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Griffin Centre Canberra, 5-8 May 2014 
 

Annie Bleeker 
Training and Facilitation 
www.anniebleeker.com 

•! Welcome, introductions, housekeeping, getting to 
know you 

 

•! Overview of alcohol and other drugs (AOD) in the ACT 
and Australia 

 

•! Drug’s and harm reduction update – alcohol, tobacco, 
cannabis 

 

•! Drug’s and harm reduction update - opiates, 
(meth)amphetamines 

 

•! Exercise: Harm Reduction cocaine, ecstasy and ‘new 
psychoactive substances (NSP)’ 

 

•! Referral, wrap up and evaluation 
 
 
 

Overview of the day 

At the end of the workshop participants will have:  
  
 

•! An overview of the extent of the AOD problems in ACT 
and Australia  

 

•! Increased understanding of the effects of alcohol, 
tobacco and other drugs 

•! Harm reduction information to provide to clients to assist 
with Brief Interventions (i.e. ASSIST) 

 

•! Have fun and learn from others 

•! Find someone you don’t know so well 
 

•! Spend five minutes getting to know each other and find out the 
following: 

 

•! Their name and what they do at work 
 
•! What are the main drugs that clients at their service are using? 

 

•! What they hope to get out of today’s training? 
 

•! Share an interesting anecdote or story about ATOD use 

•! You will be required to introduce your new friend to the group 
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•! Break up into small groups 
 

•! Work through the scenario on your own 
 

•! Rank the drug users from 1-9 depending on what 
situation is most concerning to you – think about 
why 

 

•! Compare your results with your group – could you 
agree? Try for top three 

 

•! Why, why not? 
 

•! What did you learn about your own and your 
groups values and attitudes about drug use? 

Introduction to alcohol, tobacco and other drugs 
(ATOD) in the ACT and Australia 

  
 A drug is any substance, which when taken 
into the body, affects the physical and/or 
psychological function (excluding food, 
water or oxygen)   

 
 

 World Health Organization, 1982 

What is a drug?  
 “The sufferer is tremulous and loses his 
self-command; he is subject to fits of 
agitation and depression. He has a 
haggard appearance. As with other such 
agents, a renewed dose of the poison 
gives temporary relief, but at the cost of 
future misery.” 

 Source: Cambridge Regius, Professor Clifford Allbut and WE 
Dixon, 1907 
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2010 National Drug Strategy Household Survey (NDSHS)  
Australian Institute of Health and Welfare (AIHW) 
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According to the NDSHS 2010 * 
 

•! 90% used alcohol 
 

•! 15% smoked nicotine (daily) 
 

•! 10% used cannabis 
 

•! 3% used ecstasy 
 

•! 2% methamphetamines 
 

•! 2% cocaine 
 

* Over the age of 14 
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•! 8 in 10 had even used alcohol (1 in 5 use alcohol weekly) 
 

•! 1 in 2 had ever smoked a cigarette 
 

•! 1 in 5 have ever used inhalants 
 

•! 1 in 7 have ever used cannabis 
 

•! 1 in 14 have ever used amphetamines 
 

•! 1 in 25 have tried ecstasy  
 

•! 1 in 33 have tried hallucinogens 
 

•! 1 in 50 have ever tried cocaine 
 
Cancer Council, (2009) 2008 Australian secondary school students use 
of tobacco, alcohol and over-the-counter and illicit substances, Victoria. 

Alcohol use:  
•! 86% adults report having used alcohol 
•! 5% daily drinking (below national average) 
•! 20% risky drinking (according to NH&MRC guidelines) 

Tobacco use: 
•! 11% of adults report smoking (below national average 15%) 
•! 7% female and 6% of male secondary students  

Illicit drug use: 
•! 14% of adults reported using an illicit drug in previous year 
•! 10% reported cannabis use 
•! 2.9% non medicinal use of pain killers 
•! Trends suggest psychoactive substances are stable – falling 

 

Source: McDonald, D. ACT ATOD Extent of harms (2012)  

Arrests:  
•! There were 459 arrests for drug offences  
•! 386 excluding Simple Cannabis Offence Notices: SCONs 
 
Alexander Maconochie Centre: 
•! Almost 3 out of 4 inmates reported that the crimes for which they 

were imprisoned was drug-related 
•! Almost 1 in 3 reported injecting illegal drugs while at the AMC  
•! I in 4 reported that the last time they had injected was in a prison 
 
Road Safety: 
•! ACT Policing conducted 98,245 random breath tests (RBT)  
•! In 1,448 cases the driver exceeded the prescribed limit  
•! A rate of 15 per 1,000 RBT!

Drug related harms ACT (2009/10) 
Overdose:  
•! ACT Ambulance Service attended 601 overdose incidents in the first 10 

months of 2011 
•! 42% alcohol, 22% polypharmacy , 10% heroin and 6%  benzo’s 

 
Hospital presentations: 
•! Alcohol is a major cause of deaths and hospital presentations 
•! During 1992-2001 decade alcohol caused the loss of 341 lives in the ACT 
 
Blood Borne Viruses: 
•! In 2010, injecting drug use was the source of infection in 86% of the 

newly diagnosed cases of HCV infection in Australia  
•! In 2010 there were 223 diagnoses of HCV infection in the ACT (higher 

than the national rate)  
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•! Compiles Illicit drug data from a variety of sources, including law 
enforcement, health, organisations and academia 

 

•! Total of 101,749 national illicit drug arrests (highest recorded) 
 

•! Almost 20 tonnes of illicit drugs ceased (2nd highest) 
 

•! 86,918 national illicit drug seizures (highest on record) 
 

•! Number, weight and seizures of MDMA, ATS, cannabis, heroin and 
steroids increased (highest on record) 

 

•! Weight of cocaine seized halved, but detections doubled 
 

•! ATS and cannabis arrests increased 
 

•! Number and weight of heroin and other opiates decreased (lowest 
since 2007/8) 

 

 
Source: Australian Crime Commission 2014 

•! 3.1 per cent of illicit drug arrests were related to cocaine 
- highest reported by any state/territory 2012/13 

 

•! Cannabis accounts for over 90 per cent of the weight of 
illicit drugs seized in the ACT, along with South Australia 
and Tasmania 

 

•! The ACT reported the greatest percentage increase in 
the number of cannabis seizure 

 

•! The ACT has the highest annual median purity of 
amphetamine (71.2%) and of phenethylamine (82.7%) 

 

•! The number of ATS arrests has decreased in the ACT 
and in Tasmania 

 
 

•! Which drugs kill the most Australians? 

•! Who dies from what drug and when?  

 
•! Tobacco killed   19,000 (81%) 

 
•! Alcohol killed     3, 271 (14%) 

 
•! Illicit drugs killed    1,023 (5%) 

       (predominantly heroin) 
 
Source: Miller and Draper, (2001) Drug Use in Australia 2000,  AIHW, Canberra.  
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How are drugs used? 

 The onset of effect differs according to the route of 
administration – each presenting different harms 

 
•! smoking 
•! injecting  
•! snorting 
•! shelving/shafting 
•! swallowing  
 
  

 

Drug policy in Australia 
 

Can anyone tell me what the current 
policy on drug use is in Australia? 

Policy 
 The broad policy approach in Australia is 
described in the National Drug Strategy 

 

 The policy is one of ‘harm minimisation’ 
   

 This means that we use a combination of 
strategies to prevent and minimise ATOD-
related problems by reducing: 

 

•!  Supply 
•!  Demand 
•!  Harm 

The aim of National Drug Strategy 2010-2015 is to: 
 

 “ build safe and healthy communities by 
 minimising alcohol, tobacco and other drug-
 related health, social and economic harms 
 among individuals, families and communities.” 

 
 
 
http://www.nationaldrugstrategy.gov.au/internet/drugstrategy/publishing.nsf/Content/nds2015 
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•! The ACT Alcohol, Tobacco and Other Drug 
Strategy 2010-2014 outlines a series of actions 
aimed at reducing the harms associated with 
the use of alcohol, tobacco and other drugs in 
the ACT community 

 
•! Largely builds on the three pillars harm 

minimisation approach identified in the National 
Drug Strategy 

•! Many people may not be willing or able to stop their 
drug use immediately (or even in the short/long term) 

 
•! However there are ways that they can reduce some of 

the harms from their drug use  
 

•! i.e. use a joint rather than a bong, smoke heroin rather than hit 
it up, don’t combine two depressant drugs, less = more, etc.  

 

•! As clinicians/workers in the ATOD field it is important to 
be informed about drug effects/harms so that you can 
pass on harm reduction information to your clients 

•! ‘Taste’ a small amount of the drug first 
•! Less (drugs) = More (fun) 
•! Where possible, avoid injecting 
•! If injecting - use your own clean fit and never share 

injecting equipment 
•! To reduce chance of overdose avoid mixing drugs 

especially two depressant drugs 
•! Be aware that amphetamine type stimulants (ATS 

and energy drinks) mask the sedative effects of 
alcohol (i.e. likely to drink more) 

•! Give your body/brain a chance to recover – eat well, rest, 
etc. 

•! Give yourself a break if you notice you need to use more of 
a drug to get the same effect (developing tolerance) 

•! Make sure someone is with you and can assist if things go 
wrong 

•! Seek medical assistance if at all concerned for your own or 
someone else's welfare – 000 (the ambulance is not the 
police) 

•! Try to avoid using ATOD when you are pregnant and breast 
feeding 

•! Don’t drink/drug drive 
•! Any others? 
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STIMULANTS 

DEPRESSANTS 

HALLUCINOGENS 
(HALLUCINOGENS) 

Psychoactive mainly fall into these categories  Stimulants 
!! Increase the activity of the central nervous 

system (CNS) 

!! Blood pumps faster, increases heart rate and 
breathing, etc 

!! Speeds up mental processes, making people 
alert and energetic 

!! Caffeine, nicotine, amphetamine type 
stimulants, cocaine, Ritalin, dexamphetamine, 
etc. 
Levinthal, (2002) 

HALLUCINOGEN 

•! Can significantly alter and distort our 
perceptions, moods, thoughts and surroundings  

 

•! They can make people see or hear things 
differently (or that aren’t really there)  

 

•! Lysergic Acid Diethylamine (LSD), magic 
mushrooms, mescaline, peyote buttons, etc. 

Levinthal, (2002) 

Depressants 

•! Slows down the activity of the CNS (breathing, 
heart rate) 

 

•! Makes people more relaxed and less conscious 
of their surroundings 

 

•! Alcohol, Valium, Rohypnol, Serapax, 
Temazapan, codeine, Panadeine, heroin, 
opium, morphine, gamma-hydroxy-butrate 
(GHB), petrol, inhalants, etc. 
Levinthal, (2002) 
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Other classifications!. 

•! Cannabinoids (hash, cannabis) are a unique 
class of chemicals that bind to specific 
receptors in the brain 

•! Entactogens (MDMA, MDA, ecstasy, etc.) 
are unique in that they are ‘modified’ 
stimulants that also have hallucinogenic 
properties 

 
     Levinthal, (2002) 

Poly drug use 
•! Using two or more drugs at one time 
 

•! Increases chance of things going wrong  (i.e. overdose)  
 

•! Places a lot of strain on the central nervous system  
 

•! Most dangerous combinations are two depressant drugs 
(i.e. combining heroin and/or alcohol/benzodiazepines, 
alcohol/GHB, etc.)  

 

•! What happens if you combine a stimulant and a 
depressant drug together? What about two stimulant 
drugs? 

Levinthal, (2002) 

Tobacco 1 in 3 

Heroin 1 in 4-5 

 Cocaine 1 in 6 

Stimulants other 
than cocaine, 1 in 9 Cannabis 

1 in 10 

Anxiolytic, 
sedative, & 
hypnotic 
drugs 1 in 11 

Analgesic 
Drugs  
1 in 11 

Psychedelic 
drugs 1 in 20 

Inhalant 
drugs 1 in 20 

Estimated 
fraction 
of drug users 
who have 
become 
drug 
dependent 

Crack 1 in 5 (??) 

Alcohol  
1 in 7-8 
 

(Adapted from Anthony et al., 1994; Chen & Anthony, 2004) 
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Nutt, D. et al (2007) published a 
rational scale of 20 potential 
drugs of misuse  
 
The scale measured the drugs 
relative physical harm and its 
propensity for developing 
dependence 
 
Source: The Lancet 369 (9566) 1047-1053 

Would you agree with the measures used in this chart? Is it useful?  
What about legal harms? 

“The chief reason for drinking is the desire to behave in a certain way, 
and to be able to blame it on alcohol. ”  

 
Mignon McLaughlin, The Neurotic's Notebook, 1960 

ALCOHOL 
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•!  What type of drinkers are Australian’s? 

•!  Have we always drunk like this? 

•!  Is the alcohol ‘problem’ getting worse? 

&%'

•! Total consumption of pure alcohol per capita has fluctuated 
in Australia over the past 50 years  

•! In the early 1960s per capita consumption increased 
steadily, peaking at 13.1 litres of pure alcohol per person in 
1974-75 

•! Consumption remained relatively steady until the mid-1980s  
•! In 1995-96 it had declined to 9.8 litres per person 
•! In the next decade consumption began to steadily increase 

reaching 10.6 litres per person in 2006-07 
•! In 2013 Australian’s consumed 9.9 litres per person 

&!'

•! In 2010 alcohol related problems were estimated to cost 
the community almost $15 billion including (AIC, 2013):  
•! health and social costs, hospital’s emergency services, premature 

deaths, policing, crime, violence, accidents, and absenteeism.   

•! Alcohol is directly responsible for 70,000 assaults and 
24,000 domestic violence cases per year 

•! Twice the cost of illicit drug use 

•! Alcohol is the major cause of death and injury for many 
Australian’s especially the young, elderly and Indigenous 

•! 8.1% of the population drink daily (about 1 in 12 people) 

•! ‘Heavy episodic’ (binge) drinking continues to be a 
problem amongst older Australian’s  

•! Rates of alcohol-related harm among Indigenous males is 
three times higher than in the general Australian population 

•! Rates were > 2 x as high for Indigenous males aged 0–29 
years and > 3 x times higher thereafter 

•! Rates for Indigenous females were 7 x higher than general 
population females and > 5 x  higher from age 15-59 years 

        Source: Calabria, Doran, Vos, Shakeshaft and Hall. (2010) 

 



!"#"$#%&'

%!'

 2010 National Household Survey 
"! 4/5 Australians > 14yrs had consumed alcohol in past 

month 

"! More than 3.7 million people > 14 yrs at risk of alcohol-
related disease or injury 

"! The number of people drinking at risky levels increased 
from 2007 – 2009 

"! Over 1 in 4 Australians drink > 4 drinks at least 1 x month 

"! Most likely to have risky drink patterns are 18-29 yr olds 

"! Males twice as likely as females to drink at risk quantities 

•! Good news – it seems that more young people are 
abstaining from alcohol # 

•! Past-week prevalence of drinking ASSAD 2002-11:  

•! 12-15 year olds fell from 29% in 2002 to 11% in 2011 
•! !6-17 year olds fell from 48% in 2002 to 33% in 2011 
 

Rates of abstaining increased from 67.6% in 2002 to 
77.2% in 2011 among 12-15 year olds  

•! This non-drinking trend was also noted when 
Livingston analysed data from adolescents 
(14-17) in the National Drug Strategy 
Household Survey’s (NDSHS) between 2001– 
2010 

•! In 2001, approximately one in three 14 to 17 
year olds were not drinking at all 

 

•! In 2010 this figure increased to one out of 
every two in 2010 

•! Parental attitudes to alcohol/parental supervision 
generally 

•! Teen attitudes to health 
•! Other potential recreational activities i.e. social media  
•! Generational shift (don’t want to do what parents do?) 
•! Some evidence that attitudes in general are shifting 

towards being more conservative/negative about alcohol 
in Australia, so this cohort might be kind of a vanguard for 
a broader shift?  
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What can alcohol do? 
Depends on: 
 

•! How much you drink 
 

•! How quickly you drink 
 

•! Your sex/race 
 

•! Your weight and body composition 
 

•! How long since you’ve eaten 
 

•! The state of your liver 
 

•! Your past experience with the drug 
 

•! Your mood at the time 
 

•! Whether you are using other drugs  

Alcohol – short term effects 

•! Relaxation 
•! Slow reactions 
•! Feeling of well being 
•! Loss of inhibitions 
•! Slurred speech 
•! Unclear judgments 

 

•! Blurry vision 
•! Aggression 
•! Loss of coordination 
•! Vomiting/hangover 
•! Overdose, coma, 

death 
 

•! Poor diet 

•! Stomach inflammations 

•! Frequent infections 

•! Memory loss 

•! Confused thinking 

•! Depression 

•! Liver damage 

•! Heart and blood disorders 

•! Brain damage 

•! Sexual impotence 

•! Death 

Long term effects 
What is a standard drink? 

 Any alcoholic drink that contains 10 grams of 
alcohol is called a standard drink 

 

•! middy of full strength beer - 285 ml 
•! nip of spirits - 30ml 
•! small glass of wine - 100ml 
•! small glass of champagne - 100ml 
•! can of mid-strength beer (3.5%) - 375ml 
•! small glass of port - 60ml 
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How does alcohol affect your driving? 
•! 0.05 BAC your risk of a road crash is doubled 
 

•! 0.1% BAC your risk is more than  7 x                
as high as zero BAC 

 

•! 0.15% BAC your crash risk is 25 x        more 
than zero BAC 

2009 Australian Alcohol Guidelines 

"! Women – 2 standard drinks a day 

"! Men – 2 standard drinks a day 

"! Binge drinking > 4 standard drinks within 2 hours! 
 

Remember it take your liver between 60-90 

minutes to detoxify alcohol from your body 

How can you sober up 
faster? 
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Call an ambulance if you see any of the following: 
 

•! Person in unconscious and can’t be awakened by 
pinching, prodding or shouting 

•! Skin is cold, clammy, pale or bluish or purplish in colour 

•! Person is breathing slowly or irregularly – more than 10 
seconds between breaths 

•! Vomiting without waking up 

What are some harm 
reduction messages you 
could give your clients  

about alcohol?  

•! One drink is often not one standard drink 
•! Try and stick within the Australian drinking guidelines 
•! Have some ‘alcohol free’ drinking days 
•! Try to avoid binge drinking – increases relative harm 
•! Start with a non-alcoholic drink  
•! Drink slowly (sips not gulps) 
•! Try low alcoholic drinks (i.e. light beer) 
•! Pace yourself - drink non-alcoholic beverages between alcoholic 

ones 
•! Stay busy, don’t just sit and drink 
•! Avoid rounds, ‘shouts’ or drinking games – buy your own  
•! Avoid salty snacks 
•! Have an escape plan 
•! Don’t drink and drive 
•! Be aware of ‘beer goggles’ – if you hook up - practice safe sex!  

 
www.alcohol.gov.au Know your Risk - New National Guidelines for Alcohol Consumption  
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“If it weren’t for the nicotine in tobacco smoke people would be little 

more inclined to smoke as they are to blow bubbles.”  
  

MH Russell, tobacco researcher, 1974 

 

•! In the 1950s, approximately 74% of Australian 
men were smokers  

•! By 1980, this figure had dropped to 40% and by 
1989 it had dropped to 30% 

•! In 2007, 19.4% of Australian population smoked 
•! Smokers who start smoking when young are less 

likely to quit than those who begin when older  
•! Each year more than 18,000 Australians die 

prematurely because of smoking - that's 50 a day 

•! Nicotine is the addictive drug in tobacco smoke that 
causes smokers to continue to smoke 

•! Addicted smokers need enough nicotine over a day to 
‘feel normal’ – to satisfy cravings or control their mood 

•! Along with nicotine, smokers also inhale about 4,000 
other chemicals in cigarette smoke (tar, carbon 
monoxide, Hydrogen cyanide, etc)   

•! There are over 60 known cancer-causing chemicals in 
tobacco smoke 

•! Smoking harms nearly every organ in the body, causing 
many diseases and reducing health in general  

The health effects relating to cigarette smoking have been well 
researched and documented:  
 

•! Heart attack 
•! Stroke 
•! Cancer 
•! Emphysema 
•! Bronchitis 
•! Asthma 
•! Ulcers 
•! Premature ageing 
•! Impotence 
•! Premature births and miscarriage 
•! It claims the lives of 15,500 Australians every year 

 

 
http://www.cancer.org.au/cancer-control-policy/position-statements/smoking-and-tobacco-
control/ 
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•! Nicotine dependence and withdrawal can develop with 
all forms of tobacco 

 

•! Cessation produces well-defined withdrawal syndrome  
 

•! Use nicotine to relieve or avoid withdrawal symptoms 
on waking or after situation where use restricted 

 

•! Continued use despite knowledge of medical problems 
related to smoking 

 

   
 

 Source: American Psychiatric Association, (1994) Diagnostic & Statistical Manual of 
Mental Disorders (DSM-IV), Arlington, VA.  

•! Ask about tobacco use 
 

•! Advise to stop smoking 
 

•! Assess willingness to quit 
 

•! Assist with quit plan 
 

•! Arrange follow up 
 
 
 
Source: Clinical Practice Guidelines (2000) Treating Tobacco Use and Dependence, U.S. 
Department of Health and Human Services , Public Health Service. USA.  

•! Clear, personalised, clinically-linked advice about quitting 
smoking from a health professional increases abstinence 
rates 

 
•! “When you stop smoking, your diabetes/cardiac/

respiratory symptoms will improve” 
 

•! “The best thing for your health would be to quit smoking” 
 

•! Assess willingness to quit  
 

•! “Are you interested in quitting?” “Would you be interested 
in a ‘cut down then stop’ approach?” 

 
•! Assess level of dependence 

•! Fagestrom Test for Nicotine Dependence 
•! Shortened Fagestrom 
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•! Traditionally harm reduction was not accepted for tobacco 
smoking – abstinence focus  

•! Not a lot of research on HR in tobacco cessation but we know the 
more cigarettes you smoke in your lifetime the greater the risk of 
lung cancer.  Therefore if you can reduce the number it makes 
sense that the risk may reduce – by how much we don’t know 

•! Use a patch or other nicotine replacement therapy (NRT) i.e. gum, 
inhaler, lozenges, to cut down without compensating (drawing 
back harder on the fewer cigarettes a person smokes)  

•! NRT is safe for pregnant women 

•! There are other benefits to working on cutting down - it can build a 
person’s confidence that they may be able to quit and can 
motivate them to have a go  

 

 

•! Smoke outside (including not in the car with small children – 
its against the law in the ACT) 

 

•! Avoid mixing alcohol and tobacco (increased cancer risk)  
 

When quitting:  
 

•! Prepare and have a plan 
 

•! Be aware of high risk situations and triggers 
 

•! Reduce (avoid) your use of alcohol and caffeine 
 

•! Use the 4 D’s 
 

•! Reward yourself 
 

•! Drink water – go get a drink before anything 
else 

 

•! Do something else – have a goodie bag handy 
of other things to do 

 

•! Delay – set a time limit before you decide to 
smoke 

 

•! Deep breathing – take at least 10 deep breaths  

Tobacco, Community Health Education Resource (2009) 

•! Put patch on before going to bed so that the 
nicotine level in the blood is high on waking 
especially if the client normally reaches for 
cigarette on waking 

 
•! May need to put on another  
•! patch in the morning 
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“ When I was in England, I experimented with marijuana a time or two, 
and I didn’t like it, and I didn’t inhale, and I never tried again.”   

 

Bill Clinton 
 

"When I was a kid I inhaled frequently. That was the point.” 
 

Barack Obama 

!! Cannabis is the most popular illicit drug in the 
world (World Drug Report, UNODC, 2012) 

 

!! Cannabis is the most commonly used illicit drug in 
Australia approximately: 

 
 

!! 1 in 3 have ever used it 
!! 1 in 10 have used it in the last year (recent use) 
!! 1 in 15 in the last month 
!! 1 in 22 in the last week 

 

•! Cannabis contains more than 500 
compounds, 70 of which provide the 
psychoactive effect (cannabinoids) 

•! THC (!-9 tetrahydrocannabinol) has 
the strongest psychoactive effect 

•! THC content is commonly used as a 
measure of potency but other 
cannabinoids may also have an effect 

Cannabis potency is determined by:  

•! Plant variety (i.e. Genetics) 

•! Part of the plant used (heads verses leaf) 

•! Make up of cannabiniods – CBD, CBN, etc. 

•! Storage 

•! Hydroponically grown plants can maximise 
the THC 
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Short-term effects include: 

•! Feeling of well-being   
•! Lack of co-ordination/concentration 
•! Bloodshot eyes    
•! Loss of inhibitions 
•! Anxiety & paranoia   
•! Sleepiness 
•! Increased appetite and dryness of  
   the mouth and throat 

 The earlier a person starts using cannabis, and the more 
heavily they use it, the more likely they will continue to use it 
and develop problems with it 

 Long-term effects include: 
 
•! Increased risk of respiratory diseases 

 including cancer 
•! Dependence 
•! Decreased memory and learning  

 abilities 
•! Decreased motivation 
 

 
Cannabis dependence risk: 
 

•! 1/10 people who try cannabis become dependent 
•! The risk increases the more often cannabis is smoked 
•! Early initiation is linked with to heavy use and 

dependence 
 

Withdrawal symptoms generally last 1-14 days and 
typically include mood changes, sleep disturbances, 
appetite change, anxiety and agitation or restlessness 

•! Cannabis is commonly used with alcohol and tobacco 

•! Tobacco is often added to combine effects, help 
cannabis ‘burn better’ and make the cannabis ‘go further’ 

•! A reduction in cannabis often means a reduction in 
tobacco (the withdrawal is similar)  

•! Both dependencies may need to be treated concurrently 
 

•! Many people become dependent on the tobacco! 
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!! Cannabis smoke contains three x more tar and 
five times more carbon monoxide than standard 
cigarette (one bong/joint equal to three-five 
cigarettes in lung damage) 

!! Cannabis smokers tend to inhale deeper and hold 
the smoke up to four times longer in their lungs 

!! Cannabis has a higher combustion temperature 
and burns hotter on the throat and mouth 

Bleeker AM and Malcolm, A. (2001) Mulling it Over, MDECC, Sydney. 

•! Many people use bongs (or bucket bongs) because:  

•!  its a more economical way to use cannabis 
•!  its a bigger ‘hit’  
•!  believe its a smoother inhalation  

•!  Research shows that smoking bongs does 
•! not reduce exposure to tar, carbon monoxide or deeper 

inhalation 
•! Using a plastic bong with hose, aluminium foil, etc. 

means that people also inhale all the by-products and 
petro chemicals in the plastic 

 

•! If you must use a bong, use a glass or ceramic one 
 

       NCPIC, (2011) Clearing the Smoke Educators Kit 

•! Cannabis use may not be directly associated with the more 
prevalent mental health problems - an indirect association is 
possible – but there needs to be more research to be certain 

•! A younger age of initiation to cannabis use may increase the 
risks of mental-health problems substantially 

•! Cannabis may precipitate schizophrenia in vulnerable 
individuals and continued use worsens prognosis 

•! Chronic heavy cannabis use can lead to psychotic symptoms in 
vulnerable individuals, but symptoms usually recede after 
stopping 

Different ways of using 
cannabis 
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Best way through smoking 
just need filter 

Worst way  

The most harmful way to smoke cannabis 

Better for airways, but harder to gauge the dose 

A safer way to inhale cannabis 
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If you smoke cannabis:  
 

•! Try to avoid using bongs or bucket bongs  
•! Don’t mix tobacco with your cannabis (use a herbal mix) 
•! Don’t hold the smoke in your lungs for a long time – within 

one – two seconds you receive 95% of the THC 
•! A joint with a ‘tip’ (long cardboard filter) or a pipe is better 

than a bong 
•! Don’t use cannabis if you have a genetic predisposition or 

suffer from a mental illness 
•! Give yourself a break if you are becoming tolerant to the 

effects 
•! If a daily smoker try and delay your first bong or joint of the 

day as long as possible 

Bleeker & Malcolm, (2001) Mulling it Over: Health information for people that use cannabis 

•! The ACT introduced a civil penalty system for the 
possession of ‘small amounts’ of cannabis in 1993 

 

•! If someone is caught with up to two non-hydroponic 
cannabis plants, or up to 25 grams of marijuana 
(cannabis plant material), they receive a $100 fine with 
60 days to expiate (pay the fine) instead of a criminal 
charge 

 

•! Instead of paying the fine, the person may choose to 
attend a drug assessment and treatment program 

 
NPCIC Cannabis and the law Fact Sheet http://ncpic.org.au/ncpic/publications/
factsheets/article/cannabis-and-the-law 
 

•! You can be charged for even possessing small amounts 
of drugs in the ACT 

 

•! New trafficking thresholds for illicit drugs (April 2014):  
     (* based on mixed grams) 

 

•! Heroin     5 grams (down) 
•! Methamphetamines  5 grams (down) 
•! Cocaine    6 grams (up) 
•! MDMA    10  grams (up) 
•! Cannabis    300 grams (no change) 
•! 44 NPS scheduled 

 

“Whether you sniff it smoke it eat it or shove it up your ass the result 
is the same: addiction.”  

 
William S. Burroughs 
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•! Heroin 
•! Morphine 
•! Codeine 
•! Methadone 
•! Buprenorphine 
•! Oxycodone (OxyContin) 
•! Hydrocodone (Vicodin) 
•! Fentanyl 
•! Opium 
•! Hydromorphone (Dilaudid) 

”"

Source: http://www.flickr.com/photos/superfantastic/68321333/ 

Short term (immediate) effects 

•! Feelings of well being and euphoria 
•! Relief from pain 
•! Nausea and vomiting 
•! Sleepiness and drowsiness (on the ‘nod’) 
•! Narrowing of pupils 
•! Shallow breathing 
•! Drop in blood pressure and pulse rate 
•! Unconsciousness 
•! Overdose (and death)  

Long term effects 
•! Dependence 
•! Withdrawal (craving, restlessness, stomach/leg 

cramps, vomiting, goose bumps, etc.) 
•! Constipation 
•! Menstrual irregularities 
•! Infertility in women and loss of sex drive 
•! Infection with HIV and other BBVs (IDU) 
•! Malnutrition 
•! Legal, financial and social problems  

•! Mixing drugs 
•! Most fatal overdoses (around 75%) involved a 

combination of two or more depressant drugs 
•! Change in tolerance  
•! Using alone 
•! Route of administration 
•! Strength/amount 
•! General health 

Dietze, P., Jolley, D., Fry, C., Bammer, G., 2005; Darke, S. & Zador, D. (1996)  
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•! In December 2011 the ACT became the first jurisdiction to 
trial ‘peer administered’ Naloxone  

•! Naloxone is schedule 4 opioid antagonist used to reverse 
the effects of opioid overdose 

•! Naloxone has no psychoactive effect, is not a drug of 
dependence, and therefore, is not a substance which is 
likely to be diverted or misused 

•! The purpose of expanding naloxone availability is to further 
reduce and prevent death, disability, and injury from opioid 
overdoses through provision of training and resources to 
opioid users and their friends and family members who 
could be potential overdose witnesses 

 

http://www.atoda.org.au/policy/naloxone/ 

•! Increase effectiveness of interventions in opioid 
overdose management 

 

•! Provide comprehensive overdose management 
training to potential overdose witnesses 

 

•! Provide naloxone under prescription to 
potential overdose victims 

 

•! Reduce opioid overdoses through overdose 
prevention education 

 

http://www.atoda.org.au/policy/naloxone/ 
 

“!what it gives to you today, it takes from you tomorrow.” 
 

•! ‘Ice’ or ‘crystal meth’ is a highly crystalline form of the 
drug methamphetamine 

•! Methamphetamine is also sold under the street names 
‘speed’, ‘base’, ‘paste’, ‘goey’, ‘shabu’ 

•! Man-made stimulant 
•! Produces a sense of well-being, and increases arousal 

and alertness – in small doses 

What is ‘ice’? 



!"#"$#%&'

!)'

 Differs only in terms of purity, otherwise it’s the same drug 

How is ‘ice’ different from ‘speed’ and ‘base’? 

Crystalline methamphetamine 
‘ice’ or ‘crystal meth’ 
Up to 80% purity 
Usually smoked or injected 
 
 
Damp/oily methamphetamine 
‘base’  
21% purity 
Usually swallowed 
 
 
Powder methamphetamine 
‘speed’ 
10% purity 
Usually snorted or injected 
 

How is ice used? 
Methamphetamine can be smoked, snorted, swallowed & injected 

•! Desired effects of 
ice 

•! Euphoria (high) 
•! Confidence 
•! Alertness 
•! Motivation 
•! Energy 

•! Other signs of 
intoxication 

•! Sweaty/clammy skin 
•! Dilated pupils 
•! Agitation 
•! Talkativeness 
•! Heart palpitations 
•! Anxiety 
 

What are the effects of ice? 

Stimulants like methamphetamine & ecstasy mask the effects of 
alcohol. This means that people using stimulants are more likely to 
drink at risky levels 

•! Smoking ice is much more likely to lead to problems than 
snorting or swallowing speed 

•! Smoking ice " Very efficient way to use 
methamphetamine 

     " Intense high + + +  
     " More likely to lead to dependence 

What are the effects of ice? 

•! Smoking is NOT a more ‘innocent’ way of using ice 

•! Smoking ice is highly addictive 

•! Smokers tend to use as much ice as injectors 
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•! Common complaints: 
•! Feeling irritable 
•! Feeling ‘down’ 
•! Lethargic 
•! Paranoia 

•! The more ice is used, the worse the come-down tends to be 

•! The best strategy to deal with the come-down is to rest and 
give the body and mind time to recover from using 

What are the effects of ice? 

 
•! Social issues (relationship break-downs, dealing) 
•! Aggression 
•! Teeth and gum problems (due to teeth grinding, dry mouth) 
•! Kidney problems (as methamphetamine strains the 

kidneys) 
•! Stroke and heart attack (from cardiovascular strain) 
•! Premature births and underweight babies 
•! Reduced inhibitions - may lead to sexual risk taking 
•! Harms due to injecting (thrombosis, BBV) 
•! Dependence 
•! Psychosis " Tremendous distress for some users 

   " Big strain on hospital resource   
   " Media publicity  

What are the potential harms of ice? 

•! Ice (and other forms of methamphetamine) can cause a 
brief psychotic episode 

•! Hearing or seeing things that aren’t there 
•! Feeling suspicious and feeling that others are watching 
•! Strange thoughts (feeling that others know what you are 

thinking) 
•! Repetitive behaviors (pulling things apart) 
•! Tactile hallucinations (feels like there are bugs under their 

skin) 
•! Olfactory hallucinations (smelling rotten flesh) 
•! Incoherent speech 

Psychosis usually lasts 2-3 hours (provided people stop using), but 
 can last for a few days or longer . Hospital admission might be needed 
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•! The most basic harm reduction message for users 
addresses essential human needs: eat, drink water and 
sleep 

 

•! Methamphetamine can be a powerful sexual stimulant 
for both men and women, resulting in longer-lasting, 
more frequent, and more compulsive sex than that 
observed among other drug users: 
•! think through sexual decisions and make sexual safety plans 

before getting high  
•! if you have sex – practice safe sex 
•! warn male client’s of possible drug-induced impotence with 

prolonged use 

Marlatt, et.al. (2012) Harm Reduction Pragmatic Strategies for Managing High Risk Behaviors.  
 

•! Perhaps the greatest challenge when providing services to 
methamphetamine users is overcoming distrust and 
paranoia 

•! Counsellors should help clients recognise paranoia and 
identify ways to reduce anxiety  

•! An effective counselling probe may be:  
 

•! "I don't see the people following you, so tell me when they appear 
and leave. How does it change when you are high or crashing? 
What helps you feel safer?"  

•! This approach validates clients' emotional experiences without 
necessarily "buying into" their delusions 

 

•! Face clients away from doors or windows, closing window 
curtains, dimming bright lights and avoid sitting behind 
desks 

Marlatt, et.al. (2012) Harm Reduction Pragmatic Strategies for Managing High Risk Behaviors.  

“MDMA, it was beginning to be apparent, could be all things to all people.”  
 

Alexander Shulgin, (1991) Pihkal: A Chemical Love Story  

•! 3,4-methylenedioxymethamphetamine; MDMA 
•! Usually comes in ‘pill’ form 

•! Same logo # same effect 
•! Pills which look the same can come from different 

sources and contain a different mix of drugs 
•! Classed as an hallucinogenic amphetamine 
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•! MDMA  
     " sometimes no MDMA at all 
•! Methamphetamine 
•! Ecstasy-like substances 

•! MDEA - methylenedioxyethylamphetamine 
•! MDA - methylenedioxyamphetamine 
•! PMA - paramethoxyamphetamine 

•! Ketamine 
•! Pseudoephedrine, caffeine, glucose, household chemicals 
•! Cocaine, LSD, heroin " rare 

 

Alexander Shulgin 

•! May not identify all active substances 
•! Results difficult to interpret accurately 
•! Can not determine purity/quantity  

What’s in an ecstasy pill? 

Reagent test kits 

•! Ecstasy activates chemical neurotransmitters in the brain 
 

  " Serotonin " mood, sleep, pain perception, body 
 temperature appetite, sex-drive 

•! Serotonin + + + 
 
•! Primary effects last about 4-6 hours 
 
•! Residual effects last for several days 

•! Overall sense of well-being 
•! Euphoria 
•! A closeness with others 
•! Increased energy 
•! Heightened sensations 
•! Pupil dilation 
•! Teeth grinding 
•! Sweating 
•! Increased heart rate 
•! Loss of appetite 
•! Nausea 
 

Love Parade, UK 

So what does all this actually mean for ecstasy users? 
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   Come-down " Residual effects of ecstasy 
      " Lasts for several days 
      " The more undesirable effects are  

   associated with the come-down 
 

 •! Feeling irritable 
•! ‘Down’ 
•! Lethargic 
•! Muscle aches 
•! Trouble sleeping 
•! Trouble concentrating 
•! Anxiety 
•! Paranoia 

 

!when the party’s over and the acute effects have worn off? Factors which influence the effects of ecstasy: 
 
•! Amount used 
•! Physical environment 
•! Social setting 
•! Individual expectations 
•! Being female " More susceptible to physical &   

  psychological effects than males 

 
 

 
 

•! Most ecstasy users don’t experience any serious problems 

•! When problems do occur they’re usually related to: 

•! Overheating and dehydration 
 " Drink water and stay cool 

 

•! Combining alcohol and ecstasy 
 " Avoid using alcohol and ecstasy together 

 

•! Driving and ecstasy 
  " Don’t drive if used ecstasy  
  " Roadside drug testing 

 

•! Can someone become dependent on ecstasy? 
•! Most regulate their use 
•! Ecstasy dependence can be a problem but it is not physically 

addictive 
 

•! Tolerance to ecstasy is commonly reported 
•! A person requires a larger dose of ecstasy to achieve the same 

effect which was originally experienced using smaller doses 
  " People start using more of the drug 
  " Potentially leads to greater ecstasy-related harm 

 

•! Regular ecstasy users develop tolerance over a relatively 
short time 

 "   Can lead to the misconception that drug purity is   
 generally decreasing 
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•! Severe depression  

  " cut-down or stop ecstasy use 
•! Psychosis - feelings of paranoia and hallucinations 
•!  " stop using, rest, cut-back 
•! Fetal problems 

  " Stop using ecstasy if know you are pregnant 
•! Serotonin syndrome – rare but life-threatening 

  " Avoid combining stimulants/ antidepressants  
•! Heart attack and stroke – rare but life-threatening 

  " Avoid using ecstasy if family history of these  
      conditions 

•! Long-term effects of ecstasy 
 

•! Evidence that ecstasy can permanently damage brain 
cells which produce serotonin 

•! Memory problems have been reported among heavy 
ecstasy users 

•! Evidence of long-term depression, lasting after use has 
stopped 

•! People prone to mental health problems could be 
particularly susceptible 

•! Long-term effects of ecstasy are still largely unknown 
  " More research is needed 

 

What are the potential harms of ecstasy? 

•! Anna Wood (1995)  Cerebral edema caused by water intoxication 
           " Sparked moral panic " warning against illicit drugs 

•! Annabel Catt (2007) " PMA 
•! Take a small amount (half/one pill) and check out the effect 

before swallowing the rest 
•! Minimise alcohol intake 
•! Drink water – 250mls p/h if chilling, 500mls p/h if dancing 
•! Rest/chill out regular from dancing 
•! Be aware of your body temperature – if burning up seek 

medical assistance immediately 
•! Make sure you have a ‘buddy’ to help if things go wrong 
•! Give yourself breaks between using – try for at least six – 

eight weeks to recover  
•! Avoid habitual use and development of tolerance 

 

      Unity www.unity.nl  
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Water Guidelines: 500mls per hour if dancing/active, 250mls pre hour if chatting/inactive 
“Cocaine is God's way of saying you're making too much money.” 

 
Robin Williams  

•! Forms of cocaine: 
•! Crystalline HCL-powder 
•! Free base/ crack 

•! Routes of use: 
•! Intranasal 
•! Intravenous 
•! Smoke Crack cocaine 

•! Chemical name benzoylmethyl ecgonine 
 

•! Derived from leaves of the Erythroxylum coca plant 
 

•! Known as a fast acting euphoric stimulant and topical 
aesthetic  

•! Major cocaine growing/manufacturing area in the world 
is South America – particularly Columbia, Peru and 
Bolivia 

 

•! Growing in popularity in Australia in past five years as 
trading routes being established (NSW Crime Statistics, 2010) 

 
Marlatt, et.al. (2012) Harm Reduction Pragmatic Strategies for Managing High Risk Behaviors.  
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•! Pleasurable effects include:  
•! Elevated mood, euphoria, increased confidence, talkativeness and 

increased energy 
 

•! Negative effects include:  
•! Paranoia, anxiety, aggression, higher body temperature, heart rate, 

dependence, cocaine psychosis  
 

•! Usually cocaine is snorted but can also be smoked and 
injected and topically applied  

 

•! Peak effects come on approximately  
•! 15 minutes after snorting (lasts 3-60 mins depending on dose)  
•! 3 mins after injecting (euphoria passes much quicker) 
•! 1 min after smoking – crack (effects last 5-15mins) 

 
 

Marlatt, et.al. (2012) Harm Reduction Pragmatic Strategies for Managing High Risk Behaviors.  
 

•! Resembles that of meth/amphetamines 
    

     Increases:  
 

•! heart rate, blood pressure, body temperature, and sweating and 
speed of respiration 

 

Decreases:  
 

•! sleep and appetite 
•! seizure threshold  

 

 

Cocaine is associated with seizures, strokes, and  
heart attacks in susceptible individuals 
 
Source: Marlatt, et.al. (2012) Harm Reduction Pragmatic Strategies for Managing High 
Risk Behaviors.  
 

•! The safest way to use cocaine is to mix it in a drink and 
swallow it (comes on gradually 10-20 mins and lasts longer) 

•! Snorting is the next safest way – bigger and faster hit  
       (2-3 mins) but wont last as long as swallowing 

•! The hit from cocaine through injecting is intense and fast 
and also short acting 

•! Make sure you don't hit up too much in one go – can result 
in respiratory complications, hear failure and overdose 

•! Crack cocaine is freebased (smoked) highly potent and 
addictive (go up fast, and crash hard) 

•! Regular use can lead to dependence this is more likely with 
smoking or injecting cocaine 

Marlatt, et.al. (2012) Harm Reduction Pragmatic Strategies for Managing High Risk Behaviors.  
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•! Changes in availability of other drugs 
 

•! Relatively low price for more reliable purity (compared 
to ecstasy, methamphetamine, cocaine, etc.) 

 

•! Ease of purchase – through internet, delivered to your 
door 

 

•! Purported euphoric effects 
 

•! Perception of it not being a ‘dangerous’ drug (i.e. 
‘legal’) 

 

•! Ecstasy users had a desire to experiment with 
something ‘new’ 

 
Lancaster, K. et al (2011) Curiosity killed the M-Cat: an Examination of Illicit Drugs in the Media, The Australian and 
New Zealand Criminology Conference 2010. 

•! 2-methylamino-1p-tolylpropane-1-one also known as  
    4-methylmethcathinone (4-MCC) 
 

•! Synthetic stimulant similar to amphetamine and 
cathinone 

 

•! AKA miaow miaow, M-cat, drone, meph, plant food, bath  
    salts, bubbles and ‘legal high’ 
 

•! Gained popularity in early 2009/10 
 

•! Duration of effect two – four  hours 
 
 Lancaster, K. et al (2011) 

•! 4-methylmethcathinone is a synthetic stimulant with 
empathogenic effects 

 

•! Between 2007 and 2009, it became available for 
purchase online, was used increasingly in Europe, 
Australia and New Zealand 

 

•! Associated with several deaths, and as a result, was 
controlled (banned) in some countries 

 

•! Crazy media attention especially in the UK blamed 
partly for the drugs popularity 

 
 

Lancaster, K. et al (2011) 
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•! Often compared to MDMA, MBDB, bk-MDMA (methylone), 
cocaine, methamphetamine and other euphoric stimulants 

 

•! Positive effects include:  
•! mental and physical stimulation euphoria, mood lift, feelings of empathy, 

openness increase in sociability, desire to talk with others, pleasurable 
rushing, etc.  

•! Negative effects include:  
•! changes in body temperature regulation (sweating/chills/bad in hot environment) 

•! increase in heart rate, blood pressure, 
•! strong desire to re-dose – craving to recapture initial euphoric rush (animal studies 

have found that rats love it – appears more addictive) 

•! impaired short term memory, insomnia 
•! tightened jaw muscles, grinding teeth, muscle twitching 

 
Lancaster, K. et al (2011) 

 

•! Synthetic cocaine - methylenedioxypyrovalerone 
(MDPV)  

•! Sold as Ivory Wave and Cloud-9 
•! Contains structural similarities to pyrovalerone and 

MDMA which is the active ingredient in ecstasy 
•! Users get a temporary sense of an amphetamine-like 

high by; snorting, injecting or smoking the bath salt 
•! These drugs have not been subjected scrutiny and may 

contain many harmful by-products as a result of their 
production 

 
      Shanks et al., 2012 

 

•! Synthetic cannabiniods work on the same receptors in the brain as 
cannabis  

 

•! ‘Spice’ brand first appeared in Europe in 2004  
 

•! In late 2008 THCPharm announced that the synthetic cannabinoid 
JWH-018 had been identified as one of the active components in three 
varieties of the Spice brand 

 

•! JWH-018 is a synthetic cannabinoid first synthesized in 1995 for 
experimental purposes 

 

•! It is a naphthoylindole (belonging to the aminoalkylindole family)  
 

•! Chemical structure differs substantially from THC but it produces similar 
effects in animal experiments 

 

•! Reported to be more potent than THC 
 

      Deluca et al., 2010 
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•! Typically sold in foil packages over the Internet and in 
specialised shops 

 

•! Most sachets contain one – three grams of dried ‘plant matter’ 
which is believed to have been ‘sprayed’ with synthetic 
cannabinoids 

 

•! ‘Kronic’ most well known brand here – produced in New 
Zealand  

 

•! Drug became popular in Australia is 2011 (also because it 
couldn’t be picked up in random urine tests) 

 

•! Synthetic cannabinoids made illegal in Australia in May 2012 
  

Deluca et al., 2010 

 

What we know:  
 

•! produce cannabis-like subjective effects 
 

Largely unknown:  
•! side effects, adverse reactions, long-term damage or 

dependence potential 
 
It can be assumed that different amounts or 
combinations of synthetic cannabinoids are added to 
the range of products currently available 

http://ncpic.org.au/ncpic/publications/factsheets/article/synthetic-cannabinoids 
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Launched:   February 2011 
 

Owner:   ‘Dread Pirate Roberts’ 
 

Type of site:  Illegal black market for drugs 
 

Est. revenue:  $US1.2 million p/month 
 

Currency:   Bitcoin 
 

Operates:   TOR (deep/dark web) 
 

Closed down  October 2013 

New Silk Road Selling Even More Illegal Drugs Than Old Silk Road 
Posted: 04/30/2014 3:47 pm EDT Updated: 04/30/2014 4:59 pm EDT  

•! Silk Road is back, and it's busier than before 

•! A new version of Silk Road 2.0 is offering even more illegal drugs 
than its predecessor, according Digital Citizens Alliance, a group that 
advocates against online crime 

•! The report found nearly 14,000 listings for drugs on Silk Road 2.0, 
compared to 13,000 listings found on the site when it was shut down  

 

 
Referral information 

 

Useful numbers and websites 
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•! ACT Alcohol, Tobacco and Other Drug 
Services Directory: Version 8 http://
www.atoda.org.au/directory/ 

 

•! Contact the Alcohol Tobacco and Other 
Drug Association ACT (ATODA) 

 

•! Ph: (02) 6255 4070 
 

•! Email: info@atoda.org.au 
 

•! Web: www.atoda.org.au 
 

http://directory.atoda.org.au/ 

•! www.atoda.org.au 
•! Provides information about, and for the ACT 

ATOD sector 

•! ATODA provides a range of other supports 
•! Give us a call, email or drop in to link in with 

activities or to identify resources specific to 
your needs 

"

Phone! (02) 6255 4070!

Email! info@atoda.org.au!
Visit! 350 Antill St, Watson (ACT Health 

Site)!
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Alcohol and Drug Program Information Line  
  

(02) 6207 9977 
 

http://health.act.gov.au/c/health?
a=&did=10038160 

 
 

•! National Cannabis Information and Prevention 
Centre www.ncpic.org.au Helpline: 1800 30 40 50 

 

•! Australian Drug Information Network 
www.adin.com.au 

 

•! Reach Out This website has information on the actual 
drugs, where to seek help, how to help a friend, and 
many other youth related issues:          
http://www.reachout.com.au/home.asp 

 

•! Lifeline:  http://www.lifeline.org.au/  Phone: 13 11 14  
 

•! Family Drug Support www.fds.org.au/ 1300 368 186 

 
Thanks for participating today 




