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The intentional use of psychoactive substances to enhance sexual experiences is known as 
chemsex. Chemsex is one form of sexualised substance use. Chemsex is primarily, but not 
exclusively, practised by key population groups including gay, bisexual and other men who have 
sex with men (GBMSM), transgender people, people who use drugs, and sex workers.

The potential harms result from the intersecting stigma and risks relating to substance use, 
criminalisation of drug use and possession for personal use, sex work, HIV and other sexually 
transmitted infections (STIs), prolonged and higher-risk sexual practices, substance-use disorders, 
mental health conditions, and sexual- and gender-based violence. Chemsex is not always 
problematic, but some people may develop health and/or social issues with this practice.

While data on the prevalence of chemsex in South Africa (SA) are limited, HIV and STI programmes 
for key populations regularly reach people who engage in chemsex. Chemsex sessions are 
frequently posted on GBMSM social networking and dating applications. This phenomenon is 
taking place in the context of increasing psychoactive substance use and a high prevalence of HIV 
and other STIs among key populations in the country.

Locally, there is a lack of knowledge, services, and support for people who engage in chemsex. 
This exacerbates their risk of exposure to HIV and other STIs, heightens barriers to accessing 
comprehensive care, and intensifies potential harms.

This guideline provides recommendations to address the key health and psychosocial aspects 
relating to chemsex in SA. Box 1 summarises the key components of chemsex harm reduction 
services. Recommendations are aligned with international evidence and informed by the professional 
experience of the authors, and research on the values and preferences of South African GBMSM 
who engage in chemsex.1 This guideline was thoroughly reviewed by external peer reviewers.

This guideline should be viewed within the context of the Southern African HIV Clinicians 
Guidelines for Harm Reduction.2

• Provide an overview of chemsex in SA.
• Offer evidence-based clinical guidance for chemsex harm-reduction services.
• Provide a directory of useful resources and sensitised providers.

This guideline is aimed at clinicians (doctors, nurses, and clinical associates); however, 
pharmacists, psychologists, social workers, programme officers, peer outreach workers, advocates, 
and policymakers may also benefit from the guidance provided. The term ‘healthcare provider’ 
has been used throughout and refers to all providers involved in providing health services for 
people who engage in chemsex.

Note:



The authors made up the guideline development team. A 
subgroup of authors conducted a values and preferences 
research study among GBMSM engaging in chemsex in SA.1 
This guideline is based on an international chemsex 
framework,3 that was adapted based on findings from the 
values and preference research,1 a scoping review of chemsex 
and harm reduction interventions, WHO guidance, and 
input from authors who provide services to people who 
engage in chemsex. The draft guideline was circulated for 
local and international peer review, and feedback and 
recommendations were integrated to produce a final version. 
Table 1 provides definitions of key terms.

Chemsex is defined as the intentional use of psychoactive 
substances (‘chems’) to initiate, facilitate, enhance and 
prolong sexual encounters.12,13,14,15,16 Chemsex is one form of 
sexualised substance use. In chemsex, stimulant, depressant 
and/or psychedelic-type substances are used, and often in 
combination.16 Other substances, such as amyl nitrate and 
medications for erectile dysfunction, may also be used.16 
Substance use usually results in short-term euphoria, 
relaxation, increased sexual arousal, lowering of inhibitions, 

and a sense of emotional connection with sex partners.1,17,18 
Chemsex can include an exploration of various sexual 
practices such as group sex, ‘marathon’ sex (sex lasting days) 
or other forms of sexual play (e.g. fetish and kink).19,20,21

The motivation to engage in chemsex is primarily to facilitate, 
sustain, and/or intensify sexual experiences and pleasure, and 
enhance connections among sexual partners.18 Among 
GBMSM and people from the lesbian, gay, bisexual, 
transgender, queer, intersex, asexual, and other identities 
(LGBTQIA+) community, it may also be linked to a short-term 
escape from internalised homo-/transphobia, internalised/
self-stigma, low self-esteem, minority stress, intra-minority 
stress, or as part of transactional sex.1,14,15,17,22,23,24,25,26

In high-income settings, chemsex practices have been 
reported in up to a third of GBMSM.16 Available data suggest 
that chemsex among GBMSM from low- and middle-income 
countries (LMICs) in the past year ranges from 5.0% to 
28.4%.27 Chemsex among transgender women and sexual 
minorities has been identified in several LMICs, but data are 
limited.28 For example, in Brazil, 40.7% of transgender women 
(n = 280) participating in a cross-sectional survey in 2020 
reported chemsex in the past 6 months.29

The potential harms of chemsex relate to substance use (type 
of substance, dose, route of administration, and individual 
and contextual factors),30 unsafe sexual practices, increased 
exposure to HIV and other STIs, stigma, and the intersections 
between these components.21,26 The longer a chemsex session 
lasts, the higher the risk for blood-borne and sexually 
transmissible infections, psychosis and physical injury.17 
Drug interactions between substances are often difficult to 
predict and pose significant risk, including overdose, loss 
of consciousness, and death.17 The psychoactive effects of 
substances may also affect the person’s ability to give 
informed consent.

Longer term consequences of ongoing chemsex include 
mood and anxiety disorders, and substance dependence.3,31,32 
Prolonged engagement in chemsex may also lead to 
challenges in engaging in sex without the use of psychoactive 
substances.17 Stigmatisation can trigger social exclusion and 
restrict the ability of those who engage in chemsex to live 
authentically.33 These factors can negatively affect the mental 
health and wellbeing of people who engage in chemsex and 
are often barriers to accessing healthcare, psychosocial, and 
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other services.26 There is also increased risk for violence.1 
Additionally, the context in which chemsex takes place (e.g. 
in the context of sex work, at sex-on-premises venues or 
among people without stable housing), can exacerbate these 
potential harms.16 However, chemsex is not always harmful, 
nor problematic, and can contribute to social connection, 
sexual exploration, and deepened self-understanding.18,21,32

Distinguishing harmful from non-harmful substance use and 
identifying substance use disorders can enable triage and the 
provision of appropriate care. Harm reduction interventions 
should be offered to all people who engage in chemsex, 
despite moral objections (Box 2).34,35 People with harmful 
patterns of substance use or dependence should also have 
access to specialised services.35

Chemsex has emerged as a growing health concern in 
SA. Over the past 20 years, the availability and use of 
methamphetamine among adults in SA has increased 
dramatically; from < 0.5% reporting use in the past 3 months 
in 2002 to 1.5% in 2017.37

In 2012, over half (53.0%) of GBMSM and transgender women 
attending a sexual health clinic in Cape Town (n = 200) reported 
having ever had sex under the influence of substances, and 
37.0% having ever used methamphetamine. In the same 
cohort, 30.0% reported group sex and 38.5% had engaged in 
transactional sex in the past year.38 More recent surveys39,40 
among GBMSM and transgender women have identified 
frequent drug use, but did not explore chemsex practices. In 
2019, the prevalence of methamphetamine use in the past 6 
months among GBMSM in Cape Town and Johannesburg was 
estimated to range between 10.7% and 20.7%.39 In 2018/19, 
40.2% – 66.6% of transgender women in three cities were 
estimated to have used drugs in the past 12 months.40

Programmatic and qualitative data from Cape Town and 
Johannesburg show that chemsex takes place in private 
residences, guest houses and sex-on-premises venues, and is 
facilitated through online platforms (e.g. Grindr®) and word 
of mouth.1,25,26,41

Psychoactive substances commonly used in chemsex are 
listed in Table 2. Crystal methamphetamine, known locally as 
‘Tik’ or ‘Crystal’, is the most widely used substance, followed 
by crack cocaine. It is typically smoked but can also be 
injected (‘slamming’) or administered rectally (‘booty 
bumping’).1,25,26,42 The use of gamma-hydroxybutyrate 
(GHB)/gamma-butyrolactone (GBL) is reported to be more 

prevalent in affluent areas.1 Other substances commonly 
used in addition to chemsex drugs are outlined in Online 
Appendix 1, Table 2-A1.

Condomless anal intercourse (‘barebacking’), sharing of 
injecting equipment, polysubstance use, and transactional 
sex occur locally in the context of chemsex.41,43 Research into 
the values and preferences of GBMSM who engage in 
chemsex identified preferences for services that provide 
accurate and non-judgemental information, enable informed 
decision-making and increase access to confidential and 
tailored physical and mental healthcare in safe spaces.1 
Access to sterile injecting equipment, HIV pre-exposure 
prophylaxis (PrEP), STI testing and treatment, peer support, 
and post-violence care were also reported as priority needs.1

Harm-reduction interventions in the context of chemsex can 
address issues relating to substance use, sexual health and 
STIs (Figure 1). This guideline provides an approach to 
clinical consultation and then provides additional information 
for the various components of the chemsex harm-reduction 
framework.

The clinical consultation for a person who engages in 
chemsex should involve history taking, examination, 
diagnostic tests, and counselling and management plans 
that align to their unique risk profile and specific needs.1,35,51 
A risk-reduction approach should be taken, and the 
consultation should take place in a safe space and be 
conducted in a non-judgmental manner. It is important to 
always explain why an examination is being done and what 
it will entail.

Table 3 details what should be assessed during a clinical 
consultation. A more detailed history should be taken at the 
initial visit. Changes should be enquired about in subsequent 
(3–6-monthly) visits.

It is important to provide the client with an individualised 
management plan. Consider the following:

• Vaccination:
Consider hepatitis A, hepatitis B, human papilloma 
virus (HPV) and mpox vaccination.
See the National Department of Health (NDoH) viral 
hepatitis guidelines54 and NDoH mpox guidance55 for 
more detail.

• Information, Education and Communication (IEC):
Provide accurate information on substances, safer 
substance use, drug-drug and drug-medication 
interactions, safer sex and sexual reproductive health, 
and mental health.
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• Counselling:

Discuss risk-reduction (including on overdose) and 
safety management plan (including crisis support).
Provide additional information on other specific health 
condition(s) as needed.
If not living with HIV, explain post-exposure prophylaxis 
(PEP) and encourage PrEP. See the latest NDoH PEP 
guideline, Southern African HIV Clinicians Society 
(SAHCS) PEP guideline, NDoH PrEP guideline and 
SAHCS PrEP guideline for more detail.56,57,58,59 If available, 
offer long-acting injectable PrEP.
If living with HIV, explain undetectable = untransmissible 
(U = U) and support adherence.
Ask about intimate and family relationships, and self-
care.
Provide condoms and lubricants.

• Provision of doxyPEP60:

Discuss the risks of syphilis, chlamydia and gonorrhoea 
infection, and the pros and cons of doxyPEP.
Following shared decision-making, provide a 
prescription for the self-administration of doxycycline 
200 mg orally as soon as possible and within 72 h after 
having oral, vaginal or anal sex (maximum dose is 200 
mg every 24 h). Prescribe sufficient doses based on the 
client’s planned sexual activity until their next visit. 
Reassess the need for doxyPEP every 3–6 months.

• Referral:

Provide information on where to access harm reduction 
initiatives, specialised drug treatment services, mental 
health services and psychosocial support. See Online 
Appendix 1, Table 1-A1 for available resources.

People who engage in long-term, intense chemsex may 
benefit from long-term support to resolve their substance use 
issues and gain control of their sex lives. Considerations of 
interventions should take the person’s life stage into account 
(see Box 3).

Adherence support should be provided to increase the clients’ 
retention in care. It should focus on supporting persistence on 
PrEP or ART, as appropriate. Counselling should support 
people around maximising the protective effect of PrEP or of 
HIV viral suppression (including clear messaging around U = 
U), respectively. People who have experienced disruptions in 
care should be supported to re-engage in care.

Selected interventions to reduce substance-related harms are 
included in Table 4 and are detailed in the SAHCS harm 
reduction guidelines.2
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Intoxication refers to a transient condition following the 
intake of a psychoactive substance resulting in disturbances 
of behaviour, perception, cognition, affect, perception and/
or consciousness.70 Prevention involves educating clients on 
risks, risk reduction and detection of overdose and emergency 
management. Clients should be informed about potential 
bulking agents and contaminants in illicit substances, which 
could include a range of new psychoactive substances and 
other adulterants.17

A stimulant overdose is characterised by hyperthermia while 
being conscious. Management involves the use of long-acting 
benzodiazepines (e.g. a titrated dose of 5 mg – 10 mg 
diazepam orally, intravenously, or per rectum). Antipsychotic 
medication may be needed as an adjunct (e.g. haloperidol, 1 
mg – 2.5 mg orally or intramuscularly). Additional supportive 
therapy is required to manage people with chest pain, 
tachyarrhythmias or additional neurological symptoms. 
Following an episode of stimulant intoxication, clients should 
be screened for suicidality and managed accordingly.70

High doses (1.25 mL – 2 mL) of GHB71 can lead to central 
nervous system and respiratory depression, and potentially 
death. Management is supportive, with airway protection 
and mechanical ventilation if needed. Naloxone may be 
given to exclude co-ingestion of an opioid, though it is not 
effective for reversing the effects of GHB/GBL.

Chemsex does not usually involve opioids (depressants), but 
opioids may be used concomitantly and, in some cases, 
unintentionally (e.g. consuming stimulants contaminated by 
fentanyl). Management involves respiratory support and 

administration of naloxone. Additional information on the 
management of overdose is detailed in the SAHCS Harm 
Reduction guidelines.2

A come-down is the physical and psychological after-effects 
of substance use, often characterised by fatigue, mood 
swings, anxiety, low mood and physical discomfort. Clients 
who have developed tolerance for or dependence on 
substances may experience a withdrawal syndrome after a 
period of abstinence. Managing a come-down safely is 
crucial to reduce harm and support recovery. Guidance on 
come-down support is included in Online Appendix 6, 
Table 1-A1.

Management should focus on supportive and symptomatic 
treatment (e.g. anti-emetics for nausea, simple analgesics for 
pain, light sedatives for insomnia). Depressive symptoms 
may occur, and healthcare providers should be alert for and 
screen for the risk of suicide.

The come-down from GHB/GBL can involve physical and 
psychological symptoms such as fatigue, anxiety, depression, 
and in some cases, withdrawal symptoms.14,16 Withdrawal is 
characterised by anxiety, agitation, tremors, insomnia, 
sweating and an increased heart rate. In severe withdrawal 
hallucinations, confusion, seizures, and delirium may occur, 
which can be life-threatening.14 Urgent medical attention is 
required in these cases. Management involves the use of 
benzodiazepines tailored to the individual’s symptoms and 
hospitalisation may be required.72

A non-judgemental, harm reduction approach should be 
used when engaging clients around changes in drug use. 
Interventions could include motivational interviewing 
screening brief intervention and referral to treatment, cognitive 
behavioural therapy, and contingency management.13,16,73,74,75 
Additional guidance on substance use interventions are 
included in the SAHCS harm reduction guidelines.2

Sexual health interventions include encouraging safer sex, 
managing erectile dysfunction, and encouraging good dental 
and oral health.

Information on safer sexual practices with a lower risk of 
transmission (e.g. oral sex, mutual masturbation) and 
methods to reduce the risks of HIV and STI transmission 
during anal sex should be provided. Examples include:

If ejaculation in the mouth occurs, spit out the semen 
and rinse mouth with water.
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Avoid oral sex in the presence of open wounds or 
bleeding in the mouth.
Use condoms with compatible lubricant for anal intercourse.
Reduce the number of sexual partners, or those with 
whom sex is unprotected.
Avoid ejaculation in the anus by removal of penis 
before ejaculation.
Avoid engaging in sexual practices that may cause anal 
lesions (e.g. fisting).
Minimise the use of laxatives as these weaken the anal 
mucosa.
Avoid sharing of sex toys.

Avoid sharing of lubricant (write initials on bottle) and 
have individual towels or use disposable towels.
Use latex gloves with water- or silicone-based 

lubricant.

GBMSM engaging in chemsex may experience erectile 
dysfunction, either because of prolonged sex or as a drug 
side effect. It is important to exclude chronic conditions 
and medications as causes by taking a thorough medical 
history. Treatment options should be discussed, including 
the use of a phosphodiesterase-type 5 inhibitor such as 
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sildenafil. If a client is started on sildenafil, or other 
erectile dysfunction treatment medications, it is important 
to educate them about possible medication reactions that 
may cause hypotension. This includes ritonavir (maximum 
sildenafil dose 25 mg in 48 h), amyl nitrite (poppers) and 
cobicistat.

Encourage clients to maintain regular brushing and to 
take toothpaste, a toothbrush and mouthwash to chemsex 
sessions. Chewing gum can also be helpful for a dry mouth.

Services for people who engage in chemsex should aim to 
address the intersecting risks related to substance use and 
sexual behaviour (Figure 1). The context in which these 
occur is also important. Guidance on implementing 
interventions that are tailored to the context of chemsex are 
outlined below.

Sensitisation of healthcare providers should include the 
following topics:

• Sexual orientation, gender identity and gender expression
• Transactional sex and sex work
• Drug classes, effects, risks and potential interactions
• Harm reduction, treatment interventions and referral 

options.

Key competencies for healthcare providers providing chemsex-
related services include:

• Effective communication and ability to develop a trusting 
therapeutic relationship

• Knowledgeable about priority health issues relating to 
chemsex

• Appropriate history taking around sexuality, sexual 
behaviour, and drug use

• Effective counselling and engagement techniques  
(e.g. motivational interviewing)

• Use of appropriate screening and diagnostic tools
• Assessment triage and assessment of risks
• Joint decision-making and health management planning 

aligned to the client’s personal health goals.17
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Healthcare providers should be aware and acknowledge that 
a client’s ability to develop or implement harm reduction 
plans may be affected by substance dependence and/or a 
desire for chemsex. Clients should be supported to think 
through feasible plans to enable safer chemsex sessions. 
Healthcare providers should emphasise that participation in 
chemsex sessions does not mean that a person loses their right 
to choose, and control their body and sexual experiences.76

Clients should be reminded that the ability to provide consent 
can be affected by substance use. Clients should be 
encouraged to agree with their sexual partner on acceptable 
sexual behaviour prior to a chemsex session. Discussions 
around consent should also include the taking of photos or 
videos.77 It is important to remind clients that it is against the 
law to have sex with someone who is unconscious or asleep, 
which could result in sexual assault charges.76

Self-care is the ability of individuals, families and 
communities to promote and maintain their own health, 
prevent disease, and to cope with illness.78 Self-care can be 
encouraged by healthcare providers and peers, and 
services can be provided in-person or online. These may 
include:35,78,79

• Self-assessment questionnaires around wellbeing (e.g. 
Self-care-inventor80), drug use (e.g. WHO eASSIST81) and 
mental health conditions (e.g. for anxiety82)

• IEC materials to help clients to increase personal 
responsibility to reduce harms

• Self-collection of samples for STI testing, including self-
testing for HIV and syphilis83 (and hepatitis C, once 
locally available)35,84

• ‘Sign posting’ and guiding people on how to join peer 
and other support groups (see Online Appendix 1, 
Table 1-A1), and where to access nutrition, safe 
housing, mental health services and other psychosocial 
support.

Stigma surrounding chemsex is complex, intersecting with 
internalised stigma and societal views on substance use, 
sexuality and health, and occurs at multiple levels.14,16,17,73,85 
Stigma can result in mental health challenges, social exclusion, 
barriers to health and social services, and unsafe sex 
behaviours.14,16,17,73,85 Psychosocial services should be provided 
by trained and sensitised healthcare providers. Psychological 
assessment, counselling and therapy, trauma-informed care, 
post-violence care, crisis intervention, facilitated disclosure, 
and family therapy may provide benefit to clients.

Chemsex is a contemporary phenomenon and is becoming 
more common in SA. Healthcare providers should be 

sensitised to chemsex and be capacitated to provide 
supportive and evidence-based care to people who engage 
in chemsex. The use of a harm reduction approach that 
addresses risks related to substance use and sexual practices 
can reduce potential harms and support people to engage in 
safer chemsex. Online Appendix 1 includes a range of useful 
tools.
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Online Appendix 1 

Overview of Online Appendix 1: 
Table 1-A1: Useful resources around terminology, toolkits relating to chemsex, screening tools, online 

resources on chemsex and drugs and specialised healthcare providers. 
Table 2-A1: Table of other substances and medications that may be used in the context of chemsex, 

including street names, routes of administration, effects and risks. 
Table 3-A1: Guidance around good client-provider communication. With detail around steps to establish, 

develop and engage in therapeutic relationships. 
Table 4-A1: Guidance for counselling clients around planning chemsex sessions and engaging around 

preferences.  
Table 5-A1: Tips for safer online hook-ups.  
Table 6-A1: Guidance on come-down support. 



 

 

TABLE 1-A1: Useful resources. 
Terminology 

� UNAIDS terminology guidelines, 2024: UNAIDS Terminology Guidelines 
� INPUD: Language guide: https://inpud.net/words-matter-language-statement-reference-guide/ 

Toolkits and guides for healthcare workers and programmes 
� Chemsex toolkit for clinical service providers in the Asia-Pacific region (UNAIDS/UNODC/ASHM) 

2024: https://unaids-ap.org/wp-content/uploads/2024/11/chemsex-toolkit-for-clinical-service-
providers-in-the-asia-pacific-region_05112024.pdf 

� Cracks in the ice: healthcare worker guidelines: https://cracksintheice.org.au/health-
professionals/guidelines-for-health-professionals 

� Cracks in the ice: tools for students & young people: https://cracksintheice.org.au/schools/tools-for-
students 

� Technical document approach to the phenomenon of chemsex, Spanish Ministry of Health, 2020 
https://www.sanidad.gob.es/ciudadanos/enfLesiones/enfTransmisibles/sida/chemSex/docs/Aneo_reduc
cion_de_riesgos_12_06_2020_tob1.pdf 

Useful screening tools 
� Adult primary care, including screening tools for anxiety, depression, psychosis, suicidal ideation and 

alcohol and substance use assessment 
https://knowledgehub.health.gov.za/system/files/elibdownloads/2023-10/APC_2023_Clinical_tool-
EBOOK.pdf 

� Chemsex self-assessment tool (brief, UK based): https://controllingchemsex.com/interactive-tools/self-
assessment/short-version 

Online resources focused on chemsex 
� Menrus UK: https://menrus.co.uk/drugs/about-drugs/  
� 56 Dean Street clinic (United Kingdom): https://www.dean.st/chems/ 
� Pivot: Party and Play (Australia): https://pivotpoint.org.au/party-and-play/  
� Controlling chemsex: https://controllingchemsex.com/ 
� Anal health care: https://www.sfaf.org/resource-library/douchies-guide-to-butt-health/ 
� The European Chemsex Forum: https://reshapeorg.com/chemsexforum/ 
� Sidekicks.Berlin: https://sidekicks.berlin/en/about/ 

Resources around drugs, and drug-drug interactions  
� Drug Science: https://www.drugscience.org.uk/ 
� Interactions with methamphetamine (DrugBank): https://go.drugbank.com/drugs/DB01577 
� Information on common drug-medication interactions for patients (qnada): 

https://qnada.org.au/research-clearing-house/?fwp_type=harm-reduction-resource 
� Example of drug testing (Energy control): https://energycontrol-org 

Existing healthcare providers focused on GBMSM and psychosexual health 
� OUT LGBT Wellbeing: www.out.org.za 
� Anova Health Institute: https://anovahealth.co.za/, Ivan Toms – Centre For Health 
� The Aurum Institute: https://www.auruminstitute.org/  
� Southern African Sexual Health Association: https://sasha.org.za/  
 
  



 

 

TABLE 2-A1: Other substances used in the context of chemsex in South Africa. 
Substance Street names Administration  Effects, benefits & 

half-life 
Risks 

Amyl 
nitrates 

Poppers, Amyl, 
Nitrates, Rush 

Snorting � Vasodilator. 
� Can help relax 

anal sphincter 
muscle. 

� Half-life: 5 – 10 
minutes 

� Headache, 
hypotension if used 
with erectile 
disorder 
medications.  

� Avoid in people 
with glaucoma.  

Cannabis Dagga, Boom, 
Dope, Grass, 
Hash, Herb, 
Mary Jane, 
Marijuana, Pot, 
Reefer, Skunk, 
Weed. 

Smoking or oral 
ingestion 

� Depressant and 
hallucinogen. 

� Euphoria, 
sedation and 
relaxation.  

� Half-life: ± 4 
hours (initial 
half-life) and 25 
– 36 hours 
(terminal half-
life)  

� Lung irritation, 
anxiety, mood 
disorders, 
psychosis, slower 
reaction time.  

� Dependence. 
 

Erectile 
disorder 
medications  

Viagra®, 
Tidalis®, 
Cialis®, 
Caverjet®  

Oral ingestion; 
alprostadil 
(Caverjet®) is an 
intracavernosal 
injection) 

� Vasodilator. 
� Increases 

strength and 
duration of 
erection. 

� Half-life: <1 hour 
(alprostadil); 4 
hours (sildenafil), 
4 – 6 hours 
(vardenafil) 17.5 
hours (tadalafil);  

� Hypotension with 
risk for infarction 
and stroke. 

� Elevated risk if 
taken with amyl 
nitrates  

Alcohol Dop, booze Oral ingestion � Stimulant (lower 
doses) 

� Depressant 
(higher doses) 

� Half-life: 4 – 5 
hours 

� Slurred speech, 
� blurred vision,  
� loss of balance. 
� Dependence. 
� Increased 

cardiovascular risks 
when used with 
methamphetamine. 

Source: Adapted from Cassim N, Scheibe A, Slabbert M, Mjindi S, Nel D. Values and preferences study 
among men who have sex with men who engage in chemsex in South Africa. Pretoria: OUT; 2025; Chemsex Toolkit. 
For clinical service providers in the Asia-Pacific region. Bangkok: Australian Society for HIV, Viral Hepatitis and 
Sexual Health Medicine (ASHM) on behalf of the United Nations Office on Drugs and Crime (UNODC) and the Joint 
United Nations Programme on HIV/AIDS (UNAIDS); 2024; Ministry of Health; Approach to the phenomenon of 
chemsex. Risk reduction in chemsex [homepage on the Internet]. 2020 [cited 2025 Apr 25]. Available from: 
https://www.sanidad.gob.es/ciudadanos/enfLesiones/enfTransmisibles/sida/chemSex/docs/Aneo_reduccion_de_riesgo
s_12_06_2020_tob1.pdf; National Department of Health. Hospital level (adults) standard treatment guidelines (STGs) 
and essential medicines list (EML). 5th ed. Pretoria: South African National Department of Health; 2019. Patheon 
Softgels; Prescribing information for Marinol [homepage on the Internet]. 2023 [cited 2025 Apr 30]. Available from: 
https://www.accessdata.fda.gov/ drugsatfda_docs/label/2023/018651s033lbl.pdf.  



 

 

TABLE 3-A1: Providing good client-provider communication.  
Establish the 
relationship 
 

● Be sensitive and avoid stigmatising terms  
● Normalise discussions around substance use and sexual practices 

o Substance use is common  
o Many people use drugs to experience pleasure 
o Substances are often used before, during and after sex 

● Reassure confidentiality 
o I know it can be hard talking to a healthcare provider about sex and 

substance use. Our discussion is confidential.  
● Use open-ended questions  

o Would you like to discuss any aspects of your sex life with me? 
o Would you like me to know about any substances you use? 

● Demonstrate empathy, active listening, summarizing, and acknowledgement.  
Develop the 
relationship 
 

● Elicit the client’s thoughts about their alcohol and substance use  
o I know people use drugs for many reasons. I’d like to hear more about 

your experiences 
o Do you feel in control of your use of chems? 
o Has anything changed recently? 
o Has your use of chems become less manageable recently?  
o Are you worried about your chems use? 

● Ask about experiences with their substance use and any interest in change 
o What are some of the pros and cons of using chems? 
o What are some of the pros and cons of NOT using chems? 
o When thinking about these would you like to make any changes?  

● Assess social support and resources  
 

Engage the 
relationship 
 

● Display materials around substance use and harm reduction information in clinical 
spaces and waiting room 

● Assess and provide referrals  
o I want to make sure you are as safe as possible. I have some information 

for you around chemsex and harm reduction. Do you want to know more 
about any of these topics?  

● Adopt a harm reduction approach – small incremental changes towards a client’s 
goals. 

● Remind clients that their sexual health matters. 
● Engage in shared decision making to develop a care plan 
● Share information about support groups and online resources.  
● Counsel clients about harm reduction strategies 

o Encourage clients to get details about the chemsex session beforehand 
(number of people that will be there, drugs that will be used, routes of 
administration) 

o Counsel clients to think twice before meeting up if a hook-up doesn’t feel 
right 

o Encourage clients to take personal protective materials with them to 
chemsex sessions (condoms, lubricant, own substance use materials and 
drugs) 

o Encourage clients to pace themselves and take breaks. Inform clients that 
some drugs are odourless and tasteless and have been used to spike drinks 
and lubricant. 



 

 

o Encourage clients to use their own drugs, and if needed only accept drugs 
from people they know.  Clients should know what and how much they are 
taking. 

o Encourage clients to plan to take a day off before resuming work after a 
chemsex session 

o Inform clients about the risk of compulsive use of apps and have strategies 
to reduce these risks.  

● Discuss client’s safety plans 
o Encourage clients to take a charged phone with them 
o Ensure emergency numbers are programmed  
o Think about the amount of money that they will take with them 
o Encourage clients to inform a friend about the location of planned chemsex 

sessions 
● Discuss rape and sexual assault 

o Sex without consent is a crime. Talking about it is difficult, particularly 
when drugs and sex are involved. If something has happened to you, you 
may not even have found the words yet. Whether it’s a feeling, a sense or a 
hazy memory: talk to a friend, go to a sexual health clinic, or phone a 
helpline. 

 
Source: Adapted from Ministry of Health. Approach to the phenomenon of chemsex. Risk reduction in chemsex 
[homepage on the Internet]. 2020 [cited 2025 Apr 25]. Available from: 
https://www.sanidad.gob.es/ciudadanos/enfLesiones/enfTransmisibles/sida/chemSex/docs/Aneo_reduccion_de_riesgo
s_12_06_2020_tob1.pdf; MenRUs. Safer chemsex [homepage on the Internet]. 7th ed. London: MenRUs; 2020. 
  



 

 

TABLE 4-A1: Supporting clients to plan, discuss preferences and consent.  
Pre- chemsex 
session 
planning 
 

● Help the client to think through their expectation of the chemsex 
session. Explain that by understanding one’s intentions a person can 
guide the experience in a more positive way.  
o What are you aiming for in your chemsex session? 
o What are some things you think could put you at risk? 
o What could you do to have pleasure and reduce risks? 

● Provide information on different substances (effects, risks, harm 
reduction strategies) and resources to access accurate information.  
o What substances do you plan to use? 
o How will these substances be administered? (oral, injecting, anal, 

other) 
o What are some of the effects of those substances? 
o What substances might you take at the same time? 
o What interactions are possible if substances are mixed? 

● Discuss options to reduce potential harm. Ask exploratory questions 
to support the client to develop a plan.  
o Where will you engage in chemsex sessions? 
o Do you know the person/people you will have sex with? 
o Is there someone you trust you could share your location with?  
o How could your safety be improved? 

Discussing 
preferences 
 

● Support the client to be able to discuss and agree on boundaries 
within the chemsex session. Assist them to think through what 
practices they would and would do not consent to, including specific 
sexual preferences.  
o I want to use condoms 
o I want the session to only last a day  
o I do not consent to being photographed or recorded 
o I do not consent to being penetrated if I pass out or fall asleep 

Source: Adapted from Gaudette Y, Flores-Aranda J, Heisbourg E. Needs and experiences of people practising 
chemsex with support services: Toward chemsex-affirmative interventions. JOMH. 2022;18(12):57–67. 
  



 

 

TABLE 5-A1: Tips to give clients for safer online hook-ups.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: MenRUs. Safer chemsex [homepage on the Internet]. 7th ed. London: MenRUs; 2020. 
  

Explain the following to your client to help them have safer online hook-ups: 

� Your sexual health matters. This includes condoms and lube, PrEP, U=U and regular checkups. 
� If a hook-up doesn’t feel right think twice before meeting up. 
� Let someone know where you’re going. Keep your phone charged and keep the location GPS 

on. 
� Be aware of the risks of going to a stranger’s house when high.  
� Have an exit plan home. Keep money and cards in a safe place. 
� Sex should be consensual. That includes everyone involved. A person can change their mind 

anytime. 
� If you use drugs: Only accept drugs from people you know.  Know what and how much you’re 

taking. Pace yourself and take breaks. Some drugs are odourless and tasteless and have been 
used to spike drinks and lube. 

� When calling an ambulance, be aware the police may also attend. 
� Know where to get professional help and support should you need it. If in doubt, phone a 

helpline or ask a friend. 
� Know your rights and where to get legal help in the event you are questioned and/ or arrested 

by the police. 
� All hate crime matters. Report it to the police or through a third party. 
� Be aware of the risk of compulsive use of apps and have strategies to reduce these risks.  

 



 

 

TABLE 6-A1: Supporting come-down 
 
Physical care 

� Hydrate: Encourage clients to drink water or other fluids to reduce dehydration 
caused by drugs like methamphetamine, GHB, or mephedrone.  

� Rest: Encourage clients to allocated time to recover with adequate sleep. Even short 
naps can help, ideally within a quiet, comfortable space for uninterrupted rest.35  

� Nutrition: Eating light, nutrient-rich foods like fruits, vegetables, soups, and whole 
grains can restore energy.86  

� Gentle movement: Light exercise (like stretching or walking) can improve mood 
and circulation but avoid strenuous activities. 

� Avoid alcohol and sedatives: Combining GHB/GBL with other depressants can 
increase the risk of respiratory depression, even during the comedown phase.16  

Mental health and emotional support 
� Advise clients to expect comedown symptoms: Mood swings, anxiety, irritability, 

and feelings of depression are common. These are temporary effects.  
� Recommend people to connect with trusted people to avoid isolation. Peer support 

groups familiar with chemsex can be particularly helpful.71  
� Mindfulness exercises or deep breathing can assist to manage anxiety or 

disorientation. 
� Counsel clients to avoid making big decisions during a comedown, as judgement 

may be impaired. 
Harm reduction strategies 

� Avoid “Topping Up” with more drugs: Using more substances to ease a comedown 
can increase the risk of dependency, overdose, or prolonged recovery issues. 

� Moderate caffeine and alcohol: While these might seem helpful, they can worsen 
dehydration, anxiety, or sleep problems. 

� Consider vitamin and mineral supplements: B group vitamins, vitamin C, and 
magnesium supplements may help replenish nutrients depleted during substance 
use or long periods of fasting. 

When to seek immediate medical help  
� Chest pain, irregular heartbeat, or severe shortness of breath. 
� Seizures, severe confusion, hallucinations, or extreme agitation. 
� Loss of consciousness, unresponsive states, or difficulty waking up. 
� Signs of overdose (especially with GHB/GBL), such as slow breathing, bluish lips, 

or cold, clammy skin. 
� Mental health crisis: Suicidal thoughts, extreme depression, or psychosis, seek help 

immediately from emergency services or trusted contacts 
Source: Adapted from World Health Organization. Consolidated guidelines on HIV, viral hepatitis and STI prevention, 
diagnosis, treatment and care for key populations. Geneva: World Health Organization; 2022; Maxwell S, Shahmanesh 
M, Gafos M. Chemsex behaviours among men who have sex with men: A systematic review of the literature. Int J 
Drug Policy. 2019;63:74–89. https://doi.org/10.1016/j.drugpo.2018.11.014; Bourne A, Reid D, Hickson F, Torres-
Rueda S, Weatherburn P. Illicit drug use in sexual settings (‘chemsex’) and HIV/STI transmission risk behaviour 
among gay men in South London: Findings from a qualitative study. Sex Transm Infect. 2015;91(8):564–568. 
https://doi.org/10.1136/sextrans-2015-052052; National Harm Reduction Coalition. Principles of harm reduction 
[homepage on the Internet]. New York, NY: National Harm Reduction Coalition; 2020 [cited 2025 Apr 25]. Available 
from: https://harmreduction.org/wp-content/uploads/2022/12/NHRC-PDF-Principles_Of_Harm_Reduction.pdf; 
Terrence Higgins Trust. Chemsex support and harm reduction guidelines. London: Terrence Higgins Trust; 2020; 
European Union Drugs Agency. Health and social responses to drug problems: A European guide. Lisbon: EUDA; n.d. 
[cited 2025 Apr 25]. Available from: https:// www.euda.europa.eu/publications/health-and-social-responses-a-
european-guide_en; Pienaar K, Murphy DA, Race K, Lea T. Problematising LGBTIQ drug use, governing sexuality 
and gender: A critical analysis of LGBTIQ health policy in Australia. Int J Drug Policy. 2018;55:187–194. 



 

 

https://doi.org/10.1016/j.drugpo.2018.01.008; Burgess K, Parkhill G, Wiggins J, Ruth S, Stoovè M. Re-wired: 
Treatment and peer support for men who have sex with men who use methamphetamine. Sex Health. 2018;15(2):157–
159. https://doi.org/10.1071/SH17148; Nagington M, King S. Support, care and peer support for gay and bi men 
engaging in chemsex. Health Soc Care Community. 2022;30(6):e6396-e6403. https://doi.org/10.1111/hsc.14081.   
 
Note: The table shows evidence-based advice to help support people who engage in chemsex during come-
down. 


