, drugs-of-abuse, neutrals, acids and bases)

v Psychotropic drug testing only

Since laboratories have different practices with respect to full toxicology it was decided that if the database

were to reflect as much as possible the classes of drugs and poisons screened for, a system based on the

classes of chemicals tested for would be most suitable.  A possible coding system is shown below.  In this

categorisation a laboratory would select one of a Level One type and then select which testing type(s) was

conducted.  There could be provision for specific chemicals (drugs or poisons) to be selected from a menu

for “Other Chemicals”.  Of course this is also possible for all Level Two testing types, although this would

greatly increase the time taken to complete each case entry.  Testing types such as endogenous substances

(glucose, insulin, urea, etc) would be the most useful of these additional testing types.
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Table 4.  Scope of Testing

Level One Level Two

Targeted or Limited Toxicology Alcohol

Carbon monoxide

Acid/neutral screen

Basic/neutral screen

Volatile analysis

Immunoassay screen (drugs of abuse)

Other Chemicals (list)

Endogenous substances (list)

Routine Toxicology Alcohol

Carbon monoxide

Acid/neutral screen

Basic/neutral screen

Volatile analysis

Immunoassay screen (drugs of abuse)

Other Chemicals (list)

Endogenous substances (list)

C.4 Classification of Levels of Significance

There appears to be a general consensus in the stakeholder analysis and following discussions with the

reference and SAG groups that each drug/poison detected should be assigned by the toxicologist a level of

significance with respect to the case.  The Department of Health’s original coding criteria (circa 1989) for

use by the ABS involved classifying each drug with a four-tiered classification system.  These levels were

still seen to be appropriate.

Those levels are shown in Table 5.
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Table 5.  Level of Significance

No Drug/poison detected (blank)

Therapeutic concentration and not

contributor to death

Supra-therapeutic concentration, but

not contributor to death

Toxic concentration and at least part

cause of death

Drug/poison detected

Uncertain contributor to death

This classification is already used (in greater part) in Queensland (AusDrug Database), South Australia,

Western Australia and Victoria.  In Victoria, this classification is still limited to the whole case, and not to

individual drug detections.  It is preferable to record these classifications to individual drug detections,

rather than to a whole of case, since causality of drugs can then be more easily established in cases.

Inherent problems with this, or any classification system, are that some laboratories do not currently make

comments concerning level of significance.  This arises from:

· Lack of knowledge of interpretation of drug information,

· No current responsibility to interpret coronial data, and

· Insufficient information provided on circumstances and pathology (findings and site of sampling) to

provide a reasonable interpretation.

This issue was debated at the Wellington SAG meeting.  It was resolved that to avoid confusion and to

avoid exclusion of data for many cases due to lack of sufficient information, that toxicologists should

classify cases (as defined earlier) based purely on toxicological principles.  This means that a further

classification will be required at the conclusion of the case (by pathologist or coroner).  The implication of

this can be illustrated by the example of a sudden death of a man in which toxicology has found a

potentially fatal concentration of drug(s).  This would be classified by the toxicologists as “at least part fatal

contributor to death”, however since the man was killed following severe head injuries sustained in a car

accident, the pathologist would provide the cause of death as “multiple injuries”5

                                           
5 An option open to the pathologist is to include the drug misuse in part 2 of the cause of death certification.
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This raises a further fundamental issue that a number of drug-related deaths will involve a component of

natural disease that will contribute to the death process.  These deaths are therefore both natural and drug-

related.  In this situation the pathologist would not need to revise the classification, since the drug(s)

detected may still be considered a part cause of death.

Classification of deaths frequently involve more than one drug, in fact over 70 % of cases involve two or

more drugs and over 50 % three or more drugs.  The toxicological database module of the NCIS should link

to the “cause of death” fields to ensure that a death attributed to heroin abuse (for example) can also show

that alcohol abuse is also involved.  Multiplicity of drug use and how this data is disseminated and

ultimately used by stakeholders need to be acted on.  The interpretation of contribution by drugs (see earlier

paragraph) is critical to this process and is subject to differing views.  For example, in a drug-related death

attributed to heroin use, what is the role for alcohol when the blood alcohol concentration (BAC) is 0.1%,

or 0.2%, or 0.4%?  A cause of death of combined alcohol and heroin use might be appropriate for all three

scenarios, yet a BAC of 0.1 % is less significant than at 0.4 %.  Substituting alcohol for a benzodiazepine,

(the most frequently associated drug with heroin users) will raise more differences of opinion since their

role in the death process is more controversial.

However, it is important to realize that the level of significance is an opinion and will vary among

professionals.  To reduce differences of opinion it will be important to conduct training workshops with

provider laboratories to ensure consistent coding of cases.

C.5  Classification of Cases Based On Toxicology Findings

The Department of Health and Family Services (and the ABS) have indicated their desire to know what

illicit drugs are used by persons dying suddenly and unexpectedly (these requirements will need to be

identified from stakeholders).  This would apply equally to natural deaths as it would to unnatural deaths

such as suicide and drug-related cases.  The database will therefore require all cases to be classified and

reported to the NCIS.

There was consensus among those questioned that classification of deaths specifically indicating certain

types of toxicological deaths would be very useful for the NCIS.  The classification system should therefore

include such terms as “heroin” or “heroin user”, “ecstasy”, “volatile substance abuse” and fire-related

death.  A toxicologist should have the option to classify cases on this basis based on their knowledge of

toxicological findings.  For example, the presence of 6-monoacetyl morphine in urine, or the presence of

morphine in blood and heroin in a syringe exhibit would allow a conclusion to be made that the deceased

was most likely a heroin user.  This conclusion may not necessarily be concluded by other parties

investigating the case (pathologist, coroners offices).
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C.6 Drug Classes for Classification

To enable searching for drug class or drug type it would be advantageous to classify each drug detection into

one or more appropriate categories.  The drugs can be classified as to their chemical properties, or their

therapeutic (or non-therapeutic) uses.  Agreement was reached to include both categorisation as a

multilayered indexing system.  This would allow searching for both chemical and therapeutic classes.

Examples of the main types of classification are shown below, viz:

Chemical Classes

· Amphetamines including designed amphetamines (MDMA, MDA, MDE, PMA, MDBD etc)

· Analgesics (paracetamol and salicylate)

· Anaesthetics (lignocaine, propofol, ganglion blockers, anaesthetic gases etc)

· Antibiotic

· Anticonvulsants

· Antihistamines (sedating and non-sedating?)

· Antipsychotics

· Antiinflammatories (non steroidal drugs, ibuprofen, naproxen etc)

· Benzodiazepines

· Barbiturates (but not including barbiturates used as anticonvulsants, eg phenobarbital)

· Carbon monoxide

· Carbon monoxide plus hydrogen cyanide (fire deaths)

· Cardiovascular drugs (antiarrythmics, blood pressure, angina, cholesterol lowering drugs etc)

· Cocaine and cocaine metabolites

· Cannabis (marijuana, tetrahydrocannabinol)

· Diuretics (eg frusemide)

· Hallucinogens (eg LSD, psilocybin, PCP)

· Heroin

· Narcotic opioids (not including heroin)

· Other substances classed as drugs

· Stimulants including anorectics (phentermine, pseudoephedrine etc)
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A compilation of other substances will be needed, including:

· Volatile substances (butane, solvents etc)

· Other poisons (cyanide, strychnine, metals, plant-derived poisons etc)

· Endogenous substances acting as drugs (eg insulin, hormones etc)

· Biochemical substances (acetone bodies, glucose etc)

Therapeutic Class Classification

The therapeutic classification is based on that of the Australian index of therapeutic substances.  This list

would include:

· Alimentary system

· Cardiovascular system

· Central Nervous System

� Sedatives and hypnotics

� Antianxiety drugs

� Antipsychotics

� Antidepressants

� CNS stimulants

� Movement disorders

� Anticonvulsants

� Antiemetics and antinauseants

· Analgesia

· Musculoskeletal system

· Endocrine and metabolic disorders

· Genitourinary system

· Infections and infestations

· Neoplastic disorders

· Immunology
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· Respiratory system

· Allergic disorders

· Ear, nose and oropharynx

· Eye

· Skin

· Surgical preparations

· Diagnostic Agents

· Contraceptive agents

· Nutrition

· Poisoning, toxicity and drug dependence

· Vitamins and minerals

The reference group suggested a multi-dimensional classification that linked a therapeutic use with a

chemical class and specific drug.  For example,

· Central Nervous System

� Sedatives and hypnotics

Barbiturates

Benzodiazepines

Flunitrazepam

Temazepam

Oxazepam

Others

Drugs with more than one therapeutic use would be listed under each key therapeutic indication.  This

categorisation of drugs would be built into the national database and would automatically assign drug

detections to these therapeutic and chemical classifications.  This would therefore be transparent to

providers of data.

This classification was agreed to by the SAG.  There may be need to be other therapeutic classifications or

links to other classifications, if appropriate later.
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C.7  Units of measurement

An issue requiring attention is ensuring all data have the appropriate unit of measurement and that units for

drugs show consistency.  Most laboratories report drugs as a mass per litre basis, although some

laboratories, ie Queensland and WA report as mass per mass tissue (mg/kg).  In practice, reporting a result

as mg/L or mg/kg will make little difference to the interpretation.  However, some drugs laboratories report

as ng/mL or mg/L (ie cannabis).  This affects the results by a factor of 1000.  Alcohol results show even

more variation, units of mg/100 mL or gram/100 mL are most common, although mg/L, mg/mL and mM

(millimolar) are also used in areas outside forensic laboratories.

It suggested that the drugs module of the NCIS allow for units to be included in the result field, but it

should default to an agreed unit for a particular drug.  Provision should exist to change the unit, if required.

Likely units used are shown in Table 6.

Table 6.  Units of Measurement

Mg/L

mg/mL

ng/mL

mg/kg

mg/g

mg/100 mL

g/100 mL (%)

mM

M

C.8  Methods of Analysis

A previous requirement by the Department of Health (circa 1989) was to include the method of analysis on

all positive toxicological findings.  How this was used was never clear and would not have been

informative about the actual technique used.  For example, mass spectrometry is used in different modes

and may not have been the ideal technique for analysis, or the analysis could have been equally well

conducted by another technique.  In most cases, more than one technique will have been used by the

laboratory.  This will complicate any reporting of technique.  Again, the needs of the stakeholder are

required.  By 1999, it is likely that all forensic laboratories will have forensic accreditation through NATA.
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If an issue of quality arises from this requirement, then NATA and the Proficiency Review Committees

(PRC) can best address this issue.  If the analytical technique is included in the database, then the Group

will need to define the best terminology to be used.  This would apply to not only the technique used but

also the analytical approach, i.e. screening by immunoassay and confirmation by selected ion monitoring

GC-MS etc.

C.9  Route of Administration

The route of administration will not only affect the interpretation of toxicity but also affect the

interpretation of the manner of death.  Those routes of importance to toxicology are:

· Parenteral

� Intravenous

� Intramuscular

� Subcutaneous

� Smoking or inhalation

� Intrathecal

� Sublingual

· Enteral

� Oral

� Rectal

E. COMPUTER CONFIGURATIONS

A preliminary review of each laboratory’s computer systems shows a wide variation in the degree of

computerisation and in the operating systems used.  Relatively developed systems exist in Victoria, WA

and Queensland with respect to laboratory information management systems (LIMS), although Queensland

plan to change their configurations to a uniform platform across all pathology services in the State by end

1999.  The NSW laboratory also have a LIMS system, although this a in-house Dbase program in DOS,

which is being considered for replacement by end 1999 to deal with their future requirements and to comply

with the year 2000 issues.  The ACT laboratory is currently examining commercial LIMS systems to install

for 1999. In SA, the toxicology laboratory database is separate form their case management system, with no

current plans to upgrade either system.  In the NT, no computerised information or case management

system exists.
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Discussions at the Wellington SAG meeting indicates a general desire for financial assistance to introduce,

or develop, their computer systems.  Such development will be essential to reduce duplication of data

entries and allow, wherever possible, automatic downloading of relevant data to the NCIS.  Linking

programs may achieve this in most jurisdictions, although this will involve programming.  Consideration

will also need to be given to security of information at each centre.

A summary of the configurations of each state and territory is shown in Appendix III together with contact

names capable of providing IT-based information to the NCIS.

F. CONCLUSIONS

There are clearly a number of issues to resolve in developing the drugs module, however all laboratories

likely to participate are keen to proceed with the project, providing the additional level of work required to

enter data is not too great, and providing each laboratory will have the ability to review their own cases

after enhancements by pathologists and coroners.  While several computer configurations exist and some

laboratories have little or no computerisation at present, the implementation of the NCIS will enhance these

facilities providing sufficient planning and negotiation is conducted.  The ability of each facility to search

the database for toxicological information pertinent to their own investigations is seen as an enormous

advantage and will undoubtedly enhance future case investigations and reports.

APPENDICES

Appendix I - Membership of the Drugs Module Reference Group

Appendix II - Membership of the Specialist Advisory Group in Toxicology

Appendix III - Computer Platforms and Contact Names

Olaf H. Drummer

December 4, 1998

D/NCIS/Drugs Module Paper
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ABBREVIATIONS

ABS Australian Bureau of Statistics

ACT Australian Capital Territory

DHFS Department of Health and Family Services

FT Full toxicology

GC-MS Gas chromatography-mass spectrometry

LIMS Laboratory information management system

LSD Lysergic acid diethylamide

LT Limited toxicology

MDMA Methylenedioxymethampetamine

MDA Methylenedioxyamphetamine

MDE Methylenedioxyethylamphetamine

MDBD N-methyl-benzodioxazoylbutanamine

NATA National association of testing authorities

NCIS National Coroners Information System

NT Northern Territory

PCP Phencyclidine

PMA Paramethoxyamphetamine

PRC Proficiency Review Committees (NATA)

SA South Australia

SAG Specialist Advisory Group (Toxicology)

ST Toxicology requested with discretion

WA Western Australia
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Appendix I

Membership of the Drugs Module Reference Group

Olaf H. Drummer (Chair) (A/Prof) Head (Scientific Services)
Associate Professor (Forensic Medicine)
Victorian Institute of Forensic Medicine
57-83 Kavanagh St., Southbank 3006

Joan Ozanne-Smith (Prof) Monash University Accident Research
Centre
Monash University
Clayton, Victoria

Malcolm Wares (Mr) Assistant Director
National Drug Strategy Unit
Department of Health and Family Services
GPO Box 9848
Canberra ACT 2601

Vicki Winship (Ms) Technical Manager
MUNCCI
Victorian Institute of Forensic Medicine

Warren Hamilton (Mr) Supervising Scientist
Toxicology Laboratory
Centre for Forensic Services
PO Box 594, Archerfield
Queensland

Robert Hansson (Mr) Chief Chemist
Forensic Science Laboratory
125 Hay Street, Perth, WA

Shane Darke (Dr) Senior Lecturer
National Drug and Alcohol Research
Centre
Cnr Avoca and Barker Streets
Randwick 2031, NSW

Tim Stockwell (Prof) Director
National Centre for Research into the
Prevention of Drug Abuse
Curtin University of Technology
GPO Box U1987, Perth 6001

Alaistair Ross (Mr) Director,
National Institute of Forensic Science
Suite 1, R&D Park Centre
2 Research Drive, Bundoora, 3083
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Appendix II

Membership of the Specialist Advisory Group in Toxicology

Wellington, New Zealand, November 15-16, 1998

Dr Stuart Dickson ESR laboratories, Wellington

A/Prof Olaf H. Drummer Victorian Institute of Forensic Medicine

Mr Warren Hamilton Centre for Forensic Services, Queensland

Mr Robert Hansson Forensic Science laboratory, WA

Mr Peter Felgate Forensic Science Centre, SA

Mr Gus Del Villa Division of Analytical Laboratories, NSW

Ms Annette Marington Government Analytical and Forensic laboratory, Tasmania

Mr Gavin Canavan Forensic Science Centre, Victoria

Ms Kathleen Pohl Forensic Centre, NT
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Appendix III

Computer Platforms and Contact Names

Tasmania Platform/operating system:
Software:

Contact Person:
Comments:

Advanced PICK – native v6.2.5
SB+ and PICLAN
Frank Halley
Possible move to NT system in future

Victoria Platform/operating system:
Software:

Contact Person:
Comments:

UNIX OS/2 and NT
Ingres and Access
Victoria Winship
Two databases in existence – Access
(89-98) and Ingres (92-98)

Western Australia Platform/operating system:
Software:

Contact Person:
Comments:

Windows 95 with Novell network
FoxPro for Windows
Robert Hudson
18-PC network with groupwise e-mail
on Pentium processors – self
programmed databases

New South Wales Platform/operating system:
Software:

Contact Person:
Comments:

PC Dbase network – DOS
Dbase 4
Allan Hodda / Edwin Montoya
Likely to change in 1999 to ensure
Y2K compliance

Queensland Platform/operating system:
Software:

Contact Person:
Comments:

AusLab (UNIX)
AusLab with AusDrug
Michael Ball
Uniform platform across Queensland
pathology services – end 1999

Northern Territory Platform/operating system:
Software:

Contact Person:
Comments:

None

South Australia Platform/operating system:
Software:

Contact Person:
Comments:

Novell network on PCs
PICK
Peter Walkenden
Also have an Access database in
Toxicology under Windows 95

ACT Platform/operating system:
Software:

Contact Person:
Comments:

Going to NT operating system
None currently
Ranald Penington
Likely to purchase LIMS in early 1999
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Toxicology Requests - Victoria

Default tests plus provision for
additional tests ordered by pathologist

Routine tests conducted plus input
by toxicologists for additional tests

Report issued to pathologist
(Melbourne) or court (regional).
Other tests can be requested at a

later stage, if required

Pathologist Coroner

Report

Toxicology laboratory

Initial request

Autopsy



NCIS Drugs Module

Page 20 of 20

Toxicology Requests - NSW

Standard tests ordered by pathologist

Routine tests conducted plus
limited  input by toxicologists

for additional tests

Report issued to pathologist
(Glebe, Westmead) or court

(regional).  Other tests can be
requested at a later stage, if

required

Pathologist Coroner

Report

Toxicology laboratory

Initial request

Autopsy
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NATIONAL CORONERS INFORMATION SYSTEM

DRUGS MODULE

STAKEHOLDER ANALYSIS

Introduction

A national coroners database (the National Coroners Information System) is being implemented by a

consortium at Monash University- the Monash University National Centre for Coronial Information or

MUNCCI. There are to be “specialist” modules attached to the national  data system, one of which is to be a

“Drug Module”.  The Monash University Accident Research Centre, a consortium partner, is undertaking

initial work as part of the development of the “Drug Module”. This paper identifies broadly the types of

drug related information that is required by DHAC. Initially a paper was  distributed to  the Drug Module

Reference Group,  to members of the Intergovernmental Committee on Drugs, and other stakeholders as

advised by DHAC. Responses from those elements have formed the basis for the production of this paper.

There will, however, be ongoing opportunity for stakeholders to participate in the evolution of the Drug

Module, via participation in a forum to be convened in Melbourne, by Associate Professor Olaf Drummer

around mid March, 1999.
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1. System objectives

The objective of the drug module for the National Coroners Information System is to record and provide

detailed information about drug related deaths to various stakeholders. The stakeholders that have been

identified can be considered as a hierarchy, consisting broadly of institutions that are involved with the

coronial process, and institutions that will utilise information to provide outcomes on behalf of the broader

community.  Major examples of the latter type of institutions are law enforcement agencies, drug and alcohol

services and the Australian Bureau of Statistics. These stakeholders require information to facilitate their

core activities such as crime prevention and assessment of various interventions with respect to the

management of drug use.

Although there may be considerable overlap, the information that is required by the various agencies will

vary. The aim of this analysis is to identify the needs of the various stakeholders, with an emphasis on

which inclusions are desirable. It is acknowledged that implementation is associated with an assessment of

current technical, administrative and financial constraints. The primary role of the drug module is to assist

coroners with the investigation of drug related deaths. However, the system has not been primarily designed

to control casework. Other system objectives are the monitoring of trends, and the detection of new or

emerging problems. It is anticipated that the drug module will also provide the capacity to provide regional

and national mortality estimates, and to identify specific risk factors for drug related deaths. An associated

issue would be the assessment of interventions and generally to assist in quality assurance issues.

2. Substance identification
The coronial process controls the decision as to when, and which toxicological examinations are performed.

Listed are some types of information, which are useful in capturing aspects of substance identification:

· Drug brand names (pharmaceuticals)

· Generic name

· Drug types? Drug forms? (multiple analogues such as amphetamines)

· Whether the drug/s were prescribed –    perhaps submenu items

For whom prescribed? (person, other)

Illegal prescription pad

(Section might be replaced with “How drugs obtained”)

· Active substance

· Concentration of substance

· Dose- therapeutic or  excess

· Physiological system on which substance acts

· Class of action eg antidepressant

· Source of supply

· Legal status (licit/illicit- for supply?  For use? Need for separate fields?)

· Nature (e.g. cannabis leaf or resin?)

Some stakeholders have suggested that the process of information storage for substance identification

should flag whether there is any missing data. Enough information needs to be gathered so that the
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collection can be mapped onto the International Classification of Disease (ICD) and other common data

coding systems.

3. Toxicology

There is a consensus from researchers and policy makers that the maximal toxicological information should

be gathered and retained. There is also consensus on the desirability of using toxicological information to

attribute causality in drug related deaths. It is likewise universally acknowledged that there are great

difficulties in assigning causality. It would appear that, at the organisational level,  the closer stakeholders

are to interpreting toxicological information, the more hesitant they are in making blanket assignments in

causality. Conversely, stakeholders more distant from interpretation, and closer to policy, generally appear

more inclined to call for assignment of causality. For the issue of causality, it is desirable that decisions are

made by those in the best position to interpret the data. It is appropriate to indicate that there needs to be a

separation between the details of the toxicological analyses reported, and any interpretation of those results.

Additionally, it is important to identify which body (person or organisation) has made any interpretation.

Collection and reporting of toxicological analyses is viewed by many stakeholders as a most informative

and important function. The process of making interpretations of toxicological analysis is difficult. If

incorrect assignments are made at the case level, future analyses of aggregated data may be distorted.

Identification of parties that have made interpretations allows for future quality control checks. Associated

with this consideration is the issue of standardisation of investigative and interpretive process.

With respect to toxicology, information that is required will be more adequately dealt with in the report

produced by Assoc. Prof. Olaf Drummer of the Victorian Institute of Forensic Medicine. Nonetheless, some

notes and issues were flagged in the general responses received. The issue of classification (drug class,

chemical class) is outlined in section 4.0- “Drug classes for classification”, in the NCIS drugs module

discussion paper produced by Assoc. Prof Olaf Drummer in September, 1998. Stakeholders perceive a need

to identify the drug or chemical substance in the greatest possible detail, eg brand, form, and dosage if

possible. Some specific relevant information for collection is-

· Toxicology data –actual blood levels plus metabolites

· How long after death was toxicology performed?

· In deaths attributable to multiple drugs, the sequence and timing of ingestion is  an important

research issue. Where possible this data should be captured.

· List of drugs or drug groups not analysed

· Site blood taken from

· Use of  other body fluids

· Standardisation (of tests, methods, flow of information, interpretation- see Section 15)

· Further substance, eg. Steroids? Kava?

· Regular user of tobacco products (eg smoker/non-smoker)

· Issue of tolerance

· Estimate of time elapsed between last ingestion of drug and time of death
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The call for standardisation of tests conducted, and the manner in which they are conducted are examples of

important and problematic areas which have previously been canvassed by Assoc. Prof. Drummer, and

which have been placed on the agenda for proactive management. The potential for maximal data yield will

be associated with the provision of adequate information to, and liaison with, toxicologists. The drug

module where possible should endeavour to recognise and capture the unique expertise that toxicologists

posses.

There is an indication that the level of detail of toxicological data required by DHAC is gross rather than

detailed, which is consistent with a broad policy based approach. Interest lay mostly in indicators such as

dose, blood level and causality. Interest was also focussed on the ability to answer questions such as -

“Can the purity of street drug be determined from  toxicological analysis? ie Is it possible to differentiate a

little bit of pure heroin from a lot of impure heroin?”

4. Polydrug use or involvement
The polydrug issue is very much on the agenda for the drug module. Apart from the problem of additive

depressant effect of opiate, alcohol, benzodiazepine (and/or other), there are other issues that need to be

addressed. One issue is the inadequacy of coding systems such as ICD in providing for polydrug

information. An associated classification and coding issue is that of adverse drug reactions, and whether

they occur in therapeutic or illicit use. The following issues were also flagged-

· Problematic  interactions between medicines, illicit, alcohol, household poison

· Non-human eg veterinary and household/plant drugs?

· Issue of contribution from multiple drugs (including adverse drug reactions)

· Problem of co-morbidity, confounding with other drugs.

· Issue of tolerance (As an example, consider the impairment in driving ability or propensity to

engage in riskier driving behaviours. These can be considered latent variables, and the blood

levels of a drug can be considered as manifest variables indicative of the latent variable).

5. Alcohol and Pharmaceuticals
There is still the potential for stakeholders to outline boundaries for information that is to be captured from

the drug module. There is a consensus on the broad areas, but the scope of the collection has not been firmly

delineated. While there is an emphasis on illicit drugs, it is not possible to consider these  agents in a

vacuum, and so information pertaining to prescription medication and alcohol is also needed.

There is a wide interest in the role of alcohol in deaths. For example, there is interest to gather BAC level in

opioid death regardless of attribution of causality. It would appear that two types of information are useful

for considering alcohol-related deaths.  The first is the role of alcohol in physiological changes that may (or

may be suspected to) contribute to death, and the second is the role of alcohol in behavioural changes that

have contributed to death. For example, a polydrug death and a drowning may both have alcohol as a causal

or contributing factor. In the opioid death, the interest lies in the physiological changes that may contribute

to depression of respiration. In the drowning death, the alcohol may not have contributed to the mechanism

of death, but to the behavioural changes that may have contributed to increased risk taking behaviour, and to

ability to respond. Both of these types of information need to be recorded.
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There is also interest in patterns of Alcohol & Other Drug (AoD) law enforcement and health outcomes.

One field that is arousing attention is trauma related deaths and alcohol. Questions arise as to the role of

alcohol in violent death/crime, in the victim, and in the perpetrator. What is the information that will be

required to be gathered by the module in these circumstances? Does (and should) the scope of the module

include the collection of data such as the BAC of a (living) driver who has caused a death? What

information should be gathered in reference to proximal and distal influences, and how should these be

structured?

6. Methadone and other substitution therapies

Methadone programs have consistently been raised by stakeholders as an important area for ongoing

evaluation. The nub of the concern is that evidence is required indicating that methadone programs do not

do more harm than good. The following points have been noted as relevant, and information should be

gathered on these items within the drug module.

· Non-adherence to prescribing guidelines is hazardous

· Length of time in methadone program constitutes a risk factor for overdose (first 2 weeks most

hazardous)

· Diversion of methadone tablet (or syrup?) is a factor in suicide/overdose

· Substance in methadone program is a syrup

· Incarceration within last three months is a risk factor

· Determination of heroin dependency

The module needs to be able to assist with the assessment of methadone program in prison, and to evaluate

whether such programs have a protective effect. Generally, it is important to map drug related deaths with

ongoing or previous licit or illicit use of methadone. The source of illicit methadone, if available, is of

interest. Diversion to the black market is one issue that requires quantification.

At the policy level, Governments (and the community) need to be informed of relative benefits and risks of

methadone treatments. There is a need to clearly define this issue with relation to the functions of the drugs

module. For the purposes of this assessment, it was decided to be over-inclusive in the collation of material

of interest to the various stakeholders.  It is clear that the different requirements from stakeholders relate to

the different functions that they perform. Organisationally, the presence of these groups becomes more

obvious when dealing with issues such as the methadone issue. Three organisational types that are

concerned with methadone deaths are the coroners (who are responsible for the administration of associated

legal proceedings), researchers (who wish to explore what factors are associated with the death), and policy

makers (who wish to be advised as to what policies are useful in reducing deaths). There may be weighting

assigned from different quarters as to the extent that the drugs module will contribute to these separate

areas. It has been noted that the coroners are not researchers but a legal institution. Researchers conversely

identify the potential to capture vital information, and typically call for the capture of hard data (such as

toxicological information), and see the forensic investigation as the only chance to collect vital data.

Comment was made of the essential importance to capitalise upon that opportunity.
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Comparisons are required between methadone and heroin death rates for policy development. It has also

been noted that there is a need for provision of quality information to coroners to assist with the formation

of their  policy position. The variation in the process of formulation of policy positions by coroners, and the

promulgation of those positions may have mixed results. This type of assessment casts the coroner as a

social institution, and the argument is made that the NCIS, and the drug module should provide information

so that “developed positions are adequately informed”.

Other substitution therapies need to be recorded

· Naltrexone

· LAAM

· Buprenorphine

· Levo I Acetyl Methodol

It has been suggested that all pharmoco-therapy related deaths (examples cited included naltrexone, and

chronic pain management deaths) demand the same intensive level of investigation. The establishment of

organisational mechanisms to expedite information flow between relevant institutions has been identified as

critical.

7. Interactions with legal system, especially incarceration
As noted previously, incarceration within the last three months is a risk factor for opioid death. Obviously,

this finding requires ongoing investigation and monitoring. It is considered that, ideally, the provision of

previous interactions with the legal system, offences, outcomes etc. would allow the estimation of risks

associated with, for example, various sentencing options. This area is potentially informative, given the

possible number of cases available for assessment nationally.

Various external stakeholders require additional information, such as monitoring of penalties and impact of

restricted substances. An example would be to monitor whether changing the penalties or supply cause

illicit manufactures to switch to more harmful precursor chemicals for amphetamine production. Another

question of interest was whether clusters of deaths are associated with particular import movements.

8. Drug source- precursors for illicit manufacturing?
Where possible, it would be useful to record where the drug was sourced.

9. Educational status
Stakeholders have identified the desirability in identifying the current educational status of deaths recorded.

Cases would be coded as to whether the person was still in formal education.  One closely associated item is

age of first use. Where possible, it would be valuable to record the circumstance of first use.

10. Intent

The intent of drug taking needs to be recorded. Intent taxonomies are well documented. The nature of death

is important- suicide, accidental overdose etc.
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11. Adverse drug reactions
Death associated with adverse reaction to drugs is not one which has been widely flagged as of interest to

stakeholders. The literature suggests that the problem of Adverse Drug Reactions is widespread, serious and

costly. There are alternative mechanisms in place to monitor adverse drug reactions. It has been suggested

that interest demonstrated within this area by coroners may reinforce reporting of adverse drug reactions by

the medical fraternity.

12. Interest
A multiplicity of interests was noted, and it is difficult to bundle these into neat categories. They are

presented as a miscellaneous list of interests that have been expressed by stakeholders.

· Capture- it has been questioned whether all relevant deaths will be recorded. A question has been raised

as to the circumstance wherein a “straight forward” opioid death may not proceed to a coronial inquiry,

and so fail to be recorded on the database.

· Map trends, harm indicator data especially opioids, substance/s used, average age at death, age range

etc.

· Evaluate services, interventions, programs

· History of drug use

· Substances that are covered by import regulations, or prohibited substances

· Incidence of harm, role of substances causing death

· Performance enhancing drugs

· Regulatory- controlled pharmaceuticals contribute to deaths? Steroids?

· Research- What doses constitute a fatal dose?, especially with polydrug

· Monitor- eg deaths with adulterated or poorly produced illicit drugs

· Accidental fatal outcomes with medication both prescription and non-prescription (including herbal)

· Amphetamines produced from legally available (but restricted) precursor chemicals

13. Causality
There is a real desire to be able to assign causality to agents, especially in the case of polydrug deaths.

Policy makers have indicated the attractiveness of a system similar to that from the old Department of

Health-

· Therapeutic concentration and not contributor to death

· Supra-therapeutic concentration, but not contributor to death

· Toxic concentration, and at least part cause of death

· Uncertain contributor to death

The Victorian Institute of Forensic Medicine has adapted this classification to only include a classification

for all detected drugs.  Although the call for toxicologists or others to make attribution for polydrug death is

superficially attractive, it would appear that this call has been made by those more distant from, and less
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familiar with the fundamental difficulties associated with, the process. The perception is that assignments, if

imperfect, are likely to be superior to well educated guesses. This is a process that needs to be managed

carefully, and there is a need to acknowledge the interests of higher end users (who wish to conduct

research, or to drive policy) as well as those who are involved within the area of toxicological analysis. Of

course, superimposed upon the stakeholders are the limitations of the coronial process. It is that process that

controls the types of analyses undertaken, and interpretations made. Variation between jurisdictions occurs,

and consequently interpretations can be inconsistent. The role of the drug module in recording these

variations is an area to be developed.

An alternative position presented is that toxicologists are not in the best position to determine causality. The

availability of relevant contextual data may be considered necessary for this process.

Other particular areas of interest are the role in causing death, especially  methadone deaths; and the role of

drugs in perpetrators (both  alcohol, and polydrug).

14. Motor vehicle and work place accidents
The module should inform on drug toxicity and fatal road crashes or work place injury. There is

inconclusive or insufficient evidence on these subjects at present. Additionally there is a need to inform as

to the role of licit as well as illicit drugs. The module should provide information as to the role of

therapeutic medication and MVA deaths. Consequent changes in policy may produce responses such as

publicising results, change of scheduling or change to product information.

15. Standardisation
As with causality, there is a universal call for standardisation in the way that information is gathered, the

testing that needs to be completed, methodologies, and the way that information is recorded. Although not

directly within the scope of this assessment, it is apparent that there is a need for the development and

employment of standardised protocols for all of the procedures, starting at collection of relevant information

at the scene of death, and associated investigations. Nationwide data collection and interpretation will

continue to be fragmented (and therefore sub-optimal) if this outcome is not realised. Although this may not

impact on individual casework, lack of standardisation would deprive research and policy development of a

vital and irreplaceable national tool. For illicit drugs, the lack of systematic collection has been a major

impediment to date in identifying risk factors that may be subject to the development of effective

interventions and programs.

It is noteworthy that there has been movement in several areas towards rectification of the problem of

inadequacies of available information. For example, within Victoria, Assoc. Prof. Olaf Drummer is

currently funded to conduct an heroin overdose project based at the Victorian Institute of Forensic

Medicine, which will involve several additional agencies.

Western Australia has moved towards the supply of drug related coronial information to the WA Drug

Abuse Strategy Office. Nationally, the National Illicit Drugs Statistics Project has been developed in

extensive consultation, and encompasses both law and harm reduction components. There have been calls

from various agencies for the NCIS to liaise closely with the National Illicit Drugs Statistics Project, as

otherwise there is the potential for duplication that may be wasteful of resource.
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The Drug and Alcohol Services Council in South Australia recognises the need for standardisation for risk

factors in opioid deaths, and has been developing these criteria. Some relevant comments are that because of

lack of standardisation, the information that is available is difficult (and therefore costly) to retrieve. There

is a need for uniform management of suspected substance-related deaths, and for a protocol for the

systematic collection of relevant data. When in place, these systems would inform as to the contribution of

risk factors. The availability of the information for research allows for the development of drug-related

policy. Some suggested relevant information is -

At autopsy Route of administration including injection site if possible. As the presence of the

injection site is an unreliable indicator there may be a need for an interpretation of the

route of adminsitration.

At scene Presence of substance/injecting equipment

Known history of substance use

Witness report of substance use

Standardisation should also extend to those pieces of information not collected.  Apart from the call for

standardised collection for screening, toxicology etc., the reason for non-completion should also be

recorded. Furthermore, coronial file reports are non-standardised and so data can be lost between

jurisdictions. Standardisation overcomes this, and also aids retrieval of information.

Issues that are associated with standardisation include inter-agency links such as with ambulance or

correctional services. Current shortcomings in standardisation would include toxicological data, police,

ambulance records, and witnesses statements. These documents tend to be discursive, and there is  difficulty

in mapping, retrieving and  evaluating risk factors. As outlined, standardisation in police, coroners and

pathologists, toxicological and other information is highly desirable. The development of protocols for data

collection and training of data collectors should be a goal. One protocol is for the routine toxicological

analysis for all homicides, or deaths in custody.

16. Maximising data yield
It is difficult to separate the issue of what information is collected from how it is collected. It has been

suggested that ideally a trained health oriented person be involved in the early stages of the coronial

investigation process, in addition to law enforcement personnel, who tend to focus on legal issues.

Currently, information tends to be collected in those cases where a duty of care exists, eg court order,

release from prison.

Proactive gathering of coronial information is to be encouraged. This could include the coroner writing to

the State  (alcohol and drug authority) to request information as to whether an individual  was ever treated

or notified, and, if so, to provide details (dependency on schedule 8 should have been notified). Following

from this, it is possible to utilise information from the general practitioner who has notified, or to contact the

Health Insurance Commission about which practitioners have seen the person. The information so obtained

may be useful in monitoring over-prescribing of drugs eg benzodiazepines.
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Another mechanism for maximising the data yield addresses the issue of timeliness. The model used comes

from the identification of communicable diseases, where there is meeting via teleconference to discuss

trends periodically.

There is a need to explicitly state that all drug related deaths be included within the system, since the NCIS

drug module utility would be considerably diminished were non-coronial inquiry drug deaths to be excluded

from the collection.

The recorded data on criminal history and on drug use will invariably underestimate the scope of these

activities. This is an intrinsic problem appreciated with the collection.

There is the expectation also that the drug module will provide an early warning capability (surveillance

function)  that can feed directly into the Illicit Drug Reporting System.

17. Linkage

Linkage is another highly desirable outcome for the drug module. There is a need to use existing databases

and/or infrastructure to avoid duplication and to maximise data utility. Examples of potential linkages are-

The National Illicit Drug Statistic Framework

The Suicide Module of the NCIS.

Adverse Drug Reaction Advisory Committee data (ADRAC)

Core NCIS module (is additional data recorded, or existing data made more accessible

with increased coding?)

Health Insurance Commission (HIC)

Department of Health database (for notification of dependency to drugs, etc.)

Australian Institute of Criminology data

Illicit Drug Reporting System

Quality Use of Medicines

Analysis and reporting will need to be consistent with that of

Joint drug intelligence team

National Heroin Signature program (part of the National Illicit Drug Strategy)

Illicit Drug Reporting System

Another issue is compatibility and drug identification coding. The inadequacy of ICD system for the module

generally has been noted. It is accepted that there is a need for multiple coding systems and maps to other

systems, including the ICD system.

18. Clusters and timeliness
These two are related. Some stakeholders argue that the drug module will need to inform as to the presence

of new clusters of death, and it is expected that it will perform this task in a timely manner. To accomplish

this, there is a need to be over-cautious, by acting on preliminary reports, even if these are later shown to be

incorrect. This surveillance process involves the interpretation of toxicological findings, and the
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dissemination of these findings to a suitable audience. The issue of timeliness is important in that it accepts

that there may be need for access to toxicological findings, and to police substance analysis prior to the

release of the coroner’s finding. The structure of the database is such that it may record findings in discord

with the coroner’s finding in some cases. There has been a great emphasis on the ability of the module to

deliver this information in real time. The purity or presence of illicit substances can be instructive in the

development of intervention programs, and law enforcement appears to require this capability. Stakeholders

have commented that to achieve these outcomes there may be a need for systems change, and associated

financial investment. Conversely, it has been argued that release of ill-considered information may be

counter-productive, and that it is inappropriate to release information prior to the coroners finding. It would

seem that the two objectives of timely reporting and completion of the coroner’s report may tend towards

mutual exclusivity.

19. Information Required
One issue with the collection is whether more information is recorded than for the core dataset, or whether

information stored within the core dataset is merely made more accessible by increased search capability.

This list comprises information that has been recommended for inclusion as being included within the Drug

Module dataset. Asterisks indicate that items are already included in the near final draft core (routinely

recorded) dates for all coroners’ cases.

Demographics

Age*

Gender*

Marital status*

Educational level

Date of death*

Location of death*

Estimation of time of death

Drug use history

Prison record

Treatment history

Ethnicity

Presence of others at time of use

Presence of others at time of death

Employment*

Participation in formal education at time of death

Suburb of residence*

Suburb of death/collapse*

Location (street, home)*

Types of intervention

Recent release from prison

Psycho active substances detected*

Cause of death*

Time of day*

Day of week

Season of year
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Age of initiation

Intent*

Health status (HIV/Hepatitis)

Smoker/Non-smoker

Tuberculosis

Other respiratory disease

Coronary health

Aspiration of gastric contents

Group analyses (eg age, ex-prisoner)

Drugs detected at toxicology (eg BAC, drug level)*

This following list comprises additional information that has been flagged as being included within  an ideal

collection.

Offending
Detailed history of imprisonment

Pending criminal charges

Currently under parole/other order

Summary of history of offending, including juvenile offending

Treatment

Summary of methadone treatment

Detailed history of methadone treatment in last three months

Summary of naltrexone treatment

Detailed history of naltrexone treatment in last three months

Detailed history of inpatient detoxification treatment in past twelve months

Detailed history of residential drug free treatment in past 12 months

Summary of other treatments undertaken more than 12 months ago.

Psychiatric/mental
History of assistance/treatment sought

Brief description of history if diagnosed as depressive/psychotic

Drug Use
History of drug use- emphasis on opioids & psycho stimulants.

Brief description of problematic use of specific substances
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Appendix: List of respondents

Dr. Ian Whyte Newcastle Mater Hospital

Australian Bureau of Criminal Intelligence

Adverse Drug Reactions Section, DHAC.

Mr. Jerry Moller

Mr. Malcolm Wares, DHAC.

Ms. Karen Hutchinson, Tobacco and Alcohol Strategies Section, DHAC.

Mr. Steven Vaughan, Law Enforcement Policy, National Drug Strategy Unit, DHAC.

Australian Customs Service.

Australian Federal Police.

Alcohol and Drug Services,

Department of Community and Health Services, Tasmania.

Drug Abuse Strategy Office,

Western Australia.

National Police Research Unit

Drug and Alcohol Services Council, South Australia.

Department of Education, Training and Youth Affairs.

Living with Alcohol Program, Territory Health Services.

Victoria Police

Western Australia Police Service

National Crime Statistics Unit, Australian Bureau of Statistics

Queensland Police Service

Data and Information Unit, DHAC.

Drug & Alcohol Department, Concord RG Hospital

National Centre For Education & Training On Addiction (NCETA)
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1. Objectives of the NCIS Drugs Module Workshop
The NCIS Drugs Module Workshop was held in Melbourne on 18 and 19 March
1999 as part of a feasibility study for the development of the Module.   By inviting
a wide range of relevant experts from all over Australia to further examine the
issues identified in the first stage of the feasibility study, the workshop was a
unique opportunity for dialogue and ideas across disciplines and jurisdictions.
The involvement of producers of information for the Drugs Module and
researchers and policy makers, was also seen as a means of ensuring that the
Drugs Module is developed in a way that meets the needs of both the providers
and the users of the data.

Prior to the Workshop, MUNCCI defined its major objectives:

·  Secure participation from key representatives of those who produce and
use drug related death data – tox lab managers, pathologists,
coroners/registrars, police, health departments, drug and alcohol research
organisations and other stakeholders.

·  Facilitate understanding of the NCIS in general, and the coronial and
scientific processes for producing information on drug related deaths in
particular, including:

- the ‘factual’ or opinion-based  nature of the information;
- the timeframes within which the processes occur; and
- the differences between jurisdictions in collection of data and

requesting patterns for deaths involving drug testing.

·  Define the information required by Drugs Module stakeholders that can
feasibly be provided on a national basis, including prioritising and coding
opinion-based information.

·  Identify solutions and resources required in each state/territory to remove
obstacles to defined information being included on database.

·  Generate support for on-going development of the Drugs Module amongst
participants including set-up of framework for further participation and
monitoring of progress over the next 12 months.
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2. Program

DAY 1 – 18 March

9.30 Welcome and introductory remarks Olaf Drummer

9.45 Defining workshop objectives and activities John Brady

10.0 Overview of NCIS project, status report
and demo of current system Vicky Winship

10.30 Producing drug-related death data Olaf Drummer

11.0 Coffee Break

11.15 Establishing stakeholder needs - Breakout groups – participants
identify, by discipline, what data is sought

12.15 Lunch

1.45 Comparing stakeholders needs with available data Olaf
Drummer/Graham Scott

 2.30 Using drug-related death data Michael Lynskey

Discussion

3.00 Producing drug-related data – 3 case studies
Breakout groups – mix of disciplines – participants use
documentation from each stage of 3 cases to complete a draft
protocol of Drugs Module information

3.45 Break

4.00 Report back – discussion defining data items for Drugs Module

5.00 Breakout groups – by discipline, to discuss feasibility of
standardising etc.

5.45 Finish

 7.00 Drinks and dinner
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DAY 2 – 19 March

9.0 Report back – feasibility of standardising

9.45 Using drug related death data – Victorian database
demonstration

10.15 Creating a blueprint for developing the Drugs Module
- identify obstacles to uniformity.  Breakout groups by
State/Territory

11.15 Report back – on obstacles

11.45 Coffee Break

12.00 Development of solutions
Breakout groups by States/Territories

12.45 Lunch

1.45 Report back – solutions

2.15 Review of proposed blueprint by discipline

2.45 Report back – including work needing to be done after the workshop

3.30 Afternoon tea

3.45 Plenary Session including action steps and proposal for follow up
workshop in 12 months

4.30 Finish
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3. Description of break out sessions and questions for
discussion

This section contains a description of each of the break out sessions and the
questions posed for discussion in each one (3.1 – 3.6).
The following sections (4, 5 and 6) contain the discussion material that is based
on these questions.

3.1 Break out session 1: Establishing stakeholder ne eds.
This break out session involved groups separating by discipline and discussing:

·  What information they receive from other agencies,
·  What information they provide to other agencies,
·  What information they would like to receive from other agencies &
·  What information they could provide to other agencies, if they received the

information they wanted.

3.2 Break out session 2: Case classification and cod ing.
This session involved multi-disciplinary groups considering case-studies in order
to classify the cases.  There was a great deal of disagreement among and
between the groups, demonstrating the possible differences in opinion involved in
death investigation and therefore, the difficulty in coding and classifying the data.
(Copies of the case studies are included at the end of this appendix).

The case studies were also aimed at facilitating discussions concerning the
following questions:

·  What is a drug-related death?
·  How do you define a “heroin death”?
·  Who should make the decision that a death is drug-related?
·  How should cases be categorised in relation to individual drugs, when

multiple drugs are detected?

A summary of the discussion of these questions is included in section 6.

3.3 Break out session 3: Feasibility of standardisat ion.
This break out session discussed the feasibility of standardising the various
stages of death investigation, and if standardisation was in fact desirable. The
groups separated by discipline for this session and discussed the following:

·  At what stages is it possible to standardise protocols?
·  Who has control of these protocols?
·  What level of standardisation is desirable? – note there will always need to

be flexibility to allow for valid differences between jurisdictions.
·  Where standardisation is not possible how can the database be kept

informed of the differences?
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3.4 Break out session 4: Identifying obstacles to un iformity:
This break out session built upon the discussion in the previous session. Here
groups separated by state/territory and discussed the obstacles that may be
encountered in trying to achieve uniformity where standardisation was possible
and desirable. The groups aimed to answer the following questions:

·  Who has control over the procedure/protocol?
·  Can this be easily changed (e.g. will it require legislative change)?
·  What resource implications exist in your state/territory  - i.e. who pays for

what?
·  What ability exists for electronic information transfer within all parties (e.g.

police to toxicologists) and to the NCIS database?
·  What are the likely training requirements?

Most groups referred to the previous discussions in relation to the stages of
standardisation and who has control over them.

3.5 Break out session 5: Identifying solutions to un iformity
Again in this session groups split up by state/territory, this time to discuss the
findings of the previous session and ways in which some of the problems
highlighted may be tackled.
The discussions were set out in three stages:

1. Looking at the things that could be easily fixed:
·  Creation of a procedure manual to define test ordering

procedures
·  Who (which area) will create/design/be responsible for the

production of such a manual
2. The more difficult areas:

·  Changes in legislation
·  Changes that need resources to be provided
·  Changes that need agreement across a number of areas
·  How could these be achieved and again look at placing

names/positions as the person(s) responsible for making this
happen

3. Computerisation solutions:
·  How can more information be provided electronically in the

overall information flow process?
·  How can data be transferred to NCIS easily and efficiently?
·  What are the resource (hardware/software/personnel)

implications?

3.6 Break out session 6: Identifying solutions to un iformity:
This was the same type of break out discussion as session five, but the groups
divided this time by discipline. Some of the questions asked were slightly different
but the discussions were again set out in three stages:
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1. Looking at the easier options – manuals/written procedures/testing
patterns:

·  creation of a procedure manual to define test ordering
procedures

·  who (which area) will create/design/be responsible for the
production of such a manual

2. The more difficult areas:
·  Changes in legislation – how can this be facilitated – are there

any other ways of getting around this problem?
·  Changes that need resources to be provided – how can we find

out how much is needed – who can get some estimates
together?

·  Changes that need agreement across a number of areas – who
needs to be brought together to achieve this?

3. Computerisation solutions:
·  How can more information be provided electronically in the

overall information flow process
·  How can data be transferred to NCIS easily and efficiently
·  What are the resource (hardware/software/personnel)

implications – who can estimate these?
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4. Summary of discussion and action plans for discipl ine
groups

This section is a summary of the discussions occurring in the break out sessions
described in section 3 above, where the groups were determined by reference to
the different disciplines represented at the workshop – Coroners and Registrars,
Health Department representatives, Data users, Pathologists, Police,
Toxicologists and Researchers.  The names and contact details of those
participants who volunteered to coordinate on-going development of the Drugs
Module amongst their discipline group are also included, with a short description
of some immediate action plans.

An outline of the roles of the personnel involved in the coronial investigation
process, and the typical timing of production of the information relevant to the
Drugs Module has been included as an attachment to this appendix - to assist in
understanding the coronial process.

4.1 Coroners and Registrars

4.1.1 Information received
Post mortem and toxicology results

·  Police reports: initial, witness statements and brief
·  Medical history of the deceased (from the Health Insurance Commission)
·  DIC prison records and special reports
·  Other reports: workcover, BASI and expert reports.

4.1.2 Information provided

·  Court proceedings and findings to families, researchers, health
departments, Birth, Deaths and Marriages and other government agencies.

·  This group also provides informal/unstructured information to other
jurisdictions regarding the inquest findings.

4.1.3 Information sought

·  Standardised toxicology testing (nationally) with more detailed reports with
attached opinions and interpretations

·  Ability to link records with other agencies such as Medicare and pharmacy
records and dispensing practices

·  Police reports: of better quality, with retrieval of medication, careful
assessment of the scene and more thorough investigation (having
approached the investigation as “suspicious”)
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4.1.4 Information that could be provided

·  Improved research data that can impact on public health policy such as
road safety,

·  More timely indication of trends.

Consideration was also given to the cost of performing full toxicology tests, the
availability of toxicologists, the skill or expertise of the toxicologist and social
and cultural objections to the post mortem – these factors affect the
information that is received.

4.1.5 Standardisation
Protocols can be standardised at the following points:

·  Initial death scene investigation – this is controlled by coroners with police.
·  Specimen collection – this is controlled by coroners and pathologists
·  Toxicology tests
·  Coding guidelines for coroners

Case specific issues must be taken into account when trying to standardise the
investigation at any point. Standardisation of scene investigation (and briefs?)
would be highly desirable and could easily be made into a minimum national
protocol. Coroners still must have the ability to exercise discretion in cases.
The toxicology testing that was performed should be specified.

4.1.6 Overcoming obstacles to standardisation
The easy solutions:

·  Queensland needs a state coroner to advise/educate/train country
coroners and pathologists.

The more difficult problems:
·  Funding for resources to get NCIS running in all states – we need to

continue to lobby/request funds from Justice Departments – resources
to enter extra data if drug module is to work must be included

·  Discuss with state coroners their view on their role with respect to
research/safety/education.

·  Discuss with state coroners extra data – should we be informing ethics
group as to access the state coroner agrees is appropriate – is
proposal by ethics to come back to state coroners for agreement??

·  Increase training for NCIS coding – training manual being done – is
coding going to be a growth industry e.g. health?

4.1.7 Action plan for coroners and registrars

Coordinator
Mr Graeme Johnstone
State Coroner
Coronial Services Centre
57-83 Kavanagh Street
SOUTHBANK

Feasibility study report and other
background information on the Drugs
Module be sent to all State and
Territory coroners. Teleconference to
be convened to discuss issues for
Coroners and means of supporting
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VIC 3006
Tel 03 9684 4350
Fax 03 9682 1206

the project.

Outcome: issues for Coroners defined
Timing: by mid June 1999

Coordinator
Mr Bernard Lewis
State Coroner’s Office
Coronial Services Centre
57-83 Kavanagh Street
SOUTHBANK
VIC 3006
Tel 03 9684 4406
Fax 03 9682 1206
blewis@vifp.monash.edu.au

Drugs Module development to be a
standing agenda item for monthly
registrar’s teleconference for
discussion of issues for registrars and
clerks, esp. in response to outcomes
from other discipline groups.

Outcome: on-going discussion
Timing: monthly

4.2 Health Departments

4.2.1 Information received

·  Commonwealth: research from NDARC and standard reports from AIHW
and ABS, but few coronial reports

·  Queensland has their own database containing information of all schedule
8 substances and mortality and morbidity statistics from other departments
however there are problems with the country areas.

·  Western Australia have problems with data access
·  Tasmania: paper toxicology reports and some coronial reports are filed,

there is also a computer system
·  South Australia have paper based research in the coroners office

4.2.2 Information sought

·  Access to NCIS drugs information
·  Treatment history
·  Drugs found and drugs contributing
·  The ability to link with other databases such as mental health, medical

treatment and prescription information and criminal records

4.2.3 Information that could be provided

·  More timely information showing trends and giving early warnings
·  Information to be fed back into the NCIS
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4.2.4 Standardisation
Protocols can be standardised at the following points:

·  Police have control over scene investigation, standardisation will gain
comparable data from each scene. If a “standard’ is not being achieved it
is still preferable to know what each jurisdiction is doing, for example in
metropolitan cases versus country cases.

·  The coroner or pathologist may be able to standarise toxicology test by
requesting reports using the same wording and levels of causality
(definite/probable/possible).

·  A standard definition of “drug related death” would be helpful (though as
noted above this is difficult to achieve).

·  Drug names could be standardised using contribution codes attached to
individual drug compounds.

·  Autopsy reports could be standardised as they are primarily used for cause
of death.

·  Reporting of toxicology test results: these could be noted as positive,
negative or not tested for a particular drug. The reporting of metabolites
could be noted in more detail, for example amphetamines found in urine,
but no active drug found in the system.

4.2.5 Overcoming obstacles to standardisation
The easy solutions:

·  Subject to feasibility study results – health representatives can move to
have NCIS placed on the ANCD MCDS Agenda, MUNCCI to write to IGCD
chair

·  Documentation of levels of access required for health users
·  Health representatives and MUNCCI to create documentation
·  Assessment of capacity state by state to provide treatment history
·  Protocols for transfer of TH to NCIS.

The more difficult problems:
·  Requires assessment of implications/links with other legislation (AIHW,

ABS)

Computerisation solutions:
·  Justice are looking to health to come up with IT resourcing problems in the

coroner’s area
·  Therefore justice to estimate needs and put them to interested

stakeholders
·  Electronic transfer is not the problem – it’s the work involved in collating

treatment information.

Treatment history:
·  Need to determine standard information for the NCIS database e.g.

methadone treatment programs:  
- On/off program
- Dose level
- Time on program
- Last dose
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·  Issues of links/implication for NH data dictionary and AOD minimum
data set

As a final note, health representatives would like to persuade toxicologists to look
for naltrexone metabolites if this is possible; and other pharmacotherapies.

4.2.6 Action plan for Health Dept. Reps

Coordinator
Mr Bill Fox
Alcohol, Tobacco & Other Drug
Services
Qld Dept of Health
GPO Box 48
BRISBANE
QLD 4000
Tel 07 3234 0625
Fax 07 3234 1699
Foxw@health.qld.gov.au

Once feasibility study report
completed, and required resources
estimated, relevant Health Dept. reps
to discuss approach to funding and
other implementation issues.

Outcome: implementation/funding
strategy devised
Timing: contingent on other groups

4.3 Data Users

4.3.1 Information received

·  MUARC receives information from the ABS, coronial system NISS and
Victorian inpatient and outpatient datasets

·  VIFM receives information from VIFM toxicology and crime scene exhibits
·  ABS receives information from the coroners, drugs mentioned on death

certificates, crime statistics (Victorian Dept. of Justice, Australian Bureau of
Criminal Intelligence) and national health surveys

·  VicRoads receive police accident reports (including details of syringes,
alcohol and medication) and toxicology information from the VIFM

4.3.2 Information provided:

· MUARC provides research papers and “Hazard” and research information
to government departments such as VicRoads and Kidsafe.

·  VIFM produce much internal research (by pathologists and students) and
provide information to journalists and government departments

·  ABS provides routine reports, specialist studies and client requests
(especially to government departments)

·  VicRoads provide policy advice to government committees discussing
contributing factors, possible counter measures and regional information
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4.3.3 Information sought:

· There was general consensus that “more of everything” was required but
in particular:

·  MUARC noted that the ICDG coding currently used is inadequate, they
also wanted more circumstantial information and linkage to other data
sources.

·  VIFM: coding for individual drugs and more data linkage
·  ABS: more coronial drug information noting that this was severely lacking

at the present time.
·  Vicroads: more information on the timing of the accident in relation to when

the sample was taken and differentiation between self administered drugs
and drugs given by paramedics (especially analgesics) and more data
linkage.

4.3.4 Standarisation
Protocols can be standardised at the following points:

·  Scene investigation
·  Site of sampling
·  Method of sampling
·  Handling and storage of samples
·  Method of analysis of samples
·  Units of measure
·  Agreed minimum screening for suicides, drivers etc. across jurisdictions

Control over these protocols is held by:
·  Accreditation bodies and national bodies to provide the guidelines and

protocols
·  Responsibility rests with the responsible party
·  Funding and resources are important

What is desirable?
·  “The best”, to be judged by what is most important and what is feasible

in terms of budget- a cost-benefit analysis should be undertaken.

Where standardisation is not possible:
·  It should ideally be flagged
·  Some items may be more important if they are not standard – which

items?
·  If data is missing this must be noted: absence of proof versus proof of

absence.

4.3.5 Overcoming obstacles to standardisation
Solutions to a lack of uniformity:

·  Must flag where agreed minimum standards are not met
·  Provision of more electronic data: direct linkage ideal but

privacy/ownership issues will preclude this in most cases
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·  Solution: flag linkages to other databases with unique identifiers e.g.
medicare number, Birth Deaths and Marriages registration number or
WorkCover case number

· Also for drugs/products – therapeutic goods administration adverse drug
database

·  Flags with reference numbers – requests for data will be received more
favourably than fishing expeditions.

4.4 Pathologists

4.4.1 Information received

·  Prior to the completion of report: demographics from police, scene findings
and serology and hospital reports (both of which vary among states)

·  Post mortem: toxicology reports and serology formal report.

4.4.2 Information provided

·  Formal reports and opinion (format varies among states) including post
mortem findings, histology, serology, toxicology and notifiable diseases

·  Provided to: coroners, families, hospitals, toxicology labs, DCHs and the
investigator (material released when authorised by the coroner).

4.4.3 Information sought

·  Pro forma  scene information including drug paraphernalia , body
disposition and other drugs

·  DCHS addiction data and methadone program information
·  Medical history (including psychiatric)
·  Detailed toxicology
·  Ambulance data
·  Prior history (perhaps on a pro forma) including custodial, criminal, drug

and psychiatric
·  Feedback on coronial investigation including the coroner’s finding (to aid

understanding of circumstances and enhance ability to investigate death)

4.4.4 Information that could be provided

·  Information regarding autopsy, aiding discussion with relatives and
information of disease patterns

·  Interpretation of events leading to death
·  Enhancement of coronial role in death-injury prevention by identifying

preventative issues (such as prescribing practices and noting at risk
groups)

·  Providing feedback in relation to crime scene investigation; high quality
crime scene investigation will aid prevention opportunities
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4.4.5 Standardisation
The pathologists started their discussion by noting the following:
The person investigating the death at any stage must have knowledge, ability and
experience relevant to that stage. Protocols may be valuable to such a person.

Protocols can be standardised at the following points:
·  Past history (medical, social, custodial.)
·  Circumstances of death (scene and previous 24 hours)
·  Autopsy: minimum standards:

- Basic autopsy
- Drug autopsy
- Trauma autopsy
- Infant deaths

·  The taking of toxicology specimens
·  Interpretation

Who has control?
·  The person who does the work (noting above), with the appropriate

consultation, has control of the protocol.

What is appropriate?
·  Here a discussion took place over what the standard should be:
- minimum,
- acceptable,
- a good,
- agreed.

“Agreed” standard was most popular.

It was also noted by the pathologists that the standards must be defined in the
database. The fundamental prinicple to the feasibility of standardisation is the
existence of criteria for:

1. will toxicology be performed at all?
2. If so, what criteria will determine how much toxicology?

4.4.6 Overcoming obstacles to standardisation

·  Procedure manuals:
·  Differing needs for different states

But: (a) autopsy methodology [drugs] standards – for later discussion –
can be discussed at forthcoming RCPA meetings and a collation of
common practices can be undertaken, this may also be possible for other
scenarios (e.g. road trauma)
(b) Toxicology samples – collaboration with toxicologists is required – see
above, note also questions of cost

·  Pathologists comprise a small number of people, so in theory at least
these issues should be fairly easy to achieve.
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·  Level of accreditation:
Ideally only pathologists should be doing post mortems
If GMOs are to continue doing post mortems an ongoing education
program is recommended – but this is a separate issue
[A questionnaire will be produced next RCPA meeting]

More difficult problems:
·  Extra resources are required if optimum toxicology is expected. This is the

responsibility of heads of department (toxicology/pathology) and perhaps
also the coroner and others.

·  Ideally full toxicology specimens should be taken, but not necessarily acted
on

·  Samples taken may be used in retrospect (research); but this leads to
storage issues and ethical issues

·  An estimate of cost may be difficult perhaps a busy institute could be used
as a model and their costs fractionated for smaller facilities [again the
upcoming RCPA meeting in May can be used].

Computer solutions:
·  These are an internal matter; this is a highly specialised area needing

input from IT specialists according to individual facilities’ needs.

The final thought of the pathologists was that: “resources are required to find out
what resources are required”.

4.4.7 Action plan for pathologists

Coordinator
Prof. Stephen Cordner
Victorian Institute of Forensic
Medicine
Kavanagh St
Southbank
VIC 3006
Tel 03 9684 4301
Fax 03 9682 7353
Stephen@vifp.monash.edu.au

Members of the Forensic Committee
of the Royal College of Pathologists
Australia to be sent relevant
background information, the Drugs
Module feasibility study report and
proposed approach to standardising
path requests for tox testing and
reporting in drug cases, as per
discussions at the workshop.
Followed by a teleconference(s) to
discuss issues/approval and
mechanisms for implementation.

Outcome: agreement on requirement
for standardisation and plan for
further tasks
Timing: by mid-June 1999
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4.5 Police

4.5.1 Information received

·  Information is currently received from forensics laboratories,
pathologists and coroners.

4.5.2 Information provided

·  Policy and operational reports, both state specific and national including
core datasets of:

·  ethnicity,
·  demographics,
·  drug types including poly drug cases,
·  clusters,
·  drug composition (if known),
·  route of administration,
·  acute versus chronic use
·  and risk factors (eg prior history)

4.5.3 Information sought

·  Standardised reporting

4.5.4 Information that could be provided

·  Regular updates for the drug information library

4.5.5 Standardisation
Stages of police investigation that can be standardised:

·  Initial reporting to the coroner
·  Introduction of a further investigation sheet

The Commisioners of Police have control over these protocols.

The protocols should be standardised to an agreed level on an agreed format.

There should be minimal differences; standardisation is possible.

After looking at some standard forms to be filled out by the NSW Police (Report of
Death to Coroner; Sudden Infant Death, Death Scene Investigation and Private
Pool Drowning Questionnaire as a starting point, the following was listed as being
potentially added to a form:

·  Estimation of time of death
·  Drug use history
·  Presence of others at time of use/death
·  Employment
·  Recent release from prison
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·  Time between last ingestion and unconsciousness
·  Information relating to intervention(s)
·  Time from onset of unconsciousness to realisation something was wrong
·  Time from onset of unconsciousness to first intervention
·  Who was intervention provided by

Subsequent information which may be collected by police:
·  General drug use history
·  Use in week prior to death
·  Participation in naltrexone/methadone program
·  Substances used and route of administration
·  Relevant pre-existing health conditions
·  Location and speed of use

4.5.6 Overcoming obstacles to standardisation
Procedures/manuals:

·  The police noted that MUNCCI should write to the police services
requesting the development of national pro formas – this has been largely
agreed upon by this group

·  Exisiting procedure manuals are easily adaptable
·  No legislative changes are required except for the release of certain

information (e.g. criminal history)

Computerisation problems:
·  IT – consultation between IT people at a jurisdictional level, this is also a

resourcing issue
·  Benefits to police services to be documented
·  Preferably electronic transfer of data via coroner’s office to NCIS.

What next?
·  A further police Workshop is required to develop:
- Standard report of death form
- Information sheet for drug related/associated deaths
- Minimum standards for incident attendance
·  Drug related death may be defined as “any death where the attending

officer believes that the death was due to an overdose of drugs”
·  A means of providing information about NCIS and reinforcing its

importance to police must be identified.

4.5.7 Action plan for police

Coordinator
Inspector Stephen Bills
Coroner’s Support Section
State Coroner’s Office
44 Paramatta Road
GLEBE

Approval to be sought from Police
Reps on the Intergovernmental
Committee on Drugs (letter from
MUNCCI) for additional data items
(as discussed at the workshop) to be
added to relevant police forms. Insp.
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NSW 2037
Tel 02 9552 4083
Fax 02 9552 1225
Bill1ste@police.nsw.gov.au

Bills to coordinate implementation
with Steve Vaughn at the
Commonwealth Dept. of Health, who
convenes the network of drug and
alcohol policy coordinators in the
police depts of each jurisdiction.

Outcome: agreement on requirement
for consistent collection of drug death
information/amendment of police
forms
Timing: by mid-June 1999

4.6 Researchers

4.6.1 Information received
The researchers listed the problems with the information currently being received:

·  Information received from the ABS has problems with the reliability of
coding (ICD-9), it is a slow process and the information ultimately obtained
is not drug specific (drug group versus particular drug).

·  Information received from the toxicology labs identifies cases by drug,
there is concern that cases are missed – if a case was not positive for a
drug, was it even tested for that drug?

·  Coronial records are also received but there is variability in the quality and
quantity of the information.

4.6.2 Information provided

·  Policy to government
·  Information to the media
·  Information regarding resource allocation
·  Best practices to treatment providers
·  Patterns of emergence of new drugs.

4.6.3 Information sought

·  Access to original reports, especially police reports
·  Photographs, for example, of drug paraphernalia
·  Witness statements in electronic form
·  Police investigations regarding recent treatment programs, incarceration

and hospitalisation or illness (including mental illness)
·  Presence of drugs at the scene
·  Trends data to trigger specific projects
·  The role of various factors in the death, including environmental factors
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· Details for prevention – to aid strategies
·  Details of intervention prior to death and after death – by whom
·  Toxicology results from hospitalised cases, including details of intervention
·  Standard toxicology testing for drug-related deaths – including testing of

gastric contents
·  Deaths of infants and children
·  Testing of drug paraphernalia
·  Plasma concentrations (as drug purity changes)
·  Classification of deaths in relation to drugs:ie drug-related, detected,

caused or poly-drug involvement.

4.6.4 Standardisation
Standardisation is possible at the following stages:

·  Initial point of data collection ie police investigation
·  Pre autopsy and post autopsy reports
·  Toxicology (standard protocols for drug-related deaths)
·  Coroners classifications and coding

Control over these protocols is held by:
·  Key personnel in each of these groups:
·  Police, pathologists, toxicologists and coroners.

The desired level of standardisation is:
·  Ideally, complete standardisation (increasing communication)
·  Important for police investigating drug related deaths
·  Minimum toxicology requirements for drug-related deaths
·  Standardisation of autopsy reports across states and territories
·  Standardiastion of coding is important at a coroner’s level
·  Differences between rural and urban pathology should also be

standardised.

4.6.5 Overcoming obstacles to standardisation
Standardisation may not be possible:

·  In cases where autopsies are not performed
·  At initial police investigation (depending on the experience of the

investigating officer)
·  Interpretation of toxicology results.

3.6.6 Action plan for researchers

Coordinator
Mr Greg Swensen
WA Drug Abuse Strategy Office
Level 1, 6 Thelma Street
WEST PERTH
WA 6005
Tel 08 9483 8212

Researchers to finalise definitions to
be used by NCIS Drugs Module (on
basis of discussion at workshop –
“drug-related death” “Heroin death”)
and otherwise continue to provide
input to development of Module
Outcome: definitions finalised
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Fax 08 9483 8299
gswensen@highway1.com.au

Timing: end of August 1999
(Feedback: ongoing)

4.7 Toxicologists:

4.7.1 Information received
The toxicologists noted problems with the information currently received:

·  Information is inconsistent within jurisdictions, between jurisdictions and
ranges from brief to verbose.

·  Pathologist reports are often sketchy
·  Police reports are often sketchy.

4.7.2 Information provided

·  Drugs identified and drug levels are provided to the coroner and
pathologist

·  Limited comments on the drugs such as brand names, dose etc
Some labs also provide:
·  Interpretation or causality, this is dependent on the information surrounding

the death that is supplied,
·  Courtesy copies to other agencies such as the Accident Investigation

Squad, pharmaceutical services, national forensic case reporting system,
aviation authorities, stakeholders in drug-related deaths and police.

4.7.3 Information sought

·  A consistent pathology sampling protocol
·  Police reports including such things as drugs found, paraphernalia
· Pathologists’ suspected cause of death
·  Site of sampling
·  Brief medical history including any underlying disease or disorder such as

epilepsy or heart disease
·  History of prescribed medications – an indication of tolerance and may list

drugs which the screen may not detect
·  Gross pathology such as liver disease, pneumonia to be given at the time

of sample receipt
·  Pharmaceutical and medical intervention ie drugs administered prior to

death.

4.7.4 Information that could be provided

·  Pharmacologically based interpretation
·  Minimum standard of reporting
·  Interpretation in the local context so that local agencies have access to

local information
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·  Better interfacing with other agencies to create more useable reports, the
results of which can have community impact

·  Better interfacing will also enable a greater ability to assign causality based
on a larger sample size both in the local environment and nationally.

4.7.5 Standardisation and overcoming obstacles to st andardisation
The toxicologists identified several points to create solutions to uniformity:

·  Set up a working party with pathologists to establish the minimum
requirement for case type: classification and what cases should be referred
for what toxicology

·  Recommend a minimum national standard of toxicology service to be
applied in each case and where this is not met, a rider should note that
“this service does not meet the minimum national standard” [though
“minimum” may be replaced by “agreed”]

·  Recommend a footnote/rider relating to a toxicology service provided
which does not meet the agreed national standard

·  Discuss/suggest common comments on:
- decomposition
- site of sampling (ante mortem or post mortem)
- therapeutic ranges/normal ranges
- identify the drugs we do and do not detect for each case:
- drugs we all commonly find
- exceptions by state for other drugs detected
- electronic reporting: - IT support
- there may be problems with acceptance

Reporting is resource neutral
Query whether legislation may be necessary here.

4.7.6 Action plan for toxicologists

Coordinator
Dr Kathryn Campbell
Governent Analytical & Forensic
Laboratory
20 St John's Ave
NEWTOWN
TAS 7008
Tel    03  6278 5625
Fax   03  6278 5693
Kcc@pc635.dchs.tas.gov.au

Summary of resolutions regarding
toxicology testing from the workshop,
and previous discussions drafted by
Olaf Drummer, to be distributed to
members of the Toxicology Special
Advisory Group (SAG) for discussion
and approval at next SAG meeting.
Consultation with pathologists on
requirements for case types
Outcome: agreement on areas of
standardisation
Timing: SAG Mtg 23 April 1999
Outcome: Meeting with paths
Timing: By end of August 1999
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5. Jurisdictional differences – overcoming obstacles f or the
Drugs Module

This section contains summaries of discussions from the break out sessions
where groups were arranged according to the jurisdictions of the participants.

5.1 ACT
This group identified the obstacle to uniformity in the ACT as:
·  Money is the major impediment
·  Organisational priorities
·  Government priorities
·  Relevance of data collection to requesting organisations

There would be no need for legislative changes in the ACT, electronic transfer
was possible and training requirements would be fairly basic.

This group suggested the following solutions:
·  Resourcing: the resourcing equation needs to be changed.  There is currently

some incentive not to order toxicology and this has been relayed to
pathologists.

· Pathologists: need to be educated on the “usefulness” of toxicology –
standards are required

·  Coroner: the emphasis on cost needs to be moved to an emphasis on health
outcomes

·  Department of Health: death and public health related issues need to be
brought into the limelight

·  Competition policy: there is an emphasis on cost and time and this needs to
be moved to an emphasis on quality; the timeliness of reporting is seen as
vital

·  Infectious cases: there needs to be a development of policy for HIV and
Hepatitis C etc. cases.

·  Objection to autopsy: there needs to be a development of guidelines to help
magistrates make decisions of this nature.

5.2 NSW
The obstacles to uniformity in NSW identified were:
·  Individuality and human nature
·  Levels of expertise
·  Breach of protocol and slip-ups
·  Unavoidable events – acts of God
·  Resources
·  Communication between stakeholders (one way flow to coroner)
·  Many jurisdictions are involved within the coronial system
·  The number of people involved in a death – “too many cooks”
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The easy solutions:
·  Procedure manuals are seen as a good idea but there may be difficulties due

to the use of GMOs, differences in cases, ambiguities in such a manual and
ensuring procedures are followed. The could go through NATA or the RCPA
but this is not easy!

The more difficult problems:
·  There is no need for legislative change
·  Resources will need to be changed on anything that involves extras
· Changes requiring agreement across different areas were seen as “almost

impossible”
·  The State Coroner was seen as the responsible party.

Computers:
·  More information could be provided by linking the agencies, this was seen as

being up to NCIS with extra resources being required -

5.3 Tasmania
Obstacles to uniformity identified for Tasmania were:
·  Communication between players needed to be improved for example: a lack

of understanding between the Toxicology Department Head and NCIS
·  Lack of understanding of importance of coroner’s findings and

recommendations to public health and policies
·  Annual meetings between agencies to discuss issues (Should they be more

frequent?)
·  Resource limitations, particularly in toxicology to cope with unusual tests :

- Toxicology is funded by DHWE and coroner/police
- Pathology is funded by DH
- There are too many agencies involved!

Although there is no central computer system, all agencies have computers and
email access so electronic downloads are possible, training required may be
minimal but education requirements quite high.

The easy solutions:
·  A procedures manual is necessary at a technician level at mortuaries – but is

not necessary for pathologists and toxicologists
·  The pathologist will be responsible for developing the manual for mortuary

technicians.

The more difficult problems:
·  There is no need for legislative changes in Tasmania
·  A co-ordinated presentation to relevant government representatives is

required regarding crime prevention and public safety.
·  There is a need to recognise that coroners and forensic pathologists are about

saving lives
·  There needs to be a development of a strategy 

�

 business plan 
�

 costings
(NCIS)
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·  Funders need to be aware of the priority of the services provided by the
coroner, pathologists and toxicologists.

Computers:
·  There are very few computer/IT issues in Tasmania
·  Some data input resourcing is required
The Central Hobart Coroner’s Office could be used for collating and inputting
data.

5.4 Queensland
This group identified the following obstacles to uniformity:
·  Lack of resources: manpower, IT resources and money
·  Decentralised/quality issues:

GMOs are used, not pathologists,
Problems in rural/remote areas
Magistrates are doing the work of coroners

·  The lack of a state coroner means that there is a lack of leadership and
standardisation

·  There is a lack of a “whole government” approach
·  There is a lack of IT linkages and transfer of data
·  Quality of police reports: “form 4”.

Legislative changes required:
·  A decision on a state coroner is expected in May 1999
·  A state coroner or chief superintendent magistrate would initiate a procedures

manual

Communication:
·  The treasury department needs to be involved (they control the money!): the

savings to the whole of government can be demonstrated to them.
·  The savings from the prevention of drug-related deaths also provides public

health benefits.
·  This requires a multi-party committee.

Training:
·  Training of GMOs: involve the Royal College of Pathologists
·  Accreditation to drive standardisation: NATA

IT:
·  By demonstrating the savings and advantages of timeliness of reporting,

treasury may become involved
·  Data will drive standardisation.

5.5 Northern Territory and South Australia
The main obstacles to uniformity in NT and SA identified were:
·  Budget and resourcing
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·  Government accountability for work performed
· Defining issues such as “full toxicology” and “drug-related death”
·  Reliability of information
·  Professional boundaries
·  Jurisdictional based differences e.g. core functions of service providers
·  Purchaser/provider agreements
·  Different needs of clients e.g. coroner and researchers

The easy solutions:
·  Police investigations leading to the report of death are quite easily

standardised.
·  There should be minimum toxicology/specimen collection
·  Technology exists to resolve IT issues however this will depend on resource

availability and policy issues
·  Access to medical history is believed to be easy to obtain
·  It is easy to determine and address privacy issues that impact on each

jurisdiction.

More difficult problems:
·  Federal funding issues �  timelines are required – drugs are a current issue

on the government’s agenda; there also needs to be an approach from a
national group.

·  Role of the state coroner (governed by the Coroner’s Act) versus the role of
more in-depth research

·  Development of agreed/minimum standards – within and between disciplines.
·  It was also noted that the classification of deaths/coding system should be

quite easy to establish.

Computer solutions:
·  All agencies are linked electronically
·  Mobile data terminals will mean a reduction of manual record conversion to

database.
·  The resource implications of this will mean that funding is required for IT and

human resources.

5.6 Victoria
The following were identified as the main obstacles to uniformity:
·  Classes/types of case – these may be subject to resource constraints
·  Scene of death information – communication of relevant information to

interested parties (i.e. stakeholders)
·  Circumstances of death – understanding of what is required
·  Personal history – Medical: problems with access to records

Social
Psychiatric – privacy and ethical issues, also needs
improved investigation
Prior police/custodial history

·  Autopsy: classes of cases hard to define, and what tests are required?
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·  Toxicology: specimen collection, no protocol.
· Interpretation – no standardisation of interpretation.

Federal and state government commitment and financial support is needed. The
DHAC, state and territory health departments and National Drugs Strategy can all
be lobbied.
·  There needs to be an awareness that this project is not just about illicit drugs

and that it covers a wide range of health and drug issues.

What is required?
·  Prioritisation and setting benchmarks that we are prepared to fight for

regarding resourcing
·  Dissemination of research/investigation – showing stakeholders at each point

how information is being used and how vital it is. This requires training and
presentation.

·  Identification of classes in the NCIS for uniformity: A committee of experts
must be set up to advise the coroners as to what information can be
gained/gathered.

·  Annual reports highlighting deficiencies.

5.7 Western Australia
The main obstacle to uniformity identified was a lack of IT support:
·  This was with respect to users, finance and hardware/software
·  The courts have no computerised case management system -  only stand-

alone PCs
·  The courts lack IT support and human resources
·  The chemical centre has only limited systems
·  Forensic pathology prepares reports on PCs and suffers a “chronic” lack of IT

support
·  The police prepare reports on PCs that are networked to police systems only

but they do have internet connection.

What is required?
·  A working party comprising a project officer, all agencies and interested

parties and the coroner ex officio.

IT problems:
·  Education, interfacing and demonstration : NCIS Jenny Neame visit
·  NCIS case management system.

Done to date:
·  Coroner has requested of Attorney General a project officer and ongoing level

2 IT officer
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5.8 Coordinating Drugs Module development - jurisdic tions
The workshop agreed that different issues and obstacles arise in each of the
States and Territories depending on current practices and levels of resourcing.
Again, participants volunteered to coordinate ongoing development of the Drugs
Module by collecting reports from each of the relevant discipline groups in their
jurisdiction.  These people and their contact details are listed below.

Once some agreement is reached amongst the discipline groups, and it is
possible to make estimates of the resources required for achieving the standards
agreed to, the State/Territory coordinators will be informed. This information can
then be used to make appropriately targeted funding proposals.

Western Australia
Mr David Dent
State Coroner’s Office
Grain Pool Building
10th Floor
172 St Georges Terrace
PERTH
WA 6000

Tel 08 9321 2491
Fax 08 9321 2500

South Australia
Mr Richard Cooke
Drug and Alcohol Services Council
161 Greenhill Road
PARKSIDE
SA 5063
Tel 08 8274 3385
Fax
rcooke@dasc.sa.gov.au

Tasmania
Dr Katherine Campbell
Governent Analytical & Forensic
Laboratory
20 St John's Ave
NEWTOWN
TAS 7008
Tel    03  6278 5625
Fax   03  6278 5693
Kcc@pc635.dchs.tas.gov.au

New South Wales
Dr Sandra Sunjic
Drug and Alcohol Services
PO Box 39
LIVERPOOL
BC
NSW 1871
Tel 02 9828 4877
Fax 02 9828 4855

Victoria
A/Prof Olaf Drummer
Head, Scientific Services
Victorian Institute of Forensic
Medicine
57-83 Kavanagh St
SOUTHBANK
VIC 3006
Tel 03 9684 4304
Fax 03 9682 7353
Olaf@vifp.monash.edu.au

Queensland
Mr Warren Hamilton
Toxicology Laboratory
Centre for Forensic Services
P O Box 594
ARCHERFIELD
QLD 4108
Tel 07 3274 9034
Fax 07 3274 9007
hamiltow@health.qld.gov.au
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ACT
Mr Paul Reedy
ACT Government Analytical
Laboratory
Locked Bag 5
WESTON
ACT 2611
Tel    02 6205 8733
Fax   02 6205 8703
Paul_Reedy@dpa.act.gov.au

And
Mr Phil Thompson
Registrar
Coroner’s Court
GPO Box 370
CANBERRA
ACT 2601
Tel 02 6217 4333
Fax 02 6217 4508
phil_thompson@dpa.act.gov.au

Northern Territory
To be advised
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6. Definitions and responsibilities for classifying drug cases
During the workshop, and especially in breakout session 2, participants discussed
the issue of defining basic terms such as “drug-related death” and “heroin death”,
and considered who should be responsible for classifying the deaths for the
purposes of the Drugs Module. No conclusions were reached, and on-going work
is required to finalise these matters (see the Researchers Action Plan at 3.6.6).

This section contains the summaries of the workshop discussions of these issues.

6.1 What is a drug related death?
Various definitions were suggested:
·  Where drugs are a part or significant cause
·  Without the drug, death would not have happened, cf “contributed” to death if

the drug had a definitive causative role
·  Any death where a drug may have contributed
·  A death in which drugs have been implicated as at least a part cause
·  A death which is causally contributed to by a drug or drugs (the medical

cause)

6.2 What is a heroin death?
The definitions suggested were:
·  Where evidence of heroin is found: in urine, in a syringe or from a history of

usage
·  In a drug-related death where the evidence suggests heroin use, but problems

arise when heroin is present with other drugs, at what point does it become a
“heroin death”?

·  An opiod death mentioning the metabolites
·  A death where morphine and heroin metabolites are detected in the urine or

blood and the presence of drug paraphernalia at the scene
·  A death which is causally contributed to by heroin
The term was found by one group to be ambiguous.  More detail and possibly
sub-categories were suggested such as “death with a level of drug involvement”
(and that level may be defined further).

There was general consensus that this was a hard term to define; some groups
preferring broader definitions to include any case where a drug may have been
involved, with other groups preferring a strict relationship between the drug and
death (a medical cause) and most groups sitting somewhere in between.

6.3 Who should decide if a death is drug related?
The responsible parties suggested were:
·  The coroner – taking into account all of the information compiled
·  The pathologist, though this will still be an opinion,
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·  The pathologist, toxicologist and coroner (in fact anyone) can have an opinion,
but they must take into account all facts

·  Difficult cases should be handled as a round table decision involving any
interested party

·  The coroner, on the advice of a committee

Most groups seemed to agree that the coroner was in the best position to actually
make this final decision as they would have all of the facts before them. However
many groups suggested that the coroner, in reaching this decision, should have
regard to the opinions of other parties (such as the pathologist or toxicologist). It
was suggested that some cases may be so difficult that a discussion should take
place between the various parties before a decision is reached.

6.4 Where multiple drugs are involved, how should i ndividual drugs be
categorised?

The participants suggested the following arrangements:
· By mentioning each drug in the cause of death – and noting which may be

therapeutic and/or contributory
·  By determining if certain drug/s are major contributors
·  By looking at possible drug interactions – all drugs may be a part cause
·  By looking at individual drugs though note that percentages can not be

assigned
·  Drugs can be a part cause with natural causes
·  The absence of drugs may also be a part cause
·  By erring on the side of inclusiveness rather than exclusiveness

Again there was quite a difference of opinion among the different groups in this
area. The preferred approach seems to be that each drug should be listed and
categorised (as therapeutic, supra therapeutic etc) and any possible interactions
noted, with a more detailed report preferred. It was noted that it may be important
to list all drugs tested for as the absence of a drug in the report may not mean
that the drug was not present.
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7. Participant list

NCIS Drugs Module Workshop 18-19 March 1999

Participants list

CORONERS offices

Mr Don Jones
Magistrate
Court of Petty Sessions
Alexander St
Burnie
TAS 7320

don.jones@justice.tas.gov.au

Mr Graeme Johnstone
State Coroner
Coronial Services Centre
57-83 Kavanagh Street
SOUTHBANK
VIC 3006
Tel 03 9684 4350
Fax 03 9682 1206

Mr Phil Thompson
Registrar
Coroner’s Court
GPO Box 370
CANBERRA
ACT 2601
Tel 02 6217 4333
Fax 02 6217 4508
phil_thompson@dpa.act.gov.au

Mr Bernard Lewis
State Coroner’s Office
Coronial Services Centre
57-83 Kavanagh Street
SOUTHBANK
VIC 3006
Tel 03 9684 4406
Fax 03 9682 1206
blewis@vifp.monash.edu.au

Mr Bernie Lee
Coroner’s Office
Magistrates’ Court
GPO Box 1281
DARWIN
NT 0801
Tel 08 89997597
Fax 08 8999 5128

Mr David Dent
State Coroner’s Office
Grain Pool Building
10th Floor
172 St Georges Terrace
PERTH
WA 6000

Tel 08 9321 2491
Fax 08 9321 2500
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Mr George Moss
Registrar
Coroner’s Court
GPO Box 1649
BRISBANE
QLD 4001
Tel 07 3247 4606
Fax 07 3247 9292
george.moss@justice.qld.gov.au

Mr Graham O’Rourke
Manager, Coroner’s Service NSW
State Coroner’s Office
44-46 Parramatta Road
GLEBE
NSW 2037
Tel 02 9552 2831
Fax 02 9660 7594
gorourke@agd.nsw.gov.au

Ms Christine Dennis
Manager
State Coroner's Office
302 King William Street
ADELAIDE
SA 5000
Tel 08 8204 0610
Fax 08 8204 0615
christine.dennis@courts.sa.gov.au

HEALTH Departments

Mr Bill Fox
Alcohol, Tobacco & Other Drug Services
Qld Dept of Health
GPO Box 48
BRISBANE
QLD 4000
Tel 07 3234 0625
Fax 07 3234 1699
foxw@health.qld.gov.au

Mr John Leary
State Manager
Drug and Alcohol Services
Level 8,  85 Macquarie Street
HOBART
TAS 7000
Tel 03 6233 6535
Fax 03 6233 3211

Mr Ian Boyd
Health Adverse Drug Reaction Section
Therapeutic Goods Administration
DHAC
PO Box 100
WODEN
ACT 2606
Tel    02 6232 8382
Fax   02 6232 8392
ian.boyd@health.gov.au

Ms Robyn Crane
Drug Policy Unit Department of Human
Services
GPO Box 170N
MELBOURNE
VIC  3001
Tel 03 9637 4024
Fax 03 9637 5425
robyn.crane@dhs.vic.gov.au
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Mr Malcolm Wares
Assistant Director
National Drug Strategy Unit
Department of Health & Aged Care
GPO Box 9848
CANBERRA
ACT 2601
Tel. 02 6289 7578
Fax
malcolm.wares@health.gov.au

Ms Harriett Pears
Research Officer
Alcohol & Drugs Policy & Planning Unit
WA Health Dept
2nd Floor  C Block
189 Royal Street
EAST PERTH
WA 6004
Tel: 08 9222 4450
Fax: 08 9222 2351
email: Harriett.Pears@health.wa.gov.au

Ms Louise Riley
Illicit  Drug Unit
Department of Health & Aged Care
GPO Box 9848
CANBERRA
ACT 2601
Tel.
Fax
louise.riley@health.gov.au

Ms Anna Bacik
NSW Drug & Alcohol Directorate
Level 7  Leo Burnett House
73 Miller Street
NORTH SYDNEY
NSW  2059
Tel 02 9391 9263
Fax
abaci@doh.health.nsw.gov.au

Toxicologists

A/Prof Olaf Drummer
Head, Scientific Services
Victorian Institute of Forensic Medicine
57-83 Kavanagh St
SOUTHBANK
VIC 3006
Tel 03 9684 4304
Fax 03 9682 7353
olaf@vifp.monash.edu.au

Mr Peter Felgate
Forensic Science Centre
21 Divett Place
ADELAIDE
SA 5000

Tel    08 8226 7700
Fax   08 8226 7777

Mr Alex Kotsos
Victorian Institute of Forensic Medicine
57-83 Kavanagh St
SOUTHBANK
VIC 3006
Tel 03 9684 4335
Fax 03 9682 7353
alexk@vifp.monash.edu.au

Ms Tania Prolov
Division of Analytical Laboratories
PO Box 162
LIDCOMBE
NSW 2141
Tel    02 9646 0429
Fax   02 9646 0333
daltox@ozemail.com.au

Dr Katherine Campbell
Governent Analytical & Forensic
Laboratory
20 St John's Ave
NEWTOWN
TAS 7008
Tel    03  6278 5625
Fax   03  6278 5693
kcc@pc635.dchs.tas.gov.au

Mr Warren Hamilton
Toxicology Laboratory
Centre for Forensic Services
P O Box 594
ARCHERFIELD
QLD 4108
Tel 07 3274 9034
Fax 07 3274 9007
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