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• Addressing a lack of accessible information around 
prescription and recreational drug interactions

• Encouraging dialogue between healthcare professionals 
and patients about their drug use. 

Project Aims 
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2015 Resources
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• Keeping information relevant to trends in mental-health 
medication prescribing and drug use

• Process based around iterative consultation with reference 
group of subject matter experts 

Updating Process 
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• Cameron Francis (The Loop)

• Leigh Crouch (ADIS)

• Jeremy Hayller (Queensland Health)

• Tim Piatkowski (Griffith University)

• Paul Mbasu (Redland Hospital)

• Emma Kill (QuIVAA)

• Brooke Walters (QuIVAA)

• Tonya Fuschtei (QAIHC) 

Reference group
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2024 Resources



• Alcohol

• Nicotine

• Cannabis

• Hallucinogens

• Opioids 

• Stimulants 

Recreational drug categories 

96



• ADHD medications

• Atypical antipsychotics

• Typical antipsychotics 

• Benzodiazepines 

• Lithium 

• MAOIs (Monoamine oxidase inhibitor )

• NaSSAs (Noradrenergic and specific serotonergic antidepressant)

• SNRIs (Serotonin–norepinephrine reuptake inhibitor)

• SSRIs (Selective serotonin reuptake inhibitor)

• TCAs (Tricyclic antidepressants) 

• Mood stabilisers 

Prescription drug categories
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• We learnt that simpler language and less medical jargon was 
more effective

• We condensed two sets of resources into one suitable for both 
health practitioners and their clients 

• We altered the most common prescriptions

2024 update
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• Low risk of adverse interaction 

• Cigarettes often contain chemicals which can make some medication less 
effective. Such as:

➢ SNRIs

➢ Benzos

➢ SSRIs

➢ TCAs

➢ Typical and Atypical antipsychotics 

Nicotine interactions
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• Low risk of adverse interaction

• Cannabis is a central nervous system (CNS) depressant – combining with other 
CNS depressants has an additive effect 

Cannabis interactions
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• LSD can decrease the effectiveness of antipsychotics 

• Antipsychotics can dampen effects of LSD

• ADHD medication can increase the duration and intensity of  LSD

• MAOIs may increase the effects of psilocybin while also decreasing the effects of 
LSD

• LSD combined with other serotonergic compounds carries an increased risk of 
serotonin syndrome (serotonin toxicity)

Hallucinogen interactions
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• Alcohol is a CNS depressant – combining with other CNS depressants has an 
additive effect 

• High dose Alcohol + Benzos risks slowing breathing and heart rate 

• Heavy drinking on SNRIs risks more severe liver damage 

• Drinking certain types of alcohol while taking MAOIs can lead to increases in 
blood pressure 

Alcohol interactions
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• Combining stimulants with ADHD medication has an 
additive effect - amplifying side effects 

• Stimulants may prevent antipsychotics from working 
effectively 

• Antipsychotic may reduce the effect of the stimulant

• High doses of cocaine with benzodiazepines can cause over 
sedating and create breathing issues

Stimulant interactions
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• Dehydration from the environmental factors associated with MDMA use can be 
dangerous when combined with lithium due to risk of lithium toxicity 

• Stimulants + MAOIs, NaSSAs, SNRIs, SSRIsm and TCAs heightens risk of serotonin 
toxicity 

• MAOIs, NaSSAs, SNRIs, SSRIsm and TCAs can increase blood pressure 
(hypertensive crisis)

• SSRIs decrease the effectiveness of MDMA which can lead to riskier behaviour / 
dosing 

Stimulant interactions
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• Only Lithium is classified as ‘low risk’ – all other medication categories are 
considered ‘high risk’ 

• Opioids and antipsychotics are ‘high risk’ due to increased risk of CNS depression

• ADHD medication and opioids are ‘high risk’ due to increased overdose risk

• Benzos and Opioids are ‘high risk’ due to increased overdoes risk 

Opioid interactions 
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• MAOIs and opioids can lead to serious drops in blood pressure, heart rate, body 
temperature and breathing

• Simultaneous opioid and MAOI, NaSSA, SNRI, SSRI, and TCA use increases the 
risk of serotonin toxicity 

• These medications can also slow the breakdown of opioids in your blood – 
increasing risk of overdose 

• Mood stabilisers and opioids reduce desired effects of opioids leading to riskier 
patterns of behaviour 

Opioid interactions 

106



• Available on the QNADA website 

• QNADA – Resources – Search: Harm Reduction 

• http://qnada.org.au/research-clearing-house/ing house Archive - QNADA

Thank you 
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https://qnada.org.au/research-clearing-house/
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