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MA use and Mental Health

Overview

• Epidemiology

• Depression, anxiety and suicide

• ADHD

• Approaches to care
- harm reduction
- treatment and support













People diagnosed or treated for mental illness(a), by illicit drug use status, 
people aged 18 or older, 2013 and 2016 (%)

(2016 NDSHS; AIHW)



Depression, 
Anxiety, 
and Suicidality







Summary of results
• Any use of amphetamines was associated with higher odds of 

depression (OR 1.6, 95%CI 1.1-2.2; AOR 1.3, 95%CI 1.2-1.4)

and suicidality (OR 4.4, 95%CI 2.4-8.2; AOR 1.7, 95%CI 1.0-2.9)

• Amphetamine use disorder was associated with higher odds of 
suicidality (OR 2.3, 95% CI 1.8-2.9; AOR 1.5, 95%CI 1.3-1.8)

• Not enough studies for anxiety outcomes 
- no data for ‘any use’ and anxiety; only three studies with data on 
‘use disorder’ and anxiety- which showed no significant association 



Summary of results



Any use / Mental Health



Use Disorder/ Mental Health



• In people using MA

• 18.2% of all Australian MA-related deaths (2009-15)

• 77% male

• ¼ prev attempts; 12.3% history of psychosis

Suicide



• Rapid increase in number of MA-related deaths –
4x in past 7 years

• Most commonly toxicity (accidental)
• Suicide & accidents comprised >1/2 deaths 
• Coronary disease, stroke, kidney and liver disease 

also contribute

Mortality & morbidity

Darke et al Addiction 2017
Duflou Addiction 2020





Depression and Anxiety

Data from the VMAX Study

Results

• More than half (60%) had moderate to severe
anxiety and/or depression

• 725 participants, smoking methamphetamine, 
metro + regional Victoria 

• Baseline interview in a cohort study
- questionnaires: PHQ-9 and GAD-7

VMAX study: Quinn et al, 2020



Results (Duncan et al 2022)



Results (Duncan et al 2022)

Anxiety and depression

• Were any other factors correlated with anxiety and/or depression?
o Self-reported poor health, methamphetamine dependence, and employment status

• Any gender differences?
o Females more likely to have higher odds of moderate-severe anxiety compared to males

o No difference for moderate-severe depression 



(McKetin et al., MJA, 2011)

88% met 
criteria for 
depression



(McKetin et al., MJA, 2011)



Depression and anxiety 

Take home messages

• Commonly co-morbid

• Predate use

• Concurrent with use

• Persist in early recovery

• How do you tell the difference? Can you? 
Does it matter?



“Soon, we’ll 
all be brilliant”

Soon We’ll All Be 
Brilliant

MA use and ADHD

but first, some context



MA use and cognition



MA use and cognition

Cognition is affected, is impaired during withdrawal, and gradually improves

• Some types of thinking and memory, decision-making functions are impaired in people 
who use MA regularly – executive function, verbal learning and memory, reward 
processing/ imulsivity, social cognition

is it the MA use specifically? Could it be current comorbidities, or premorbid conditions, 
including disadvantage, education, trauma etc.? 

• Regardless- these problems are often present at treatment entry

• And in early (e.g. 6 weeks) recovery, some functions remain impaired- e.g. executive 
function, impulsivity



MA use and ADHD

• So how does this affect how we assess for, diagnose and treat ADHD?

o Stimulant treatment improves cognition in everyone
(someday… we’ll all be brilliant)

o In active use/ early recovery, MA withdrawal is associated with cognitive 
impairments- which stimulant medications may ameliorate
(whether or not there is underlying ADHD)

o Assessing ADHD after a period of (prolonged? Maybe 2 months?) abstinence 
may be helpful

o Treating ADHD requires the presence of objective and specific markers of 
improvement and benefit (especially functional outcomes, e.g. work, 
engagement in activity/ social connection) beyond improvement in cognition 
or perceived cognition alone



MA use and ADHD



Things we can all agree on

MA use and ADHD

Complex relationship

• Children with ADHD have higher odds of developing a substance use disorder later in life

o ADHD doubles the risk of SUD

o Approximately 1 in 4 people with SUD have co-occurring ADHD

• ADHD often complicates the clinical profile and treatment of substance use disorder

o ADHD associated with increased complexity and chronicity of SUD 

o Decreases SUD treatment efficacy and retention 

o Increases likelihood of criminal justice contact, reduced quality of life, suicidal behavior, 
premature mortality 



Points of controversy

MA use and ADHD

Can we reliably diagnose ADHD in the context of active SUD? (esp. MA use disorder?)

• Some say yes (Van Emmerik- Van Oortmerssen et al, 2017)

• Some say no (Foulds and Newton-Howes, 2019)

Is standard ADHD treatment as effective in the context of active SUD? 
(esp. MA use disorder?)

• May not be- may require higher doses than usual (tolerance)
Few studies, high dropouts, subjective outcomes 

Is pharmacological treatment of ADHD associated with risk in the context of active SUD?

• Risks in relation to misuse, diversion (these risks can be mitigated)

• Risks in relation to toxicity, psychosis



MA use and ADHD

Diagnosing ADHD + MA use disorder- complexities and challenges
o Symptom overlap makes this challenging, time/ resource intensive, and requires expertise

▪ All of which make this virtually impossible in current public services, and extremely hard 
to access even in private

▪ Lack of continuity of care – episodic/brief management (esp. in AOD)

▪ Lack of workforce capacity- no/few addiction psychiatrists in public sector, limited 
training/ knowledge

▪ Lack of resourcing 

o To screen or not to screen? 
▪ Identify burden- advocate for resourcing 

▪ False positives- including symptoms better explained by other comorbidities, e.g. trauma 
(Sibley et al., 2018)



Ongoing challenges

“as a result, clinicians are often reluctant to undertake diagnostic assessment 
because they are unable to provide realistic and accessible treatment 
recommendations…. This can place clinicians in a role of conflict, whereby 
they are asked to investigate the presence of a condition which they are ill-
equipped to manage effectively”
(Young, Bellgrove and Arunogiri 2021)



@JulietYoung



Treating Mental Health Comorbidity
Approach to assessment and treatment

• Depression and anxiety symptoms are really common 
(in active use, and in early recovery) 

o No good evidence for what works best

o Standard approaches are likely to be effective, esp. when 
integrated with treatment for MA use and/or harm reduction

o Individualised and holistic treatment is likely to be better than 
an antidepressant-only approach

▪ Sleep. Diet. Exercise.

▪ Social connection

▪ Peer support

▪ Trauma-informed treatment 



The importance of sleep

Treating Mental Health Comorbidity

• Circadian and ultradian rhythm dysfunction

• Phase resetting

• Light therapy

• Melatonin; agomelatine



Treating Mental Health Comorbidity

Psychological Treatment Approaches

• Some integrated treatment approaches exist for 
depression, anxiety and MA use disorder
- cognitive behavioural therapy (even brief therapy)
- acceptance and commitment therapy
- mindfulness based relapse prevention



Treating Mental Health Comorbidity
Treatment approaches

Medications trialled for MA use disorder that may have 
some effect on depression and anxiety

• Mirtazapine

• Bupropion



Harm reduction 



Treatment guidelines



Clinical Trials





Thank you for listening!

Shalini.Arunogiri@monash.edu @SArunogiri

https://www.rethinkaddiction.org.au/realstories


