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Victoria’s Department of Health, Dr Malcolm 
Dobbin comments: “I think there is an increasing 
realisation that poly-drug use is the norm… 
traditionally it has been believed if you were 
heroin dependent then that was all you used. 
There are plenty more benzodiazepines on the 
market, prescription opiates… it’s my impression 
that most people have a preferred drug and will 
try to heighten the effect [of that drug].”7

Director of the Alcohol and Drug Service at St 
Vincent’s Hospital in Sydney, Dr Alex Wodak, 
recently said on ABC’s Lateline “a lot of people 
these days use a lot of different drugs… these 
days most drug users use heroin and alcohol 
and prescription opioids and cannabis and 
[stimulants], a whole smorgasbord of drugs.”8

People use multiple substances for many 
reasons. Some people will often use more than 
one drug in order to modify another drug’s 
effect. It has been speculated that increased use 
of methamphetamine and prescription opioids 
in recent years among IDRS samples may in part 
be due to diffi culties in accessing quality heroin 
rather than a preference for these substances 
per se9. This demonstrates that people will 
substitute one or more drugs when a primary 
drug of choice becomes less available. 

Cannabis is the most commonly consumed 
illicit drug in Australia10 and is taken by a 
diverse group of people. In the context of the 
harms associated with poly-drug consumption, 
especially the harms associated with injecting, 
the use of cannabis is often overlooked. 
Cannabis use in the IDRS injecting drug user 
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sample remained high in 2008, with more than 
a third of participants reporting daily use.11 Poly-
drug use is associated with an increased risk of 
mental health problems and can exacerbate and 
prolong psychological symptoms associated 
with withdrawal.12 Increased and continued 
awareness of the need for treatment of the 
co-morbid mental health and poly-drug use 
problems that people may be experiencing 
is an important consideration, as rates of 
psychological distress and co-morbidity were 
high in the IDRS sample.13

The Ecstasy and Related Drugs Reporting 
System (EDRS) is sentinel surveillance, which 
monitors emerging drug trends and patterns 
across Australia. As in previous years, the 2007 
sample were poly-drug users. Almost all (99%) 
participants reported lifetime use of alcohol, 
90% reported lifetime tobacco use, 46% 
reported lifetime benzodiazepine use, 26% 
reported lifetime antidepressant use and 
43% reported having consumed 
pharmaceutical stimulants.14 

There is some evidence for negative effects 
associated specifi cally with poly-drug use 
among young people especially. For example, 

“ecstasy used in combination with alcohol 
can lead to dehydration and concurrent 
stimulant use may potentiate stimulant toxicity, 
increasing the risk of overdose. The sedative 
effects of depressant drugs may be masked by 
the use of stimulants, which may reduce the 
user’s ability to detect the onset of an overdose 
caused by the depressant drug. Further, alcohol 
use with cocaine forms cocaethylene, which 
has been shown to exert more cardiovascular 
toxicity than either cocaine or alcohol alone; and 
multiple depressant drug use, such as GHB and 
alcohol, may potentiate depressant toxicity.”15 

Clearly, the demographic of people consuming 
multiple drugs in Australia is as diverse as the 
reasons behind it. Harm reduction approaches 
to poly-drug consumption need to be cognisant 
of the complexities of why people choose to use 
multiple substances and the particular settings 
within which it occurs. 

The IDRS recommends that harm minimisation 
strategies should be tailored to the particular 
substances used and problems associated 
with them within each state and territory.16 
The Victorian and ACT drug strategies make 
reference to poly-drug use.17 

According to the Alcohol and other Drug Treatment Services in 
Australia 2006-2007 report on the National Minimum Data Set,
more than half of all closed-treatment episodes included at least 
one other drug of concern in addition to the primary drug. 

Dr Alex Wodak discusses 
inequality, racism and the war on 
drugs at the Plenary session at 
the Australian Drugs Conference 
organised by Anex on October 1-2 
in Melbourne.
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During a day Jane* may consume four or fi ve cups of coffee, a paracetamol/ibuprofen combination if she has a 
headache or a pseudoephedrine-based preparation if she’s a bit fl uey. Jane will have a few cigarettes, and more on 
weekends if she goes out. Perhaps she’ll have a glass of wine or two in the evening, and maybe more after work on 
Friday. Some nights Jane might pop a diazepam tablet that was prescribed six months ago when she injured her back. 
Jane doesn’t need diazepam anymore, but there’s half a box left over and she’ll get a decent sleep if she takes one. 

Does any of this sound familiar? Poly-drug or 
poly-substance use entails multiple substances, 
whether licit or illicit1. The consumption 
of multiple psychoactive substances is 
common across all levels of society. Evidence 
increasingly suggests that alcohol, tobacco and 
pharmaceuticals cause the greatest burden of 
drug-related harm.2 If we consider alcohol and 
tobacco, most people who consume drugs are 
poly-drug takers “since these drugs are used by 
most users of illegal drugs, and many people 
with alcohol problems also use illegal drugs”.3 
The Illicit Drug Reporting System (IDRS) reports 
that, as in previous years, the majority of 
participants surveyed in 2008 were poly-
drug users4. 

The National Drug Strategy 2004-2009 
describes poly-drug use as a signifi cant 
contributor to drug-related deaths, illness and 
other problems. The Strategy recognises that 
the use of alcohol, prescription and other drugs 
in combination intensifi es risk and continues to 
challenge health services.5

According to the Alcohol and other Drug 
Treatment Services in Australia 2006-2007 
report on the National Minimum Data Set, 
more than half of all closed-treatment episodes 
included at least one other drug of concern 
in addition to the primary drug. This was 
equal to 1.6 other drugs of concern per 
treatment episode.6 

Senior medical adviser (alcohol & drugs) at 
the Drugs Policy and Services Branch within 



Anex’s vision is for a society in which 
all individuals and communities enjoy 
good health and well-being, free from 
drug-related harm. A community-
based, not for profit organisation, 
Anex promotes and supports Needle 
and Syringe Programs (NSPs) and the 
evidence-based approach of harm 
reduction. We strive for a supported 
and effectively resourced NSP sector 
that is perceived as part of the 
solution to drug-related issues.  
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news briefs

WHEN DIY IS NO RENOVATION 
Do-it-yourself drug testing kits are on sale in Australia. As reported by the 
ABC on July 31, some home testing kits only require a sample of hair to 
be collected and sent away for analysis. Results are available online in two 
days. Prescription and illicit drugs such as opiates and marijuana can be 
detected. 

These kits raise the ugly spectre of hair samples being collected without 
permission or knowledge. Obviously, taking samples without someone’s 
knowledge is not advised as it could create increased tension between 
children and parents who want to test their kids. In addition, a hair sample 
may not be recent, therefore producing results which are also not recent.  

Richard Smith has taken drugs and has served time in prison. Richard 
is a drug and alcohol counsellor and argues that drug testing kits could 
cause harm. “Drug testing per se is good,” Richard says. “But, in the wrong 
hands, it can be disastrous and I think in the hands of parents without any 
professional support [it] could cause some problems with relationships 
with their children,” he says.

A drug saliva test kit is available online for $45. It tests for the presence 
of amphetamines, methamphetamines, cocaine, opiates, marijuana and 
phencyclidines. Results are reported to be available in 10 minutes. 

The contentious issue of parents and schools drug testing children arises 
from time to time in the media. In 2008, the Australian National Council 
on Drugs released (ANCD) a paper on drug testing in schools which found 
a strong case against drug detection and screening in schools (http://www.
ancd.org.au/images/PDF/Researchpapers/rp16_drug_testing_in_schools.
pdf ).There are important legal issues to consider when a drug test is being 
undertaken and these relate to consent and knowing that a test for drugs 
is to be performed. Expert counselling and advice should be obtained 
by all parties to ensure that any outcome, including a positive test or a 
deterioration in the relationship between the parties, can be addressed at 
the earliest stage. 

MOUNTING ANXIETY OVER XANAX ™
Xanax™ – otherwise known as alprazolam – is being 
increasingly prescribed, with some people reporting misuse 
of the drug. Alprazolam is a short acting benzodiazepine 
(see table on page 6). Clinical director of the Tasmanian 
Alcohol and Drug Service, Dr Adrian Reynolds, has said 
the combination of alprazolam alongside opiates “was 
causing social harm, dependency and death”. Dr Reynolds 
noted that “the drugs work well for chronic pain and 
anxiety disorders but prescriptions are being abused”. 

Prescriptions for alprazolam 2mg have risen nationally 
from 100,000 in 2007/08 to 114,000 in 2008/09. It is 
prescribed in Tasmania at twice the national rate. 

There are credible reports that alprazolam is being 
injected with methadone. This has been noted in a 
report complied by the Royal Australian College of 
General Practitioners (RACGP).  The RACGP notes that 
“the practice of intravenously injecting alprazolam with 
methadone presents a very serious risk of overdose.” 

The Illicit Drug Reporting System showed that in 2003 about 
three per cent of people responding to the survey had used 
alprazolam. In 2008, 14 per cent of respondents reported that 
alprazolam was the main benzodiazepine being taken orally. 

Alprazolam can be prescribed for the treatment of panic 
attacks and generalised anxiety. As with other substances that 
can cause dependence and affect mental function, Alprazolam 
is listed as a declared, restricted substance in Tasmania. 

Concern about alprazolam’s use in the community was raised 
by attendants at a workforce development seminar hosted 
by Anex recently. Four speakers made short presentations 
to the group of more than 90 people. Dr Fran Bramwell, the 
resident GP at primary health services Health Works and 
Living Room, presented on the impact of Alprazolam for 
people who inject drugs. Dr Malcolm Dobbin, senior medical 
advisor (alcohol and drugs) at the Victorian Department 
of Human Services, discussed policy and prescribing issues 
relating to Alprazolam. Dr Suzi Nielsen, from Turning 
Point, shared details of recent studies looking into the 
combined effects of Alprazolam and opioid replacement 
therapy, namely Methadone and Buprenorphine. Damon 
Brogan, the CEO of Harm Reduction Victoria, discussed 
issues relating to doctor shopping, safe and effective 
reduction regimes and how they relate to human rights.

The seminar was originally planned for an attendance of 
40 people, but had to be expanded to meet demand. This 
is evidence of the concern alprazolam is causing service 
providers working to meet the needs of drug consumers. 
Common concerns highlighted in evaluation feedback 
from the Alprazolam seminar included the link between 
Alprazolam use and an apparent increase in memory loss 
(anterograde amnesia), aggressive behaviour and criminal 
activity. Concern was also raised in regard to the apparent 
overprescribing of this habit forming benzodiazepine 
and the risks associated with polydrug use, particularly 
the combined use of Alprazolam with opioids.

1.  Which drug combination poses a greater risk of overdose: heroin with 
buprenorphine, or benzodiazepines with buprenorphine?

2.  You can reverse an opiate overdose by giving someone speed to sober 
them up. True or false?

3.  Last night Gavin took 40mg of diazepam. This morning he took his daily 
dose of 60mg methadone. Sometime later he drank several beers and 
was struggling to stay awake by early afternoon. How much diazepam 
would still be active in Gavin’s system contributing to his sedation?
A) 5mg   B) 40mg   C) 20mg   D) none

4.  When taken with alcohol, amphetamine-type stimulants help reduce 
levels of intoxication. True or false?

NEW HEADACHES IN HERBAL HIGHS
Herbal and caffeine extracts have been combined to create Diablo. The 
combination is said to mimic speed without being as habit forming as 
amphetamine-type stimulants. 

The tablets have been created by a New Zealand company and appear 
to be available online and at the Fremantle markets in WA. They may be 
available elsewhere, but reports of the substance in other locations have 
not been made.

While Diablo may be seen to carry less risk than amphetamines created 
with chemical precursors, some people who have ingested the herbal 
concoction have not had quite the experience they were looking for. 
Instead of the “elevated, sensory, tingly euphoric high” that Diablo says 
it offers, one person reported online that their partner “had two Diablos 
and was rocking and chewing his bottom lip like he was on speed and very 
hyped”. 

Director of the National Drug Research Institute, Professor Steve Allsop, 
has suggested the tablets are dangerous because they have not been 
properly researched and could easily be available to children. He noted 
that “just because they are supposed to be organic doesn’t mean they are 
completely safe”.

Australia has a review system for prescribed medications and over the 
counter medications from pharmacies. It is comprised of the Therapeutic 
Goods Administration (TGA) and the review process undertaken by the 
Pharmaceutical Benefi ts Committee.  As Diablo has not undergone the 
review of either body, its safety and effi cacy is unknown. The distributor 
of the tablets has suggested they were safe because “everything that is in 
them has been cleared and comes under the supplements list”. 

But the combination of the two main substances at these doses, along 
with any other fi llers in the tablets, has not been subject to the scrutiny of 
the TGA or other bodies that review the safety and effi cacy of medicines.

TEST YOUR KNOWLEDGE: OUR POLY-DRUG UDOKU
5.  What is the most common other drug involved in fatal 

heroin-related overdoses?

6.  What other drugs are often involved in fatal amphetamine-type 
stimulant overdoses?

7.  Cocaethylene is a highly cardiotoxic by-product of cocaine and:   
A) heroin   B) LSD   C) nicotine   D) alcohol 

8.  Of the following celebrities, who did not die from the direct effects 
of poly-drug toxicity? 

  A) Anna Nicole Smith   B) Jimi Hendrix   
C) Michael Jackson   D) Heath Ledger

Answers on page 6
2



3

CELEBRITY 
OVERDOSES

Anna Nicole Smith 
• Chloral hydrate (sedative hypnotic)

• Clonazepam (Rivotril)
• Lorazepam (Ativan)

• Oxazepam (Serepax)
• Diazepam (Valium)

SOURCE: Broward County Medical Examiner Joshua Perper. as 
reported by Reuters March 26, 2007. http://www.reuters.com/

article/peopleNews/idUSN2635933820070328

Michael Jackson
• Propofol (Diprivan, an anaesthetic agent)

• Lorazepam (Ativan) 
• Midazolam (Versed)
• Diazepam (Valium)

• Lidocaine (topical anaesthetic) 
•  Ephedrine (precursor to amphetamines, used to 

treat hypotension associated with anaesthesia)

SOURCE: Los Angeles County Coroner’s report, as reported by Reuters 
August 24. http://www.reuters.com/article/entertainmentNews/

idUSTRE57G4W020090824

Heath Ledger
• Oxycodone (Oxy Contin)
• Hydrocodone (Vicodin)

• Diazepam (Valium)
• Temazepam (Temaze)

• Alprazolam (Xanax, Kalma)
• Doxylamine (Unisom) 

SOURCE: New York City Medical Examiners’ Offi ce, as reported by 
Reuters. http://www.reuters.com/article/topNews/idUSN06278

74720080206?feedType=RSS&feedName=topNews

but may also be prescription morphine, in 34 per 
cent), other opioids (in 20 per cent) and alcohol 
(in 16 per cent).5

There has been a signifi cant shift in patterns 
of use and fatalities caused from the illicit 
use of prescribed opiates in the United States. 
There are fears that Australia may follow suit. 
Recent US data, as cited by the American 
Medical Association, states that prescription 
drugs were involved in 70 per cent of all 
drug-related deaths in the US.6 According to 
Dr Dobbin, in 1999, there were 2901 deaths 
from prescription opiates in the US. In 2006, 
10,986 prescription opiate overdose deaths 
were recorded. Many of these deaths involved 
individuals that had initially been prescribed the 
drugs for management of chronic pain. In fact, 
deaths related to unintentional poisoning from 
pharmaceutical opioids now exceed numbers for 
heroin and cocaine overdose deaths combined 
in the US.

It has been thought that pharmaceutical 
companies, pharmacists and doctors assumed 
that promotion of longer-acting, slow-release 
opioid medications would signifi cantly reduce 
risks of dependency and overdose. According 
to Dr Dobbin, this “got drug companies in the 
US into trouble”. As evidence suggests people 
using drugs illicitly are seeking a rapid onset of 
action, it was assumed that drugs with a slow 

onset would be less inclined to be misused. 
But Dr Dobbin points out “there are ways to 
override time-release mechanisms”. In addition, 
the cumulative effects of poly-drug use will also 
have an impact on the safety of drugs ingested. 
Prescription medication can be particularly 
alluring to illicit drug users given the assured 
dose of a pharmaceutical-quality drug coupled 
with the potential for legal possession if the 
person has a script.

According to the International Narcotics Control 
Board, the abuse and traffi cking of prescription 
drugs is set to exceed illicit drug abuse. 
INCB suggests Australian society is already 
experiencing an increase in the inappropriate 
use of prescription medication, in particular 
prescribed opiates and benzodiazepines. It also 
seems this is a pattern which extends beyond 
the illicit drug using community, but it would 
most likely include a signifi cant proportion of 
heroin-dependent individuals. We currently 
have no quantifi able evidence to describe the 
extent of this problem in Australia. In the US, 

A SCRIPT FOR
DISASTER
Australia has seen an increasing shift towards poly-
drug use in the past decade.1 Such changes are 
said to be infl uenced by increased drug availability, 
the cultural context in which drugs are used 
and the so-called normalisation of drug use. 

Canada and many European countries, the 
black market for illicit opiates has become 
a burgeoning trade. In Australia, it has been 
estimated that the mark up on the street for 
preparations containing morphine is up to 20 
times the retail price, allowing for huge profi t 
margins. For example, Dr Dobbin suggested 
that a $20 packet of 80mg OxyContin 
tablets retailing at $25–$60 is said to fetch 
$450–$1200 on the black market.7 Such 
prescription drugs are often obtained for 
use, trade or sale via fraudulent means, 
including presenting to numerous GPs and 
pharmacies with falsifi ed presentations of 
pain or disease. 

Australian GPs are estimated to write more 
than 15 million prescriptions each year 
for prescription drugs prone to misuse 
and dependence. This is particularly 
in relation to narcotic analgesics and 
benzodiazepines, as well as stimulants and 
non-benzodiazepine sedative-hypnotic 
agents.  Dr Dobbin notes that fraudulent 
presentations can be diffi cult to identify 
and many illicit drug consumers may 
also have a genuine medical need for 
the prescription that they seek. It is 
also possible that a large and generally 
unquantifi able number of people with 
no history of injecting drug use have 
escalated doses well beyond recognised 
therapeutic levels.  

Despite the apparent inappropriate 
prescription and poly-drug use, Australian 
GPs can have diffi culty in identifying and 
managing patients who misuse drugs.8 
This is particularly where prescribed 
medications are being sought to augment, 
supplement or substitute illicit drug 
consumption. And although requests 

for opioid-based medication without 
appropriate indication for the drug 
may be a cause of genuine discomfort 
and concern for GPs, such requests are 
apparently rarely refused.9 

Dr Dobbin identifi es a need for clearer 
prescribing guidelines for GPs. They 
should be “developed by the main body 
of prescribers”, and feels that although 
“changing prescribing habits is very 
diffi cult”, in an ideal world it would be 
made easier with improved access to the 
medication history of patients, allowing 
for more “co-ordinated medication 
management”. Under present practice, if 
an individual was to obtain multiple private 
scripts for opioid medication from a number 
of GPs, the Pharmaceutical Benefi ts Scheme 
would have no knowledge or record of these 
purchases, only that this individual had 
consultations with numerous doctors. 

Australian GPs are estimated to write more than 15 million 
prescriptions each year for prescription drugs prone to misuse 
and dependence.

Certainly most Australians who use drugs could 
be classifi ed as poly-drug users, particularly 
if licit drugs such as alcohol and tobacco are 
included. But gauging this growing shift in 
drug consumption is diffi cult. Many treatment 
services, and legal and research data collections 
focus on the individual’s primary drug of choice 
or concern and the last reported drug used. 
Even data from hospital and coronial sources, 
including details of overdose fatalities, often 
fails to refl ect the true extent of poly-drug use.

Numerous studies over the years have noted 
that poly-drug use is associated with a greater 
risk of overdose2 not to mention other health 
concerns including poorer physical health, 
greater likelihood of dependence, poorer 
treatment outcomes3 and declining mental 
health. Poly-drug use is one of the greatest 
contributing factors to overdose, regardless 
of the principal drug of concern, but most 
obvious in the case of heroin. According to 
senior medical adviser (alcohol & drugs) for the 
Drugs Policy and Services Branch of Victoria’s 
Department of Health, Dr Malcolm Dobbin, 
recent coronial data from Victoria stated 60 per 
cent of heroin-related deaths involved diazepam, 
and in the past two to three years there has 
been an increase in alprazolam (Xanax or Kalma) 
related heroin overdose fatalities.  

Dr Dobbin suggests that in the past 10 or so 
years, increases in availability and the range 
of benzodiazepines and prescription opioids 
have contributed to more poly-drug use. It is 
more commonplace for people to supplement 
or heighten the effect of their preferred drug 
with a similar acting drug, Dr Dobbin said. 
In the case of benzodiazepines and opioids, 
the implication is greatest for heroin users.

A 2004 analysis of Victorian heroin overdose 
deaths (aged 15–24 years) was conducted using 
Medicare and Pharmaceutical Benefi ts Scheme 
and Coroner’s Court records. This study showed 
that poly-drug use was indicated in 90 per cent 
of toxicology reports, with prescription drugs 
present in 80 per cent of subjects. The study not 
only highlighted the prevalence and associated 
risks of poly-drug use, but also concerns 
regarding prescribing practices. The study 
noted that the majority of individuals studied 
in this report would not necessarily have been 
identifi ed as “doctor shoppers” by either Health 
Insurance Commission criteria or GPs.4 

A similar Australian study examined the deaths 
of 238 individuals on methadone maintenance 
therapy. The autopsy evidence demonstrated 
high rates of poly-drug use, including 
benzodiazepines (in 55 per cent of deaths), 
morphine (potentially as a heroin metabolite 

All article references for this edition of the Anex Bulletin can be 
found online at www.anex.org.au/publications_bulletin.htm
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Living Space is Melbourne CBD’s main NSP. Friends of Living Space are 
pictured during the World AIDS Day barbecue in Treasury Gardens, 
organised jointly with North West Outreach Service, Inner West Outreach 
Service and the Improved Services Initiative Co-morbidity Project.

Nevertheless, the drug scene throughout 
Australia is increasingly being discussed in terms 
of poly-drug consumption. Some in the fi eld 
suggest that there is no longer such a clear 
distinction between those in the depressant 
(heroin) camp and those in the stimulant 
(amphetamines) camp. But have things really 
changed all that much? Is there really a new 
style of drug use, infl uenced by shifts in 
availability, social acceptability and cultural 
context? Or, is it simply that our awareness and 
consequent acknowledgement of poly-drug use 
is increasing? 

In an effort to answer these questions, Anex 
sought the assistance of front-line staff from 
the Northern Territory AIDS and Hepatitis 
Council (NTAHC), Territory Users’ Forum 
(TUF), North Coast Area Health Service in 
Coffs Harbour (NCAHS) and Kirketon Road 
Centre (KRC) in Sydney. Most staff noted 
that our present perception of drug trends is 
largely infl uenced by the information made 
available to us. Far more detail about drug 
consumption is being made known through 
data collection supported by information 
from needle and syringe programs, primary 
health services and drug-user organisations. In 
addition to this, Fiona from TUF has suggested 
that “people [are] being more honest about 
their drug taking habits” and services “are 
taking more notice and recording more”. 

Front-line service providers agreed there had 
been certain changes over time in their region, 
but the focus was not always on poly-drug 
use. Rather, discussion largely revolved around 
changes in how people used rather than what 
people consumed.  Front-line staff spoke of 
better understanding of blood-borne virus 
transmission leading to safer using techniques 
and a marked reduction in sharing of equipment. 
Much of this was directly related to the 
acceptance and success of NSPs. In Alice Springs 
it was noted that in recent years there was a 
shift towards illicit use of prescription drugs, 
namely benzodiazepines (particularly alprazolam 
and diazepam) and opioids (most commonly MS 
Contin, Kapanol and OxyContin, but Physeptone 
was also mentioned in Coffs Harbour). This trend 
was noted in each jurisdiction . 

FRONTLINE 
FEED
INFORMATION IS PARAMOUNT
Drug data collection has historically focused on 
single-drug use. Survey tools have generally been 
based on primary drug of concern, drug of preference 
or last drug injected. And while there is increasing 
acknowledgement of poly-drug use, it is currently 
limited in detail. Poly-drug use has tended to be 
reported in terms of anecdotal agency feedback, or 
at its most defi nitive, the recording of multiple-drug 
toxicity in overdose data. 

In regard to poly-drug use, Fiona from TUF 
stated that in her experience poly-drug use had 
been the norm for at least the past two decades. 
She said that “if your drug of choice isn’t 
available then something else would be taken … 
a mixture of heroin and benzos has always been 
common”. She also noted that the practice of 
using “benzos or heroin to soften the come-
down from an amphetamine binge has always 
been common”. Such sentiments are refl ected 
in the most recent Early Identifi cation of Drug 
Harms Project, which reported “low-purity 
heroin was seen as a driver of poly-drug use, in 
particular, the concurrent use of heroin, alcohol 
and alprazolam”. 1

Some staff commented on an apparent lack of 
fear or concern regarding the risks of mixing 
drugs. Staff, such as Paola from NTAHC, have 
noticed a trend to “get it while you can”. Paola 
said that in Central Australia this was infl uenced 
by the poor availability of heroin. “So most of 
the opiate users resort to pharmaceuticals. 
What we have noticed through the NSP is that 
people will take what they can get their hands 

on regardless of what they have consumed 
previously,” Paola said.

Availability, it was agreed by all, plays a huge 
role in how and what people use. NTAHC staff 
noted that availability of funds also infl uences 
what drugs people use. Fiona said, “if the drug 
of choice isn’t available then a user is likely 
to have something else as a substitute – not 
necessarily of the same type of drug”. For 
instance, “if no heroin is available a user might 
have a hit of speed instead – it disguises any 
withdrawal symptoms and satisfi es the need to 
escape reality. So availability of a specifi c drug 
contributes to poly-drug use.”

Sharyn and Ruth from NCAHS agreed, stating 
that the the people that access their NSP 
tend to “inject whatever they can easily get. 
This often means they might be mixing both 
depressant and stimulant drugs.”

Talk of the heroin drought also featured heavily 
in discussions around changes in drug use. Many 
front-line staff and user-group representatives 
suggested the associated reduction in heroin 
availability and quality during the so-called 
drought contributed to an increased likelihood 
of supplementing or augmenting heroin use 
with benzodiazepines. Several services also 

noted that clients will often report consuming 
whatever drug appears to be of the best quality 
at the time. If the local supply of heroin is 
considered poor at a time when amphetamine 
quality is said to be high, people will simply 
switch their drug of choice. 

Given the apparent commonality of poly-drug 
use and alternation between depressant and 
stimulant drug use, the issue of drug interaction 
is more pertinent than ever. Some staff 
expressed concern at what they perceived as 
relatively low levels of knowledge and concern 
in regard to the cumulative and interactive 
effects of mixing drugs. NCAHS staff said 
that clients who knew more about how drugs 

I think the inconsistent availability of all types of drugs creates a 
feast or famine type mentality where people will take as much as 
they can when available. I think if people had a consistent supply 
of their preferred drug then they would be less likely to partake in 
poly-drug use at dangerous levels.        NTAHC frontline worker

Drug use has ‘come out of the closet’ a little I think, and is being 
more openly discussed. Statistics are giving a truer picture of drug 
use as more people participate in surveys and tell the truth about 
their using,     NTAHC frontline staffer

interact would be less likely to mix drugs. Clients 
rarely got this information from peers and were 
not inclined to research this themselves, the 
staff said. 

Many clients appear to have a reasonable 
working knowledge of drug combinations, 
such as the heightening or augmenting effects 
of similar drugs or using opposing drugs to 
counteract the effects of withdrawal. However, 
the physiological effects of drug interaction 
was poorly understood. This includes the 
potential for self medicating with illicit drugs to 
exacerbate or extend symptoms of withdrawal. 
Unfortunately, detailed information on drug 
interactions and the effects of poly-drug use is 
not readily available to drug users. To address 
this, all services spoke of their efforts to improve 
such knowledge among their client group, 
including information on the half life of drugs, 
benzodiazepines in particular.  

Ideally, information on poly-drug use will offer 
drug users more than unqualifi ed reference to 
the dangers of mixing drugs. Elizabeth from 
KRC warned that health promotion messages 
concerning the potential risks of poly-drug use 
can easily become “an extension of the ‘just say 
no’ message”. Providing information that clearly 
highlights the associated risks may be more 
effective, particularly for more experienced drug 
users who may adopt an attitude of “it didn’t kill 
me last time, I can handle it”.

A common theme from staff interviewed 
was the value of information, both for service 
providers in terms of what and how people are 
using, and for service users in how they can 
use most safely. Given the associated risks and 
complexities of poly-drug use, the value and 
power of information is paramount.

BACK
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DRINK IN A DRY LAND
Australians have had a tumultuous relationship 
with alcohol since fi rst settlement. The spirits 
brought by the colonial settlers became a de 
facto currency. Most transactions involved rum, 
but it’s likely that gin and other strong spirit 
drinks were included. 

According to Milton Lewis, alcohol has a strong 
cultural meaning for Australians. Lewis wrote 
‘The Rum State: Alcohol and State Policy in 
Australia’. It is one of the early histories on 
Australia and alcohol. He says that if we take 
a historical perspective rather than a purely 
medical approach, we can better understand the 
complexity of Australians and their relationship 
with alcohol. We spoke to Milton to learn some 
of the history behind drinking culture and how 
this may have infl uence behaviour today. 

When asked about the infl uences of alcohol on 
culture he says: “A view of social history exposes 
the many and varied ways in which problems 
with alcohol have been understood within 
Australian culture … From some sociological 
perspectives excesses of alcohol are seen as 
problems of deviance. There has of course been 
a religious view of alcohol that has stated that 
alcohol is a bad thing in and of itself.” 

He went on to explain that “there are other 
factors that affect the reading of Australia’s 
historical relationship with alcohol which 
include taking into account perspectives of 
gender and culture. That is, we need to consider 
the effects that men’s alcohol use has had 
on women over Australia’s history, the links 
between alcohol use and masculinity and the 
use of alcohol as a tool of colonisation.” 

Given that alcohol has been an important part 
of Australian culture since settlement, we asked 

him about the current focus on youth binge 
drinking. Unsurprisingly, Lewis took a historical 
perspective on this question and noted that 
“the alcohol consumption per capita has 
actually been declining since the 1980s. What 
we are really dealing with is a subculture of very 
heavy binge drinking that is popular with both 
young men and women.” The reasons for this 
need to be clearly established if interventions 
are to be effective. 

RISK ADDED TO THE MIX
Forty-two per cent of hospital drug treatment 
episodes are for people who nominate alcohol 
as the principal drug of concern1. Fifty-seven per 
cent of all episodes of hospital separations for 
drug and alcohol problems included alcohol as 
one of the drugs of concern. In short, alcohol is 
likely to be involved in at least one in every two 
hospital-related admissions for drug treatment. 
In just under half of these instances, alcohol is 
the primary drug of concern. This is evidence 
of the adage that people who use drugs often 
use more than one drug at a time. But given the 
cultural and historical relationship Australians 
have with alcohol, sometimes we forget what 
the true pharmacological effect of alcohol can 
be, particularly when it’s mixed with other drugs. 

Cocaine provides an interesting case study, 
even though it’s not widely used outside of the 
capital cities – in particular Sydney. However, 
when taken with alcohol, the body produces the 
by-product cocaethylene which is more toxic 
than cocaine itself. Cocaethylene dramatically 
increases the risk of sudden death, heart attack 
or failure, psychological disturbances and 
mood disturbances. Cocaethylene has a long 
half life which means it takes twice as long as 
cocaine for it to be broken down and cleared 
from the body. Professor Paul Haber from the 
Royal Prince Alfred Hospital in Sydney and the 

University of Sydney has advised that in his 
experience the number of people presenting 
with cocaethylene toxicity has been low, but 
that it was likely to be seen more often in the 
US. Professor Haber noted that alcohol was not 
to be underestimated in relation to the harm it 
can cause. 

LIVER UNDER 
MULTIPLE ATTACK
The liver is an essential organ which manages 
the disposal of waste products and acts as 
a fi lter for blood. It metabolises products 
such as drugs in the blood and plays a role in 
immunological functions. The liver produces bile 
which assists in the breakdown of fatty acids 
ingested with food. It is our largest internal 
organ and is important to our health and 
wellbeing. 

We asked Professor Haber about the role of 
alcohol and poly-drug use in liver disease. We 
asked, in his experience, what were the principal 
drugs involved in hospital presentations 
associated with poly-drug use? He noted that 
“the most common presentations of people 
affected by poly-drug use involve alcohol with 
valium or other benzos, but we see a wide range 
of things.” He said that in cases of overdoses 
presenting: “Opiates are a common cause of 
overdose. As a result, assumptions cannot be 
made about what a person may or may not 
have taken, we check every patient for a wide 
range of things.” 

We also asked Professor Haber about HCV and 
how it adds complexity to patients with poly-
drug use. He noted that alcohol consumption in 
the presence of HCV can have implications for 
the health status of people with HCV.

Continued page 6…

Sildenafi l citrate, commonly known as Viagra, 
was originally designed to be prescribed to 
men with erectile dysfunction. The Viagra 
website indicates the drug has been used 
by 25 million men across the globe (as 
at September 9, 2009)1. It would appear 
that an unintended negative consequence 
of this drug becomes apparent when it is 
mixed with other drugs such as ecstasy. 

One US study has found Viagra may have had 
a role in increased rates of STIs diagnosed in 
middle-aged men.2 Other studies suggest the 
combination of ecstasy and Viagra is increasingly 
used among men who have sex with men.

The combination of ecstasy and Viagra has been 
termed ‘sextasy’. Ecstasy can make achieving 
an erection and reaching orgasm diffi cult. To 
counteract these effects, Viagra is sometimes 
consumed with ecstasy. Viagra taken orally 
usually takes effect about 30 minutes after 
ingestion and may last up to four hours. 

A National Drug and Alcohol Research Centre 
(NDARC) report notes: “the consumption of 
Viagra causes a mild, temporary lowering of 
blood pressure and any concomitant use with 
party drugs could potentially result in serious 
cardiac problems.” 3 In other words, taking Viagra 
in the presence of other drugs can lead to heart 
problems and in severe instances, heart attack.  

SEXTASY: A DANGEROUS BLEND

LIVER DISEASE – 
MORTALITY RATES
A study of mortality rates from alcoholic 
liver disease conducted in the UK has found 
that “people aged between 45 and 54 have 
the highest hospital admission and mortality 
rates compared to other age groups, and 
that the 25 to 34-year-old age group had 
the highest overall rate of increase over the 
study period”.1 The data collected in the 
study found that the overall rate of increase 
of mortality related to alcoholic liver disease 
for the 25 to 34-year-old age group for 
males was from 0.45 per 100,000 to 3.63 per 
100,000 and from 0.26 per 100,000 to 2.25 
per 100,000 for females. 

This is of concern as alcoholic liver disease 
requires a long period of drinking at high 
levels or risky levels before symptoms 
become apparent. The increase in the rates 
of mortality in those aged 25 to 34 years 
(for both males and females) suggests there 
has been a signifi cant increase in the amount 
of alcohol ingested by these groups in the 
preceding years, compared with previous 
generations. 

The National Drug Strategy Household 
Survey reported that three in fi ve (that is 
60.8 per cent ) of Australians drank at levels 
considered at low risk of harm in the short 
term2. Almost one in 10 (8.6 per cent ) drank 
at levels considered risky or high risk for both 
short-term and long-term harm. 

THE COMMON DENOMINATOR IN 
ALCOHOL
SUBSTANCE ABUSE

The report notes that “some users have reported 
feeling faint, black-outs, unconsciousness and 
in extreme cases, coma. Other less serious side 
effects include headaches, facial fl ushing and 
redness and sight problems.”4

Viagra manufacturer, Pfi zer, notes that when 
it is taken with drugs – either prescribed or 
recreational – that contain nitrates, the blood 
pressure lowering effect of the nitrates can 
be exacerbated and a sudden and severe drop 
in blood pressure can result in fainting, heart 
attack or stroke5. 

All article references for this edition of the Anex Bulletin can be 
found online at www.anex.org.au/publications_bulletin.htm
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    Oral (bombing) -  One of the most common ways to take drugs, 
prevalent among non-injectors.

- Particularly for pills.
-  Drugs swallowed in liquid form will be absorbed and 

detoxifi ed more rapidly than tablets or capsules.

- Ease of administration.
- Longer lasting drug effect.

-  Slower onset of action (can be a 
preference for some users).

-  Upset stomach - long term use or misuse 
can lead to gastrointestinal (gut) damage.

   Most drugs.

Sublingual (under 
the tongue)

-  Drug enters the blood stream through mucous 
membrane absorption

-  Faster onset of effect than oral.
- Easily administered
-  By-passes the stomach therefore is not 

affected by stomach acids.

- Irritant to membranes. 
- May cause burning sensation.

Most drugs that are not in liquid form.

Injection (banging) -  Injecting has inherent risks dependent on a range 
of factors.

- Results in a rapid onset of action. - Irritant to veins.
- Vein care issues.
- Blood-borne virus risks.
- Increased risk of dependence.
- Overdose

Heroin, amphetamines, cocaine, 
(fi ltered) pharmaceutical opioids and 
benzodiazepines, steroids (intramuscular 
injection).

Intranasal (snorting) -  Drug enters bloodstream directly through mucous 
membranes in the nose.

- Absorption is reasonably rapid
- Appropriate for powder

-  Can lead to damage to the nasal 
membranes (particularly coarse 
materials).

-  Straws/‘tooters’ carry risk of exposure to 
blood-borne viruses.

Amphetamine-type stimulants, cocaine, 
(possible route of administration for most 
drugs depending on physical form).

Inhaling and 
smoking

-  Drugs that are inhaled penetrate the respiratory tract 
then enter the bloodstream.

-  Heat is applied to drug mix in a glass pipe, a piece of 
aluminium foil or another piece of inhaling apparatus 
and resulting vapour is inhaled.

-  Volatile substances may be inhaled directly or from 
a plastic bag

- Fast onset of action.
- Absorption is rapid.
- Allows for some dose control.
-  Lungs directly fi lter drug and adulterant 

particles.

- Inhalation of hot vapour.
- Handling hot glass pipe.
-  Volatile substance use has been 

associated with organ damage

Cannabis, crystal methamphetamine, 
heroin (uncommon in Aust) crack 
(uncommon in Aust.), volatile substances; 
tobacco, cannabis.

      Rectal (shafting) -  Can be used for tablet or mixed solution form. -  Reasonably fast onset of action (if 
undertaken correctly).

-  Alternative to injecting into 
compromised veins.

- Irritant to membranes.
- Variable effects. 
-  Reluctance to undertake due to 

preconceptions.

Most drugs.

Note: This only provides some core principles and is not intended as 
a substitute for accessing health-related information from qualifi ed 
health professionals with expertise in drugs and alcohol. 

Drugs can be administered in a number of ways, depending on the form of the drug, desired effect, user practice and context of use. There are potential 
risks involved with all drug administration, but understanding the various methods can assist a service user to manage their health and wellbeing. 
The following provides an outline of each possible route, with reference to potential pros and cons of each.

DRUGS AND

1. Benzodiazepines & buprenorphine
2.  False. Heroin and speed act on different receptor 

sites. The only drug that can reverse the effects of a 
heroin overdose is Narcan (naloxone). While speed 
may accelerate the heart rate it may not infl uence 
respiratory depression.

3.   c)  20mg. Diazepam has a half life of 20-40 hours. Half 
of the initial dose would be active in Gavin’s system 
the following day.

4.  False. Amphetamines can mask the subjective effects of 
alcohol allowing someone to consume more under the 
mistaken belief that they are not alcohol affected.

5. Benzodiazepines.
6. Alcohol, cocaine and opioids.
7. Alcohol.
8.  Jimi Hendrix; though he had alcohol and sleeping 

tablets in his system, he actually died of asphyxiation 
after aspirating his vomit. This was a secondary effect of 
polydrug use.

POLY-DRUG UDOKU 
ANSWERSContinued from page 5…

He said “one drug that causes quite serious 
problems and is very common is paracetamol. 
Because poly-drug use is common, and 
paracetamol is readily available, it is often 
forgotten in terms of its potential to cause liver 
damage.” 

Professor Haber refl ected on the combined 
use of alcohol and GHB. He said that “this 
combination is dangerous because a person can 
become rapidly unconscious and may die if they 
cannot access the intensive resuscitation that 
they require.” 

We asked about liver disease and the rates 
of liver disease. Professor Haber has seen an 

increase in the rate of liver disease – this is 
sometimes independent of viral hepatitis. He 
noted that “people who present with liver 
disease can have a number of problems such 
as alcohol abuse, liver disease, HCV and poor 
nutritional status”. This can affect their longer-
term outcomes and the management they 
require. 

We asked Professor Haber how people could 
protect their liver if they were going to take 
drugs. He noted that “injecting drug use should 
be avoided because of its increased risk of BBV 
and overdose; and if people were going to use, 
they should not use alone”. He also noted that 
“people should not mix too many drugs”, and 
said the “combinations of sedatives, opioids, 

benzos and alcohol were very dangerous 
because of their depressive effects”. 

Professor Haber said the best ways to tackle 
binge drinking among younger people was 
to reduce its availability and make it more 
expensive: “the alcopops legislation was likely to 
have little long term effect, and that people used 
to drinking alcopops would probably just change 
their drinking habits. We need to addresss the 
price of all kinds of alcohol, not just alcopops.” 

What was Professor Haber’s impression of 
people’s understanding of the impact of alcohol 
and how dangerous it could be? He said that 
alcohol was not considered a drug by many 
people and hence was underestimated in the 
effects that it can have on a person’s health . 

Route         Key Points Pros Cons
What drugs would
be used this way?

ROUTES OF ADMINISTRATION

6



Steroids
STEROIDS – WHAT ARE THEY AND 
HOW DO THEY WORK?
Anabolic androgenic steroids (steroids) are 
synthetic substances that have both anabolic 
and androgenic effects 3 and are based on 
the same confi guration as the hormone 
testosterone.4 Steroids are traditionally 
prescribed by doctors to treat a range of 
debilitating diseases,5 but they are also used by 
healthy people to enhance muscle growth and 
body image. 

Steroids work by mimicking characteristics of 
hormones that occur naturally.6 Muscle tissue 
has growth receptor sites and steroids have the 
ability to activate the receptors because their 
chemical composition resembles testosterone. 
Once the steroid has stimulated the receptor 
site a “domino effect of metabolic reactions 
takes place as the body is instructed by the 
drug to increase muscle tissue production”.7 
The amount of muscle growth that occurs 
after taking steroids is unpredictable and varies 
according to a number of factors including 
gender, genetic characteristics, age, a person’s 
diet and exercise regime and the particular body 
tissue the drug acts upon. 8

WHO ARE STEROIDS USED BY?
Surfacing in the 1950s, steroids were used by 
weightlifters to assist in intensifying training 
regimes and bulk their muscles up. Steroid use 
had spread to other sports by the 1960s.10 
Steroid use nowadays is no longer confi ned to 
weightlifters and professional athletes. Steroid 
use is also seen across a number of different 
sub-groups including: 

Those concerned with body image – Now seen 
as the largest group of steroid users, these 
people use steroids to improve their look. 

Occupational users – These are people working 
in jobs such as security personnel, bodyguards 

and construction workers. They use in the belief 
that steroids will help them carry out their work 
obligations.

Adolescents – This group consists primarily of 
young men who use steroids to improve their 
physical appearance or athletic ability.11

HOW ARE STEROIDS USED?
No two people use steroids in the same way. 
However, there are some key features that 
underline the use of all steroids. These include: 

Stacking – This is where a person will use two 
or more steroids simultaneously. Pills may be 
mixed with injections with the assumption 
that this will produce greater effects on muscle 
growth while minimising side effects. This 
practice is common among steroid users and 
can also involve the use of other non-steroid 
drugs.12

Cycling – This refers to a person’s pattern of 
steroid use where drugs are consumed in cycles 
over a number of weeks then followed by a 
period of abstinence.13

Pyramiding – This practice involves starting with 
a minimal dose and gradually increasing over 
a period of six weeks to a maximum point. The 
user then reduces their steroid intake over the 
fi nal six weeks.14

Tapering – This is where a person will use a large 
dose of steroid at the beginning of the cycle and 
taper down to zero use over four to six weeks. 
This practice is employed in the belief that it will 
keep the receptors open as long as possible and 
reduce the effects of drug withdrawal. Other 
steroid users will taper up, meaning they will 
increase to a maximum dose slowly and then 
cease use 15. 

Many of these techniques mentioned above 
have other health consequences, particularly 
on the liver and pancreas. Steroid users should 

Commonly known as “roids, gear and juice”, steroids promise big muscles and slender bodies. Traditionally used by body 
builders and athletes, steroids are increasingly being used outside these circles, particularly by people wishing to enhance 
their body image. A recent Sydney newspaper article referred to the “city’s celebrity-driven image culture”1 infl uencing 
the demand for steroids. Whatever the reason, steroid use is on the rise, as is the need to access information and harm 
reduction services related to steroid use. 

monitor their liver function and glucose levels 
with a sympathetic GP.

When people inject steroids they do so 
intramuscularly. That is, they inject directly into 
the muscle through the surface fat.16 Steroids 
are never injected directly into veins or arteries. 
The most common and safest place to inject 
is the upper-outer quarter of the buttocks17 
because the muscles are bigger and the 
likelihood of hitting a nerve is greatly reduced. 
Steroids can also be injected into the thigh and 
upper arm. 

STEROIDS SNAPSHOT 
For those working in needle and syringe programs across Australia the number of clients that use steroids is usually minimal. In 2008, only two 
per cent of those surveyed in the Australian NSP survey reported their last drug injected as an anabolic steroid.1 This can mean steroid users are 
a hard group to reach and harm reduction messages are often missed. Anex interviewed Kay Stanton to ask about her experiences working as an
outreach worker for the Steroid Peer Education Project (SPEP ) in Victoria. 

In the past Kay has seen many steroid users reluctant to access NSPs. She suggests this is because people who use steroids do not identify 
themselves as drug users. Kay has done extensive work on breaking down these perceptions and other barriers to accessing NSPs for steroid users 
and as a result has seen an increase in the number of clients frequenting NSPs. 

When asked about steroids used in combination with other drugs, Kay explains that poly-drug use is most prominent in those who use steroids to 
enhance body image. Bodybuilders and competitive athletes are less likely to be poly-drug users due to the detrimental effects this may have on
their body and achieving desired muscle growth, and the consequences returning a positive drug test result.

POLY DRUG USE 
AND STEROIDS
People who use steroids may also use 
other drugs to help accelerate the 
physical effects of steroid use, or to 
counter the negative side effects of 
steroid use.24 These drugs may include 
stimulants such as amphetamines 
or cocaine. The use of stimulant 
drugs may help to reduce feelings of 
depression, aid in weight loss, reduce 
fatigue and supply the user with extra 
energy during training sessions.25 Side 
effects of stimulant use can include 
anxiety, depression, weight loss, 
overheating, insomnia, aggressive 
behaviour as well as problems with 
co-ordination and balance.26

People may also use diuretics to 
aid weight loss and to reduce fl uid 
retention, beta blockers to neutralise 
trembling, as well as human growth 
hormones to encourage the body’s 
production of testosterone and 
counteract shrinkage of the testicles.27

DIFFERENT TYPES 
OF STEROIDS 
There are three distinctive types
of steroids: 

Injectable
Water-based: these are a fast acting 
solution that is absorbed swiftly 
into the bloodstream then quickly 
discharged. Oil-based: these solutions 
take a longer time to be absorbed 
than water-based injectable steroids. 

Oral
These are slower-acting steroids and 
usually broken down by the liver 
within 24 to 48 hours. 

Veterinary
This refers to steroids manufactured 
for use on animals. Used by many 
people because they are easier to 
source, these steroids have a different 
quality control than those prepared 
for humans.

COMMON SIDE EFFECTS OF STEROIDS
Taking large amounts of steroids has the 
potential to disturb the body’s hormonal 
balance, which in turn can lead to a number 
of side effects, most of which are mild and 
reversible.18 These include severe acne, baldness, 
high blood cholesterol level, high blood pressure, 
fl uid retention, trembling and muscle tremors, 
increased facial hair, paranoia, mood swings 
and “roid rage” characterised by outbursts 
of aggression.19 In extreme cases the use of 
steroids can lead to problems associated with 
the liver, heart and kidneys and some people 
allege that it can even lead to liver disease and 
liver cancer .20

In men, side effects can also include smaller 
testes, reduced sperm count, impotence, 
gynaecomastia (breast development) and 
prostate complications.21 In women side effects 
can include shrinkage of the breasts, loss of 
menstrual cycle (amenorrhea), facial and body 
hair, deepening of the voice and enlargement of 
the clitoris.22 

does my bum look 
bigger in this?

All article references for this edition of the Anex Bulletin can be 
found online at www.anex.org.au/publications_bulletin.htm

77



The illicit use of pharmaceuticals has been 
a neglected issue. This is largely because 
most people do not view their use as a drug 
problem warranting attention.1 However, 
according the 2007 National Drug Household 
Survey, 3.6 per cent of Australians aged 14 
years and over had used pharmaceutical drugs 
for non-medical purposes in the previous 12 
months. Pharmaceutical drugs are readily 
available and cheaper to obtain. In addition, 
most people consider pharmaceuticals to be 
safer than illicit drugs because of their known 
strength and quality.3 Data from the 2007 
Illicit Drug Reporting System shows one in six 
injecting drug users has used pharmaceuticals 
in an illicit manner. 

There are a number of reasons why people 
misuse pharmaceutical drugs. They may have 
become dependent on them, usually as a result 
of treatment, or they may be self-medicating. 
Pharmaceutical drugs are often used as a 
substitute when the preferred drug of choice 
is unavailable or in short supply. For example, 
the heroin drought in Australia during 2000 
was characterised by an increase in the use of 
benzodiazepines and diverted pharmaceutical 
opioids. Pharmaceuticals may be taken in 
combination with other illicit drugs in order to 
enhance the effect of the illicit drug. Heroin 
is often taken with benzodiazepines in order 
to increase its sedative effect. Other reasons 
for the misuse of pharmaceuticals include 

performance enhancement 
as well as alleviating 
withdrawal symptoms 
from a primary drug.5 

In Australia, the most 
commonly misused classes 
of pharmaceuticals in people 
who are use drug treatment 
services are opioids (such 
as codeine, morphine and 
oxycodone), benzodiazepines 
(Valium™, Xanax™), including 
benzodiazepine-like drugs such 
as zopiclone, and pharmaceutical stimulants 
(such as dexamphetamine and methylphenidate 
used to treat attention defi cit hyperactive 
disorder, and phenteremine, an appetite 
suppressant).

According to the Royal Australian College 
of Physicians, there has been a reported 
increase in the injection of pharmaceutical 
opioids in Australia in recent years.7 The use of 
pharmaceutical opioids is usually associated 
with substitution, where illicit opioids are 
diffi cult to obtain or there is limited access to 
opioid substitution therapy. Dr Alex Wodak, in an 
interview with ABC’s Lateline, reported that the 
Northern Territory and Tasmania experienced 
high levels of injection of pharmaceutical 
opioids, due to the limited availability of illicit 
opioids8 and opioid substitution therapy (or 
pharmacotherapy) programs.

Staff member of the Medically Supervised 
Injecting Centre (MSIC) in Sydney, Collette, has 
reported that there was more pharmaceutical 
opioid injection in late 2005 because soluble 
white heroin became less available. 

“The MSIC has been monitoring trends in 
poly-drug use since 2005 and presented at the 
APSAD conference in 2007 on various trends,” 
Collette said. There had been an “increasing 
trend of pharmaceutical drug use” with “well 
over 50 per cent of people (accessing the MSIC) 
injecting benzodiazepines”. 

 As one of the most frequently prescribed drugs 
in Australia, benzodiazepines are especially 
easy to access. According to the National 
Centre for Education and Training for Addiction, 
benzodiazepine prescriptions account for four 
per cent of GPs prescriptions. Benzodiazepines 
are generally used as a substitute when the drug 
of choice is unavailable, to enhance the effects 
of the primary drug or to alleviate withdrawal 

Elimination of drugs, including alcohol, is dependent on the 
dose (large doses last longer) and the liver’s ability to break 
down or detoxify the drug/s. The half life of a drug is defi ned 
as “‘the amount of time it takes for the body to eliminate 
half of the initial dose”.1 The half life of a drug determines 
its duration of action in the body after administration 
and how frequently the drug should be administered.2 

HALF LIFE IS WORSE THAN NONE

It is important to understand how half life 
relates to poly-drug use, particularly overdose. 
As discussed earlier, the most commonly 
combined drugs are opioids and benzodiazepines 
which are central nervous system depressants. 
In addition, alcohol use is commonly present. 
Benzodiazepines such as Valium™ and Xanax™ 
have a long half life (20-40 hours and six-20 
hours, respectively)3. This means they will 
continue to have an effect, possibly for days 
after ingestion. They may also compound 
the effects of any drugs subsequently taken. 
Methadone also has a long half life (13-55 
hours).4 Alcohol has a half life of 8-24 hours.5 
A combination of these drugs will greatly 
increase the risk of overdose through respiratory 
depression.6 

 The concept of half life is not well understood 
among the wider community and some 
injecting drug users.7 More needs to be done to 

symptoms from a primary drug.9 According to 
Darke, Topp and Ross (2002), benzodiazepine 
injectors are more likely to be poly-drug users, 
share needles and experience overdose.10

Most illicit users of pharmaceuticals tend to 
use alcohol. Combining alcohol with other 
depressant drugs such as benzodiazepines and 
opioids results in greater respiratory depression. 
The use of alcohol and stimulants may reduce 
the perceived effects of alcohol, which may lead 
to increased alcohol intake.12 

Codeine found in over-the counter analgesics is 
combined with anti-infl ammatory drugs such 
as ibuprofen. Prolonged or excessive intake 
of these analgesics will result in changes in 
potassium levels in the blood which can lead to 
heart irregularities, as well as gastric ulcers and 
bleeding.13

There are adverse effects associated with 
injecting formulations that are intended for oral 
use. These include abscesses, respiratory fi brosis, 
damaged veins and loss of limbs. There is also 
an increased risk of exposure to blood-borne 
viruses such as hepatitis C from injecting.14

Drug Class Half Life

Opioids

Codeine 2-4 hrs

Morphine 2-3 hrs

Heroin 3 min-3 hrs

Oxycodone 1-2 hrs

Methadone 13-55 hrs

Buprenorphine 24-37 hrs*

Psychostimulants

Amphetamine 4-8 hrs

Methamphetamine 4-8 hrs

Ephedrine 3-11 hrs

Pseudoephedrine 5-8 hrs

Phenteremine 19-24 hrs

MDMA 4-8 hrs

Dexamphetamine 7 hrs ^^

Methylphenidate 2-3.5 hrs ^^

Benzodiazepines

Diazepam 20-100 hrs

Alprazolam 6-20 hrs

Temazepam 3-38 hrs

Nitrazepam 18-38 hrs

Clonazepam 18-45 hrs

Flunitrazepam 10-70 hrs

Other

Alcohol 8-24 hrs

LSD 2-4 hrs

Cannabinoids 20-36 hrs

Ketamine 2-4 hrs

TROUBLE IN THE
CUPBOARD

Source: Dorevitch Pathology P/L. 582 Heidelberg Rd, Fairfi eld Vic.
*  National clinical guidelines and procedures for the use of 

buprenorphine in the treatment of opioid dependence http://
www.health.gov.au/internet/drugstrategy/publishing.nsf/
Content/buprenorphine-guide

^^  Repatriation General Hospital E-bulletin http://www.
auspharmlist.net.au/ebulletin/vol09/eb9-12.pdf

up-skill people in this area, given the growing 
trend of poly-drug use. It is important for 
injecting drug users to be aware that drugs 
with a long half life will continue to have an 
effect long after they have been taken, even if 
the physical effects of the drug are no longer 
being felt. It is also good practice to encourage 
consumers to ask their GPs about the half life of 
any prescribed medication.8 

The table below provides a summary of the half 
life of some of the more commonly used drugs 
that can be used alongside other drugs. 

AMPHETAMINES AND ELIMINATION

The elimination of amphetamines from the 
body is variable and dependent on urinary pH. 
People’s whose urine tests as acidic (pH 5.5-
6.0) will eliminate amphetamines at a faster 
rate, ie. with approximately 60 per cent of the 
drug excreted unchanged within 48 hours. A 

person with more alkaline urine (pH 7.5-8.0), 
will take far longer for the amphetamines to be 
eliminated.9 

Anex training offi cer, Nicola Cowling, recently 
provided amphetamine-type stimulant 
training across Australia. Nicola received 
anecdotal reports of partygoers taking sodium 
bicarbonate with amphetamines in order 
to prolong the effects. Sodium bicarbonate 
is a urinary alkaliniser that inhibits the 
elimination of amphetamines.10 Conversely, 
there have been anecdotal reports of miners 
from WA taking vitamin C (ascorbic acid) 
with amphetamines in order to speed up 
their elimination. Both sodium bicarbonate 
and vitamin C are dangerous in high doses. 

Ideally, non-prescribed amphetamine-type 
stimulants would not be ingested. Given 
that they are, it is important to note that the 
corollary intake of other substances can affect 
people’s metabolism. Drug users should be 
aware of the possible interactions between 
drugs and interactions between drugs and other 
seemingly harmless substances. 

All article references for this edition of the Anex Bulletin can be 
found online at www.anex.org.au/publications_bulletin.htm
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