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Pursuant to section 67(1) of the Coroners Act 2008, I make findings with respect to the 
following circumstances: 

1. Wayne Laurence Marshall was a 54-year-old man who lived with Jason Wilson at 11 

Burns Court, Heidelberg Heights Victoria 3084 at the time of his death. 

2. On 15 November 2018, Mr Marshall suffered an episode of respiratory distress, resulting 

in the attendance of Ambulance Victoria. Upon the arrival, Mr Marshall lost 

consciousness and was unable to be revived. He was declared deceased a short time later 

at his home address.  

3. Mr Marshall’s death was reportable pursuant to section 4 of the Coroners Act 2008 (Vic) 

(‘the Act’), because it occurred in Victoria, and was considered unexpected, unnatural or 

to have resulted, directly or indirectly, from an accident or injury. 

INVESTIGATIONS 

Forensic pathology investigation 

4. Dr Sarah Parsons, Forensic Pathologist at the Victorian Institute of Forensic Medicine 

(VIFM), performed an autopsy upon the body of Mr Marshall, reviewed a post mortem 

computed tomography (CT) scan, Ambulance Victoria notes and referred to the Victoria 

Police Report of Death, Form 83.  

5. Dr Parsons commented that at autopsy, Mr Marshall had significant changes to his lung 

in keeping with asthma and sarcoidosis1. On arrival of Ambulance Victoria, Mr Marshall 

was short of breath before going into cardiac arrest. The changes in his lung along with 

the finding of methadone in Mr Marshall’s system were considered the cause of his 

death. 

6. Toxicological analysis of Mr Marshall’s blood detected the presence of codeine2, 

methadone3, doxylamine4, ranitidine5 and paracetamol6.    

 
1 Sarcoidosis is a condition in which abnormal nodules, called sarcoid granulomas, appear in the body’s tissues. 
The cause of sarcoidosis is not known. Current thinking suggests that the cause may be an ineffective agent or 
an allergy working in combination with susceptible genes, however research is ongoing.  

2 Codeine is a narcotic analgesic related closely to morphine.  

3 Methadone is a synthetic narcotic analgesic used for the treatment of opioid dependency.  

4 Doxylamine is an antihistamine which has sedative and relaxant properties.  
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7. Toxicological analysis of Mr Marshall’s urine detected the presence of codeine and its 

metabolite morphine, methadone and its metabolite EDDP, doxylamine, ranitidine, 

paracetamol, promethazine7 and amitriptyline8.  

8. Dr Parsons noted that methadone can cause respiratory depression and can lead to 

sudden death. 

9. Information obtained from the Department of Health and Human Services indicates that 

there was no treatment permit for the dispensation of methadone to Mr Marshall at the 

time of his death. 

10. Dr Parsons ascribed the cause of death as methadone use in a man with asthma and 

sarcoidosis of the lungs. 

Police investigation 

11. Upon attending the Heidelberg Heights premises after Mr Marshall’s death, Victoria 

Police investigating officers observed Mr Marshall in the loungeroom. It was noted that 

he had “markings” on his right arm, believed to possibly be “track marks”. A coronial 

investigation was immediately commenced.  

12. Senior Constable (SC) Meredith Hanson was the nominated Coroner’s Investigator.9 At 

my direction, SC Hanson investigated the circumstances surrounding Mr Marshall’s 

death, including the preparation of the coronial brief. The coronial brief contained, inter 

alia, statements made by Mr Wilson, family, treating clinicians and investigating 

officers.  

13. During the investigation, police learned that Mr Marshall was the son of Nancy Creeley 

and Laurence Marshall, and the brother of Leonie Smith and Margaret Parry. The family 

is said to have been very religious and resided in Tasmania. Mr Marshall relocated 

 
5 Ranitidine is a histamine used in the short term treatment of proven duodenal ulcer and gastric ulcer.  

6 Paracetamol is an analgesic drug.  

7 Promethazine is an antihistamine.  

8 Amitriptyline is a tricyclic antidepressant predominantly indicated for to treat depression but is also clinically 
used to treat panic disorder, neuropathic pain and enuresis.  

9 A Coroner’s Investigator is a police officer nominated by the Chief Commissioner of Police or any other 
person nominated by the Coroner to assist the coroner with his/her investigation into a reportable death. The 
Coroner’s Investigator receives directions from a Coroner and carries out the role subject to those directions.  
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overseas and to several other locations within Australia throughout the course of his 

adult life. He retained a close relationship with both of his sisters, however, did not have 

a large group of friends.  

14. Mr Marshall resided at the Heidelberg Heights residence with Mr Wilson. Mr Wilson 

disclosed that he had been in an on/off relationship with Mr Marshall for the previous 12 

years. Other family statements obtained during the coronial investigation dispute this, 

detailing that while Mr Marshall and Mr Wilson had previously been in a relationship, 

this was not the situation for the several years prior to his death. Specifically, Mr 

Marshall told Ms Smith that he only allowed Mr Wilson to reside with him because Mr 

Wilson would otherwise have been homeless.   

15. Mr Marshall was employed as a registered nurse at Warrigal Private Hospital. 

16. Mr Marshall had a medical history including, but not limited to, a pacemaker insertion in 

2007 following ventricular standstill, hepatitis C, hypertension, ranai caculi, epididymo-

orchitis, pyelonephritis with urinary sepsis (2017) and depression.  

17. On 18 July 2018, Mr Marshall was admitted to Warrigal Private Hospital as a patient. He 

was admitted for management of severe asthma secondary to a respiratory syncytial 

virus (RSV) infection.  

18. On the evening of 18 July 2018, Mr Marshall suffered a respiratory arrest requiring 

cardiopulmonary resuscitation (CPR) and transfer to the Intensive Care Unit. He 

recovered and returned to the ward on 20 July 2018 for ongoing treatment. 

19. During this admission, Mr Marshall was diagnosed with type 2 diabetes. He was 

commenced on insulin and oral hypoglycaemics.  

20. On 27 July 2018, Mr Marshall had a generator change of his pacemaker under 

angiography.  

21. On 28 July 2018, Mr Marshall was discharged with the principal diagnoses of acute 

severe broncho spasm secondary to RSV, an exacerbation of asthma and type 2 diabetes.  

22. Mr Wilson stated that there was “a lot of drug use” use in his relationship with Mr 

Marshall. Specifically, that Mr Marshall was addicted to morphine when they met. “He 
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would inject 2-3 times a day”. Mr Wilson stated that he believed Mr Marshall’s 

morphine use was legal and that it was prescribed by a doctor to treat his sore back.   

23. Conversely, Ms Smith detailed that her brother became opioid dependent after Mr 

Wilson assaulted him, resulting in the exacerbation of his ongoing chronic back pain.  

24. After approximately a year of morphine use, Mr Wilson detailed that Mr Marshall’s 

doctor took him off morphine and put him on buprenorphine patches. Mr Marshall did 

not use the patches as prescribed, often using more than one patch and on areas not 

related to his pain. Mr Wilson was unable to recall the name of the prescribing doctor. 

25. After the buprenorphine patches, Mr Marshall “got on to” oxycodone in Tasmania. Mr 

Wilson detailed that both he and Mr Marshall became addicted to the drug. “Oxycodone 

was everywhere in Tasmania and it seemed everyone was doing it.” Mr Marshall was 

injecting the drug, “40mg 5-8 times a day” and he “would inject on the back of his hands 

or wrists so he didn’t get track marks. He was especially careful because of his career as 

a Nurse”. 

26. Mr Marshall and Mr Wilson ceased oxycodone use after being caught by police selling 

the drug. Mr Wilson stated that after this incident, he was put on the methadone 

program. He further detailed that he hid his methadone from Mr Marshall and that Mr 

Marshall never asked him for any of his methadone.  

27. Mr Wilson details getting Mr Marshall heroin upon request but notes that he did not use 

heroin frequently, “just when he couldn’t get any prescription drugs”. 

In the last few years before his death, Wayne would inject ice (Methyl-Amphetamine) once 

every couple of months. He would inject ice at night and heroin in the morning to come down 

from the high. 

Towards the end of his life, I think it became two to three times per week. 

28. On the morning of 15 November 2018, Mr Marshall and Mr Wilson were at home. Mr 

Wilson went to the bathroom when he noticed Mr Marshall sitting on the edge of his bed 

gasping for air. Mr Marshall gestured for Mr Wilson to call emergency services. Mr 

Wilson did so and advised the call operator that Mr Marshall was “gasping for air” and 

“gulping”.  
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29. Ambulance Victoria paramedics arrived at 6.20am and located Mr Marshall in his 

bedroom, struggling to breathe. Cardiopulmonary resuscitation was commenced before 

paramedics moved Mr Marshall into the loungeroom and continued CPR.  

30. Efforts at resuscitation continued for approximately 45 minutes before Mr Marshall was 

declared deceased.   

31. Victoria Police arrived a short time later. 

COMMENTS 

Pursuant to section 67(3) of the Coroners Act 2008 (Vic), I make the following comments 

connected with the death: 

1. Records from the Department of Health and Human Services did not evidence a permit 

for the prescribing of methadone to Mr Marshall in the state of Victoria.  

2. Medical records and statements obtained throughout the course of the investigation 

confirm that Mr Marshall’s treating medical practitioners were not providing him with 

methadone.  

3. Inquiries confirmed that Mr Marshall’s place of employment do not hold methadone 

onsite and that during his admission on 18 July 2018, he did not disclose methadone use.  

4. The investigation was unable to determine where Mr Marshall obtained his methadone 

from.  

5. In the absence of any evidence that Mr Marshall was prescribed methadone, the 

likelihood, on the balance of probabilities, is that he consumed methadone that was 

diverted from an unidentified person.  

6. At my direction the Coroners Prevention Unit (CPU)10 prepared a summary of Victorian 

overdose deaths for the period 2010-2019 (see Attachment A). This summary shows (in 

table 5) that over the past decade methadone has consistently been one of the most 

frequent contributors to overdose death in Victoria, playing a role in more fatal overdoses 

 
10 The Coroners Prevention Unit is a specialist service created for coroners to strengthen their prevention role 
and provide them with professional assistance on issues pertaining to public health and safety.  
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than drugs that attract far more public attention, such as methamphetamine and 

oxycodone and codeine and alprazolam.  

7. The deaths reflect the significant risks that methadone consumption entails, even for 

people who are otherwise experienced opioid users. Methadone has a particularly long 

period of action; its effects on individuals are highly variable; it can continue to have a 

respiratory depressant effect after its subjective effects are no longer experienced; and it 

interacts with many other drugs. All these properties heighten the risk of overdose in 

users. 

8. Consumption of diverted methadone, as occurred in the death of Mr Marshall, is a 

common theme Victorian coroners encounter in their investigations. The CPU analysis 

showed that in 2018, the year Mr Marshall died, a third of all methadone-involved 

overdose deaths were in circumstances consistent with methadone diversion (table 6). 

The proportion of deaths where the evidence suggested methadone diversion declined to 

25.7% in 2019, however this still amounted to 19 deaths for a single year, which is a 

substantial number. 

9. Reducing methadone diversion and non-clinical use of methadone is essential to reducing 

Victoria's overdose death toll, and Coroners have repeatedly made recommendations 

aimed at addressing this.  

10. For example, in many Victorian deaths a person has been prescribed methadone to treat 

opioid dependence (methadone maintenance therapy) and given the methadone in 

takeaway doses for unsupervised consumption at home, but does not store the methadone 

safely and securely, leading to another person (usually a co-resident) accessing the drug 

and overdosing. In response, coroners have made multiple recommendations that the 

Victorian Department of Health and Human Services (DHHS) (which is responsible for 

opioid pharmacotherapy policy) improve policy and education pertaining to methadone 

safe storage.  

11. Another common scenario is where a person has been dispensed unsupervised methadone 

for opioid dependence and sells, trades or gifts the methadone to another person who 

fatally overdoses. Coroners have, again, made multiple recommendations that this issue 

be addressed through the DHHS tightening access to unsupervised methadone dosing and 
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doctors conducting better assessment of patient suitability for unsupervised methadone 

dosing. 

12. As I could not ascertain the methadone source in Mr Marshall’s death, I have not made a 

recommendation in this finding. 
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FINDINGS  

1. I find that Wayne Laurence Marshall, born 12 June 1964, died on 15 November 2018 at 

11 Burns Court, Heidelberg Heights Victoria 3084.  

2. There is no presumption for or against a finding of suicide. Nevertheless, a finding that 

a person has deliberately taken his or her life can have long lasting ramifications for 

families and friends of that person. Therefore, it should only be made when there is 

clear and cogent evidence. In this case, there is insufficient evidence to support a 

finding that Wayne Laurence Marshall took his own life. 

3. I accept and adopt the cause of death ascribed by Dr Sarah Parsons and I find that the 

cause of Wayne Laurence Marshall’s death was methadone use in a man with asthma 

and sarcoidosis of the lungs in circumstances where I find that his death was the 

unintentional consequence of his intentional use and abuse of prescription and illicit 

drugs. 

Pursuant to section 73(1A) of the Coroners Act 2008 (Vic), I order that this Finding be 

published on the internet. 

I direct that a copy of this finding be provided to the following: 

Margaret Parry 

Danielle Wooltorton, Department of Health and Human Services 

Senior Constable Meredith Hanson 

Signature: 

 

AUDREY JAMIESON 

CORONER 

Date:  24 August 2020 
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Subject: Overdose deaths, Victoria 2010-2019 

Date: 20 August 2020 

 

1. Background 

The Coroners Prevention Unit (CPU) prepared this data summary at the direction of the Coroner to 
assist the Coroner's death investigation. 

2. Data source 

The data source for this data summary was the CPU's Victorian Overdose Deaths Register (‘the 
Register’).1 To prepare the summary, on 17 August 2020 the Register was used to identify all 
Victorian overdose deaths reported to the CCOV between 2010 and 2019, and to extract data on the 
individual drugs that contributed to each death.  

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

3. Overdose deaths, Victoria 2010-2019 

The 18 August 2020 data extract included 4365 overdose deaths investigated by Victorian coroners 
between 2010 and 2019. The following tables describe the patterns of drug contribution over time in 
the deaths. 

3.1 Annual frequency of Victorian overdose deaths 

Table 1 shows the annual frequency of overdose deaths in Victoria for the period 2010-2019, and the 
frequency and proportion of overdose deaths each year which were due to the toxic effects of a 
single drug versus multiple drugs. 

The annual frequency of Victorian overdose deaths fell in 2019, after a decade of consistent year-on-
year increases. While the magnitude of the decrease was not particularly substantial (from 542 
deaths in 2018 to 516 deaths in 2019, a decline of 26 deaths or 4.8%) it occurred against a backdrop 
of Victoria's continually growing population. Figure 1 shows that Victoria's crude overdose death rate 
per 100,000 population,2 declined quite notably in 2019 for the first time in a decade. 

 

1  For the Register design, definitions, case inclusion criteria and coding process see Dwyer J, Ogeil O, 
Bugeja L, Heilbronn C, Lloyd B, Victorian Overdose Deaths: The Role of Pharmaceutical Drugs and Drug 
Combinations, Richmond: Turning Point, February 2017. 

2  Crude rates were calculated by dividing the annual overdose death frequency by the estimated resident 
population of Victoria at June each year for 2010-2019 (the latter is published in Australian Bureau of 
Statistics Catalogue 3101.0). 
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Table 1: Annual frequency and proportion of single- and multiple-drug overdose deaths, Victoria 2010-2019 

Overdose deaths 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

Overall frequency 341 362 366 380 387 454 494 523 542 516 

    Single drug  123 134 115 119 101 131 137 123 133 129 

    Multiple drug 218 228 251 261 286 323 357 400 409 387 

Overall proportion 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

    Single drug  36.1 37.0 31.4 31.3 26.1 28.9 27.7 23.5 24.5 25.0 

    Multiple drug 63.9 63.0 68.6 68.7 73.9 71.1 72.3 76.5 75.5 75.0 

 

 

Figure 1: Annual crude overdose death rate per 100,000 population, Victoria 2010-2019 

The proportion of Victorian overdose deaths involving multiple drugs increased across the period, 
from 63.9% of deaths (218 of 341) in 2010 to 75.0% of deaths (387 of 516) in 2019. This underscores 
the importance of focusing on combinations of drugs used in harm reduction education and other 
overdose prevention initiatives. 

3.2. Overdose deaths by contributing drug types 

Contributing drugs across all Victorian overdose deaths were classified into three main types: 
pharmaceutical, illegal and alcohol. Table 2 shows the annual frequency of Victorian overdose 
deaths involving each of these three contributing drug types. Most overdose deaths were from 
combined (multiple) drug toxicity, which is why the annual frequencies for each drug type in Table 2 
sum to greater than the overall annual frequency. 

Table 2: Annual frequency and proportion of overdose deaths by contributing drug types, Victoria 2010-2019 

Overdose deaths 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

Overall frequency 341 362 366 380 387 454 494 523 542 516 

    Pharmaceutical 263 274 302 312 316 356 383 414 424 405 

    Illegal 146 150 130 163 164 227 265 271 263 270 

    Alcohol 85 89 80 95 94 106 124 151 161 145 

Overall proportion 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

    Pharmaceutical 77.1 75.7 82.5 82.1 81.7 78.4 77.5 79.2 78.2 78.5 

    Illegal 42.8 41.4 35.5 42.9 42.4 50.0 53.6 51.8 48.5 52.3 

    Alcohol 24.9 24.6 21.9 25.0 24.3 23.3 25.1 28.9 29.7 28.1 

The decline in the frequency of Victorian overdose deaths between 2018 and 2019 appears to be 
driven largely by a decline in the number of fatal overdoses involving pharmaceutical drugs (from 424 
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deaths in 2018 to 405 in 2019) and alcohol (from 161 deaths in 2018 to 145 in 2019), but not illegal 
drugs (which rose from 263 deaths in 2018 to 270 deaths in 2019). 

The 2019 increase in overdose deaths involving illegal drugs, in the context of a slight drop in the 
overall frequency of overdose deaths, is consistent with a broader five-year pattern. Between 2010 
and 2014, the annual proportion of Victorian overdose deaths involving illegal drugs average 41.0%, 
but then increased suddenly to 50.0% of overdose deaths in 2015 and contributed in an average 
51.3% of overdose deaths per year through to 2019. 

3.3. Overdose deaths by combinations of contributing drug types 

To explore further how pharmaceutical drugs, illegal drugs and alcohol interacted with one another, 
each death was classified according to the combination of drug types that contributed to the fatal 
overdose. The seven mutually exclusive combinations were:  

 Pharmaceutical drugs only (no contributing illegal drugs or alcohol). 

 Pharmaceutical and illegal drugs (no alcohol). 

 Illegal drugs only (no pharmaceutical drugs or alcohol). 

 Pharmaceutical drugs and alcohol (no illegal drugs). 

 Pharmaceutical and illegal drugs and alcohol. 

 Alcohol only (no contributing pharmaceutical or illegal drugs). 

 Illegal drugs and alcohol (no contributing pharmaceutical or illegal drugs). 

Table 3 shows the annual frequency and proportion of Victorian overdose deaths for each 
combination of contributing drugs. 

Table 3: Annual frequency and proportion of overdose deaths by combinations of contributing drug types, Victoria 2010-2019 

Combination of 
drug types 

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

Overall frequency 341 362 366 380 387 454 494 523 542 516 

    Pharma only 141 148 170 148 160 153 153 165 173 154 

    Pharma + illegal 64 63 74 82 91 125 146 139 134 155 

    Illegal only 51 62 42 55 42 70 71 68 73 62 

    Pharma + alc 33 45 47 57 45 52 47 61 72 56 

    Pharma + ill + alc 25 18 11 25 20 26 37 49 45 40 

    Alcohol only 21 19 19 12 18 22 29 26 34 36 

    Illegal + alcohol 6 7 3 1 11 6 11 15 11 13 

Overall proportion 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

    Pharma only 41.3 40.9 46.4 38.9 41.3 33.7 31.0 31.5 31.9 29.8 

    Pharma + illegal 18.8 17.4 20.2 21.6 23.5 27.5 29.6 26.6 24.7 30.0 

    Illegal only 15.0 17.1 11.5 14.5 10.9 15.4 14.4 13.0 13.5 12.0 

    Pharma + alc 9.7 12.4 12.8 15.0 11.6 11.5 9.5 11.7 13.3 10.9 

    Pharma + ill + alc 7.3 5.0 3.0 6.6 5.2 5.7 7.5 9.4 8.3 7.8 

    Alcohol only 6.2 5.2 5.2 3.2 4.7 4.8 5.9 5.0 6.3 7.0 

    Illegal + alcohol 1.8 1.9 0.8 0.3 2.8 1.3 2.2 2.9 2.0 2.5 

Pharmaceutical drug only overdose deaths were consistently the most frequent type of Victorian 
overdose death between 2010 and 2018. However, over time there was a decline in the proportion of 
pharmaceutical drug only overdose deaths, and a shift towards overdose deaths involving 
pharmaceutical drugs in combination with illegal drugs; in 2019 for the first time this combination 
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contributed in more overdose deaths than the pharmaceutical only group. The other notable trend 
over time has been the increase in alcohol-only overdose deaths (deaths from the acute toxic effects 
of alcohol), which nearly doubled over the decade.  

3.4. Overdose deaths by contributing pharmaceutical drug groups 

Pharmaceutical drugs were disaggregated into drug groups for more detailed analysis. Table 4 
shows the annual frequency of Victorian overdose deaths 2010-2019 involving each of the major 
contributing pharmaceutical drug groups, with illegal drugs and alcohol included for context. Most 
overdose deaths were from combined drug toxicity, which is why the annual frequencies for each 
drug group in Table 4 sum to greater than the overall annual frequency. 

Table 4: Annual frequency and proportion of contribution to overdose deaths, among major contributing pharmaceutical drug groups plus 
alcohol and illegal drugs, Victoria 2010-2019. (^ Non-benzodiazepine anxiolytics; * Non-opioid analgesics.) 

Drug groups 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

Overall frequency 341 362 366 380 387 454 494 523 542 516 

    Benzodiazepines 168 180 199 212 215 238 263 303 305 288 

    Illegal drugs 146 150 130 163 164 227 265 271 263 270 

    Pharma opioids 127 165 188 175 182 185 183 198 207 207 

    Antidepressants 105 101 141 134 144 161 165 196 195 171 

    Alcohol 85 89 80 95 94 106 124 151 161 145 

    Antipsychotics 64 65 78 75 81 91 107 136 108 103 

    Anticonvulsants 14 13 10 37 45 51 54 75 87 85 

    Non-benzo anx.^ 28 33 38 56 48 60 40 56 47 54 

    Non-opioid anlg.* 25 30 44 39 49 46 35 38 40 50 

Overall proportion 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

    Benzodiazepines 49.3 49.7 54.4 55.8 55.6 52.4 53.2 57.9 56.3 55.8 

    Illegal drugs 42.8 41.4 35.5 42.9 42.4 50.0 53.6 51.8 48.5 52.3 

    Pharma opioids 37.2 45.6 51.4 46.1 47.0 40.7 37.0 37.9 38.2 40.1 

    Antidepressants 30.8 27.9 38.5 35.3 37.2 35.5 33.4 37.5 36.0 33.1 

    Alcohol 24.9 24.6 21.9 25.0 24.3 23.3 25.1 28.9 29.7 28.1 

    Antipsychotics 18.8 18.0 21.3 19.7 20.9 20.0 21.7 26.0 19.9 20.0 

    Anticonvulsants 4.1 3.6 2.7 9.7 11.6 11.2 10.9 14.3 16.1 16.5 

    Non-benzo anx.^ 8.2 9.1 10.4 14.7 12.4 13.2 8.1 10.7 8.7 10.5 

    Non-opioid anlg.* 7.3 8.3 12.0 10.3 12.7 10.1 7.1 7.3 7.4 9.7 

Benzodiazepines were the most frequent contributing pharmaceutical drug group, playing a role in an 
average 54.3% of overdose deaths annually across the period. The next most frequent 
pharmaceutical drug groups were opioids (an average 41.6% of overdose deaths each year), 
antidepressants (annual average 34.7%) and antipsychotics (annual average 20.8%). Notable trends 
in the data included the gradual increase over time in antidepressant and anticonvulsant involvement 
in overdose deaths. 

3.5. Overdose deaths by individual contributing drugs 

Table 5 shows the annual frequency of overdose deaths, Victoria 2010-2019, involving the most 
frequent contributing individual drugs. The individual drugs are tabulated by the major drug groups to 
which they belong. 
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Table 5: Annual frequency and proportion of contribution to overdose deaths, among major contributing pharmaceutical drug groups plus 
alcohol and illegal drugs, Victoria 2010-2019. (^ Non-benzodiazepine anxiolytics; * Non-opioid analgesics.) 

Individual drugs 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

Benzodiazepines 168 180 199 212 215 238 263 303 305 288 

    Diazepam 109 124 133 164 169 192 204 242 235 232 

    Alprazolam 56 43 57 45 28 23 23 27 31 28 

    Oxazepam 19 44 40 17 19 34 27 23 35 28 

    Temazepam 22 48 34 22 20 25 26 32 29 20 

    Clonazepam 8 14 18 19 25 33 31 48 40 35 

    Nitrazepam 15 11 24 26 13 17 22 11 16 13 

    Lorazepam 0 3 1 4 6 2 7 7 6 9 

    Etizolam 0 0 0 0 0 1 0 0 1 10 

Illegal drugs 146 150 130 163 164 227 265 271 263 270 

    Heroin 136 125 107 128 136 171 191 220 202 212 

    Methamphetamine 14 29 34 51 53 72 120 93 95 111 

    Cocaine 1 2 4 5 7 15 11 10 17 20 

    Amphetamine 4 19 10 10 8 9 1 3 5 3 

    MDMA 1 1 1 3 4 5 12 7 4 13 

Pharma opioids 127 165 188 175 182 185 183 198 207 207 

    Methadone 55 72 75 70 67 67 72 71 72 74 

    Oxycodone 38 46 46 60 46 58 54 66 62 59 

    Codeine 32 38 55 46 47 48 46 37 34 42 

    Tramadol 9 15 18 23 23 32 26 32 35 37 

    Morphine 12 12 13 9 12 9 13 18 19 18 

    Fentanyl 2 5 17 11 11 23 13 14 18 5 

    Buprenorphine 4 14 4 3 7 4 2 8 20 11 

    Tapentadol 0 0 0 0 0 0 0 1 9 13 

Antidepressants 105 101 141 134 144 161 165 196 195 171 

    Mirtazapine 21 23 26 30 29 50 25 42 59 45 

    Amitriptyline 26 22 32 25 41 28 34 47 40 41 

    Citalopram 22 21 25 24 25 26 28 35 25 26 

    Venlafaxine 12 16 15 20 19 10 22 27 18 20 

    Duloxetine 5 7 14 11 12 12 15 12 19 20 

    Sertraline 6 4 12 13 9 12 11 18 19 20 

    Fluoxetine 9 8 13 10 7 12 16 10 12 12 

    Desvenlafaxine 1 3 6 8 11 15 19 15 18 12 

Alcohol 85 89 80 95 94 106 124 151 161 145 

Antipsychotics 64 65 78 75 81 91 107 136 108 103 

    Quetiapine 36 34 41 41 48 49 57 74 52 50 

    Olanzapine 18 17 22 15 21 30 36 41 42 33 

    Risperidone 3 11 8 10 7 9 14 9 13 10 

    Zuclopenthixol 4 4 6 3 3 5 4 14 4 7 

    Chlorpromazine 2 4 10 6 3 5 5 5 4 5 

    Clozapine 6 0 4 6 2 4 5 3 3 3 

Anticonvulsants 14 13 10 37 45 51 54 75 87 85 

    Pregabalin 0 0 0 17 27 34 34 52 69 66 

    Sodium valproate 9 5 6 13 9 9 6 7 5 7 

    Lamotrigine 2 1 2 2 2 2 3 6 10 7 

Table 5 continued over page 
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Table 5 continued from previous page 

Individual drugs 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

Non-benzo anx. 28 33 38 56 48 60 40 56 47 54 

    Doxylamine 16 11 21 23 13 14 13 18 18 16 

    Zopiclone 3 6 13 14 11 17 13 17 13 22 

    Pentobarbitone3 5 11 1 8 15 18 9 10 6 9 

    Zolpidem 3 5 5 4 6 11 6 8 6 8 

    Diphenhydramine 1 4 2 7 5 5 4 6 6 7 

Non-opioid anlg. 25 30 44 39 49 46 35 38 40 50 

    Paracetamol 21 24 42 37 37 42 30 32 32 47 

    Ibuprofen 5 4 5 2 7 5 4 1 7 4 

Antihistamines 11 11 10 11 14 14 14 21 33 27 

    Promethazine 10 8 8 6 11 11 11 16 27 18 

    Pheniramine 0 1 1 3 3 3 2 4 4 4 

The following is a brief description of some notable findings in table 5: 

 The frequency of Victorian overdose deaths involving benzodiazepine contribution declined for 
the first time in a decade. Antidepressant and antipsychotic involvement also declined slightly 
from 2017-2018 peaks. While it is not possible to confirm the reasons why this occurred, two 
major initiatives focused on improving appropriate prescribing may have had an influence. The 
first is the Victorian Department of Health and Human Services (DHHS) SafeScript real-time 
prescription monitoring program, which became available for all medical practices and 
pharmacies in October 2018. The second is the Royal Australian College of General Practitioners 
suite of clinical resources, Prescribing Drugs of Dependence in Clinical Practice, which have 
been progressively developed and disseminated over the past five years. 

 The frequency of overdose deaths involving illegal drugs heroin and methamphetamine has 
increased again in 2019 after a 2018 decline that gave some hope that drug harm reduction 
strategies that target injecting drug users might be having a positive impact. In addition, overdose 
deaths involving cocaine and MDMA reached 10-year highs. 

 Pregabalin continued to be a substantial contributor to Victorian overdose deaths in 2019. In 
deaths investigated by Victorian coroners, doctors have been found to prescribe it widely without 
regard to its risk of misuse and abuse. Despite this, the Victorian Department of Health and 
Human Services has on multiple occasions refused to add pregabalin to the list of drugs 
monitored in the SafeScript system.4 

 Methadone remained the most frequent contributing opioid to Victorian overdose deaths in 2019, 
and opioid involvement in Victorian overdose deaths generally remained at its highest level in a 
decade despite several interventions such as the implementation of SafeScript, rescheduling of 
codeine, and oxycodone reformulation.  

 The benzodiazepine etizolam contributed in 10 deaths in 2019, having not appeared more than 
once in previous years. Etizolam is not approved by the Therapeutic Goods Administration for 
prescription in Australia but can be purchased via the internet and imported. 

 

3  Pentobarbitone prescribing to humans is not permitted in Australia, and the drug could be alternatively 
classified as illegal. 

4  For the most recent example of DHHS refusal to monitor pregabalin, see Coroner Sarah Gebert's finding 
in the death of Mr A (case reference COR 2016 4886 delivered 18 October 2019) and the DHHS 
response, which can be accessed on the Coroners Court of Victoria website at <https://www.coroners 
court.vic.gov.au/inquests-findings/findings>. 
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 The opioid tapentadol contributed in 13 deaths in 2019, up from nine in 2018 and one in 2017. 
Tapentadol is widely promoted for its improved safety profile compared to other opioids. 

4. Methadone overdose deaths and permits 

As table 5 shows, opioids were one group of pharmaceutical drugs for which involvement in Victorian 
overdose deaths did not decline; and among them, methadone remained (for the tenth straight year) 
the most frequent contributor to overdose deaths. 

This finding is consistent with the risk profile of the drugs. Opioids generally present a risk of misuse, 
addiction and other harms (including fatal overdose), and methadone is associated with a particularly 
elevated overdose risk because it has a long half-life of action; there is wide variation in how it affects 
individuals; its respiratory depressant effects can last well beyond the experience of its subjective 
(analgesic and euphoric) effects; and its respiratory depressant effects are additive with the effects of 
most other central nervous system depressants.  

Methadone access is tightly regulated in Victoria. Except for certain specific circumstances (such as 
treatment in palliative settings; treatment of cancer pain; and treatment in prisons, hospitals and aged 
care facilities), a doctor prescribing methadone to a patient must have applied to the Victorian 
Department of Health and Human Services (DHHS) for a permit to do so. The purpose of the permit 
system is to assist in managing the risk of misuse and addiction and harm in patients prescribed 
methadone. 

Each year Victorian coroners investigate several overdose deaths involving methadone for which the 
DHHS has no record of a permit application to prescribe to the deceased. In most of these cases, if 
the source of contributing methadone can be identified it has been diverted: that is, gifted or sold to 
the deceased by another person, or accessed by the deceased without the knowledge of the person 
to whom it was originally prescribed and dispensed. The permit status of a person who died from a 
methadone-involved overdose, is a generally reliable heuristic indicator of whether the contributing 
methadone was dispensed to the deceased (permit held) or diverted (no permit held). 

Table 6 shows the annual frequency and proportion of methadone-involved overdose deaths in 
Victoria, disaggregated by whether there was evidence a doctor held a permit to prescribe 
methadone to the deceased. 

Table 6: Annual frequency and proportion of methadone-involved overdose deaths by permit status of deceased, Victoria 2010-2019 

Overdose deaths 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

Overall frequency 55 72 75 70 67 67 72 71 72 74 

    Permit 21 33 40 28 45 45 50 47 48 55 

    No permit 31 38 35 41 22 22 22 24 24 19 

    Unknown 3 1 0 1 0 0 0 0 0 0 

Overall proportion 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

    Permit 38.2 45.8 53.3 40.0 67.2 67.2 69.4 66.2 66.7 74.3 

    No permit 56.4 52.8 46.7 58.6 32.8 32.8 30.6 33.8 33.3 25.7 

    Unknown 5.5 1.4 0.0 1.4 0.0 0.0 0.0 0.0 0.0 0.0 

In 2010 a clinician held a permit to prescribe methadone to the deceased in only 38.2% of fatal 
Victorian methadone-involved overdose. This proportion increased over time, and by 2019 there was 
evidence of a permit held in 74.3% of deaths. This suggests the frequency and proportion of 
overdose deaths involving methadone decreased over time, with most deaths now occurring among 
people who were prescribed the drug. 

 


